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. ’ Abstract

This was a“first study of client respnnses'to active-direc-

’ “a 3
n

tive interventions in a directive therapy.
" Audiotaped series of RET sessions conducted by Alberﬁ Ellis
and Lucien 'Auger were'analysed for progressive changes in

clierts” respnnéés to several active-directive interventions.
'The results showed that clients’' responded with.incneagﬁhg oppo-

ro —_ *

sition/resistance to thnse’acti‘?—directive interventiops specif-
. - ) .
ic to RET (cognitive disputation) but with increasing accep-

tance/compliance to more general active—directive interventiong.
. ’

In addition, each component of cngnifive disputation (chalienging

" questions, directive inﬁerpretation, and didactic presentations)

led to 2 unigque pattermn of client responding over the series of
sessions. It w#g suggested that clients’' progressive changes

towards increasing acgeptance or increasing opposition could be

pccounted for by tﬁe'degree*cf direct personal challenge implied
~

by each intervention.

l. /

-
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Introduction to the Froblem oo

[

‘ ‘ ' T,
One area of psychotherapy research has as its focus?client
in—-session responses to therapeutic interventions. The aims of

such research have been Hoth to test theories of therapy (Kies-

. 3 .

ler, 1973) and theories of cﬁange (Stnupp,'1973), and, on a prag-
matic level, to aséggs the'hqntfibutinn, usefulness, and impact

of parﬁicuiar interventions on the therapeutic process (Bergin & .

»

Strupp, 1972; Ehrlich, -D’Augelli % Danish, 1979; Goldstein, Hel-
- ler % Sechrest, 1966; Gormally % Hill, 1974). The'present inves-—

tigation falls with{n'this domain of psychotﬁerapy process re—

-~

search. In particular, the focus is on progressive changés in

client in—session responses to certain interventions over a se-

]

. L -
ries of treatmeqt sessians. 4;

The focus of the research is fhe progressive change in

client in-therapy responses to cognitive disputations as they are

used in Rational-Emotive Therapy (RET). Cognitive disputatién isg

a central and fundamental RET technique of exposing and challeng-

ing clients’ irrational beliefs, with the aim of persuading them
! !

to give these up in favor of a healthier system of raticnal =9
beliefs. ‘A number of specific interventions comprise cognitive
disputation including direct interpretations, challenging ques-

tions, and didactic presentations.

' . These target interventions belong within the family of ac-

-

tive-directive interventions. This larger %amily, which has been

the focus of considerable psychotherapy research and clinical

L]

concern, has been given a number of different’ labels in the

psvchotherapy literature. Some cammonlabels include: leading



- interventions (Ashby, Fdrd, Guerney % Buerney, i?S?)*_authoriiar—

ian interventions {(Lorr, i?&S), active interventions (Butcher %

M¥oss, 1978; Finesinger, 1948; Howe & Pope, 1961), directive
"iﬁémm&saggw‘us; Thorne, 1950), and
exbert interventiﬁns ﬁSchmidt & Strong, 19703 Strupp, 1957).

Far purposgs of the present'study, this family‘af interven-—
tions wil¥be called active~directive. Thé label directive,
while being perhapsvthe most‘cmmmon, has been deliberately a-
voided since it is p;edcmihantly associated with a single theo-
retical frémework; that is, the client-centered. Within client—
centered'therap; the term directive carries a negative connata—
tion which the presemt research wfshes to avoid. The label
active—directive, on the other hanq, reflects the spirit of a ...
wide range of clinical and research w;itings without suggesting
an ﬁﬁ¥avmrable.eValuatﬁon of the interventions it deécribes.

The actiye-direcﬁ@ve family of }ntervéntions may be found to
sqhe emteﬁf in virtually all approaches to psychotherapy. Car-
tain approaches, howéver, are more cordial'to_itﬁ use. In gener-
al, it is the more directive therapieé that tend to value active-
directive interventionsi Among the most prominent, contemporary
therapies that incorporate actiVEHdirective’Shs nses is Ration-

al—Emévae Therapy (RET). It is the choice of the present re-

search to study active-directive interventions as used in this

well—-known, high-profile directive approach. Accor ingly, the

focus is those active-directive interventions tha form an inte-
gral part of RET theary and practice, while acknowledging that a

variety of other active-dirgctive interventions'are no doubt used

)
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in many contewpurary diréctiya_therapieg. While the fgocus here
is. those acéive—diract{;e interventions. central to RET, it ;hould
be noted that recent reports suggesF that the target iﬂterven—
tions are being used increasingly by therapists who are not RET
pré;titianers due to the widespread pnpularity-m% RET and the .
other contemporaﬁy directive théraﬁies (Grieger % Boyd, 1%980),.
Consequently, the reéearcﬁ results have implications for both Ré[
practitioners as well as others who incorporate cognitive dispu-
tation into their practice., . .
The-presen£ résearch constitutes an initial study of client
responses to vigorous active-directive interventions as they ar e
used in RET, & proﬁi%ent, conte%porafy therapy congruent with the
use of such interventions. As such, the study also contributes
to RET theory. Specifically, the purpose is to examine praogres-—
sivérchangéa over a series of sessions in clients’ in-therapy
responses to the target ipterventions as they are used by two
engmplars of RET, Albe}t Elliis and Lucien Auger. As sugéested by .
clinmical theory, progressive client changes will be investigated
in'fegard to a dimension from client :bmplianée to client- opposi ~

tion.

In general form, the main research question may be framed ac

follows: In several series of RET sessions, conducted by twa

exemplars of RET, Albert Ellis and Lucien Auger, when vigorous
active-~directive interventions are examined, and when client

R -
responses are categorized as falling along a dimension of accept-
ance/compliance and opposition/resistance, will clients’ tenden—
cies toward acceptance/compliance and opposition/resistance in-

crease, decrease, or remain the same over a series of sessions?



This is the major gquestion to be investigated. birectional
predictidns and specific hypotheses %ill be presented at the end
of the Review of the Literatuwre, based on careful examinpation of

clinical theory and related research.



- Chapter 'I

- o s PR
REVIEW OF THE LITERATURE

+ L

While the specific focus of the present research is progres-
sive changes in clienté' in—therapy responses to particular ac- .
tive—-directive ihterventions éentral to RET, the Review. of tHe :
Literature will cover the broader éctive—dire:tive #amily of
interventions. . The aim is to reviéw the literature concerned
with active—directive interventions in géneral, being the larger

[}

group inceorporating the-inteerntions targeted for this study.

.
Historical Review of Active-Directive Interventions in

Fsychotherapy

[

-

The purpose of the historical review is twofold. First, the
emergence and presence of the family of active-directive inter-

ventions will be traced through the development of psychotherapy

{Ehictice. The goal is to see where these interventions are faound

in historical context and in contemporary practice. Second, the
-
theoretical context with which the use of active-directive inter-

ventions is congruent will be-examined, for while these responses
might well be found at least occasionally in most approaches to

therapy, their use has become especially congruent with and

Wy

i

central to particular theories of psycHBtherapy that hpvqievolded

over the years of therapy practice.



Emergence and Presence of Act1ve—D1rective Interventions in

Pszchmtheragx Practice

Dubois’ Rational Therapy.

-— . Y ' .

The first use of active-directiveinterventions was around
the turn of the century as part of the first directive therapy.

Th?s_fherépy was developed as part of, the movement amongst clini-
cians ;wayffrcm hyprictic suggestion (then the foremost psycﬁolbg—
ical treatment) towards newer forms of psychdtherapy (Ellen-
bérger, 1970). Directive therapy was one of two major emerging
therapies at that time; the other was psychoanalysis.

The direétive approach favored working with the fully con-—
scious patient (rather than tﬁe hypnotized one) using & highly
persuasive, educational approach and relied substantially on the
. influential éuthority of the psychotherapist to sway the patient
in the direction of a healthier philosophy of living (Thorne,
1950 . Therapy was viewed mores as a persuasive, logical appeaf
to the client to change his or her erroneéous, unhealthy iaeas
thaﬁ—gs-an oppnrtunit? foé the client’'s abreaction of éepressed
© memories énd the*therapist ‘s giving therapehtic suggestions (as
seen in hypnosis). Yhe directive interventions employed to bring
about client c;ange included persuasion, advice, suggestion,
euhortation, reassurance and direct regulation of t%e client’'s
1#%9 (Thorne, 1950},

This directive approach wés pioneered by Faul Dubois, é
Swiss physician prominent.in Bérn. Dubois called his method
Moral or Ratiomal Therapy (1909). Because of his cognitive

theory, Dubois is reqgarded as one of the first cognitive thera-—

pists (Raimy, 1975). He is also credited with developing persua-
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sion, one of the 01 e;tviherapeut1q techniques (wolberg, 1967)

-

and with be:ng thr‘f“ i tn é?étemati*e the infigential authority
role of the therap1st (Thorne, 19e0). ) ' . C
Althougﬁ Dubois waé’apgarently very successful and -one of

the foremost therapists between 1880 and 1910 (Ellenberger, '
1979), he was rathee ise{eted from the two major centers of

] psthmtherapy development, Janet in Paris and Freud in Vienea.

No formai school of therapy formed around him. Despite this, by

directive technigues survived him and became part of early psv-

chiatric :oenseling as it developed ouﬁside of psychoanalysis

(Tharne, 1950). . - ' .

Directive Trends in Psychoanalysig P

Trends toward fherapist directiveness and the use D% active-
directive interventicns .are also found within the development of
psychoanalysis (Butchef_& kKoss, 1978; Fiedler, 19350; Stone, 1980;
Thorne, 193203 Welie, 1982). The theory of psychoanalysis is of
course ndt at all similar to Dubois’ theory of therapy, but theré
were some developments in psycheanalytic technigues in the early
days that were along more diﬁective lines. As a result, a con-
troversy né‘tecﬁnique ane therapist role ensued, ehd;ng in part
with the formulation of ;ore direcfive, psychoanalytical ly-based
therapies (e.g., sepportiée therapy and psychoanalvtically—ori-
ented psychotherapy), and with a distinction being drawn between

directive and nondirective approaches and interventions.

-
.

In the early days of psychoanuly51s, the treatment Was, 1rv
contrast to Dubois’ therapy, predom1nanbl/ nondxrectlve. That
L] -

is, when Freud abandoned hypnosis, he changed his view of the

therapist from that of the traditionallwv dominant docter to that



- P ‘
of the neutral, nanintrusive listener (Coltrera % Ross, 1967).
/ . : — .

He warned against guiding patients’ liveé} instructing them in

daily living or trying to chahge‘their-philqsnphy of living,__-

interventions gharacteristic of directive therapy.: Ana1y51s was

+ )

not cons1dered educational, nor a plee For grat1¥y1ng the pa-
tient‘s needs Dr focusing on symptum removal (Ellenberger, 1970) .,

Freud’'s rule for therapists was one of abstinence in these mat-

K]

ters.
\\ Freud'insisted then, as classical analysts do ﬁow, that the

., theragist’'s main stance was pasaive, nondirective, an observer

.

and an interpreter. The only d1rect1veness or activity was 'in
structuring the business detalls of therapy, such- as appo1ntment

tlmES, and payment of fees, and 1n invoking the rules of theraﬁy

(e.g., free assoc1at1an and noc major dec1sion—making during treat-— -
) . : '

ment} (Dollard % Miller, 1950; Kanzer % BElum, f976).._The sole -

exception to the passive stance was in the treatment of certain

- = .

phobic patients who at one point in therapy were directéﬁ)td face

the fearful situation. This theraplst dlrectlve was backed up by

-

the theraplst s power as an author1ty-f1gure and by threat of

'
+

termination of treatment (Dollard % Mlller,_1950; Bergmann, 1276).
Nithin the psychoanalytiq family, it was Ferewézi wﬁo first

emper1mented with and advocated a more actiwve therap1st role

]

(Fanzer % Blum, 1976). "His innovations created the first psy~

choanalvtic téchnique digpute and initiateg a'“creatiVE4 vigaorous
éndﬂhfghly contrd@ersfal period in the field of technique, which

continued until tﬁe outbreak of World War II (Bergmann, 1974, p:

.
-

g N Ferenczi_himself_insisted that his promotion of an* active

. . : . +
[ % . . . . ] .
) . 2
) ’ .
. W*\%k
hY Ny
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therapist role did not mean that the therapist shoufd take either

the tutoriél\nr authoriﬁarian role ‘generally adopted by physi-
cians, (Ferenczi, 19?65, nor Duboig' stance (Glover, 1974). How-

- I} . b [} - ' ” 1] a
ever, his critics maintained that the success of his active

methods depended on making use of his position of authority.

They espeeially obje;fed to his directive technique of exhorting

» '

clients not io use their :ustoma{? defenses during or outside the

. session (Blover, 1976). " These direct behavioral prescriptions
were matched by equally dirécfive control of the therap% process.

Ferenczi set.a termination date for treatment, interrupted free
'

associations when they were being used.as a defense, suggested

fantasies +for clients to follow when they appeared blocked, and

‘Jinsisted that talk be cqgcrgkg rather thamn abstract.

v Ferenczi, like Dubois and unlike.accepted psychoanalytic

im

techrrique, made use of .the therapist’'s influential authority role
as a deliberate lever of chaﬁge{ ng directed the process of
therap§ and iniisted on certain client behavior outside the

session. Just

o

perhaps the therapist shnﬁld.indulge the needs of the client.

before his death, he introduced the notion that
]

This idea was taken up by Alexander and French and was a forerun-

nerln4 supportive therapy in whiéh the therapist plays a much

more active-directive role than in classic psychoanalytié tech-

*

nigque.

After Ferené:i, the next major challenge to the classic
te&hnique in terms of fherapist directiveness ' came from Alexander
and French. In their revision éf the psychoanalvtic method, the
therapist was very active‘in directing the process of therapvy,’

manipulating the patient-therapist relationship and ins using
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supportive techniques such as guidance and advice concerning the

patient ‘s issues of daily living (Alexander and French,'1?46).
They saw the more active—directive, supportive techniques as
being on a continuum with.the classic technique and a necessar?
part of every analysis when the patient’'s eéq strength was waﬁw

ing. : - oo

In'Alexander and French's methad, the thérapist was more

like Dubois’ authority~figure than Freud's passive observer/in-

terpreter. ﬁhat waé most like Dubois in terms of technique was
the therapistus offéring emaotional support and encouragement ;5
well as actively intervening in'the outside 1i+e;of the patient.

The active—diréctive trends introduced by Ferenczi.and taken
up by Alexander and French cnnt}ibuted to the crisis of technigque
in psychoanalysis that became evident by the late 1940‘5 and

early 1950°'s. Other contributiné factors were: (a) the prolif-
eration of new psychoanalytic théories and attendant thefgbeutﬁc
techﬁiques after Freud‘ﬁ déath, alang with the growth of psychﬁij}
analysis in North America; (b) the .attempt by analysts to find
techniques that were mofe‘e+fectiye in"treating the étandard
neurotic patient and to discover means of treating patients not

suited to classic technigue (e.g., children, psychotics, the el-

derly) (Bergmann % Hartmann, 19746); (c) the absence of a compre-

‘pensive treatise on technigue by Freud (Coltrera % Ross, 19&67;

Rergmann % Hartmann, 197&). One important outcome of this crisis
was for the various camps to define more clearly their positions
on therapist activity and directiveness'<Kanier @ Blum, 1976&).

when the classical analysts formulated their position, the

v
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therapist’'s role was clearly the way Freud saw it:x nondiréc—
tive; passive'and neutral. The therapist d{d not engagé in a
reedgpégiagliype of therapy, Bor try to sway the patient’s phi-q'
losophy of living, nor‘engage in supportive or dependency—grati-
fying techniques (Kanzer &‘Blum,_19§7). Thefsc—called ratiaonal
technigues or directive therapy methods such as reassurance,
advice, ego-strengthening, and pallia?ive prescriptions were not
considered to be part of psychoanalysis proper (Fenichel, 1945S).
The effettivéness of these methods was considered limited to
producing perhaps-.a transferenﬁe cﬁfe or.créatiﬁg‘a_positive
transference that might_prepare the ﬁatienf for a true an;;ysis.
Active-directive metho&s were not seen to promote change oflthe

.

underlying dynamic structure of personality (the goal of psycho-
analysis)., | |

The therapy approaches that, used more active—directive tech-—
niques were relegated, by the classical analysts, to a place
outside of analysis proper. These included, for example, psy-
chuanaiytic psychotherapy, squortive therapy, short-term dynamic
therapy, and counseling. |

In one‘sense,lfhere appearéd to be two groups of analysts:
one defining themselves as_classicél ar standard ahalysts who
followed Freud’'s qriginal nondirective technigue with little
-variation, and another which preferred to emﬁand the original
passive, neutral stance to iAclude some more active-directive
interventions (Wolman, 1967). However, there is a continuing
debate in the psychoanalytie literature concerning the difference
or lack of difference between psychoanalvsis proper and its more

directive offshoots. According to Paeclino (1981), who reviewed
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tﬁe.debate, there has been no aé?eement amungst-thé experts on
this issue. One group holds that there is a sharp difference in
technique between psychoanalysis proper aﬁd the other psychoana-
lytically—baéed therapies. .The other believes that there is a
blurred difference and that g}l analysis includes at some point

some of the more active-directive, supportive techniques.

Despite this debate, it is clear that within the psychdana-
iytically—uriented therapies some éppruaches use interventions
that are considerably more active—direct;ve than the standard
;Eg;hnfﬁzé and invite therapists\tn be more openly and actively
the influential authority.

Rogers’' Objections and the Cli;ht—centeﬁed Fosition “

About the same fime tﬁat the analzéts.were defining their
concepts of_the role.and techniques of the therapist in relat{an
to directiveqess;-therapist directiveness and- the use D+_active—
directive inter@entinns became a major issue $0r-p5ychotherapy

and counseling practice in general.

[

Rogers; (1942) objections to directiveness are a landmark in
the history'af the use of the family of active-directive inter- '
ventions. He pointed to implicit theoretical assuﬁptions.;nder—
lying;the use of activ;rdfrective interventions aﬁd offered aﬁ-

.e;aluatidn ofAtheir clinical consequences. His strong sfance
against directiveness on Fheoretical and empirical grmuﬁds al-
lowed related theoretical issues to be brought into the open for
the first time. Up to the time of his comtribution, the major

theoretical issue dealt with was the deléterious effect ‘of ac-—

~tive-directive interventions on the development of the transfer-
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ence within a psychoanalytic framework.

In contast, Rogars'.prima;y objection was ta.an.assuﬁptiAn
he felt lay behind the use of active—directivé intérthtions;
viz., that_the client is incapable of assuming responsibility-for
setting his/her QwWn goals. 'As.; tonsequence, the therapist/au-
thérity had to take on the_ job of guiding aﬁd dicecting clients
towards apprnpriaté, sacially-sanctioned goals. Rogers strongly®
rejected the assumption of client dependeA!e on the éuthorit; o f

the therapist,

s

He also rejected the clieTt—thérapist relationship fnstergd'
by these aésumptions of the client’s stéte. He ﬁarticularly
criticized psychpanalysis for establishing a parent/child kind of
therapeutic relationship but was ;qually critical of the medical
model 's physician/patient relationship and the educational mod-
el ‘s teacher/student relationship. -Rager; believed, instead,

-

that the client reeded aﬁ'accepting, nondirective therapist whoa
could provide unthreatening conditians in which the client could
discover his/her own answers, solutions and directions.

-
Rogers .also criticized the older active-directive techniques

on empirical grounds. His experience was that interventions such

-+

as ordering and forbidding, exhortation, éqggestion, reassurance,
advice and intelle:tual?zed interpretation simp1; did éot wor k.
At best they brought about a éuafr icial oar short—térm change,
‘but no lasting personality change. This objection is similar to
that- the classical analvsts had to aciive~directiv? interven-
tions.

Rogers’ position, then, qgs in opposition to Dubois’' theory

and practice of therapy, and to tﬁé.standard_pzychiatric counsel -
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ling of his day. He also apposéd at lpast some aspects. of psy-~

choanalysis;-pé’ti:ularly its therapist/client relationship and

the use of iﬁtéllectualized interpretation as the means of ch%ﬁge.
The issues of theory that Rogers’ objections brough? to

light included questions about'the nature of client pathology and

needs,in.theéapy, the role of the therapist and the nature of the

therapist-client #elationship.
At this point in time, the directiveness/nondirectiveness

i?sue seemed to crystallize into a client-centered therapy versus

-

psychoanalysis débate as evidenced Sy the psychntheraby research

literature (Pope, 1977). In the process there was a shift in the

N T

meaning of directiveness. = ,

Lol

For Dubois, at the turn of the century, directivenesslmeant

the use of interventions such as advice, suggestion and exhorta-

-

tion in a persuasive attempt to change the client’'s attitudes.

For the classical analysts, the meaning was much the same. Any

-éQﬁempt by the analyst to advzse, reeducate or indulge the needs
. -

Q& the cllent Was act1ve~d1ﬁect1ve. Any deviation from the role
of neutral observer/interpreter was considered d1rect1ve, as Qere
“tPFhﬁlunS that altered the client's unique process of transfer-—
ence develmpment anq pattern of free as;nciation. For the ana-
lysts, staving within the'bpunaé c+‘inte;pretation and a trans=
ference relationship was defined as the correct nondirective:
position.

For the client—-centered therapists, however, therapist di-
rectiveqess encompassed the Dubois'—type.interventions as well as
precisely those elements considered nondirective by éhe classi-

e . r‘-"‘
L
'

!
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. cal analysts. For Rogers and his followers the analyst was

N

directive iﬁ‘aSsuming the reole of the authority.who unraveled the

cliént ‘s problems through interpretation of the transference.

What was‘cmhsidered nondirective by the analysts was included in

fhe directive category by the client-centered group.

. Thorne's Directive Therapy . :

L]

In response to the growing debate concerning diréctibeness,
Frederick Thorne designed a directive therapy (1290) expresslv to
counteract what he considered to be widespread, uncriticél ac—

ceptance oﬁ the client—-centered approach. His idea was to re-

claim the older active-directive methods that were being de-

valued, and to do so within a nonpsychoanalytic theory based on

<
»

4

Thorne is cr?dited with be;ng the developer of directive
interviewing (Matarazzo, 1?65): and is considered to repreéent the’
"authoritarian position par eicellence” (Benjamin, 1981).

Thorne (193530) himself felt that'he and only a fewréthers,
notably Ellis (Rational—-Emotive Therapy) and Glésser (Reality
THerapy) had been responsiple for establisaing igé.basics-of
directive, interviewing. In fact, Thorne did mot oridinate direc-—
tive interviewing which had its beginmings much earlier-in Dubdis

as well as considerable development in early psvchological treat-

ment both within and outside pf psychoanalvysis. It is perhaps

more accurate to say that Thorne clearly established the tech-
niques and underlying theoretical ;assumptions of directive thera-
py in more recent psychotherapy practice. *

Thorne identified those therépeutic techniques or interven-—

tiens central to the directive apprdach. They included reassur-




ance, persuasion, advice, suggestion, information-giving, difec-

tions Fo; bahaviqr outside the session, strong direc-—
tive/authoritative interpretations and ;on%rcntation. These were
the technigues of the older traditional counseling approaches
EThorne,[l?ED) and the ones incorporated intd.the directive

N .
of fshoots o¥f bsychuana%ysis.

Thorne's emphasiégwas on therapy as & learning or relearning
situation with the therapist a% a sért af paternal authority
figure who took firm control of therdirection of therapy and even
of the client’s life until such time _as.the client dgﬁ'\strated
ébiiity to cope on his/her own, The goal of therapy was for the
';lient to learn, from the therapist, more effective coping meth-
ﬁds and-adéptatinns to reality. Therapy did not' concern itgel+f
with unconscious instincts as it did in the psychoanalytic schooi
nor on releag?ng‘emntianal blocks to grohth as in the client-
centered approach. )

Like Thorne, Elfis (1962) and Glasser (1965) developed psy-
chotherapies that adhere to the psychoeducatianal model in which
“the fherabist is active-directive. Eoth therapists were trained
_in conventional pgychiatric, psychoanalvtically-based therapy,
which they quickly found to be ineffective and too passive.

Ellis” RaticnaléEmofive Therapy is a highly cogﬁitive ap-

proach in which the client is guided to evolve a philosophy which

- A}

stresses rational thinking, & scientific approach to life and

responsible hedonism (Walen, DiGiuseppe % Wessler, 1980). Clients

.

are taught to stop evaluating .themselves and basing their self-

worth on the judgments of others.
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In Glaésar‘s Reality Therapy, thch wasg/devel aped independ*!"-
antly of E}lis’.woﬁk, the +ocus is much more on the ciient”s
‘current maladaptive, irresponsible behaviors. Therapy stressesr
setting gcéls for better behavior and devéléping a plan for
successfully a;hieving';hese goals responsibly, within the limits
of 5ocieﬁy‘5 values and standards. Reality Therapy‘prnmotes
developmént aof the clie%t's selt—-esteem through edperiences of
su:cess%ully meeting his/her needs within the demands of redlity.

In both Rational-Emotive Thérapy and Reality Therapy, the

therapist is actively involved, confrontational, and persuasive,

making the most of the influential authortty role. Roth stress

the importance of therapy as a learning and ;;\Earning process

and the role of the therapist as a teather.

Directive Trends in Contemporary Fsychotherapy

In the mainstream of contemporary psychotherapy practice,
the use of active-directive inferventions is found within two
major areas. These are the family of brief or short-térm thera-

pies, and the developing cognitive or cognitive/behavioral thera-

.
b .

pies (04 which RET is a proaminent member). In addition to these

leading‘members of the psychotherapies, there are also several.

indivig@al miscellaneous methods of therapy that stress a direc-

tive approach (see Jurjevich, 1973).

£ Therap

~Although the prief therapies encompass a
variety Df-thenretical approaches, e.g., psychodynamic, behavior-
al and crisis intervention (Butcher % Koss, 1978), the common
characteristics include the use of active-directive interventions

"and a directive role of the therapist.

Thé actual interventions'characteriétic of the brie¥ thera-—
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pies are the same ones noted by Thorne (1950} as central to

v

L4
directive therapy, i.e., support, reassurance, guidance, concrete
direction for extra-therapy action, information, suggestion,
‘persuasion, advfce, bold interpretation, and direct, aggressive

confrontation (Butcher % Koss, 1978; ButcheFA& Maudal , 19763

. Ta

Wells, 19B2; Wolberg, 1965). !
The therapist in brief therapy makes full use of the- «E,;}

the competent, benevolent authority and parent—-figure (But er

Koss, 19783 Butcher % Maudal, 1976; Korchin, 1976; Wells, 1982;

Wolberg, 1965). The focus and goél of therapy is con the client

-

learning new skills and strategies for coping and adaptation

(Wells, 1982). It is a problem-so{ying, present-oriented focus
(Wolberg, 1965) in wﬁich the therapist explicitly inétrﬁcts the
aliént in a healthier philosophy of living, affering his ar her
values as bettér or more effective (Butcher % Koss, 1978: Wol-

berg, 1945).

Cognitive*Behavior Therapy: Also among the mainstream

‘ﬁmntempmrany therapies that use acfiVEfdire:tive interventions
are the cngnitive—behavigr approacheg. Cognitivé‘therapy is
perhaps the lgtést devel opment iﬁ.psychotherapy practice (Hoff-
mann, 1984) and %5 rapidly becoming the ome of the most popular ’
(Hahoney,'1977); The develmp&ent of the :agnitivé approaches,
their somewhat paradoxical marriage with behavior therapy and
their theoretical foundations hgvg been reveiwed and anaiysed by
a number of authors iﬁcluding Mahocney (1977), Mahnﬁey and Arnkoff

(1978), Stone (1980), and Wilson (1978). The importance of

cognitive psycholagy iﬁ ﬁersonality change hag been brought to
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'psy:hothefapy practice by theorists, researchers, and clinicians
such as Kelly, Rotter, Jerome Frank, Bandqra, Mahcney,;Mischei,
and Goldfried (Rimm % Masters, 1979; Stone, 1980; Wilson, 1978Y.
The most influential therapists in the development of cognitive
and cognitive-behavior therapy are Ellis,'Beck, and Meichenbaum
(Stone, 1980), the most senior and most prominent be&ng Ellis
(McMullin % Giles, 1981; Wilson, 1978). Ellis (1979 Himself has
noted that & number of modern systems of cognitive—behaéior
therapy ;verlap £heoretically with RET. These include Beck's
Cognitive Therapy (1974), Goldfried and Davison's Cognitive-
Behavior Therapy (1974), Lazarus’' Multimodal Therapy (1971, 197&) ,
Mahoney ‘s PFrsonal Science (1974, 1977), and Meichenbaum's Self-

Instruction Training (1974).

Beck (1976) and Ellis (1955) were the pioneers in cognitive

approaches to therapy. Starting in the 19S0s, they independently
develcpéd theories of psychopathology and methods of tréatment
bésed on the notion that one’'s evaluation and interﬁretation of
‘events preceded emotional responses. They found that in psycho-

logical distress, clients’ faulty evaluations, misinterpreta-
4

tions, and irrational thinking.caused emotional problems, such as

depression and anxiety.

-

Beck and his research team have intensively studied and

b

developed the cognitive therapy of depression (Beck, Rush, Shaw ¥

Emery, 1979). Their focus has been on the distorted cognitions
.0f depressed and suicidal clients as well as on cognitive methods
of treatment. More recentlyYBeck’'s cognitive model has been

applied to the treatment of énxiety and other major psycholoécial

- -
disorders (Beck, Emery % Greenberg, 1985).



Ellis"theory of Rational-Emotive fherapy has been mentioned
briefly above and is described in detail in a later section.

As the th;rd prominent figuwre in cogn;tive-behavinr therapy,
Meichenbaum' has cnntributéd important researc% on the use of
self-statements or talking to oneself as a vehicle éf personali-
ty/behavior change (1974) and, more recently, has develbped a
streséuinnoculatinn pragram using the cognitive,apprnachf(l??ﬁ). 

Identifying specific active-directive interventions used in
the cognitive-behavior therapies is Wifficult, since there have
béeﬁ few attempts to specify\what actually transpires between
therapi?t and client i;ﬁE\Edﬁaitive-behavior session {(Harrell,
Eeiman % Lapointe, 1981). Attempts to defiaé or analyse tech-

nigues have focused primarily \on RET (e.g., Mahoney, 1974; Walen,

DiGiuseppe % Wessler, 1980).an? to a lesser extent on Meichen-
baum's Self—InétFuction Traini&g (Mahoney, 19274). The results of
| .
attempts to identffy the activeLdirective interventions central
to RET will be detailed in a later section.
Some of the interventions characteristic of cognitive-behav—

v

ioral approachés include didactic persuasion, directive interpré—
tatibn, assértive confrontation, giving directions for behavior
outside the session, mini-lectures and formal argument. The
the;apist is mc:e active-directive in the cognitive approaches
that in other therapies (Beck, 1970) and uses the in%iuential
authority position to promote client :hangé,(ﬁrnko++, 1280) .

Some authors (e.q., Arnkoff, 1980) suggest that as iA the

brief therapies, the therpist’‘s values, or ones approved of by

the therapist are offered as appropriate for the client. Others
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(e.g., Beck et al.; 1979) streas that the therapist stays within

the client’s value system, focusing on more realistic thinking

and behaving within the client's frame of reference.

1
— -
.

Summary . k
Active-directive -interventions were introduced by Dubois
(1909) at the turn of the century as part of his Rational %he?apy
and were used outside of psychoanalysis in the early psychiatric
counseling. Directive trends and jgiiVEAdirective interventions‘

are also found within the develnpment of fundamentally non-
directive psychoanalysis. In ghe 1940°s and 1950°'s, the igsue of
directivene55,bécame a focal point of debate both withi6 psychoa-
nélysis and outside of it., With Rogers’ (1942) formulation ofl
nendirective theory and therapy, theoretical issue; underlying
the use of active-directive interventions were identified. These
included assumptions about client psychopathology, the role of

v

the therapist,and the nature of the therapist-client relation-

ship. The use of active-directive interventions was reclaimed by'“”

Thorne (1950) in his Directive Therapy and.by the directive .
treatments developed by Glasser (1965) and Ellis (197ﬁ). The use
of active-directive interventions ‘has been mgintgined in *the
mainstream of contemporary psychotherapy practice by two major

groups of therapies, the short—term o brief therapies and the

cognitive/behavioral. Of hese, éplis'-RET is considered to be

.

the most senior and most prdminent of the cognitive/behavioral

. i N
(Mahoney % Arnkoff, 1978; iMillson, 1978) and has been the focus of
the'majority of the psy;ﬁotherapy éesearch on cognitive/behavior-—

al methods.



Theoretical Context for the Use of Active-Directive Interventions

The purpose of this section ?5 to review the theoretical
&ontext within which the use of the family of active-directive
interventions is congruent. A later section,will deal specifi-
cally with RET.theory.and rationale for the use of acﬁive-direc—

tive interventi&ns in that approach.

1 3

while there is no formal school of directive therapy, ac-
tive-directive interventions are found as a central component of
approagﬁss that take a common §tance on three imﬁortant issues of
psychotherapy theory: the model of therapy, the role of the

therapist and.the nature of the therapist-client relationship.

Model at Therapvy

Ahpradchés that value the use of active—-directive interven-
tions share a common model of therapy, including (a) assumptions
regarding the nature of psychopathology, (b} the goals of therapy,
ahd’(c) the means of therapeutic change.

/ In ‘general, these approaches hold an adjustment.nr ébping
model of therapy (D‘éugelli, D'Auéelli and .Danish, 1981; Thorne,
1950).  That is,; the focus of therapy is on helping the client
adjust and adapt to the demands of reality, society, the environ-
ment, and to develop effective coping strategies (Grieger % Boyd,
19803 Walen, DiGiuseppe % Wessler, 1980). The theory is that the
client needs (and comes to therapy to get) khe information,
knowledge and skills necessar? for effective living (Wells, 1982;

»

Wolberg, 1965).

Assumptions Regarding Psvchopatholoqy: The assumptions

-

about psychopathology underlying the adjustment model of therapy

/F\
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' .
include variations on twa,main themes. One theme is that the

client is suffering from loss of, or weak, ggo—strength'(Thogne,
1950; wolberg, 1994), or from a loss of control or breakdown, or
ineffective efforts to control thoughts, feelings and behavinrﬁw
(Dubois, 19093 Frank, 197%5; Korchin, 1974). The result for the.
client is vulnerabilit?'and 1§ss effective coping (E;rchin, 1974) ,
irratinnafity (Thorne,'}950) 9nd reduced ability to regulate

:

behavior along socially écceptabIE'lines (Thorne, 1950). The
second theme of psychopathélogy is that clights' problems stem“
from fgulty thinking (Dubois,,i?OQ; WDlée, 1973: Young, 1674),’an
inaccurate view of reality (Glasser, 1965; Youég, 1974% ,
maladaptive cognitive processes (Mahoney % Arnkoff, 1978) or-
itrrational beliefs (Goldfried, Decenteeeé % Weinberg, 1974).
These prpblems of cognition lead to imeffective behavior patterns

(Mahoney % Arnkoff, 1978) and emotional distress (Ellis, 1973).

Goals of Therapv: In view of these two themes of psychopa-

tholﬁgy, f%ere seem to be two categories of therapeutic goals in
the directive approaches. Both tend to be more circumscribed
than the open-ended goals Fog the nondirective therapies (Eeck, -
1970). The Fiﬁgt category -of goals is related to the issue of
loss of control and weak ego strength. It includes symptom
removal (Beck, 1970; Grieger % Boyd, 1780; Walen, DiGiuseppe %
Wesslier, 1980), regaining the pre—-stress leyel of functioning
(Welberg, 196%5), specific.problem—snlving {Young, 1979), salwving
behavioral problems (Beck, 1970) and skills training (Grieger %
Boyd, 1980; Walen, DiGiuseppe % Wessler, 1980). A more kecensd//
development in this line of therapéutic goals comes from the

cognitive-behavioral approaches. Clients are taught higher-prder

L]




rulés of successful living «{rather than circumscribed skills -
trainingi.(RathJen, Rathjen & Hiniker, 1978), These;general"
principles of adaptive behavior can be applied to é vafiety-af
problematic situatinns by the client. .
The second category of goals relates to the psychopatholcgy
issue of faulty beliefs and is, :onsequently, changzng the
client’'s patterns of belief and phllosophy of living (Beck, 1970Q;

Dubois, 190%; Ellis, 1973 Strnng, 1968; Wolpe, 1973).

Means of Therapeutic Chanqe. In light of Ehe adjustment

thecry of therapy and the two psy:hopathclogy themes, how does
change come about? In the directive approaches, change is viewed
rériparily as a learning process; that'is, the;apy is an educa-
.tional endeavour (Dubais, 1909; Ellis, 19735 Frank, 1975; Grieger
% Boyd, 1980; Thorne, 1950; Wells, 19825 Wolpe, 1973). The view
is that the cfient has either.learned faulty or ineffective
patterns ‘of living, or has a deficient repertoire of. life 511115.
’Effectlve sPllls can be learned or relearned through the thera-
pist’'s plan?ing and direction. The focus of therapy, consequent-
ly, i's on the present, on specific problem areas (Bec%, 1970) and
mare on coénition than emotion (Matarazza, 1965). Areas of
concerH of other  approaches such as the past, childhood experi-
ences and de;ense mechanisms are ﬁot the central part sf direc-
ti%e treatment {Beck, 1970},

To summgrizé, the model of therapy congruent with the use of
active-directive interventions is a coping modél af therapy in

which the cllenR 5 prnblems represent a loss of cnntrnl or faulty

belief system. Directive treatment is a learning process with -



the goals of helping the client regain contrni and/or learn é
new, healthier philosophy of living.

Role af the Therapist

There are two prevailing views of the role &f the directive

therapist. In the first, the therapist is seen as the active—r

directive eupert and authority. The therapist consciously, de-

liberately, and actively uses his/her positiunln4 authority to

e

briﬁg about client change (Frank, 1975; Strong, 1968 Thorne,
1950; Wolberg, 196S). In fact, the goals of therapy and dire;~
tion of change, in this view, come largely $rom the therapist *
rather £han from the client (Benjamin, 1981; Wolberg, 1954). It.

is the therapist who evaluates the client, plans and directs

treatment (Thorne, 1950),  urging the client to move in a direc-—

-

tion the therapist believes to be more satisfying and effective
(Snygg % Combs, 1949;. The therapist candidlytinterpfets ﬁeality
and guides the client to more acceptable adaptation (Arnkoff,.
19803 Benjamin, 1981; Dubois,. 1909; Glasser, 1?65; Strong; 19683

Wolberg, 19465).

- . .
Typical- descriptions of this view of the .therapist include

being an authori

y figure (Benjamin, 1981; Dollard % Milter,
1930), a benevoleént authority (Andrews, 19&6; Butcher % Koss,
1978), and a congtructive authority (Thorne, 1950). He or she 1s
viewed as be}ng iR the superior or dominant position (Bénjamin,
1981; Thorne, 1950)\akin to the traditional role af the phy=i-—
cian (Wolpe, 1973). Others compare the therapist to a parent, or
the ideal parént (Dorlérd % Miller, 1950; Wolberg, 1965). It 1s
from this position that the therapist wields the power of persua-

sion to promote client change. The therapist is =zomeone ta look

e



up to, a«provider of rewards and pungshments, someone to be obeyed
or.acquiesced fo\(Dollard ¥ Miller, 1950; Feniche{,_1§45§ Wolpe,
1973y . _ N

In addition to being an authori:./y-:f-igure,‘theﬁdi‘r'ective
therapist, in this view; is also an influentigl expert. He or
Qhe is the fully competent expert (Blake, 1973} and diagnnsticiaﬁ
(Mahoney % Arﬁkcf?, 1978) who his the knowledge to help (Butcher
&-Kosé, 1976), to pr%vide answer;.and information (Grieger %

Boyd, 1980). The therapist takes charge, plans dérecté treat

(Butcher % Koss, 1978; Frank, 1975; Korchin, 1976; Thorh 19

]
While the therapist‘s'inherenq position of power or authority is

- not denied, the stance is more of tge therapist as a teacher,
‘educator, guide, and competent professional (Benjamin, 1981;
Glasser, 1945; Mahoney % Arnkoff, 1978; Wells, 1782, Nulberg,
19463). The therapist dEkHs together with the client tnwarﬁ goals
that bbth have %greed upon (Beck % Greenberg, 1984; GDld%riedAp
Davison, 1976). The therapist’s role ;s ta.ﬁrovide the expertise
to help the client reach his/her goals, d:casionally the thera-
pist takes a more active role in establishZ:F appropriate goals
FDr‘tpe cliént, especially with dépressed clients who,may be
init%ally c;n{used and distracted (Beck et al., 1979), but wher-
ever possible the therapist follows the client’'s goals (Gold+fried
% Davison, 197&). Even when the therapist mgst be more direc-

tive, an.attedpt is made to engage the client’'s collaboration in

the process (Beck et al., 1979). Directive therapists following
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this second model of their ;ale limit the use of their authorify
position to being a lever of social influence and reinforcement
és a4 means of getting clients to try new Eehaviors and do home-
work assignments. " They also act as :sie model s #or\disp;aying

behaviors, attitudes, and emotions that are likely to emhance the

client's progress (Goldfried & Davisgson, 1974&}.

5

Both views of the therapist share the‘nofion that tﬁe direc-
tive therapist is am active, inyol&ed-aarticipaht ::)lhe SES51 0N
(Beck et al., 197%9; Wolberg, 19&65). The.éherapist is g.real
person responding with persbnal interesﬁ,‘vigor, and encourage-
ment, in contrast to other models of therapy in which the thera-

pist is more passive, neutral, and detached.

The Nature of the Therapist—-Client Relationship

When the therapist actively assumes the author®ty role, as
in the first view of the directive therapist’'s role noted above,
the therpist-client relationship takes on certain characteris— -
tics. In this type of relationship, the client is seen as co-
operating with thek}ead of the therapist, the therapist's direc-—-
tion rather tﬁan‘having a collaborative relatianshih with the
therapis& as a partner in.the process. Frank' (1975) describes
the.relatim;ship as one of guidance and cooperation rather than
the collaborative relationship Pf the nbédirectivei_gyucative
approaches. "The therapist uses the patient’'s dependence:-on him
- his ‘transferemce’ - as a means to gain the necessary leverage, -
rather than ag a potential source of increased sel f-understand-— B
ié;XK(Frapk, p. 237).

| DFhers have described this kind of relationship as one of
dominance and dependence (Benjamin, 1981 ﬁatarazzﬁ, 1763: Thorne.



1950, like a parent and child (Strupp, 1973; Wolberg, 19&%) ar

Jike a physician and patient (Thorne, 1950; Wolpe, 1973). In

1]

other frameworks the cllent is llkened to a student w1111ng ‘to

learn adapt1ve behav1or5 from the therap1st/teacher (Mahoney &
<N . :
Arnkoff, 1978y Thorne, 1990; wells, 1982). The therapist in this

*

view of the relationship accepts, encourages and actively utilizes

his or her authority position in relation te the morefdependent

« client in order to promote change.

In the second viewﬁﬁg the th apist role as an educator,

1, the relat:onshlp with the

'E.tide.,l and ccmpetent professiona

v
\

client is more collaborat1ve, llke team work. The cllent may be
in {/;lly samewhat dependent on the theraplst ‘and this fact 3
. i

might be used at first to get hlmfher to follow the theraplst s{

\
direction, but the aim is an independent client as soon as pos-i
P ] . ' ’ ¢

. sible (Goldfried % Davison, 1976). Beck et al. (1979) stress that

R " . . N s P . {‘
the therapist is not; and does not present him/hersel+ as, an |-
. . . \

all-powerful figure with magical procedures to be worked on a R
passive client. .Insteéd, the rﬁlés afé presented as both parties
wquihg together in an open, Fggpdﬁéible yéy toward sbaféﬁ gnalsA
for the client (Beck % Greenbéré:'1984); Beck has 1abeléd thié
relationship “collaborativeéeﬁpiricism“ (1979, p. &).

Other authors siress the iméortancé of an empathic rélatioﬁ—

ship and the therapist’s staving witﬁ;n thg,fFamework of the
c11ent skvalua 5ystem {e.g., Beck et al., 1@79; Goldfried % Davi-
son, 19’6- Ladouceur., Bouchard % Granger, 1977; Wessler, 1984),

Thew{note that whilé the conditions d¥'warmth genuineness, and

L

empathv do nut CDnStltUtE the protess of. therapv, they are con-

s - ’



o S W _ a0

sidered to be necessary elements of a relationship of trust with

the client. ) . ) \
}

Bummary .

While there is!'h clearly delineated school of -directive
therapy, the_litetﬁtu(e concerned with activé—dire:tive interven-
tinné reveals a cnmmo&, general theoretical position that could
be labeled directive. The diverse panonents of active-direc-
tive interventions share a similar stance on the modél of thera-
py. 'The* differ,iﬁ,the degree to.which‘the therapist uses the
influential authority position as a means of change and on the
importance of establishing an empathic, collaborative relation-—
ship with the c;ient. The diwéctive therépies adopt a coping
model of treatment in which the therapish is clearly an active,
involved participént who instructs and guibés‘the client to a

mor e effective social adjusfment. This is the theoretical con-

1

text within which active-directive interventions are valued as

. . kl
therapeutic techniques.

i

Act{ve—pirective %nterventicns in Psychotherapy

~  Practice’ )
1

o

o
While it is possible to trace active-directive interventions

through the development of ps&chotherapy practice, and to con-—-

[y

étruct a tbeoretital context within® which they fit, it is not
always clear what specific kinds of therapist statements are

included in the active—di?ect{ve category. Typically, authors

’

make no mention of actual:active-directive interventions. In )

other situations,. some interventions are referred to but not f

i
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operationally defined and it is evident that labels have no

.- .~

- . consistent meaning across asuthors. To date there has been no

comprehensive inventory of active-directive interventions.

- The purpose of this section is to survey the clinical and
reéearch iiteratures for the specific interventions considered to

. belong tng%re activérdiractive family; and to describe them. The

v

aim is to énswer the question, What actual therapist interven-
tions belong.intthe-active—directiveocategnrQ?‘ Description of

active-directive interventions central to RET theory and practice

follows in a.later section. - A

? -

Clinical Literature b

From a review of the clinical literature concerned with

- active-directive approaches, it is possible to construct a con-

steflatipn of therapeutic interventions that are consistently

T .. : -
Qﬁsociated with directive paychotherapies. While not all authors

mention all intervemrtions, and while laﬁbls are used differently,
there iseconsiderable overlap in the wrifings s0 that a group of
acgive“directive interventions emerges.

The following interventions are those that emerge in the

active-directive group:

. r -
1. Persuasion. FPersuasion is one of the nldest therapeutic

 technigues (Brammer % Schostrom, 1960; Tharne, 1930; Wolberg,
1954), dating back to Dubois (1909). His meaning of persuasion
was for the therapist to inforh the client about the dangers of
his or her preseht pelia%g and actions and then give "lesscns on
rational morality“ (p.243)y. The qéntrél cha?écferistic of the

~modern definition (Thorne, 1950) is the therapist's use of logi-
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cal.argument*to influence client attitude change and to carrect

faulty thfnking or illogical bg}?e%s (Ellis, 1959, 1973;: Wolpe,
19735.»'

FPersuasion is an umbrella label consistently fpund in the
directive literature. It describes tﬁe thefaﬁist’s intémtion of
changing clients’ opinioné, convincing fﬁem to Edopt more effec-

" tive .behaviors and even igdottrinating them in the therapist's
own‘philosophy of living (Thofne, 1§50; Wolberg, 1954).',The
general label persuaéion; the?efofe, cap refer to a variety of
speFiﬁic therapist behaviogrs, including exhortation, giving ad-
vice or instruction, modeling more adapti#e_%hinking (Franlk,

1973), telling the client the facts of the disorder (Thorne,

1950}, describing thé’conSEquences of not chaﬁging (Dubois, 19097 .,

Harrell, Heiman'&_LapDinte,'1981; Mahoney, 1974) and giving
information about the theory of therapy (Harrell, Beiman 2% La-—
'poiqtégjlqel; Mahoney, 1974). Other interventions called persua-
'gion include cnnfrbntétioq, challenge or disputation of client

illogical beiiefs, and giving mini-lectures (Ellis, 1973; Har-—

[ ] .
rell, Beiman % Lapointe, 1981; Walen, DiBiuseppe % Wessler,.
1980) . ’ © g Lt

2. Advice. Giving advice is®often mentiomed in the literature

in connection with persuasion. Frequently the terms are used

interchangeably (Brammer % Schostrom, 1960; ‘Dubois, 1709; Ellis,

1973y . Thorne (1950), however, makes a clear distinction between

-

the two. While persuasion is arqumentation appealing to the
client’'s intellect, advice—giving refers to the therapist's pre-

senting an opinion on the best couyrse of action for the client to

follow.
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3. Suggestion.- Suggestiah, along with persuasion, is éne of
the oldest therapeutic techniques (Thorne, 1950). 1Its mopern usé
‘began with Mesmer and its development i%s intertwined with that of
hypnosis. Thorne (1950) and Wolberg (1954), for example, define
suggestion as an éttempt to influence the ideas, feelings and
behaviors of the client by éircumventing his or her intellectual
functions. There is mo logical argument or appeal tp reason as
there ig in persuasion.l-The therapist simply makes pronounce-
ments (fcr exahple, about expected improvements in the clientj‘on

-

the strenath of his or her authority (Flatinov, 1947;*Wolberg,.’

»

W . ’
A second, different meaning of suggestion refers to then

thérépist's recommending or suggesting.certain-activ;yies for the |
client to follow (Bnllar.& Mille;, 1950; Blasser, 19&5;.Y0ung,
1974), or offering solutions to the clients’ problems of daily
living kGlaaser, 1965)Y. Inm tﬁis meaning, suggestion is mild

. advice offered in a'way that does not demand compliance iBgnja—
min, 1981). v N R

4, Directions for behavior. Another characteristic interven—

is giving instructions,

 tion of the active-directive therapi

A

directives 6r injunctions regardigg the clientfs'behavimr outside
of. the tharahy.session.x The therapist, 'in effectt says de thisz
ar that or dan't do this or that, in\telling the client how to
cgnd@ct‘him- or herself outside the s ssion. FQF exdample, direc-—
tions might be given in‘the form of tting limits for client
behavior regarding possible actin out, suicide and hapicidg

(Butcher % Maudal, 197&).
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In giving directions for behavior, the therapist may assume
varying degrees of control over the client’'s life and behavior.’
In the extreme, the therapist plans and directs the major aspects

of the client’s life and relationships (Barner, 1973; Thorne,

e

1950y . For erxample, the thg:apist in the following excerpt
decides where the'client will live and how her family members
will interact: S

Certain rules were laid down for their relations
in the immediate future. In the future, sach is
to try not to express viegative feelings and atti-
tudes. ° If they can’'t say something pleasant,
nothing is to be said. They are to exchange
Christmas presents as usual, and arrange occasion-
al dinners. For the time being, Dottie is to live
with Mrs. Z. ‘However, if she stays there she must
agree to be in at a reasonable hour, and not to

entertain men in the apartment. (Thorne, 1950, p.
114) .

In another kind of directive, the therapist urges the client
to carry in-therapy behévinr'cﬁanges to life outside of the
session (Afexander % Frernch, 1248). In DthE; words, the client
may have made ;hanges apparent within the éessinn and in relation
to fhe therapist but has not manifested the new hehaviors i§
everyday life and gxtra—thérapy-relationships. In.directive
theéapies the.clienﬁ is told to try out new behaviors outside the

session. ~ )

(-3

In & third kind of directions for behavior, the therapist

-teaches the client new behaviors or skills and requires that thev

be carrigd out between sessions. The most common examples come
from behavior therapy and the cognitive-behavioral approaches.
The client might be taught assertivenesg‘Dr'relaxation (Andrews,

&

1966} lepe,-l??h), and other interpersonal  coping skills (Ellis,

195%9; Goldstein % Stein, 1976). The cognitive-—behavior therapist
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often requires clieﬁts'td challenge their own irrational beliefs
by follaowing spe:;fic steps cflself—ccnfrnntatiun as homework be—
twéen séssions (Ellis, 1973).

While the therapist may assume vérying degrees of ccn%rnl
over tée client‘é life, all of the clinical example; of this
intervention are similar in tha; the client is given quite gpe—
cific directions on how to behave outside of.£hg therapy session.

S. Giving Information.. Another active-directive techniqqe is
giving factual information. The therapist migﬁt'give.the client
information about the cliemt in the form of test results (Dollard
“ Miller, 1950; Thorne, 1950) or by QEffninguthe problem (Blake,
19753; Butcher & Maudal, 1976; Young, 1974). Therapists also give
information on the praocess of therapy, what to expect, how it
works, the principles of therapy (Dollard % Mi}ler, 1956, Glasser
% Zunin, 1973; wélpe,'1973). The facts might be about psycho-
pathology, what it is, how it comes abnﬁt, what can be done about
it (Bl ake, 1973: Ellis, 1973; élasser % Zunin, 1973: Walen,
D1Gruseppe & Nessler, 1980y Nolpe, 1973 . Finally, therapists
tell cl1ents the facts of 11&9, about "universal llfe realitieg"”
(Fromm—-Reichmann, 1990; Ellis, 1973; Wolpe, 1973; Young, 13974},

The infoFming is freguently dané in. the form of mini-lec-
tures and brief, authoritative expglanations (Butcher ¥ Maudal ,
12765 Walen, DiBiuseppe ¥ Wesslar, 1989),

& _In the cl%nical literatur;. diving information is sometimes
labelled reassurancs or persuasion, depending on the thérapist‘e

iftention.

& SIURDOr-—

£
in

S. “easg surnnce. Therne 1950y GE*IWPC resssurance
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tive technique intended to increase the client’'s sense of securi-~- .
ty, courage and confidence. Once again, the therapist‘sninteqf
tion to make the'clignt feel better 1=z pani&ested in a variety of
actual interventions. For example, the therapist migﬁt want #o

allav distress by assuring clients that thev will be taken care

of, that treatment is available, thevy will recover (tfnjamin,

1981; Thorne,.lqﬁD). fha client might be given information about
therapy, the therapist and psychopathology (Thmrne, 1950; Wol -
berg, 1934). The therapist Fould encourage the client to keep
trvying, not to give wp (Dollard % Miller, 1950:; Wolberg, 1954;
foung, 1974). The label reazsurence is occasionally used inter-—
thangeably with positive encouragement (Young, 1%74), positive
reinTorcement (Butcher 2 Maudal, 1976; Thcrne;,iqﬁo), énd Aassur—
Iance (Benjamin, 1981) . | )

',7,i Approval/ﬁgreément. In directive treatments the.therapiat
does not hesitate to o;%er approval of client Sehéviors and ideas
or to show agreement with the'ﬁlient when épprnpriate (Benjamin,
1981; D'Augeili; D’Augelli % Danish, 1981). In giving these
pnsi#ive evaluations the therapistfelearly places him/herself in

A4 -

the authaoritative pésition of one who judges client behavior.

8. Disapproval. From tée same authoritative position, direc-
tive therapists make negative evaluatorv statements regarding
client behavior. These include diggpproval, opposttion, criti-
cism, rejection, scolding, threats.and punishment (Benjamin,
1981; D’'Augelli, Dﬂéuéelli % Danish, 1981: Thorne, 1550). Thev
all imply a negative evaluation of the clien§ by the therap1st..

In some‘cases, direcﬁive'therabists use statementz of disapproval

as injunctions against recccurrence of some. unproductive client

(3
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-behavior{;-Far example, a therapist hight express gtécng disap—
proval wifh fhe client’'s aggressive behavfgr. The assumptinn is
that the therapist is an authn;ity—figure on whom the cliénf
debends and disapproval functions as a form of punishment.

9. Interpretation/Conféantation. Another'éctiverdiPective in-

tervention referred to in the clinical literature is the use D%ia
particulaF kind Q% interpretation. The definitian of interpreta—_
ticag in the literature dealing wifh active-directive approaches

is not necessarily a psychoanalytic one in the sense of -pointing
out uncomscious motivation. Intera;etation, in the active-dire:*
tive literature, more often refers ta the therap;st telling
cliénts about their behavior or personality according to the
theoretical position of the therapist (Brammer &'Schostroﬁ,

19600, or the.tﬁerapistfs offering the clie%t an alternate view

of his or her feelings or behavior (Hammer, 1968).

In the literature on directiveness, interprétatidné are
described as falling at the directive end of a continuum with
tentative formulations at one end.and authmritati&e interpreta-
tionglat the directive end (Abt 19483 Brammer % Schostrom, 1960;
_Wleerg, 19q4> ¥ AN} ather than being a cautious hypothes1s foered

to the client fo consideration, the type of interpretation

referred to in the active-directive literature is strong and

.

challenging (wclberg, 1934), strong and authoritarian (Abt,
1978), confronting and frank (Thorﬁe,jl950) and ex:eptionail?
direct (Ellia, 1948). .

Active-directive interpretation is not made faﬂ@qming the

generally accépted pr&ctice of heing cautipus and attentive to
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timing. In contrast, it is made at any time in therapy without

“cuns%géngfon for the state of the therapist-client relationship
or other preparation of the client (Ellis, 1968; 1973; Rosen;

19353) .

Active-directive interpretation is also viewed as being mcre‘
interviewer—centered; that is, rather than staying strietly with-
in the client’'s world or frame of re+erencé, the thérapist inter-
prets according to his/her own view of evepggxaéigg the thgra—
pist’'s reality as the touch stone instead of t.hé*!ien’;:'s.

Singce the active-d rective iﬁterpretation is.dire t, blgnt,‘
therapist-centered, and often focused on present beh;3§;>, it 1s
difficult to differentiate from confrantation. Indeed, tﬁere ig -~
no convention in the clinical literature for separating the two
(Garduk'& Hagéard, 1972). Auﬁhuritative interpretation; are

often descriped as confrontative (Ellis, 1968; Wolberg, 1934), or

7 g

[ Y

cnh%rontétional and challenging (D'Augelli, D’'Augelli and Danish,
1981 . Confrontatiops are sometimes placed at the directiwve end
of the directiveness continuum of interpretation (Brammer %
Schostrom, 1260). The terms interprétatian and caontrontation are
used interchangeably to refer to the therapist’s rather bluntly
lelling.the client what he or she is like.

Confrontation, as an active-directive intervention Separate-
from interpfetation, ré?ers\iﬁ a direct and scmetimes agoressive
challenge of client belie%s and behaviors {(Butcher % Maudal,

1974 . }he therapis£ éypically pits himsél# or herself as the
author;ty {interpreter of reality, representative of soc?etal

norms and values) against the client’'s misconceptions, 1llogical

. . L3
or inaccurate beliefs, and irresponsible behaviors (Andrews,

-

H

’
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1

19663 Glasser, 1965; Glésser % Zunin, -1973; Rusen, 1953; Thorne,

1950), I a cunfrontation the theraplst disputes the client’'s
belief system, interpretation of reality and intraperéglpl incon-
sistencies (Ellis, 1973). '

In summary, active-directivd interpretgtion is strong,

blunt, challenging, made at any time, usually with a focus on

‘present behavior. For many authors, active-directive interpreta-

‘tions ‘are the same as confrontations since they conceptualize

interpretation along a continuum with active-directive ones at A

the strong, confrontatlonal end. Others consider confrontation a
. : ' .
separate 1ntervent10n characterl ed by the therapist’'s pm1nt1ng

out 1ncon51stenc1es between hxs/her bellefs and those of the
[ 3

client or 1ntra—cllent incnnsistenciesh
10. Structuring the Sess1an. Th15 1ntervent10n reters to the

therap1st s directing’ the sesslon, lead1ng.the interview and

structuring therapy ABrammer % Schastrom, 1940; Jhorne, 19='
Wolberg, 1967). . The theraplst act1vely sets the agenda for the
sessian, dlrects tDplCS of d15cu5510n and steers the client into

areas- judged important by the thgragiSt. The therapist does not

v

sit back passively allowing clientS'tc talk about whatever comes

to mind, _or waiting ¥or clients to come to 1mpartant issues on

the1r own. - . a

* -

Structuring also means that the therapist informs clients
about the process of therapy. Particularly in the beginning
seésrong, he’she introduces:the model of therapy and its ration-

ale (Déiiard'& Miller, 1950; Mahorey, 1974: Walen, DiGiuseppe %

Wessler, 1980) and advises the client sbout respective therapist-

i .
]
1

L
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client roles (Pope,_;979; Thnnqe, 19 en, DiGiuseppe &
Wessler, 1980).

Ii.. Quéstiﬁh{ng. Quesiiqnﬁng n active-directive interven-
tion refers to three types §pf interventions used with different
intentions. First, quest1nning.is used an in%nrmaiiun gathering
to aid\the therapist in making an. assessment and diagnosis
(But:hér % Koss, 1978; Walen, DiGiuseppe % Neséler, 19803 Young,
1979). Second, during the middle phase of the therapeutic pro-
cess questions can be used in a rhetorical, challenging way tao
make clients aware of their irrational beliefs, to dispute irra-
tional ideas and to quiz élients on what they haQe leaned thus
far (Walen, DiGiuseppe % Wessler, 1980; Young, 1979): Finally,

questiéning is used later .in therapy as part of the process of

planping life/behavior changes (D‘Augelli, D'Augelli

1981). For example,'the therapist might question ients about

hcﬁ fhéy intend to integrate what thev’'ve learned in therapy into
‘daily living. What changes are they prepared to make now that
they 've explored their difficulties?

In summary, a réview of the clinical psychotherapy litera-
ture revea;s a g;nup of eleven active—diractivé interventions
that are consistently identifiéd as be;ng.qharacteris£ic of di-

-

rectivé approaches to therapy. in an éf%prt to be thorough in

P — e
-—

identifying these interventions that belong to the active-direc-
tive family, the psychotherapy research literature was also re-

viewed. The findings are presentéd in the following section.
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Résearch Lftgrature - ' -

Research_lité?ature-is helpful in two'ways in the search for
intgrventimﬁs khat belong in the active-directive famiiy.

#irst, memﬁers.of the active-directive group are identified
in the results'af factor analytic studies of actual psychotherapy
‘sessiﬁns. These stud;es analysed therapists’ %téteménts and
found that certain interventions éeémed to group tngethér in an
-act;ve—directive response categéry. In the Mintz7 Luborsky and - )
Auérback research (1971) the group of active-directive interven- ¢
.tions is-cagled the directive mode of responding. McNair and
LPrr {12464 label yhem.diréctive—active therapeutic methods, and
Lorr (19635) uses the term authoritariarn interpersonal behavior
pattern. )

The specific interventioqg comprising the directive, direc-
tive—active and authoritarian ﬁodes_includé structuring,.direct—
ing and leading the interview (lLorr, 1965; McNair % Lorr, 1964
Mintz et al., 1971), advising {(Lorr, 19%5; Mintz et al., 1971),
persuading (Lorr, 1965; Mintz et al., 1971), being active (McNair
% Lorr, 19&64; Mintz et al., 1931)2 telling the client apat to do
or how to solve a problémi(Larr, 1965 and hostility/instrusive-"
‘pess (Mintz et al., 1971). These are the same interventions
mentioned iﬁ the clinical literature in association with active— |
directiveness. Ln_adéitiank two new interventions not ;cund in
the cliniE;Y—literature clustered dith the directive style in the
Mintz -et al. study (1971). . They wére creative self-eupres=sion
and‘aftempting to elicit affect ffmm'an inactive client. These-®

s
two refer to the therapist’'s using an active, creative interven-
. -~

. - 1
tion to stimulate an emotiasék\response in a passive client.
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The second way that the research literature helps in identi-
. fying interventions that belong to the active-directive family is.

thraugh category systems developed to analyse psychotherapy proc-

ey

. ess. That is, the category systems themselves, as research K
‘tonls, contain ‘information concerning which interventions belong
in the-active-directive group. The information comes not from

results of research, but from the instruments used to conduct

~

psychotherapy process research.

Certaihlcategnry systemé include an active-Hirective catego-
ry, for example, "directive behavior" (Bohn, 1965; Porter, 1947;
"Snyder, 1945), "leading behavior" (Ashby, Ford, Guerney & Guer-
ney, 1957[; "the therapist as an expert”" (Strupp, i957; Schmidt &
Strong, 1970, and "therapist initiative" (Strupp, 1957).

On_Ehe'whole, these category systems are older es from thé.
era of psychctherapy praces; reséarch concerned withbfhg compar:— -
son of directive and nondirective interventions. More recent
category.systems.(e.g.,.Gncdman % Dooley, 1976; Hill, 1978;
0'Mally, Suh % Strupp, 1983; Stiles, 1979) that aim to encompass’'
& wide variety of therapeutic interventions used across different
therapeutic appreaches tgﬁd not to include an active-directive
therapist category.

The intervegtions to be cafegurized as §C£iv9*direct1ve.1n
the older content syétemé include: leading the éession, faorcing
t'o.pic choice (Porter, 1*?4-:-'_.; Eohn, 1965; Ashby et al., 1957), test’
interpretafion/evaluation (Forter, 1{943); giv{ng information
fPﬁrter, 1943=: Ashby, 1957; Strupp, 1957), approval /encour agement

(Porter, 1943; Strupp, 1957; Snyder, 194%5; Ashbv et al., 1957,



proposing client activity (Porter, 1943), persuading (Porter,
'L943;'Bahn, 1965; Ashby'et al;; i957), reassurance (Forter, 1443; .

Bohn, 1965; Strupp, 1957), disapproval/criticism (Porter, 1943;
Strupp, 1957; Snyder, 1945, structurihé (Snyder, 19453; Ashby et .,

"al., 1957), directive questions (Bohn, 19&S; Snyder, 194=; R
Strupp, 19573, interﬁretinn (Ashby.et-al., 1557; Snyder, 1945;

Strupp, 1957), suggestion and advice (Ashby et al., 1957), an— -

~

swering direct questions and making authoritative statements

(Strupp, 1957). ‘.

. Summary .

. .

A review D%/fﬁ; cliniéal psychotﬁerapy literature iﬁdicates .
that a group of eleven therapeutic interventinqs is cnngistehtly

identified with diFECtiVEHESS.and can be considered theé compo-"

nents of the active-directive family of jnterventions. The same
interventions are considered ¥o belong to various directive cate-

gories of therapist statements—ih.Fontent'analysis systems devel-

» -

7qﬁed for psychotherapy process'reséarch and emerge as compoﬁents
of the actiye-diracfive_therapeutic mode in Factof'analysis stud-

. - w . ' ) . .
v ies of therapeﬁtac'intervent1on5. They are:’ persuasion, advice,

suggestlon, dlrectlnns for behav1or, 1nfarmat1on, reassurance,

e :

approval, dlsappromal, 1ntarpretat1on/con+r0ntat1Dn, dlrectlng

- the session, and quest1oqing. ) . \: ’ ' . \

It is against this background of, the active~directive family W

. of interventions within the context of directive therapy ap= ‘

“ v

-

proaches that the REf iptérvzntioné of interest to the present
research will be investigated. : .\- L. .

. T b



o .
A : S I

Client Responses to Active-Directive Interventions
s

. -
- .t ' R Pl

- .
L

. The general aim of the ‘presents research is to study clients’

verbal responses to actlve—dlrectlve interventions in actual.

therapy sessions and partlcularly changes in responses over 5ev—

¢

eral sessions. A ) ’ .

‘> Alternative research options for studying client.responee to

-
- S -

active-directive intervent;pﬁe mightv®e, for example, to investi-

‘gate the. outcome of therepy'in'whicp activésdirective interven-

) \ . . )
tions are used or to measure client recall, of in~-therapy euperi-

v

] * B - L
.

ences thrnugh post-session interviews or tests. While other

strateg1es offer valld questions for study, the chm1ce +or the

- -

B
preeent research is td focus on the precess of a series of ses-

*

s1ons, partlcularly on client verbal responses ‘to target act:ve—

-
.

d1rect1ve 1ntervent10ne as the sessions progrese. The' research
. oy .

will focus,on a Few selected interventiuns as thev are used

) S
within RET, & directive therapy approach.

-

&

The purpose of this section is to review the psychotrergpy

. clinical apd research literatures dealing with clients’ responses
. . . - . 4 .

in the session to the active-directive family of interventions

identified in the previous section. The purpose is also to .
. " ’ .--i . L
investfgate'progreseive client changes in response over a series
) . -
of sessions. This general review will serve as a backdrop for a
review of tlient responses ‘to the active-directive responses

characteristic of RET. ‘ .
s ) - - N



-

S

o

'grinicallLitngturg - ‘ .

in any given session as opposed to possible changes in response

- . r

" The clinical literature addressing in-session client re-

sponse to active-directive interventions in general is sparce but

relatively &nnsisteﬁt.aﬁd deals almost exclusively with responses

over several sessions. There is agreement in this literature

that active-directive interventions as a family elicit various

forms of opposition, for example, rejection (D’'Augelli, D’'Augelli

% Danish, 1981; Thorne, 1950; Wolberg, 19549, rekellion (Benja-

min, 1?81),-Be+ensibeness (Snygg % Combs, 1949) and suspicion or

skepticism (Beck, 1976). There is also an expectation that some

-
.

clients ﬁill_passively comply, accept unthinkingly, or swallow
wﬁc%e active-directive intervens}qns (Beck, 1976;‘Bénjawin* 19813,
Snygg % Combs, 1949; wnlbérg, 1954) ., Dtﬁer clients will be drawn
into a‘Yes ..: but type Df_reégg:se; QLai is, superficial agree-
ment followed by rejection or debate (Beck, 1974; Bedrosian- %

Beck., 19803 Butcher’

% Maudal, 1976).

Snygg and Combs (1949) , Regers (1942) andfhore recently

'Benjamin (1981) have sugbesﬁed that active—directiye interven-

tions inlfact restrict clients’ pBossible responses te. two Dppb—‘

site categories: submission or rebellion. Benjamin (1981) found

-

that -

Confronted by a facade of éuperiority, the inter-
viewee must defend ,himself as best he can. If he

“ _ perc91ves it as the expression of the interview-
er’'s values, he may ezther sumbit or emerge with a
shield to defend his’ awn values (p. 101).

In other words, when thE'therapist makes an active-directive
intervention clients have little leewéy in responding and tend

either to agree, comply and accept passively, or, alternatively,
P 1
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oppose, argue and reject. "The only resporfsibility of the coun-
selleeis the decision as to how far she will cooperate" (Rogers,

1942, p. 117). o

. Clientg‘ responses are egee:ted to fall wighin one of the
two categories due to the suppcs;d effects of active-directive
iﬁtervamtions on‘oliénts"senses of autonamy (or lack thereof).
That,is, actiVEHdirectiéé'in;erventinns are considered to push.
challénge.and pressure the client into accepting directives orig-
inating largely in the frame of reference of the therapist as
aqtﬁbrity—%igure (Benjamin, 19813 Combs, Richards % Richards,
19&6; ﬁlatinov, 19467 Snygg % Combs, 194%; Wolberg, 1954). This
may result in &éelings of threat to'autannmy, and subsequent .
rejection or rebellion. On the other hand, active-directive
interventipns also tend to ﬁut therclient inian inferior posi-
ticn,'appea iﬁg to dependency needs and eliciting‘deferencg ar
the compli. £ ?esppnses (ﬁenjamin, f?BI;_D'Augelli, D"Auvgelli &
Danish, {9813 Dollard % Miller, 1956; Finesinger, 1948; Snvgg %
Combs, 194?; Wolberg, 1954).

The individual who has a good deal of independence
necessarily rejects such suqggestion in order to
retain his own integrity. On the other hand, the
-person who already has a tendency to be dependent
and to allow others to make his decisions is
driven deeper into dependency. (Rogers, 1942,

p.23}. b
In addition to discussion of client,response to active-
directive intgrventions as a family, the clinical literature also
comments on client response to a few specific a;tive—directive
interventions. Advice and information—-giving are thnudht ko

intérrupt the flow of the session (Benjamin, 1981: Butcher %

-
t
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‘Maudal, 1974), eii:it rejection (Rogers, .1942) and initiate a
gamé iﬁ which the client asks for advice and then rejects it

(Benjamin, 1981). The therapist‘s.giving dire&ticﬁs for behavior
y% expected to elicit defiance or débate (Davis, 1971; Wright E
Strong, 1982). Cha}lénging thequestiqné,oincluding Socratic
questioning, create defensiveness, withdrawal, silence, defiance
and noncompliance (Benjamin, 1981; D‘Augelii, D’'Augelli % Danish,
‘1981; Walen, DiGiuseppe % Wessler, 1980). The clinical predic-
tions of response to these specific active-directive inter-

.

ventions are consistent with those found for active-direcgtive
interve;tions as a family.

Bi;en tﬁét, according to the clinical literaﬁure, clients’
responses to active-directive interventions tend to be either
.oppositional;or compliant, what is.expecte& to occur over a
series of therapy sessians? The clinical 1iteratuné doés not
direcfly‘aadress this question. There are mild suggestion; from
two proponents of active¥dirgctive interventidns that clients are
expected to be'oppnsitiahal and rejectiﬁg in the beginﬁing of .
therapy bdt that they become more accepting after some unspeci-
fied'cqurse o¥‘£herapeutic wnrk-(Griegar &'Bnyd, 1980; Thorne,
1930). No mention is made as. to how initially compliant clients
respond after several sessions.

The clinical 1iteratuﬁe prediats alm&%t éxclusively that

clients will respond negatively to the.active—directive‘family of

¥
interventions and vet these interventions seem toc be increasingly
. d

popuiar considering the-tﬁéﬁd»amongst clinicians toward the use
of the contempnra&y directive approaches iSmith, 1982)., This

discrepancy between current practice and the clinical predictions

~
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indicates that data is clearly needed on clients’ respaonses to

these interventions and particularly on .haow responses might

. : -
change‘gver treatment., - If the initial client response is indeed

negative, is there evidence of more positive response over a
series of sessions? There is a real gap in the knowledge in this
regard that has definite implications for clﬂn:cal pra:t1ce.

Reseaﬁgb therature

This sectian reviews the ps&chotherapy research literature
concerning cl?ent in—thérapy responses ta.the.aétive—directive

’intervehtiuns and changes in respbnse over a series of sessiohs.
There is no psychotherapy research that directly addresseé

the question, How do cliertts respond in—-therapy to active-direc-
p .

tive interventions as they are used in directive therapy ap=-
proaches and how do responses change over a series of sessions?
There is no detailed evaluation of client response to active-

directive interventions within the context of therapies congruent

with fheir use. Instead, the information available comes from

research done 20 to 40 years ago at a time when many psychothera4
Nl . - -

pist researchers were interested in answering the gobal question,

Which is more e++thive, directive or nondirective therapy” It

was also a time predominated by client—-centered research. As &
. i ) .' *
consequence, the research tends to be limited to general, glabal

studies such as comparisops of client responses to active-direc-
L] - “

tive and nondirective tﬁéfapeuti: styles, Df‘analyses of client-

centered therapy. Clearly, a detailedf study af client résponses

- to activé—dire:tive interventions within an appgopriate therapy

4

context does not emerge from the early|global comparison studies

,-?



dominated by client~centered theory.

Despite their limitations, these early studies will be ré-

. ’

viewed since.tgey.gre the sole source of. information on ciient
responses in-therapy to active-directive interv;ntinns and, és
. such, offer at least suggestive data.

The Eesearch provides two types of data\ First, there are
studies lobkiﬁg at client in-therapy responsegita overall active-
directive therapéutic approaéh or sﬁyle compared £;'nondirec-
EiVe. Second, a few studies anaiysed client resquées.tp partic-—
ular active—directive interventions. Within these two. types of

.

research there is gata hinting.at how clients’ responses might
change over a‘numberrof sessions.

First, several studies of actual psychotherapy sgssinns
have compared clients’ in-therapy responses to active-directive
styles of therapy with respnnées-to nondirective styles. In the
majority of cases, the firfdings for active—directive styles‘Pf
therapy were interpreted as Heipg-léss favorable Fegardless of
the client variable measured.. The active-directive styles re-
sulted in less client talk (Carnes % Robinson, 1948), in more
guarded,_resistant, dependent résponbes with more blocking and
interrupting the therapisghkﬁshby, Ford, Guérney Y Buernevy, 1957;
Rottschaffe; &"_ zaglia, 1962i, and in less pérsonal, prnplem—
relevant talk: - (FPallone % Grande, 1965). Clients also responded
to active—directive stvles with ﬁore hostility, silence and anx-— o
iety (Tourngy, Qléom, Lowinger, Schorer, Auld % Grisell, 1966)
ana with fewer information-seeking responses (Samaan % Farker,

1973). In one study there was a trend toward increased client
) .

resistance in active-directive interviews'(Gillespie; 1953) . In

-

59 .
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a single study there was no difference in client responses to

active-directive. and nondirective therapeuttc styles, on a meas-—
- » . )
ure'of client self-exploration (Kaul, Kaul & Bednar, 1973). On a

variety of measures, then, client in-therapy responses to active-

' -

directive therapéutic styles in actual psychotherapy sessions :
appear| to be lesalfaborable than in-therapy responses to non- "

directive styles, wiéh the possible)eu:ept;on o¥'client:se1+—
#ploration.

Two more recent experiméntal analﬁgue gémdies of psychother-
apy process have prcduﬁed conflicting resuits concerning client
in—therapy response to acﬁive—difeétive styles. fn one study,
when therapists used a single form of response thrnughout the

- 1.' * . - . ’ ) -
interview, the active-directive responses produced less desirable

clgent FESpDnSés than nondirective responses (Ehrlich, D‘Augelli
% Danish, 1979). Clients in this research responded with' less
talk, less use of affect words, the presént tense and self-
réferent pronouns when therapists used advice;giving, influenc-
ing, or closed question modes of interyention. More desirable
responses followed the nondirective modes (open questions, coﬁ:f
tent and affective responses). A second study using different
therapist modés found no d;fférence in client prodﬁctibn of
affect wﬁrds, self-referent pronouns or verb tense in response o
therapist modes of reflection, pyobe, cénfrontatian or frea—-stvlie

(Barnabei, Cormier % Nye, 1974). -7

-—

These two experimental analogue studies seem to mirror. the

naturalistic research in that active-directive response modes

»

produce either negative client responses or ar'e not different
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r
from nondirective modes,

These é;udies‘represent efforts to discover which therapeu-
tic mode is bettér, active—difective or'nondiréctive.._while the -
active-dizgctive mode appears to lose out in the~ngomparative
r-esehrch,‘ it is not clear th_at the ciiént va@eésurjed are
equally relevant'agd apprbprigte to both therapgutic modes. For
example, havimg clients talk a lat, self-explore, use affect
"words and be nonresistant may be responses valued more by non—

directive than active—direqtive approaches. The research results
may be more appropriately viewed within the contest of non-
directive therapy goals and values. While perhaps valid.in this
regard, they fail to provide information on client response to !
-active-directive interventions within a therapeutic context that
values tﬁeir use.

.

Second, other research investigated c;ients' responses in
lhe session to active—directivé interventions. Two studies sug-— .
gest that client responses directly following En;erventinné.claE—
siFieq 25 active-directive are less desirable than those follow-
ing nondirective interventigns (Framk, 1964; Snyder, 1545).
Snyder {(1945) concluded.th;t to the group of active-directive
interventions aqalysed in his research, client response was un-
favorable. Fraﬁk (1964) found that when therapist interventions
were classified as either directive or nondirective, clients
respcnded.to ?ﬁe directive ones with less exploration of.meaning,
less insight, but more talk ab0ut problems and symptcocms.

Four studies.reported client responses to several specific

active-direfive interventions. Clients responded to persuwasion

with rejection, with statements about their problems and symptoms
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(Snyder, 1945) and with more fesistance than‘they showed to all
other therapeutic intErvehtions, hot% active-directive or non-—
direc}ive'i@illespie, 1953). Informaﬁion—giving was followed by
client statements that indiqatéa_brogre S or uncertainty (Frank &
Sweetland, 19462). When therapists asked direct questions,
‘clients respondea with rejection (Snyder, 1945) and when they
made structuring interventions clients abandoned self-explaration
'ur_rejected the structuring (Bergman, 1951; Snyder, 1945). The
interven?ions disapproval and cri;}cism elicited rejection, re-
‘ Bistanceiand talk about symptoms (Gillespie, j@EE; Snyder, 194%)
while approval and encouragement were followed by insight-aqd
understanding (Snyder, 1945). ,

Two experimental studies %Dcused‘un clients’ "in—-session
response to a particular active—directive intervention, confron-
tation. Anderson (1948 % 1949) found that subjects resﬁcnded
with significantly greater sel+-exploration following ccnfrantah
tions made by high—functiening therapists than they did with low-
functioning f;erapists (therapists were rated according to level
of empathic functionming oan Carkhuff‘and Berenson’'s 1968 scale).
This study dia not compare client responses to confrontation with

)

responses to other interventions.

These data suggest that the majority of the a?tive—directive

4

interventions investigated in actual psychotherapy sessions are

responded to in a variety of negative ways, e.g., rejection,
resistance, and abandoning self-exploration. - The sole positive
client resbonse seems to follow apprbval.and encouragement. In

addition, experimental research Suggests that client responses to

i
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confkﬁntation are more %avorable when therapis£s_are high-func-
tioning on a measure.of empdthy. Of the eleven intervenfion§
that haﬁe been idéntified és actiée~diréctive, the reéeardh re-
viewed above reports on client in-therapy response to seven:
.persuasicn, information-giving, d;rect guestions, structuring,
disapproval/crificism, approval /encouwragement énd confrontation.
There is Nno research on client‘reséonse to the remaining four:

13

advice, suggestion, directions for behavior or reassurance.
. - -
There are several major limitations on these studies of

client-respunsqg to active—directive intervéntions in view of the
present research. The first and perhaps most important is that
most of @ha naturalistic studies analysed sessions of client~
centered therapy (in fact, all research that reported the kind of

therapy studied was of the client-centered approachs; one study,

. s
Fraglk (1964), did not report the theoretical orientation of its .

sessions). This means that the results we have for client re-—

. - . . a - - v L] .
sponses to active-directive interventions caome exclusively from'a

few repb}ts of client-centered therapy, an apprbach that rarely

uses the active-directive interventions and in fact considers

.

them érrors in technique.. .
, A second limitation is that all of the studies of actual
psychctﬁehapy used Snyder'? 1945 categcry system or modifications
of it. This Qas one of éhe original content analysis systems
deQeloped at the beginming of psychotherapy process research.

Sincékgt was designed within the context of client-centered

'theory, the research results are limited to addressing a guestion

-

R . ’ . ) " s
of how active-directive interventions can be evaluated according

*

to client—centered theorv of therapv. AN offshoot of these two

o
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limitations is that the client variables investigated tend to be

more relevant within nondiregtive than directive approaches.

. Of final interest to the pFesent researéh_is how client

PR

responses to active-directive interventions might change oaver a
series of sessions.  Two studies report change in client response

to active-directive style and interventions over several sSes—-

sions. Ashby, Ford, Gueﬁney and Guerney (1957) {found that'there

§ . .. .
was a trend for clients of leading therapy (who'were more defen-

sive at the beginning of therapy than clients of reflective

*

therapy) to become less defensive by the fourth interview (the

trend was statisti&ally nonsignificant). This result lends some
\

support to the clinical.litératurgréﬁfEGEEEEETng that clients may
resist active-directive interventions ihitially, but accept them
later in treatment.’ Anderson (1969, in tHe.émperimental study

of confrontation, found that while c;ients' gains in self-gxplor-

ation were greater following confrontation by a therapist rated
as'hig;t4uncticning in empathy, compared to a low=-functioning
therapist, clients of both groups of therapists had greater gains
in self-exploration following cnn*éontation in session 4 thaa
they did in sessio% 1. This finding alsﬁ suggests that clients’

responses may be more positive in later sessions.

Conclusions

To conzlude, no research directly addresses the guestion of
interest to the present'study; tﬁat is;.how do clients respond
in~therapy to active-directive interventions as they are used 1in
directive 'therapy, and how might }esponses cthange over treatment”

The orly related research focuses on either global comparisons of
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client. responses to active~directive and nondirective modes of
therany; or on responses to active-directive interventions used

in clieéi-centered therapy. A review of this research indicated
: . A _ Pul

that client responses to active-direqtive'modes ot therapist
intervention and to active-directive interveht;ohs used in cli-

ent-centered therapy are less favorable on a variety of client

measures than responses to nondirective modes and interventions.

In terms of how clients’ responses to active-directive interven-

- - -
[

tions might change over a series of sessicns,_the“research gi'ves
a very tentat;ve 5uggest1nn that responses might be negat1ve at
first and more po51t1ve after several sessions. There has been
no researéh support for the clinical prediction that some clients
start dﬁt in a passive/cﬁmplianf ménner.r

The limited reseérch available, at first glance, seems to
suppo;i the climical literature predxctluns that active-directive’
interyentions elxc1t negatlve Client responses. A careful review
of the research studies, howaver, shows that the data'have been

collected from sessions of client-centered therapy in which the

use ofsactive-directive interventions is both infrequent and an

error in technique. In addition, the client variébles measured

j Sl

may be more relevant to a client-centered theorv of therapy than
to & directive theorvy. 'In essenﬁe,'acgivejdirective interven-
tions have been e;aluated primarily agéinst nondirective theory
and values. As such, the research results do answer a4 valid .
research question, that 15, How do.cllents responses té naon-
directive and active-directive interventions‘tifer in client-

centered sessions? 'Clearly,dthe.data do not providé information

on clients’ responses to active-directive interventions within
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the context of directive therapy theory and values. 'What is
m1551ng in' the research is this very avaluat1on of act1ve direc—

t1ve techniques within therapies that provide a rationale and a .

theoretical basis for their -use.

It would seem important now to

"have this kind-of study both to assess theories.bf directive

*-

therépy better and, from a clinician’s lent of view, to have
data bearing on @%e process of therapy when active—directive

interventions are used as central and frequent techniques. -

Active-Directive Interventions ¢

In Rational-Emctive Therapy

The preceding sections of the review of the literature have
dealt with active-directiwe intérventions in general and client
responses to their use in therapy.. It isg st?iking that there has

been no research investigating cli'ent responses, and particularly

progressive changes in responses, to active-directive interven-

r

tions in therapies coﬁgruent with their use. The present re-—
search focuses on the use of these interventians within a direc-

tive therapy, RET, and especially on client responses aver a

series of sessions. .

] »

S
Rational~Emotive - Therapy is not only one of the three major

representatives of the development of modehn'qirectige theragy,
PR :

along with Thorne’'s Directive Therapy and Glasser 's Fealitv Ther -
apy (Thorne, 1930), but also.continues to be perhaps the most

prominent of the contemporary directive approaches in terme ot

clinical writings ahd research (Grieger % Boyd, L98%0). There are

-

A
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several Fecent texts for teach;ng RET to therapzsts (e.g., Grie— ¢

hger & Bovyd, 1980; Tosi, 19743 Walen, DiGluseppE % weeeler, 1980;
' r

\
)

and wessler_& weseler; 1980). There is an RET training instiAK\ '
fute, The Institute. for Rational-Emotive Therapy, and an RET
journal Joeurrnal of Rational—-Emotive Therapy “(previously khewh as’

hationel Living). Moreover, there is a base of some twenty years

.

of psychotherapy research (see reviews by'DiGiuseppe, Miller &
'Wreuler, 1$§;: Mahoney, 1974"ﬁc60vern & Sllverman, 1984; and

wllsen, 1978) and a con;xnu1ng emphaszs on testlng RET theory and

practice through research (Ellis, 1980, It should be noted that
wh1le RET 15 pract1ced by a substantial number of cert1f1ed RET
- pract1t1onei§‘ there are 1nd1cat1ens that RET methode are in-—

crea51ngly being used by therap1ets D¥ other persuasions due to

the wzdee'nead popularlty and high profgﬂe of RET (Grieger %
Bovyd, 1980) . All of'these factars suggeet that RET provides one'
apprapriate context for the study of client responses to active-—

directive interventions. Within the RET research iiterature
alone, study of client responses appears to be Dverdue. It is
noted however, that sxnce there has been Nno study of client

reSponses over a series of dlrectzve therapy eees1on5, virtuglly
-

amv d1rect1ve therapy could be' investigated. The choice of RET

o . ‘ 4
is, therefore, a somewhat arbltrary but clearly appropriate one.

[ Adccordingly, the purpose of this section is to review the

literatuyre concerning the-use ot a:tive*directive interventions
4

‘?, in RET.I Fart1cu1ar attention wlll be paldate cllehts in-fherapy

; i,

reSponses and changes in responses over a number of sessions.

-
.
.



. Brief OYerview of RET' o -
RET was founded in 1959 byfﬁldett‘Ellier Ellis was initial-
. . , :

ly a mari%él and family therapist who trained in psychdanelysisi

" As a vyoung therap:st he be;ame d1ssat15¥1ed with client progress

\

\ ¥
and d1senchanted with psychoanalytlc theory (E111s, 1962), He’

developed Ratadnal—Emdt1ve Therapy as a direct@Ve; coghitive— -

-

behavioral épproach with philosophic roots in stoicism and with

v R : I }
ties’ to the modern ideas and concepts of Duboisy Thorne and e
certain of the analysts who took a more active apprnéch to thera-
. . . - - 3 . .

py, fogr example, Alexander and Eren:H, Adler,'Hdrhey‘and Sullivan

(Ellis % Grieger, 1977). Ellis notes that others, notably 'Rech,

1ndependently devel oped 51m11ar therapies about the same time
, i
’ '(E1P15,21962). RET, however, is distinctive amongst cognitive-

'behavidr.therapies for its sfrongly‘active—d{rective style and
) A
. focus on cognition (Wessler % Wessler, 1980),

~
v

Nheq\ElIis‘fﬁrst %ntroduced KRET, his .emphasis Qas largely on
_the cognitive aspects of the thedry and treatment. In the 1@705,
he focused on the humanistic naéure;of RET philosdphy of living
(Ellis, 1973) and then dd RET as a cognitive—-behavioral approach

(e.g., Ellis & Grieger, 1977). Rresently,.Ellis 11984) contends

. that RET has been, from its inception, a comprehensive cognitive--

.
. -

.emotive—hehavidral therapeutic approach but that at different
tlmes in its hlStDFV he has Btress ed various components of the
thedry'and/or practice.

The basic ﬁET tenet is that emotions sprind'frqg ideas and .
that to control dne‘s‘disrupt;ve Feelinge, ideas'or beliefs must

change. Emotional disturbance is a result of dvsquctldnal ar

irrational thought processes (Ellis, 1962: Walen, DiGiusenpe &

~

.
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'wessler,‘1980). Ellis has theorized that humans e biologically

-
-

predisposed to hold several strong’ irrational beliefs ‘which are

1eé;ned in early life bu% more importanfiy are actively reshearsed

and reinforced in adult life (Ellis, 1973): They are varieties

. of three main types of musts, or in RET te;ms; musturbation

‘(Ellis, 1979a): o | ' ' ”\r

. i. I must be competent, adequate an& achieving,
’ and I must win approval of all the important
people in my life. ..
2. DOthers must always treat me fairly and kindly
when I want them to.
3 I must have and need the thlhgs I really want.. ¢
q .

Humans aré,alsp uniquefy'rational and unusually. teachable
relative to cthr animals so that irrational beliefs such as

-

these can be changed. The prefe?red, ot eiegant,‘therapeutic

—

-

‘goal in RET 'is to have the client examine and give up the ir-

v

‘. rational béliefs and replace them with a healthier philosophy of

living, particularly the RET philosophy of responsible he&onism.

" Theoretical Rat10nale far the Use of A:tlve—Dlrectzve Interven—"*

tions in Ret , L .

In an earlier'section,’it was suggested that directive .

therapy approaches that value active-directive interventions ha{g

" common theoretical positions on the model‘df therapy, the role-d}

the(fﬁérapist and the nature of the therapist-client relation-

.

L] s . .
.ship. Rational-Emotive Therapy, as a directive approach that

explicitly promotes the use of vignréus actiye—directive inter-
veﬁtions, shares most_qf these positions ﬂith'one or two impor-—
tant exﬁeptians. ‘

While host'directiye therapies subscribe to an adjustment or

coping-fiodel of therapy,-Ellis contends (in the face .of criticism

. - ) Y



.

I

to*'the cpntﬁary) that RET in its eleg or specific form aims

- N for substapl ve persnﬁality'change thr8lLgh radical rastructu?ing
b? the client’'s personality (Ellis; '197%9a). 'TE is true, however,
' ' 4 -
Jthat inelegant ar general RET is sSYnonymous hith_other forms of -

cognitive-behavioral therapy that follow the adjustment model,
b 2.g9., cognitive-behavior hodificatinn,':ngnitive £herap§, and

multimodal therapﬁkﬁEllié} 1979b). Ellis also stresses that the

-

therapistgglient relationship is one of collaboration (Ellis,

1984) rather than cooperation, thereby diﬁfering from some other -

directive approaches. . : .

v Nith.these two exceptions; RET theor?-is in agreement with
the theoretical positions taken by directive therapies as a
group. Péy:hopatholngy is viewed as stehmiﬁg from faulty cogni-
tions (Ellis, 1962; Walen, DiGiusezée & wéssler, 1980) as it 1ig

in many directive apprtaches. Chanfie cbmes about through a

learning prbcess in therapy (Grieger % Boyd, 1980; Walen, DiGiu-

seppe % Néssler; 19803 Tosi, 1974). The therapist takes the

4

position of the expért educator (Ellis, 1962; Tosi, 1974; Walen,

4

DiGiuseppe % Wessler, 1980) who aims preferably for teaching the
- client a healthier philosbphy of living and scientific approach
to self-change, or, failing’'that, more éffective skills and

strategies for happy living (Ellis,. 1979b). '

In addition to the general theoretical position of direct:/e

therapies, RET theory postulates specific reasons for using 1t3
characteristic vigorous active-directive responses. These are

explained below.®

According to RET theory, irrational thoughts are deeply
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- ingrained and difficult to change. An inheren£ predisposition Fo
think irrationally cndbled with early training in c;éoked think-
ing 1ééa fa a véry solid bup'dysFuncéioﬁal ﬁhilosophy of living
(Ellis, 1962).. A strong active-directive approach is needed to
uprnbt and ghallenge_persisteqt patterns of thinking (Ellis,
1962; Tosi, 1974) and as a model for clients to follow «in vigor-
ously Ehéllenging their .awn beliéfs (Ellis, 197§a). In the words
Pf'Ellis (1962), the therapist is a “Fraqﬁlcuuqter—propagandist
who directly tontrédiéﬁs and denies fhe sélf—defeating propaéanda
and SGBE(stiiians which th@‘patien? hbas originally learned' (p.
95y . ; .\ \
Another assumption of RET that supports a strnﬁg active—
directive approach.isg that cli;nts are typically‘lazy and slow to
change. Théy coﬁstéhtly and very actively perpetuate their path-
alpgiesl reindcctéinating themselves with their }rraticnal be—L
iie{s. The only wéy to bEeak thé cycle is for therapists to
interrupt activel; and challenge the client’s beliei sytem (Grie-
ger % Enyd, 1980). An.inactive'or.passive listening style is
believed to be, at best, slow and ine{ficient,;nr; at worst,
completely ineffective in promoting client cHangé,' In RET the
" o therapist is urged to attack vigorously the clisft's unrealistic

ldeas and present didactically a healthier set of beliefs and
values® (Ellis, 197%). Accarding to Ellis (19632), ftactive encour—
agement , PeErsuasion and upward pushiné on the part 04.the thera-
pist isg usualiy.requi:gd to counteract some of the pernicious

effects of self-sabotaginhg" (p. 197).

RET theory holds that the active-directive stvyle prevents

P

clients from slipping into unhfoductive, repetitive ventilating -

»>

Va
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.of negative feelings. ~ Active-directive interventions aim imme-—

diately to cut through emoting to challenge the irrational be-

v L)

liefs uanrlyiﬁb bad feelings. Catharsis and continued expres-—

sion of emotion are thought either to help clients adjust to
. . VAT ".. )
their distress or aggravate it. According to RET, change dccurs

not as a result of expression of feeling but by forceful pounding

- away at irrational beliefs (Ellis, 19462).

*Active-directive interventions Are also believed to be mor e
efficidnt in counteracting clients’ feelings of anxjety and in-
adequacy sinceé they include thg therapist’s Cery persuasively

\instructing the client to undertake homework assignments to build

+ - -

self-confidence (Ellis, 1973). o

While many other thedretical approaches warn against active

confron®ation and strong int?rpretatian,unless the thﬁ;gpist—

relient relationship is well-—-established and therapy is advanced,{

\/’ RET theory allows for ,directive challenges and blunt interpreta—/
‘ A . F) . v

tiFns immediately, even in the first session (Ellis, 1973). 'RET

. . ) ' |
. . .

therapists

do not bhesitate, even during thé first session, to
directly confront people with evidence of their
irrational thinking and behavior. They actively
"interpret many of the things clients sav and do -
without being too concerned about possible re-

\\\*ﬁ sistances and defensiveness. (Ellis, 1977, p.
195y ' -

P.cr:cirdinq to E:E'li there is no unconscious where deeply buried

conflicts reside, but merely ideas marginally cut of awareness.

These pose no threat to the client and can easily.be brought irto
. “ .

awareness throught straight-—-forward interpretaflon. In addition,-

the therapeutic process is no€/:;;U§Q$ to depend-on_ the state of . .,

.

™

-
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the client-therapist relatinnshiﬁ beyond basic rapport, ﬁn‘fhat
there 15 no need for development of a 5pec1al relat1nnsh1p before

confrontations and v1gorcus 1nterpretatzons are made (Walen,

DiGiuseppe & Wessler, 1980).  ~

TQhe use of active—direﬁ{ive interventions is also consistent
with the educational, didactic thrust of RET. RET-ié, in fact,
. .
described as being "unusually didactic" and "eaplzcatory" <E111s,

19772 E%lis % Grieger, 1977). The theory states that emat:nnally

disturbed people need to be told directly how and why they became
Y ' ' * ' - y '
distressed and actively paught new attitudes and approaches to .

living (Ellis,. 1973).

It is clear frnm Ratzonal—Emot1ve theory ‘that an active-

Ky

+ ¢’

-directive appHEach is believed tn be the most effectlve im help—

ing clients relieve their distress. -What stands put-is that RET -

promotes particularly vigorous or strong active-directive inter-
- ) . . .
. ventions. Ellis (1962) says of RET that ‘it ys "distinctly more

assertive and franklvy ccunter—prcpagandistic-thah are the thera-

™ .
pies w1th which it mS%t s1gn1+1cantly seems to Dverlap" . 329,

and that RET theraej/ts gc beyond the. usual passive and 1nd1rect

approach "to make a forthright, unequivocal attaqk on hisftthe
client sl genéral and épecific irrational ideas and try to induce

him to adopt more rational v1ew§" {(p. 94). o v

fo -

RET is typ1cally destrlb::/by its proponents in- wavs that

point to a very forceful apbf ch: for example,~it isg ﬁeld as

highly active—diraétiye, highly Fational, persua51ve and 1nter—

qketive. exceptionally hard-headed (Ellis, 1962: Brieger % Boyd,
. 1 . . . . - - . ; .
C><iibji§802. RET , therapists are portrayed as vigorous, exceptionallwy
s ' . o . b - ‘

actiQEHerective and Dutgoing-(Ellisﬁ 19733 as ruthlessgy'ﬁrging

t

S



theléydent,intc betﬁer‘behaviur;.and.as-exertfnd consistent

philosophical and interpretive pressuré on clients to change
'irrati&mal beliéfs‘iEllis, 1962). They "actively, hopeful ly

N

Ekgep] brast1nq away at the patient’'s defenses" (p. 195). - The
follaowing ﬁherapy eycerpt frcm Ellis (1962) illustrates the
strong act1ve—d1rect1ve style of an RET therap1st in respnnse ko

~a client. who failed. to do a between—sess1ons homeworl ass1gnmpnt

hY

- v Bo ynu_dldn t feel like. doing the a551gnment
Tough! Well "you're goddamn well going to have .to
do it if you want to overcome the nonsense you '
keep telling yourself. .And vou didn't like me for -
. giving you the assignment. Weldl, I don’'t give a
shit whether vou like me or not. We're not here
to have a lovey—-dovey relationship and thereby to
gratify you for the moment so that vou don’'t have
to work to get better — but td convince you that-
unless you get «off your ass and do that assignment
..'Lpgave you, and many more equivalent a551gnments,
- you're going to stew in your own neurot1c juices }
S (p. 198) ‘ ‘ . i

. “Ellis is guite clear that the pre%erred and most e++ect1ve
QTZ;;;ap1st-style is strnngly active~directive. After Eﬂl it is

. tﬁis style as well as the-emphasis on challenging or ﬁisputind

»

client’'s irratinnal beliefs that distinguish RET from other cog—
ﬁ{tiVEHbehavioral theraﬁigi_(Ellis, 197%c) . However, there has
been somé debate within the RET family concerning the necessityv
for é.st}npg actiVe;directivé approach and stress on disputing
irrational ideas. .Eschenroeder (1979) and Wessler and Wessler
(1930) suggestlfhat RET caﬁ'be practiced uwsing a variety of

theFapisi gtvles including, but not limited to, a forceful ac-—

Ei#e~directivé approach. Johnson (1980) more specifically sug-

 9§5t5.tha£ a better method is to combine the logic and gersist-

. ence of Ellis with the warmth and understanding of Rogers. Wes-

3

S
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sler and Wessler (1980); probabiy more than ufher RET authors,
-like t; point to‘$ﬁg well—rnunﬂednéSs of RET in terms.of both |
style and technique, éhggesti%d that RET practica'is not limited
to Ellis’ hard-headedness nor to the technigue of challenging
client beliefs. ° ' - - |

Given that a strong acfive—dire:tive style is a distinguish-
ing characteristic of RET and recnénizing the débatE‘nn this
point, it is suwrprising that no research hés investigated t?pical
RET interventions. Ellis and athers have noteq bofh the lack of
re;earch and the need for it;’particularly investigation of the
hard-sell, rétionar—persuasive interventions (Ellis, 19%9a; Ellis
o Grieger, 19773 Grieger % é;;;, 1980). Accordingly, the aim of
this study is anm ipitial investigation of client in-therapy
responses énd éspecially changes in responses aver.a series of
sessions to cha%aéteristic RET vigorous active-directive inter-
ventions. |

Cognitive Disputation as a Major éctive—’ﬁrective Intervention
’in RET . .

In an earlier section, it was noted that there ﬁas Been no

-

comprehensive inventnry.of interventions characteristic of ac-
. . - ' » '

tive-directive therapy approaches in general. Similarly, there

has been no definitive categorization or articulation of thera-

peutic techniques for RET ,(Ellis % Grieger, 1977; Grieger % Boyd,
1980 Naleﬁ, DiGiuseppe &:Nessler, 19280) . Ih fact, "the litera-
ture does not provide enough detail ;or therapists to apply
cognitive technigues property" (McMullin % Giles,_l?Bi, p. 2.

Clinic;ans have just recently begun to dekcribe the RET process

by looking at the typical interventions therapists use (e.g.,
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Grieger % Bnyd,‘IQBO;‘Walen, DiGiusgppq % Wessler, 1980; Wessler

% Wessler, 1980).

,
.

Ellis (1979c) and others (Grieger % Boyd, 1980; Wessler % —

v
Wessler, 1980) have lately emphasized that RET is a comprehensive
.- . o P )
method of cognitive-behavioral-emotive therapy. As such it uses

i . -;?
a -wide range of therapeutic technigques incluyding behavioral ones
such as systematic desensitization, sel f-management, binFee?BQck, .
skkill training and especially homework, as well as emotive meth-

ods like humorous songs, risk-taking exercises and Rational -

.

Al
Emotive Imagery (REI). However, the cognitive techniques, and

particularly‘cbgnftive disputation, form.the active core of RET

wark and dis&inguish it {%qm other' cognitive-behavioral theragles. N
(Bard, 19803 Ellis, 1973} Eilis, 1979bs Tosi, 1974: UWessler '%
Wessler, 1980). =ansgspent}y, the present study will Focus.on

cognit}ve disputation as a central active-directive-intervention

characteristic of a contemporary active-directive approach to

-

psychotherapy.

Coghitive disputation, the challenging Df‘clienté“irratibn—
al beliefs, is perhaps the major RET tEEhnique, at the heart of
the therapéuti; chanée process (Ellis, 1979b;-6}ieéer % Hoyd,
1980). Ellis has statéd that if there is -a fundamental RET
methsd it is disputation (Ellis, 19%X9b). This intervention is

perhaps the most frequent’ and typicdl one used with virtually all

L Y f
clients (while other interventiopls may be used only selectivelvy

in particular cases) (Bard, 1980: Ellis, 1979b; 1980} . Coanitive

disputation is the unique centrfibution of RET to psychotherapy °

practice, and is a manifestatiofh of the fundamental theorv that

irrational beliefs underly psychological distress (Ellis, 1973;



Wessler & Wessler, 1980); that is, the cognitive disputation

intervention is designed to challenge and change the beliefs that

cause problems.

sent research, as a first study of client in—-therapy
responses to\the RET process will focus on responses over a

series of s

tation, while it is acknowledged that RET therapists may indeed

O" 4

use mény other interventions in the course of treatment. It is

also noted that while cagnitive disputation is only one of many

active-diﬁective interventinns, it has been selected for evaminaw

tion here due to its central 1mportance in RET and w1despread use

elsewhere.

. K

' In gognitive dispuﬁation, the therapist directly-and active—

ly challehges the client‘s irrational beliefs. Cllents are conr

I

fronted with the illogic Df their ideas and persuaded ‘to’ adopt
health1er, rat1onal beliefs (Ellls, 197%9a; Walen, DiGiuseppe & .
Wessler, 1980). From descéiptidﬁs of tognltive di;pg%ation in
the RET clinical 1itekatgfa, it is clear that the thru;f“of fhis.
inpervention;is twofold: (a) t0 confront :1;Ent5 wlth.their\\
irrational beliefs, challenging the logic of them ana‘iﬁ) to
persuéde clients actively to give up'irrékional_belie$s ia.+avor
of healthier rational ones (Ellis, 1973 . . |

. what is nut-éfear frnm‘the 1iterature is which specific
therap1st 1nterventzon$ are classified as cnnnrtlve d15putat1on.
Since there has been no de+1n1t1ve analys1s and dESCFlptan of

RETY 1ntervent10ns. authors use 1nd1v1dual systems of classifving

.dinterventions.- For example, Walen, DiGiuseppe and Wessler (1980)

sions to this primary intervention, cognitive dispu~-

.
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Inclqde the usé of humor or exaggeration as, a typical cognitive

disputation intervention whereas Ellis.. (1979c) nctés'thqt humor

would only he used.&ith selected clients under special circum—

'stanceé,\énd~6rieger and Boyd classify humor as one of the RET

_emotive technigues ‘(rather than. as a cognitive methad). Like-

wise, the éost recent handbooks for practitioneis of RET (Bkieqef

?@ Boyd, 1980; Walen, DiGiuseppe % Nessler; 1980) do not refer to

interpretation as a disputaﬁional interQéntiDn while Ellis (1973) -

is quite clear that active=directive interpretation is a key

intervention to make clients aware of the irrational ideas they

. . Es
keep .telling themselves.

'Fnr'purpnses of the-present research, three cognitive dispu-

‘ 4

tafinn interventioﬁs have been chosen #or-sthﬁy on the basis that

the? have been described in some detail in the RET clinical

.

literature. and conform to the basic thrust and essence of the
cognitive disputaﬁinn tecﬁnique. They are: challenging gues-

. 7 | LR
tions, direct interpretgtiun and didactic presentations. Recent

analyses of Ellis’ therapy sessions and démnnétration sessions

. -

‘suggest that these three are among the intervéntinns he uses most
frequently (Becker % Rosenfeld, 1#7&; Hill, Thames % Rardin,

19793 Zimmer % Pepyne, 1971). Forceful guestions and interpreta-

tions aim to confront and challenge clients on their irrational .

‘beliefs while didactic presentations give factual, reality-based

educational information and alternative rational beliefs to help

clien adopt a new belief system.

The present research will consider clients’' progressive
S in response over a series of sessions to these three

) . . L
ywve disputation interventions. 1t %5 acknowledaged that the

] .

gt
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study does not aim to include all the possiblie cognitive di'sputa

tion interventions as independent variables. \he'choice has been-
‘ . f

to select a-few cognitive disputation interventians that'have

k-3
been relat1ve1y well described in the RET c11n1ca1 literature and

to use these in a first study of clients’ in-therapy respenses to

a central RET technigue.

0f the three coqn%t%ve dieputatinn intervent%nns chosen-for—
inclusion in this reseerch, challemging or disputational qeee—
tions eave been perhaps most cleariy defined in the %ET clinical

literature. This is a specific kind of questioning that requires
. : t ‘
clients to prove or justify their irrational beliefs tq the

. thefapist. Through a series of Why? and How is that so? ques-—
tions, .the.client sees that irrational beliefs cannot be logical-

.

ly defended. RET theory maintains that if clients can recngnise

the lack 'of logic in their ideas and the neagative emet1oqa1 '

‘—l

1
consequences of irrational thinking they will be able to change

them, In addltlun, challenging guestioning dcne by the therap1st
provides a model of how clients can eventually questzon and

challenqe thelr beliefs by themselves.

o -

Challenglng questlons as used in RET cognltlve d1sputat10n

are d15t1nct from other forms of queetlonlnm that. might be used

p
in-RET as well as in other therapies. Challenginq questions®are
'not in%mrmation—qatherinq*queseions like How old are yau?  Hhat
i5 your problem? When did your symptoms begin?  Likewiee, they
are notlgentle leading questions like Can vou tell me more about

that? Thev’are active challenges, proBing the client’'s belief
s _

system.
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"Walen, DiGiuseppe an Wessler Li?BO)-have described three
/ ]
kinds nf challenging questlons used by 51115 and others at the

-

Instltute for Ratxnnal—Emctlve Therapy:

.‘l.

1: Euestinns that fask

eyidence €n suppcrt beliefs and

faor demonsﬁ?at1on of . 1og cal cnn515tenuy in thlnklna. These |

quest1nns would take the fRllowing’ genenal fnrms- Hhat :s the’

proor? Hhere s the evidencel L Hhy is tha% s0? . How do vou know?

Hhat would that mean about vou ag a persmg? How would vou he

deztroved IT that were tﬁé case? _ . ‘ ~
The follow1ng clinical examples show how these questxons

might be formulated in a SEEEan'

T— 5o yau’re different from other pecople, what are vou

. -
. - a

comeluding frmm that?

T- Hhere iz the evidence that you must have enrﬂyment

eabzly and quickly?’

~

T~ MWhere’'s .the proor that vou rneed other peopie?

2. Guestions that require clients to evaluate the ldaic of

their'exzﬁﬁfatuarijﬁ/future catastrophies: for example., What

would happen it ___ ? If thaf's true. what's the warst thing

that can happen? How would that e so terrible?® Hhy would v}u

have to be desztroved bv that?

The following clinical examples further illustrate  this }ind
of Questioning: -
T- N7% isAit terrible when life doesn't give vou the

- pleasure that it must give vou?

T Let's suppose people do zay vou ‘re unsztable,. F the
horror of that? '
- T- Hhere Is it written that vou can'trstand this kinkd o1

Y
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frustration? ' ‘ e v
- ’ 4_-:. _y - ot -,
T

S Guest1ons that urge :11ents to evaluate the hEdOHlSth

- !

value of their belxefs. for example, Az lanq as yau belzeve that,

how will vou feel? MWhere will that bel{ef get vyou? Hhat Is the

point in-tha?.belief? In a session, these questions

the following forms: ' §

N

T— IT You r believe vou need somecone, and

have‘agyoné,-hom wifl voy yeel?
T— IT vyou keep believiNig that ?ouull'neuen'be
will vou feel? .

T~ Hhat's the point in thinking that you're Iiff

behavxar problem= fGrzeger % Boyd 1980° wilsn

[ l.

- ) -

1974y, The thérat
/‘

problem beliefs are and hpow they resu&t\i/ dzstress.

might take

t dlrectly. bluntly te ls c11ents what their

" These active-directiv terpretat1ons differ both 'in con-

tent and dellvery from the usual c§ut1ou§ indirect i
- * .
tions made by many DEPEF therapists. In RET. interpr

-

. : e, - ! B
not focus on the past wnconscious or repressed m

do thev*deal thh transferent& dreams or nonverbal b

,Insiead thev focus on thg pr_sent coggltlve. philoso

tem of -the clxent (ET11s, ®opz) . In{co:EFasﬁ to the.
- » - * . ’ . ' ) '

nterpreta-'
etations’ do |
aterial . nor
ehav1of..
phical- syq—
tvpical

~ ./{

-

ikeablg, how
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J\;- tentative interpretations offered with respect to appropriate

timing, RET interpretations are made -at any time in therapy in a
forthright; vigorous and persuasive manner {Ellis., 1973). The
N ]

" therapist coﬁfrente elients with their irrational belie¥s, and

. prevee'that they keep indmctrinaﬁing themselves with these bhe-

liefs that result in psychological difficulties (Ellis, 1973).

The following examples illustrate bhe.BET'actiye—directive inter-

pretation. In Ellis (1973): o
. . T—- Yeah. - So that’'s good that you see that. BEut, \
' there’'s another mag1ca1 element in this cataeﬁre—

ph1¢1ng about airplanes. Net Dnly are you saying,

. - ' rt of, that "I might have Some power.over the
. rplane, etc to let it fall gr(mc{}; But vou're
really saying, "If I were dead \Vpﬁl t's suppose
- . that this really occurred - "it would be awful for,
~ - me." (p_ 208) . N ‘ s

t
In Grieger anq‘Eeyd (1980) :

4 T- Right. A shit like me will blow it again and
again, so what's the use. So what we're saylng
: then, in relatio® to this emotional problem, is :
. that vou really down vourself, vou start calling
' ' yourself names. And then whaA\happené is you get
into feeling réally rotten about vou-and really
. helpless and hopeless and small and jneffective
and so . forth in relation to eating. XSE you then
g up and start eating, because how ¢an someone
,ezvitw d@ something so hard. So it has a circular
effext upon:eating. (p.199) e

T-, Yeur th1nP1nq -is getting c1rcu1ar right there.
I want to intercept it, because the reason you qet
' vourself so miserable ie because vou tell ~

vourself, "I‘m such a shitﬁy person for blowina
it," and we're attacking that - fundamental belief.
-Your flaw is that vou 5tup1d1y don’'t stick to
diets: and I'm asP}ng vou to show me whv vou. as a
" totality, are a shitty person because vou have
o that particular flaw or stupid habit. (p. 203)

~ _ . L "
e The third cognitive disputaticn intervent:on to be studied
. . . . [ .
‘bs didactic presentations. “The didactic interventions form an

.

. integral part bf.the disputation process by_providinq clients
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with ih+or6§tion they need;,by teaching a new way of thinking
(%he'RET wayh and by presentihg Heéltﬁy rational ideas that "take
the 51ace of the client‘s irrational onegs. In didactic 1nﬁsrven—‘
tzcns RET therap:sts teach RET theory and rat1nnale, sometimes

us1ng analngles and parables (Walen, DiGiuseppe % WEssler,‘19BU}.

.

Théy gi've mini~lectures about the causes and cures of psychopa-

. .

thology, and give information on. the facts of life and objective
reality (Ellis, 1959; 1973; Grieger % -Boyd, 19803 Wilson, 1978;

Young, 1974). Therapists also teach the RET method of logically

. . ) .

challenging one’'s own beliefs and they offer rational alterna-
* . . . e

tives that can form a healthier philosophy of living for the

client (Ellis, 1973). The following examptes from RET sessions

show hcw theraplsts usa d1dact1c 1ntervent10n5 in cngn1t1ve dis-

3

.

putatlnq. In Walen, Dlszuseppe and Wessler (1980)7:.
. T- Let’'s first taPe ‘a look at whether vour anqer
is working for you or against you. What does rage
do? It sets the stage for a fight!. Also, it
» isn’'t good for you; it sets your juices flowing
. makg§ yBul feel more irritated and so forth.  Now
¢ . concern or annoyance, on the other hand, serve as

sensible cues for you to say, "How can I change
‘this? What can I do to help the si uat1cn° Per—
haps if.I explain to him ..." See/, now we're

talking about stratedies. “And if a strategy
doesn ‘'t wark, what would vou do? You'd go back to
the drawing board and try another. ‘You see, you .
can do that kind of problem solving Dnce vou're

3 - not in a rage. (p. 107)

In Elllg (1973) ¢ ' '// S
T- All right. So we’'ll call C, the Consequence,
anxigtv.,” And we'll.call A, the Activating event,
the fact that you're going to take this planetrip
- or vou're taking it. Let s assume that - to
Memphis. Now the question is: "What really -
causes C? Is it A, the trip. or is it something
else™" And we kriow it can’'t be A, because some-
times <G might not think of these worst things:
and other \times vou might think of them really,
continuallw, etc. It 1sn't any event that causes

[
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[
the Consequence. So it must be B - vour Belief
. Svstem. Now let’s get vou to see the rational

Belief that causes, that ig implicated. in C. It
doesn’t exactly cause C., the anxietv. but it
caudes anpther emotion. Now that rational HBeliet
- it's a negative belief. prediction of somethinag
negative, but still prettv rational. (p. Z20Z)

PR

In Grieger.and Eovd (1980):

T— Good. BEecause there’'s a real connection
between calling yourself names like shittv and
feeling*reallwv bad about vou. . If said to
vourselt - "Hey, I'm sitting here dging somethina
\ that's shitty, but who doessn't; ['m dust like
N evervbody else and that's ok." - vou wouldn t hawve.

felt so bad. would vou? £8ut when vou call vour-

self things like a really shittv person. how else .
.can vou feél besides bad? FRioht? See that con-—
nection? There's no other wav vou could feel and
that ‘s the basis for vour emotion upset. (p. 128"

Client Resoonses to AEtivg—Directng Interventions in RET

Rational-Emotive. Therapy theory presents a clear rationale

for the use of active-directive interventions as key éherapeutic

thrsL How then are clients expected to respond to these central
techniques in the session? How doés'_liént response change over .
a number of sessions? There is vir%uaily no RET clinfcal_liber%—:
ture addressing this guestion and5£ﬁe;e.has been no researcﬁ.-

The RET clinical 1itera£ure has not addressed éhe issue of
how clienté aqtuafly respond to typical intérQen£ibns és & sese’
sion or series of seésions progresses., except to note common,
problems encountered in Fle process of a sinqle'sessiﬁﬁ. The

. & . + i .
literature therefaore indicates what problematic client respopses

. . ) ) - )
‘might be, but not what could be expected in an unproblematic '

R

session. : S\ %

Interestindlv. .the éxpected problematic. responses currespoﬁd_
closelv +o those the Qeneral literature predicts will "follod '

active-directive interventions. namelv. erther passiv/e accept-



. : L . ; .

ance/compliance or resistance/opposition. Fot example, in RET?

the active=directive style is recognized as having the potential
to elicit either client dependehcy or hostility (Wessler & Wes-

sler, 1980). Clients may argue, give Yes, ... but responses,
. . * L ] , )

intellectualize, refuse homewark assignments and resist rational

. analysis (Walen; Disfwiéppe % Wessler, 1980):'_Tﬁe specific inj
. 'térvention d+-did;ctif lecturfng,maé Ericit_eithef unthinking.
‘acceptance, ar AEhial and debaté (Nalen,-DiBiuseEpe & Nes;ler,
. 1980), while Socratic qUeéﬁinnindacan be followed by éilence,

+ -

distress; coMpliance, or tﬁé;client_pﬁkéisting with irrational
statements (ériegéf Re Boyd,-TEED; Walen, DiBiusepgé'& ﬂessier, -
;19é6): IDverus; of the quest@oning and lecturing ifrterventions

_ﬁas a1§§ 5éen see% Qg\resdlx'in a pass%ve or argumentaéive gifén£

(Walen. DiGiyseppe % Wessler, 1980). So it seéms that RET prac-

titioners commo

v encounter either compliant or oppositional

resppnsés'to'the ac directive style in general and particu-
A - . l"'l - | ... + v

@lafiy to didactic inter ntimna‘and challenging questions. What

is not clear is how ients ?esphﬁd in a positive manner to S
typical ﬁgT-interventiodg. - T - e ’
In terms of how client responses to RET active-directive _.-

interventions might change over alseries of sessions.'RET’practi-~
:ir\\‘ticners Suqéest that it is fairly common for cliénts at the -
| 7 _ , . . -
beginning of therapv ‘to argue with and qﬁfzst the therapist’'s -
disput?tions. but they‘qive this up wgeh then ;ah seéhis/%?r.

"

»

point of view, 5omee¥mes only'aftepaa lot d¥ thErapeutic wor k ’
. - . : i 4 -
(ereger'$ BRovd, 1980; Walen, DiGiuseppe % Nesslg:TXIQBO). This

. ) . ' L oo- .
- sugogests that an initial resistance mav be fbllowed by acceptance

‘

’ .
“ . . "
X . ' . :
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after some period of tiMe.- As nated above, it. Seems that clients
. &

not only respond to actlveipzrect1ve 1ntervention5 with 1n;t1ar . , -
- Q .

'res1stance or oppnsltlon, but also Nlth cnmpllant acceptance.'

. g ‘ .
There is no mention in the RET :11n1ca1 llterature of changes An

client response aver, a series af sessions when they beg:n re—' -

]

5pond1ng in a'compliant way. -

L}

The RET clinical 11terature 15 very spotty concerning client:

re!ponses 1n the. 59551qn tm typlcal act1ve—direct1ve 1nterveh—

[}

tions. There are soft suggestions that problematic responses are

-

. ‘ ' . »
quite commonly encountered and thgﬁ if clients start out in-a

-

resistqn&a mode they may Ee mpre accepting after a period of -

time. Hawever,fin view‘cf the clinical predictions that the

’ .

family of act1ve—d1re:t1ve 1nterventlons e11c1ts a- varlety of ~

negative responses. and the mention- of 51m11ar problemat1c re— .

-y - -

sponses to RET actlve—d1rect;ve,methadsq there ts’'a real gap in
thé knowledge regarding an important aspect of the use of active-

directive therapeutic¢ interventions, i.e. client in—séssion re—
. T ==

v

sponses. r

©

. This gap becomes more apparent considering that there has

- . s

been no research study of clxent{?bsponses 1n t%e RET process.

ConSEQuently. there is nn emp1r1calxev1dence either ta support ar

reject the soft suggestions Fegarding flient responéé:in the --i ‘\’.
- - ..l . . -‘ l “ .' .
clinical writings. : : ‘- '

’
-

Since active-diréctive-therapies arfd interventions are be-

-

comtng'ingreasingly p%phlara it would appear that imitial re-

*

search i%s needed to beqiw assessment of the effects of actiwve- “.

direc{fve intek@eﬁtions an client behav;pr._ Such res igych is
particularlv timelwv within the conteint of,Rationalfém tive Thera-

’ . .V )

iy . . ’ i * ’ LY
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. py s1nce RET nct nnly ‘provides a pnpular madel of the use” of

- ! u

actzve-d1rectzve 1ntervent10ns in contemporary therapy, but -also

- v o

encourages and.promatee research investigation of psy;hotherapy.

-
' .
p

. N . . - - '7. . I- -
Conclusions ) " n
vy ' .. e
. . ., . 1 R L
W .

f) : Qlthpugh actlve—dzrectxve 1ntervent1ons have heen the tep1c

Df cens1derab1e clinical cpncern ‘and some reeearch +or many - 'f
N 4 " .
years,.éﬁere has been no study: of cllents in- therapy responses

to the1r use’ in d1rect1ve therapies whlch value such 1nterven— .

tlone. Ratlonalemotxve Therapy is a prominent cpntemporarv

d1rect1ve therapy that promotes the use Df act1ve-d1rect1ve in—

P

Coa . ' . - . .
terVEntlcns. It has a growlng followzng, part of -a recent trend

-
- +

S amongst therap15ts tp adnpt more actzve—d1rect1VE treatment tech—

“ ¢

niques. To date, there has bee? nag etudy o¥ cllent responses to.

e

[

‘tvplcal RET- act1ve—d1rect1ve 1ntervent1ens. The genaral peycho—

therapy c11n1ca1 llterature deallng wlth act1ve—d1rect1ve 1nter—
i - ." fa l
'ventlons and to some extent the RET cllnlcal 11terature euggest

. ¥

that clxents responees to active- d1rect1ve 1ntervent10n5 w111

fall 1ntp two contrast1ng LatEgDFIES' ,cemplzance/acceptance'or_

- +

I
oS resistance/oppositianf There hag been no research 1nvest1gat10n

-
-

of this squest1on for cllent responses in dzrectzve theraples.'
- &

4

'L1}ew1ee, there has been no stqdy Df a tentatlve suqaeet1an that

-~ +

1n1t1a1 oppositlonal responses become &ccepting ones over several

kY
.

seSsions. . - - i . . o -

! . . -
The present-research as a first study of c11ent in-session

\ responses. ta actlve d1rect1ve 1ntervent10ns w1th1n the conte t of
_ v
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. . . had

cnntemporery directive therapy. will focus on Rational-Emotive

Therapy. Specifically, the aim is to study client responses over

- N

a series of eessione to a centrar RET interventien, cognitive-

. ,

diSputatidn. As such. the research results have a bear1ng epe—

o

j c1f1ca11y on the RET theory of therapy as well as on the practlce

IN

. of RET. In a more general way, the research also cenirlbutes to

* P

-the psychntherapy theoretzcal 11terature concerning actlve —direc-

-

t1ve therap1es and interventions and provides clinicians with
‘initial information regarding client responses over .time to a

~

pasticular set of popular active-directive interventions.

[

-



Research Hypothesis

o
Ty

The purpose of the present resear:h is E}/;iudy clxents in- _

therapy responses and changes in reaonses over a series of ses-

sions to a przmary RET actxve“d1rect1ve 1ntervent1on, cognitive

disputation. 'For this research, cognltlve disputation comprises

-

three intervqntiohs: challenging questions, directive interpre-

tations and didactic presentations.

In general farm, the research questxnn and hypnthes:s may

-~

be Framed as follcws'

In a series of RET sessions. when clients’ responses are -

categorized as-either acceptance/compliance or opposition/resist— .
ance, énd when cliehts’ responses to cognitive disputations are
compared withfréspdnses to other active-directive interventinns

and non-=active-directive 1ntervent10ns. then the follow1ng ques—.

tion and hypothesis may be studled-

1. Will clients’' tendencies toward compliance/acceptance or
oppasition/resistance increase, decrease or remain the same over

a series of sessions?

There 'is mo.research on this guestion. However, theories of

dirgctive therapies, including hET, suggesf the following hypoth-

esis: , ' ‘ . .-

. 1. §lients’ responses to coqnitive'ﬁisputatians and other
. _ |
actiVe—directive interventions will progressively change towards

.

1ncreas1nqzacceptance/cﬁmekiance and decrea51nq opposition/rre-

- 1 '
sistance over a series of sesszons. N . "

L}

Thxs is the maJor questlon and . hypnthes1s o+ the research.

'The research strategv also aLlows for examiration’ 04 cl1ent 4
: ! .

- L3

-



responsesﬂtn each uf‘the three fnterventions comprising cognitive
disputation. Given that for the present research cognztzve dis—
-

putation comprlses challeng1ng questluns. d1rect1ve interpreta-
't1on5, and didactic presentations, the ¥nllnwinq question may be
studlep as an auxxllary to the majaor hypothes;s'

K }.a Will there be s1gn1f1:ant differences among the three
cognitive disputation interventions in clients’ tendencies toward
compliance/acceptance orﬁDppositiun/reqistance; and will these
tendencies ‘increase, decrease, or remain the same aver a ser}es
of sessions? - .

fhis guestion is not specifically addreésed in either the
'cliniFalicr.re;earch literatures, nor do thé theories of direc-
tive therapies generate a clear expectation. H?wever, on the
bésis of the suggeétion that client resbonses to.actiVe—direétive
interventions in general will change toward 1ncreas1nq compl:-
ance, the +nllow1ng hypotheszs will be 1nvestzqated

- 1.a Clients' responses to each of the 5pecific interventions
ccmip’sing cognitive disputation will 'pr‘ngres-sive‘l-y.-chande ﬁt:;ward
increasing acceptance/compliaﬁce and decreasing bppoéftion/re—

sistance over a series of sessions.

.Implicaticns of the Findinas

1t was concluded:frcm thé reQiew of the clinical and re-—.

ée;rch 1iteré£ure§ that client responses tn“active—directivé

1ntervéntzons have been studxed pr1mar11y within the cmntext o+

;Elent—centered therapv. That is, active-directive 1nteryenticns
. 'd-_ “

w

oo - .
have been evaluated against nondirective therapy theor

‘values. The present research in contrast, is a fir

udy of
".0 Y



client responses aver time to certain common active~directive

interventions as used within the framework of RET girective

therépy theory and values. ;r . . ' e

There is virtually no c11n1ca1 11terature and no, resaarch on

-

how clients respand in RET sess1cns. Thére.are suggest1cns that

c11ents respcnd w1th 91thgr passive, super+1c1a1 acceptance Dr

opposition. There is also an expectation that clients w111 starﬁ

[
R . ' v

out in an argumentative, resistant stance but change in the

.
!

direction of acceptance over the prcceés'nf'therapy.

If the results of the present study indicgte'that:cfients do

v, -

indeed respond initially with opposition and Eheg change towards

more responses of acceptance, the general expectations. of RET
theory of therapy will be confirmed. Thatfis. clients'start‘but-

3,

. A . . . na.?' [ . )
oppositional but eventually do show agreement with the thera-

pist’'s position. .I% this is the findingg thé clinical hdnches'

/

and expectations generated from the c11n1ca1 erper1ence af aA’.

‘—'—

number of.RET. authors will be suppnrted (2. g., Gr1eger & Bovyd, ﬁﬁ'
1980, walen, D1G1useppe % Wessler, 1980) ,- as well those,of other
active—directive therapists like Tﬁorne.(l?SO) - In addztlon, F:d

-~ .

some - tentatlve hints from research - ‘suggegting change in a posi-
tlve dlrectlon aould f1ng sCipport ve.g.;‘ﬁndersnn. 19693 Ashby et

al, 1957). . . P

-

.o . . ” .
I#.clients tend tq remain appositicnal then the predictions

P

of the cr1t1cs of act1ve—d1rect1ve 1nterventzons. as. well as the

-
. s b

-fxndlnos of the early research on act1ve -~directive versus mon-— _

- r - ‘_.

act1ve—d1rect1ve 1ntervent10ns may haVe some support that is,

that att1ve—d1rect1ve 1ntervent10ns tend tD-EllClt negative re-

sponses ﬁe.g.i Ashby et al.-19q7: Benjamin, 1981; D'Augelli. .

y .
2 ~



...:7'. e . .

/‘-_-/-\ . . - } ‘ I " .

n\_// 3 _— ) -

.

g Augelli % Danish, 1981; Gillespie, 1953; Rogers, 1942
.ﬁpttschd++er & Renzaglia, 1962;'Synder, 1945 Toufhey et al,

1966) . ‘ o

~

On the other héndnuif the results do not show.change in

client responses in the direction of acceptance from opposition.

it could also be concluded that simply more therapeutic work was

needed and that change m1ght be evident later in therapv. This

conclusion would support the RET p051t10n that irrational 1deab

are strongly entrenched and difficult to change. ‘.

]

The research results also have 1mp11:at1on5 Fos RET theory

of personality and personality thange. The theorv states that
irrational beliefs are firmf& entrenched and slpw to chénﬁe =
(Ellis, 1962), that wlients stubbornly hold on 'to their dys-—

.'1.hctiana1 ideas,.and that a concerted attack by the therapist is

. Recessary to uproot them (Ellis}-;?&ﬂ; 1979; Gﬁiéger'& Bovd,

19801} . If the re§u1ts_éhow clients being oppositional, argumen-
tative; and resistant{sthen this thgory will receive some suppart
whetber or not Elients:.responses'chénqe over the sessinné. of
course, change in the d;rection of more accepténce and éqreémént
is also predi:ted.by-RET theory in that é€tive“dire¢ﬁ}ve inter-

ventions are expected to ubroot'irrationai bel1efs.
- Forf%racticing.therabists. whether RET. followe;s or others
. _ _ - N
who uéé"cbgnifive disputaticﬁ. the results will be 'a first ind;;
. cation nf how CllEﬂtS mav be expeéted tg reéspond over time to

r

these acthve—d1rect1ve 1nterventlons. Therapists.will be able’to~*

-

ncte 1§ their cllents do respond along an acceptanCQJOpp051tlon

~
.

d1men510n and denlde 1¥‘}h1s is a response pattern thev‘;alue as



¥
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thefapeuticall? Brodqctive. They can use the results.to decide’

]
’

whether cognitive disputation provides client consequencas that

they intend to elicit during the session. Particularly if the

results show clients to be opp951t1ona1 only 1n1t1a11y, thera—~

-
N .

p1sts may ccnclude that they have to persist with, dzsput1ng until

c11ent5 begln to respond w1th more agreement and nut discontinue

-'d1sputat1on thinking that it is not working. Whatever the re—

- ——

sults, they will provide the F:rst empirical. data for theraplsts

wishing to-conalder the client :nnsequences_of-cngnitive disputa-
tion. . ' : ’ . ' v



contributed bQ Albert Ellis and Lucien Auger, two exempglars of

‘Major Characteristics of the Research Deéfgn £

Chapter 2 L Ty

L‘

i' . METHODOLOBY - S

X : [ . ‘. . ' ""F “ ' R . " u .
.The purpose of this chapter issto present a method for - . A

-_ £

investigating .the research questions posed at ' 'the end pf the

s s L . . N . “R’_ '
Review of the.lLiterature. The presentation of the research

design is fnilowed by a statement of the specifit.reséarch‘ S .
hYDcthes;s.' : ;l | _ | — CL L

‘ ' . .Résearch Design ] T o
Dgscription o¥.§pg Data ¥ ) | a ’

The source of thé data is three series of RET sessions

RET practice. The Ellis 'series comprises sessions 2, I, and 4.
. .

with a malejciient and sessions 2, 3, and 4 with a-femalé clxehé.

Both Ellis clients presented problems o%lﬁro:rastinatiqq and
o .o . o -
overweight. Auger cohtributed a complete therapy,‘sessions 1

. . v .

through 8 witppa female client whn presented intefpersonal and

E

family problems. This series was conducted in French. Sessions

L
) . . . . ot > ]
2, 3, and 4 were chosen for inclusion in.this study. All three

clients were in their thirties.

b
1 o

The research design allows for the study of ‘changes :n e
. - ’ ' *

client responses to the target interventions-over A series of’

early sessions. The deéiqn focuses orf Eﬁé‘chépqe& zlient HQ_

~ A

. . Y - . .
The research is a naturalistic study. "Since &he aim 19
: K L3 - ’ . ]

look at the taraget fherapmstliﬁtérventions and'their ;l:ént
o - '

: ' , . ' - IR .
client so that it is a single case study wirth replficavion. \\ . : _
S I

. . . oo

- . . + . ' .
consequences under conditi:ons enpnerienced :Qrdaxlz'clxn:cal oroac- ﬁ
X o i . ; |
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tice, the raw data are audiotapes of a series of actual psycho- -

*

therapy sessions conducted by real thé?apists with‘real'clients.

In addition, the thérapists are RET experts. Albert'Ellis, who

.conducted therapy series 1 and 2y,1is the godnder and chief _ ?K
spokesperson of RETK Lucién Auger , éhE'igerapisE‘in:series.3,' v
has written widely on the-ﬁnpic of RET (e.é.,-1972; 1974;-1977;

-1979a;l19}9b; 19803;;19é1a; 198155,finc1uding one book with Eilis

(1980h) . The use of recognized practitioners and real tlients

ensures that the target therapist’'s interventions are studied as '
they occur in'actual therépy'by axperienced, competent thera-
pists. The client responses come from adult clients typicgl of

those any ﬁherapist might encounter in the practice of psychb-

therapv. g '

&

- 7
Given the design using natufalisti: data, a number of re-

- -

search congiderations %rise. These include: (al Hbq\to measure

. —

the thérapiét and.client variablesg (b) the fo?m DFAE}E &éw'data;
() the sample of data to be dnélyseq} (d)-choi;e of 'scoring .
unit, (e) identification of therapist’target statements, (f)
classification of client respoﬁses, Xé) choice of judges. (h)
précedures for rating, and (i) statistical procedures for.anély;

. sis of the data. .The remainder+*of the chapter will address these

methodological issues.

Measurement of Therapist and Client Yariables

The data Eunsist of the actual therapist statements and

-

client respopses made in the sessions as rated by trained judges.

- -



~Data Form . ; '

' Peychotherapy 'process research typic
P . \ - -

ly uses-audiovisual
! . : :

&

. - | ! . . H
recordings, audioéapes-gnd/or transcripts of audiotaped- sessions

- . S

as data (Bergin & Garfield, 1971; Garfield % Bergin, 19783 ¢

¢ -

Kiesler, 1973). 3‘}\‘.':'.e'_--;ler' (1973) pn1nts out the advantageg of

. ¢
[} -

uszng the audio d1mens1nn to pick up extra— and paral:nguzstlc

.variables, like voice’ pitchytempo,—anrd” volume change, 1f thege

-~

praovide information needed to answer the reseaffﬁ questiorf.
~ N \

/

Audiotapes were the choice of data form for this }esearch so that

judges- would have voice quality available to help make accurate

identfficatians uf the active-directive tﬁerapiét target state-

.

ments and Judgments of cllents cbmpiiance/opposition.

Data Sample . .

Related psychotherapy ﬁrocéss research has analysed entire

-

.sessionsg, that is, each therapist and client statemént, as well

.statement.

as portions of sessions using a variéty of sampling procedures.
Sémpling is necessary and appropriate for large amounts of raw

data but otherwise runs the risk of losing valuable information

from sections excluded. Given that the present study is confined

to only three series of therapy sessions and that the aim is to

identify possible progressive changes in clients’' responses over

several sessions, the data include each therapist and client

Scoring Unit

Kiesler (1973) lists tHe unlts prnposed in the 11terature as

suitable scorxng-unlts in psychotherapy process research. They

include single words, phrases, sentences, the utterance, topic

areas, the typescript bage, and various time samoles. The choice




— . ) _ . . . .- ) : . . .?‘:

depends upon the view of the session aesired, that is, close-up .

mr more general, and the type of-variables. For the present ) )

study, the utterance or statement (everything one participant

-
says between. two successive productions of the other) éives‘q

‘

suit/ably detailed view of both therapist and client behaviar.

The\statement also makes cnncéptual sense given that the goal is

v ]

to megsure clients’ compliance/opposition with target therapist
interventions. . ) . . ’ -

Identi+ita§}on_g+ Therapist Target §tatgménts

LY

The focus of the present research is three kinds of cogni-—

-
.

tive disputations used in RET: -cH%Iienging guestions, directive

intefpretatibns, and didactic presentatiohs. These form the

.

three major.capegories of thérapist interventions investigated.

-

In the Review of the Literature, it was concluded that there is

no existing set of clearly defined and widely accepted opera-

L

tional definitions of RET interventions. Accordingly, for this

study, désﬁriptions of the three target interventions wére care-—

» LY

Fully‘cnliected from the clinical RET literature using a variety
of RET writers who aescribe what they do in therapy and who
provide traiqing handbooks for therapists wishing tb learn RET
intervéntions (e.é., Grieger % Boyd, 1980; Tosi, 1974; Walen,
'DiGiuseppe % Nes;ler, 1980; Wesslier % Nessler, 1980 ., In brief,
the thfee interventions have been defined as follows: .

7;? Challtenging Guestions. The%e require clients' to prove or
jugtify their ‘beliefs by asking for iogic%l evidence, for the

logic. behind their expectations of horr{ble future events and for

"assessments of the hedonistic value of their beliefs. Challeng-

—— ]
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ing questions.are distihct.from other Rinds of questions used in" °
psychotherapy. They are pot information—gathering inquiries like

"How old are you?" or "What is your problem?" or "When did your

symptoms start?" Similarly, they are not gentle leading ques-—

"

tions like "Can you tell me more about that?" They are active
challenges that probe thé cl;ent's bélief system.

The Fﬁllo@iné élini:al examples show how these challenging -
questions .might occur in a séssion: |

T—~ So you're different ?rnm other people. What are you
_concluQing from that?

T= Where is the evidence that you must.pave enjoyment easily
and quickly? ' .
T~ Where's the proof that you need other peoplé?

(2) Directive Interpretations. Directive interpretations are

o forthright, vigorous, and peréuaéive statements that tell clients

v

what they are tike, whét.their problems are, how they are o

behaving, what their beliefs are,hetc. The interventions are

firm, Unhesitant, and sometimes outspokenr and provacative.
. t : . T
Directive interpretations are characterizéd by bluntness and the

p

straightforward manner in which they are delivered. They are

~ -

not tentative suggestions or gentle hypotheses.
The following examples are therapist statements that would
be rated in category 2: s

T- Not only are you saying, that "1 might have some power
over the airplane, etc., to let it fall or not." But
you're saying, "If I were dead," - let’'s suppose' that

- this really occurred - "it would be awful for me."

T—- So what we’'re really saying then, in relation to this
emotional problem, is that you really down vourself, you
start calling yoursel+s mames. And then you feel really
rotten” about you, and hopeless, and then you give up ‘and

start eating. o . '
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. \

(3) Didactic Presentations. Didactic.presentatibns are .,
statements that.seem-like little lectqres’br in+ormétinnAabout'
reality that thé therapist gives the client. The therapist might

be teaching the client:about RET theory, or giving examplesof

’
4

better ways of-thinking'or'behavfng;- Therapists might explain

how emotional problems start and what can be done to help{”or how

..ather people have changed.  The key characteristic is the

lecturing or informational aspect of the intervention.

The following are examples of interventions that belong in

Category 3: -
T- No, no, it’'s not back when you were 5. It's what we
‘ would more accurately «call preconscious. In other words,

. it’s not that deeply repressed $o much as it's going on in
the back of your mind, but you don’‘t easily, and most of
us don‘t, virtually nobody puts his finger right away on
those thoughts—that are at the back of your mind.

. T—- Look, there isn’t a parent in the world who hasn't felt
© he could just take the kid when he was whining and throw
him out the window. This is an impulse, you know.
Children are very demanding. .We have to get up in.the .
middle of the night for them. We're tired. They think
Mama’'s going to be there Johnny—-on—-the-spot. :

A detailed des@ription of the three target categories is

L

found in Appendix 1, Instructions to Judges for; Rating Therapist
Statements. The detailed definitions in the Appendix are il-

lustrated with actual clinical examples of,the interventions as.

e

they have been used in real therapy sessions. The examples were’
taken from published transcripts of RET séssicns conducted by

certifieleET practifioners.

In addition to the three target cognitive disputation tate- —
gories, two additipnal categories of therapist statements were
included to take into actount, first, other active-directive

interventions that may be used in RET sessions and, second, non-
\

——y
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- 3
4

”active-dxrective interventions. The fourtﬁ category, Other Ac-

I3

tive—D1rect1ve Interventzons, allowe comparlson oF clients

reeponees to the three target d1sputat1onal 1nterventions wlth
— ‘p?
responses to other act1ve—d1rect1ve etatEmente. The fourth caté-

gary acts as a check on possible d1f+erent1a1 client responses

to cogn1t1ve disputation ‘and other act:ve—d:rect1ve interven-
tions: . . . : ) '

* \

As noted in the Review of the Literature., there is no exlst—

ing category system for classzfy1ng therapist statements as ac-

tive~directive. However, in the Review, a number of interven—

tions were identified-in the clinical and research literatures as

>

belonging to the active-directive'family of‘iﬁterventiohs. It is

these interventions that make up. the fourth categoﬁy. Br1ef1y, -

‘they include- persuasion, glVlng advice, suggestions, dzrectzons
on what to do, reassuraﬁce, ehcouragement dieapprOVal’ criti-

- [
l, .

cism, confrontatlon, dlrect questions, &and etructurlng or leading
. statements. Category four includes 5tatemente that are leading,

; d1rect1ve, authoritarian, expert, and/or active. In these

interventions the therapist is in'the'role of the expert,
« influential professignal; wise teacher. - For example: *

T- When did your anxieties begin?

(direct question) L a.
T— Now, let’'s look at: th15 example for instance. There was
nothing yvou could do at the hotel. It was not the best
place to have vyour temper tantrum, and-maybe an intel-
. lectual approach would have been better under the circum-—
stances.

(crzt;c;sm and a suagestion of what the client should
have done instead)

“ -

T— You should not bare yvour soul without evidence of

. -



;" C= 1 really hate him.

B R R , 101

< reciprocity. len. before yoﬁ piunge too deep theré
T should be a fee11ng of a %qzrly broad base of :ommcn

. interest.’ tI

.(directions on how thé client should behave)
©, There is a detaiied_descrﬁsﬁicn of '‘category four®interven-

-

tions in'Appendi% 1. . o

"The fifth categ&ﬁy\of therapist 1ntervent1on5. Non-Active-

™

D1rect1ve Interventzons. allows comparison of client responses

r

to the target cognltxve disputation‘interveniinns with non-ac-

'tive—direcfive statements., Catedory (ive’includés any therapist

statement that cannot be tategorized as either one of the three

‘cognitive disputation interventions or categury.four: The
. ; : .

following interventions would be'givehaa category S rating:

: T— Uh hum. AL

§ Iﬁ,I see. -3
T—- You really can’'t stand him.

T— Would you like to talk about ‘it now?

ﬁ\ T- It seems as if you might be afraid when you have to meet

peaple.

Classification of Client Responses : )

-

hccurding to the Review of the Literature, clients are
expected to respond ta activeTqirective';nterVentiqns along a
dimeﬁsion fﬁomga:cegtance to opposition. The clinical literature
suggests that clients respond with strong and mild acceptance or

compliance, with rejection and opposition, or with acceptance

followed by rejection. - '

There is no existing category system for rating client

responses along a dimension from acceptance to oﬁposition. ~The

few related studies that have incorporated client response cate— .

gories, such as acceptance, agreement, openness, rejection, re-—

\
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-

sistance, and defensiveness (e.g., Ashby"éb“gl., 1957; Auld &

»

White, 195#;_6111esﬁie, 1953; Snyder, 1945; "Spei'é.ma'n-, 1959;. -
Tourney et al., 19&4) ére relatea ccnéeptualfy to gfthgr clientf
ceﬁéeraﬁ thergpy or psychoanalvytic therapigé (e.g.z Snydgr, 19453
Gillespie, 1933)+ or aesigned to allow study,c+ qpécific'thera—
'pist interventions, such as, debtﬁ q+ interpretation (Speisman, .
i?Sé).‘ There is no scheme‘ﬁpr étudying client responsés ta the
aétive~directive interyentions used in:directive therapies or for
iqyestigating thE'predictibns in the clinical literatdre. Aﬁ~
cordingly, a.three—categorx system was designed for the present
research to take into account the acceptance'and oppositian
responses mentioned in.the-;linical literature and an Other
category for ciiént respnnses'thaé cannot be pléced in one or
‘other of e_acceptance/oppdsition‘categories. -Briefly, fhe,
_clrént' espunse categnnies‘areﬁ .
(1) .Acceptance/Compliance _ -
(2) Opppsition/Resistance

(3} Other -
‘The.categnries'have'béen aefined ;sing the.desériptions found in
the clin;cal literature for each ‘type of }espénse. -That is,
whenever ‘an author mentioned a ;esﬁonse that would constitute,
for exémp}e, strong aQQEptance, this was noted and included in
the definition of qlient acceptance/camgliance. B

In éategory 1, the c¢lient accepts; agrees with;lor'enmplies
with the previgub therapist‘statement. This_acceptanée can rénge

from strong, unconditional accéptante, such as: “Yes!" That’'s

it!," to mild or réluctant aqreeﬁent,_such as: *"Uh, huh, you're
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right," or.:Yeah,lI know." Client ét%tements are rg;éd in

ycétégury lﬁwﬁqp the client’'s résponse'indicates aé:epfance or
agreement, whather ‘mild or strong. . .

: In categnry 2, the client rejects, dlsagrees wlth, or argues.
with the prevznus therapist statement. It is clear that the
c11ent_cppgses what the therap:st has just said. The client may
also show nppos1t10n by putt1ng the therap1st on the spot with

quest:ans or byﬁ%ot complylng with the therapusths“leads and

quest1pns.

In some cases., the client’'s responses may not fit either
category 1 or 2, that is, either agreement/cqmpliance or
nppositicn/res@stan:e. Any other ciient response -is placed in

.the tﬁird client cétegory f0£her.“
A dgtéiled.des:r;ption of each client cateqory is fmuﬁd in
<§2épendixh?, Iﬁstructions to Judge5‘¥or Rating Client Responseé.
Thé cé%égofy definitions are supplemented by a large Humber of
clinical examples of each resboﬁse. These were taken from the
same pool of published transcrigts of RET sessions used to illus-

—

trate the therapist cgteguries. Therefore, the examples repre-
[ .
sentfresponses made by real clients in actual RET sessions.

Juddes l o

Liketthe majority of psychotherapy process research that
useé,two to four judges (e.g., Edwards,‘Bou}et, Mahrer, Chagnon,
% Mook, 1982; Hill, 1978;7Hill et al., 3979; Strupp, 1957, the

preseq} study uses four judges, two English—speaking judges for

the Ellis gata and two\French-speaking judges for the Auger data. 5’5
; .

. . - RN
Judges had graduate trfining in counseling/psychotherapy, since-” (~
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' therapist'and client ratings.
Procedu;es fnr Rat1nq Therag:st and Elient Var:ables - '3

The or1gina1 aud:otaped sessions were re-recnrded . to fac:ll—

~. tate the rating prncedura. A pause of B seconds was inserted :

after "each therapist and client ‘statement, and statements were

labeled consecutively, just before the pause, g, 'theFapist
. statement,’” ‘T 1,° (pause, 8 sec), c11ent statement,” ‘C i,
(pause, 8 sec)..., This procedure allows judges to make thei}'

‘decision and record the}r rating deing tﬁe,pause, eliminating

, the need to stop, rewind, and kestart-the tape after each state-

ment. , | AT T
‘Judges_are trained to rate'therapigt‘and client statements

using a commercially available demonstratioﬁ session by Ellis.

; : . o .

| *The four judges independéntly rate therapist statements and
;Iient Fesponses. When agreement-between judges reaches 80%,
training is'considered éomplete.

The rating of the raw data comprises several steps. In1—
t1a11y, Engl1sh—speak1ng Judges for the Ellis data independently
rates each therapist statement into one n+'the five therapist
categories, énd thé following client response into one of tﬁe
.three client response categories. Frenchhspealzng Judges follows
the same procedure for the Auger data. On the basis of the
1n1t1a1 ratzngs, 1nteriudge reliability is.calculated separately
for the Ellis and Auger data using the kappa statistic {Cohen,
1960y . Kappa assesses the proportion e agreement between’ two

judges after chance agreement has been removed (Hill,-1978).

At the second step, judges meet to discuss and re-rate those

'

S
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'therapist stétements and client requnseé for which there is
b .

disagueeméqﬁ;(ﬂffig 1978). At the third step, an independént

arbitrator mékes a final decision if there is disagreement‘ﬁt the

.

second step. This procedure minimizes the loss of data ép that

" the only infarmation rejected consists oﬁ those therapist or )

» +

A ' . ;
client statements that are unintelligiblg.

Statistical Procedure for Data Analvysis -

v : L w
Given that the.raw data are the classification of therapist .

stateménts int

fiye target categor?es‘and_thé following tlient

responses intof three client categor%es, what gtatistical proce-

. | ’ :

dure will allow sment of prngrgssive changes in clients’,

responses over, K the sgries of three sessions?.- One possibility is

to calculate for /2ach target therap?st intervention the propor—-
. ’ I‘ *

tion of client respanses falling into each of the three client

categories '(acceptance/compliance, opposition/resistance, and

. other). For example,.f?llbwiﬁg Qhallenging‘ﬁuestions in session
‘i, there might be .45 acceptance/caompliance, .25 ;ppositfon/re—
siséance; and .10 other client respgnges; .Thése'proportions can
be determined.fnr‘eacﬁ cli'ent over the three therapy'sessions:

In this maﬁher, the prog?essive changes in proportions of
client ac:éptance/gnmpliance'anq,opposition/resistance from ses-—
siéﬁ.B to sessicné 3-and 4 can be determiﬁeqiezllt.should-be-
notéd that the third cliept.cateqory, other, is not included in
the data analysis for purposes of tes£ing the research hy-

potheses.) T /

For an-analysis dealing with proportiens and changes in

proportions from SE%?&BD»%QAEEBSiOH, the appropriate statistic is =

calculation of 2. = a deviate of the normal curve, is used to

"
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assgéé the siénr+icance_af the7di¥¥ereﬁca batweﬁﬁ'two #ropnr—,

tions. To ;ssess.prngressive'changes“in clignts' responses bvér

thé sessioﬁ5: z Ean be ;alculated betwéen gg?ginns 2 and 3, 3

and 4, and 2 and 4. fqr ppapnrtiqu cf.tlight‘accegtan:e/cqmpli-

aﬁce.and oppoéition;resistance following each-teiget tharapis%
— " - '

intervgntimn}‘ ﬁs.an example, z can be determined for client
proportions of acﬁeptance/cnmpliance to Challenging Questions in.

sessions 2 and I to indicate whether there is more acceptance in
. R . . _ -

session,3 than session 2.
—_— -

z is found by dividing the observéd di+fe}encé Between' _
. ) _ ) ’
propartions by the standard error of the 'differénce. Ferguson
\ . ‘ '
(1971) gives the %blrowing-formula: : . :

P: — pa2 Pi — Pz

L - o e =
o 'y .

St = Pr . 4pQLUL/ND (1/Mz) 1345

and where:
P: and pz are the two proportions being compared

P ="CFs + Ta) 4 (Ni + Ny

L9 =1-p
T1y- T2y Ni, anA_Nz are tﬁe raw frequencies and. totals.
z is interpréted as a deviate of the nnfmal curve when theiﬂ
Ns arq.reascnably large and p is neitﬁEFIQéry small nor ver;
1afgé. Ferguson (1971) gives the formula for determining whether

the raw data meet this réﬁﬁiremeht. In the present analysis, =

is calculated'whénever the raw data conform to this requirement

so that the normal curve can be used as the point of reterence.

-

The values of = used to assess signi%icapcé depend wpon

whether a one- or two-tailed test is used. Ferguson (1971)

y
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recommends the use e+ ene-tailed or dzrectzenal testg of, signi*&—

cance since psycholpg1ca1 research is more 1W$Fr%§t9d in the

directzen of change rather than eimply the. magnitude of . the

difference between
- o ) ’

two values or obeervat;ane. For the present

%tudy, the one-tailed teet is eepecially apprepriate since the

hyﬁethesee predict

directional ehanges, i.e., progressive in-

creases and decreases in proportions of client ac:eptance/cem—-*

A N

ene*talled test, =

—

.p11ance and epp051t1en/res1stance over three sessions. For a

values of 1.28, 1.45, 2.33, and 3.09 are

—

required for significance "at the .1, .05;_.01, and ,001 levels

respectively.
Ferguson (197
{(as in the present
greater danger of
null h;pethesis eh
diminish.this poss
cance or above Qil

difference between

To summarize,

1) cautions that when small Samples are used

‘e
case) and a very stringent « is- eet there is

making a type p error (failing to reject the
en there is a gignificant di+feren;e). To
ibility, zs reacning the..t-level of signifi-
l be reported as ineicating a‘signifieent
prnperﬁieee in this analysis. .

proportions of clients’ responses falling=int

S
Y

—

o

the three client.categories will be determined for each tnerapist

‘targei caﬁegory.
ance/compliance ;n
be determined by c
and referring the
significance.

The research
ries (Challenging

Presentations, Oth

Changes in prdgortions of client acdcept-
T - ' ¥ :
d-opposition/resistance over the sessions will
e

-

alculating.the'stafistie 2 for two proportions

T value to the normal curve for assessment of

— P -

—

design includes five target therapzst catego—
Questlene, D1rect1ve Interpretatiocn, Didactic

er Active-directive Interventions, and Non-



‘of therabist interventions. JIn addition{ Active—directive Inter-
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dctive~difective Interventions). The first four are active-

aztiveFdiréctive“stafements. These are the two'hajor grnupings

ventions may be divided into Cognitive Dispgtatinn {specific to

: . : *
RET) and Other Active-directive Interventions (which may be used

by many psychotherapeutic orientations). Finally, chnitive

. .o ' & ‘

Disputation, for the. present research, is composed of Challenging
Guesfions, Directive Interpretation, and Didactic_Interveﬁtions.

The following table illustrates the grouping of the target thera-

pist iﬁte?ventions and is the layout used for the preseéfﬁkifj of

the research results.

Table 1

- Grouping of Target Theragzst Interventions

- & 2 22T T T A e ******************************* 3693 A 336 KW

QES\_)’ I. Active-directive interventions ’ ,

R

A{ Cognitive diSputatiDn“‘
. 1. Challeénging questions o .
2. Directive interpretatiéns T .
3. Didactic pfesentatians
B. Other active-directive interventions
II. Non-active-directive interventions °
***2*******************************************************

\
In this research, clients’ responses to the actlve—d1rect1ve

categor1es a+f therap1sf interventions are of pr1mary 1nterest.

.

directive statemen&s arg included as a point of comparison.
. . , \ °

directhe interventions while the‘fi%thtis chprised of non—- :..-.- .

particularly to those speg1+1c to RET. Responses to nnn—act1ve—~.
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Research Hypotheses

-~ é
Given that there are three series b& eérly RET sessions
conducted by exemplars of RET, - L

Given that each series répresehtsstherapy with one adult

k3
L .

client, . o | ;

Given that two series are cnnducfed by Albert Ellis and one

-

series by Lucien Auger, _ :, . .
— ) . -4
Given that therapist statements are categorized as falling

into cognitive disputation (includ@ng challenging questions,
directive in;erpretations, and didactic presentations), other

L

L]
active—directive interventions and non-active-directive interven-

q. And given that clients’ responses are categorized as accepf—

tions,

*

- + L 4

ance/éampliaﬁng-opposition/resistance, or other,
Then it is predicted that: ‘ -

{1) Proportions of client acceptance/compliance‘tn'Active-direc—

1

tive interventions will increase significantly over three ses-

/
3 '

sions. This‘incraase will be significantly greater than that for
Non—active—directive interventions; asd ' | i
{2) Proportions of client opposition/resistance to Active-
directive therventions will dec?ease significantly over three
sessions._ This decrgaée will be significéntly greater than that
for Non-active-direc#ive interventions.

These are the ;ain éeéearch hypotheses. The following five

auxiliary hypotheses follaw $}om_ﬁhe major two.

‘(1a) Proportions of client acceptance/compliance to Cagnitive

Disputatibn'ihterventions will increase significantly over thregi\

.

J
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sgasions. TH;Q incréase will be significantly greater than that
rfné N6n~activ9ﬂdirectivé inferventions. ) . ~
(2a) Proportions of client opposition/resistance to Cognitive
Disputation intervéntiohé wil& deéreasé significantly over three
5e§sions. This decrease w111 be significantly greater .than that
for Non—active—-directive 1ntervent1nns. .
{1b) Proportions of client acbeptance/campl%ance to Other ,
Acti;e—directiv? interventions will intrease‘significantiy over
three gessibns. This increase will be significantly greater than
that for Non-acﬂibéfdzreé;;ve ihter;ent;ons. -

(2b) PrOpurtiﬁhs of client oppositinn/rasistancg;to Other
Acfive—diréctive interventions will decrease significantly éver
three'sessions. ;his decrease will be significantly greater than
that f;r non—active—directi;e'interyent&ons.

(1cy Propartions of'client acteptance(compliance to Challenging
Cuestions will “increase significantlyoover three sessions, This
increase will be significantly greater than that for Non—-active-
direetive interventions. |

(2¢) Proportions aof client opposition/fesistan;e te Challenging

-

Questions will decrease significantly over three sesstons. This

- decrease witll Ee significantly greater than that for Non-active-
directive interventioné. )

(1d) Proportions of Client acceptance/compliance to Directive |
Interpretations will increase significantly over three sessaions.
This increase will be significantly greater thaﬁ that for Non-

active-~directive interventions.

(2d) Proport:mns Df client oppos1t1cn/reszstance/to Directive
— =

?
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Interpretations will decrease significantly over three sessions.
This decrease will be signiiicantly.greater than that for Non-
active-directive interventions. ‘

(le) Proportions of client acgeptance/compliance to Didéctic.
Presentations w?ll increase'significant}y'aver three sessions.
This increase wiil be significantly Qreater than that for Non-
ractive-directive iﬁtérventiuns.

(Ze) Proportions of client opposition/resistance to Sldactic
Presantatiqns will décreaée sigriificantly over three sessions.

This decrease will be significantly greater than that for Non-

. . LN . . -
active—-directive interventions. . .
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Chapter Three

Results
Lo

. . L)

"

The purpose of this chapter is td"repurt the research find-
ings related to the major:’hypotheses as well as data on inter¥
rater reliability. .Other ?indings*bearing on the use of active-

- directive ih;grventinns within directive therapy will also be
nated. .
. * ‘
Data Gollection and Interrater Agreement
. .
Duriﬁé the training period,  judges indepéndently:studied the -

therapist and client category systems and practiced rating a

-
— et

commer&ially available audiotaped session with Albert Ellis as
therapist. The ‘practice ratings were divided intﬁ three seg-
menfs, givfng‘judges thé-apportunity to consult with the experi-
menter and check their ratingé after each segment. ‘Training
ended when the interrater agreement réached BO%, a level arbi-~
trarily selected to indicaté acceptable agreement.

| The d%ta collection p&éZ;;ped in three steps. During step
one, two gudges indeﬁendéntly rated the Ehglishﬁauéiotapeg‘and
two othérs the French audiotapes.

Interrater agreement was determined from tHig initial rating
of therapist'stayements and client responses. The Kappa sta?is—
tic was calculated separately for the English and French data.
For the English data interrater reliability reached..74 for the
therapist categaries and .74 f;r the client &ategories. For the

French therapy 'sessions, Kappas of .79 and .77 were found for the

hl



; L | - U3

- i

tHerabist and client categories respectively. These levels indi- &%,

cated acceptablé

E

for: English and. French data.
SN

agreement across judgés for both categories and

The Main Hypotheses

e i
- |

I

There wereitwo main hyputheses {1 and 2) alang with five
auxiliary hypotﬁeses to each main hypothesis. 'Each hypothesig
tested chénges ﬁn propafﬁions of either client acceptaqcefcnm-
pliance or uppn%itinn/rasistance over three sessions to active-
directive inter&entions as a whole and 5peci¥ically to cognitive
dispﬁtation and its components. fProgressive change; in cli-

"ents’'responses to the active-directive interventions were com-

|
| . -
pared .with changes in responses to non—-active-directive interven-—

tions: - ‘ ‘ .

The distribution of client responses following each thera-
pist target in?ervention is showﬁ.in Tables 2, 3, and 4.. The
majority o¥_tgerapist intérventions fell into the active—direc-
tive category;for all clients and all sessions. NMon—active-
directive interventions accounted for only 2—232‘0f therapiét
interventions}

The Humber of client responses in some cells‘waszlow. While
results are reported for each client individually, in scome cases
client responses are combined and aaditinnal results for grouped
data are ﬁﬁavided with statistical'analysis.
| Hypothesié.l stated that proportions of client accept-

-

ance/compliance to active—directive interventins would increase

&
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- " Table 2

Distribution of Client Responses *

Client 1

Following Theragist Target Interventions

Session 2

Therapist Target Intérﬁgntion

) .
I Active-directive- f 43
A Cognitive disputation . 26
*1 Challenging questions 12
Z Directive interpretation =~ 7
3 Didactic presentations 7
B Other active-directive ? 16
IT Non-active-directive . 1

Session 3

Therapist Target Intervention

Acceptance/
Compliance

,y

I Active-directive 42
A Cognitive disputation. .17
1 Challenging questians
2 Directive interpretation
3 Didactic presentations
BE Other active-directive
II Non-active-directive /

- M)

Session 4

Therapist Target Intervention

I Active-directive : - 49
A Cognitive\ disputation 34

1 Challenging questions : 12

2 Directive interpretation -

3 Didactic presentations .16

. B Other active-directive 15
I Non-active-directive . ’ 7

Acceptance/:
Compliance

Noo

fAcceptance/
Compliance

..

10

SAMNN-U

16
12

Lol - 8 I RN

Client Response
Opposition/
_Resistance

Other

COCN=GOr

Total

Client Response
Uppositian/

Other’
Resistance :

e R e Rol oo Nel

Total

Client Response
Opposition/
Resistance

Other

Ov*r*cforim

‘Total

”i14

N

=1-)
32

13

10

.23

57

==

28
11
11
28

62

67
47
19

19
20

75
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Therapist Target Intervention

rabag B s T Ll S

- L R TR

Distribution of Client Resgnnsesl

Following Therapist Target Interventions
. ‘ Client 2 o

Session 2

Therapist Taréet Intervention Client Response

Acceptance/ Opposition/ Other
Compliance Resistance

I Active-directive 47
A Cognitive disputation
1 Challenging questions
2 Directive interpretation
3 Didactic presentations
B Other active-directive.
IT Non—-active—-directive

)

o000
- - R

SR ANNW

w -0

-—

-~
L]
'

A4 LA

-

Total

Session 3

Therapist Target Intervention Client ﬁespanse‘
oo Acceptance/ Opposition/ Other

- Compliance Resistance
L]

I Active-directive - 49

7 f\,b

A Cognitive disputation ' 4 & 4

1 Challenging gquestions 4 . 2 0

2 Directive interpretation i8 2 1

3 Didactic presentations 12 2 3z

"B Other active-directive 14 1 2

II Non—-active-directive 4 Wy =
-Total

»
Session 4

Client Responsé
Acceptance/ Opposition/ - Other
Compliance Resistance

ctive—directive 32 2 3
Cognitive disputation 20 2 7
. 1 Challenging guestions 1 0 1
2 Directive interpretation 6 1 =
3 Didactic presentations 13 1 ] 3
B Other active-directive 12 Q 1
I Non—active-directive 10 ‘ 3 : 2
' v Total

29

79
4&

14

23

88

&2

44

21
17
17

71

42

10
17
13
L=

55
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. Taole 4 o -

Distribution-of Client Responses ' -

'Following Therapist Target Interventions
' ' "Client 3

Session 2

—_—

Therapist Target Intervention Client_Response
' ’ Acceptance/ QOpposition/.. Other
" _ Compliance Resisfance
I Active-directive T 86 19 8
A Cognitive disputation . S6, 13 3
" 1 Challenging guestions 43 7 2
2 Directive interpretation -8 ' 4 0
3 Didactic presentations S 2 L1
B Other active-directive 29 & 5
Il Non-active-directive '8 2 4
Total

Session X

Theraﬁist Target Intervention - Client Resﬁonse
' Acceptance/ Opposition/ . Other
Compliance Resistance

. ‘e

.' I Active-directive B 47 26 b

A Cognitive disputation 29 22 . 4

1 . Challenging questions 18 , 15 2

2 Directive'interpretation 5 5 0

3 Didactic presentations - b 2 2

- B Other active-directive i8 . 4 2

II Non-active-directive . 7 S 2
T : . Total

. . .
Session 4
Therapist  Target Intervention Client Response

Acceptance/ Opposition/ ° Other
Compliance Resistance

I Active-directive 39 29 4
A Cognitive disputation 25 26 4-
: 1 Challenging gquestions =) i1 0
2 Directive interpretation 114 9 3
3 Didactic presentations S. & 1
B Other active-directive ig 3 T
IT Non-active-~directive | 14 2. 2 : 5 -
- \ Total

N

\t13

72
=2
12
8
40
14
127

N

79
55
35
10
10
24
14
93

72

55

17
26
12
17
21

Q3



PROPORTION OF .
CLIENT ACCEPTANCE/COMPLIANCE

2 . 3 4:
. l.SESS-ION NUMBER

Figure Y. Proportions of client acceptance/compliance to active-

'directive interventions over 3 sessions for 3 clients sgparately

(c1, €2, .
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-

-signlficantly over three sesaions and that the 1ncrease would be

s1gni+1cant1y greater than that for nnn-act1ve—d1rect1ve 1nter-

vent:ons.

— +

Figure'l shows the patterns %DF the three clients. Client 1
shawed no sxgnif1cant change 'in acceptance/comp11ance to act1ve;i
directive 1ntenvent10ns over three se;sions (z = 464, « > -1
between sessions 2 and 4). Client 2 showea a significant in-
crease in acceptaﬁce/ccmpliance from- session 2 to session 3
(z = =2.470, « <= ,01), and frbm.sessiﬁp 2 to session 4

e

-1.837, « <= .05). Client 3,'nn the ntherfhand?hhad sig- _

L)
£
[

b - . .
nificant »decreases in proportions of acceptance?cmmpliance-frnm

eressmns 2 to 3 (z = 2.455, « <= .01), and from sessions 2 to.4
(r = 3.108, « ¢£//601). The three c11ents showed different
patterns of response, with client é f0119w1ng the hypothesized
change.

Figure 2 illustrates a surprising and “unexpected patte}ﬁ in,
cliEntsl responses, to nnn—active—directi&e interventions over the
three sessions. There was a decrease in acceptance/compliance to
non—-active-directive interventions in session 3 and then an in-
Crease b?tween sessions 3 and 4, although Ns were not su¥+1c1ent—
ly large to make a statistical con+1rmatlnn. Based on grouped
data, there was a significant.decrease ié proportions of client
accegtance/cmmbliance to nongactive-directive inéerventions in
session 3 (z = 1.283, « <= .1). In session 4, the prnpn;tipns of
accepﬁance/compliance returned to the session 2 level (there was |

b .
no significant difference between sessions ? and 4, with

= 0962, « > L1, (Figure 3).

118
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PROPORTION OF
CLIENT ACCEPTANCE/COMPLIANCE

1
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SESSION NUMBER

Eiqure 4. 'Proportipns of cglient acceptance/compliance to active-

)

directive and non-active-directive interventions aowver I sessions

(all clients combinmed). - ) B}
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‘ Hypothesis.2 stated that the proportions o#'client prnsi--

tion/regsistance to active-directive interventions wouﬂg decreas o

. -

significantly over three sessions and that this decrease would be

significantly greater than that for non-active—gi}ective inter- - 7

i

ventions. Figure 4 indicates that for Client i there was no.
significant change in.prnportions of opposition/resistance over
the three sessions (z-= —.815; « > .1 between prbpartinns for

sessions 2 and 4). Client 2 showed a significant decrease in

opposition/resistance between sessions 2 and 3 ?z_= 2.567.,

« <= .01) and 2 and 4 (z = 3.150, « <= .001). . Client 3's pattern

was the reverse, with a significant increase in opposition/re—

I

sistance between sessions 2 and I (z = -2,591, « <= .01) and 2

and 4 (z = -3.550, « <= .001). Again, Client 2 followed the“ '

hypothesized pattern. /

e

Clients’ propnftions of opposition/resistance to non-active-

directive interventions are shown in Figure S. Dnce.again,
session 3 stands out in that there was an apparent increase in
opposition/réesistance to non-active-directive interventions for 2

clients. While there was insufficient data to confirm a statis-

_tically signifi:ant_changa for individual clients, there was a

significant decrease between sessions T and 4 (z'= 1.996,

o« <= .03) when clients’ responses were grouped together. (Figure

&).
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Tn-summanize the results qu non-active-directive interven-
tions, all three clients appeared to have a decrease in accept-
aﬁce/cnmpliance in session 3 and then an in:rease.tc session 2
levels by session 4. This pattern was confirmed Statistically
for the grouped ﬂ#ia. ijgwise,,a cuncomitaqt increase in op-
pDEition/resistaqqg was significant for the d%oupéd data.

Hypotheses 1ia gnd 2a relate"to clients’ proportions of
aCCEpténce/cnmpli;Hce énd ?ppositicn/resistanbe to the group o% )//
cbénitive disputation in%erventinhs Ichallenginé questions, di-
rective interpretations, and didactic presentations). ‘Specifi- “ -
cally, hypothesis la stated that proportions of client éccggg:;
ance/cnmpliancé'tn cognitive disputation would incﬁeaéé signifi-
cantly over three sessions énd tha£ thig increése would be sig-
nificantly greater than that for non-active-directive interven-

tions.

Figure 7 indicates the pattérﬁs Df'accept&hce/cnmpliance‘to

cognitive disputation for individual clients. Client 1 had a

significant decrease in proportions of acceptance/compPriance
-t

between sessions. 2 aﬁd,3 (z = 1.761, « %= .05) as did Client 3

between sessions 2 and 3 (z = 2,973, « %= .01) and 2 and 4

i

(z = 3,733, « <= ,001). Client 2, in wontrast, showed a signifi-

cant increase in proportions of acceptance/complimnce between

-

sessions 2 and & (z = ;3.076; o 4= ,01) and 1 and = {z = =1.97%
A« <= .00). Client 2 again followed the predicted thande{ -0
Hypothésis 2a stated that proportions of client opposi-

tion/resistance to cognitive disputation would decrease signifi-

b

- cantly over thﬁee sessions and that the decrease would be sig-

nificantly greater‘than that for non—active-directive interven-— t
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Figure 7. Proportions of client acceptance/compliance to
cognitive disputation interventions (challenging questions,
directive {ntarpretations,‘and didactic presentations) over 3

-

sessions for 3 clients separately (Ci, C=2, .



tions.

Figure 8 shows the patterns for- individual clients. Client

.,
“

1 had a significant incFease in opposition/resistance to cogni-
tive disputation between sessions 2 and 3 (z = ~-2:068, « <= .05)

qu then returned to session 2 level in the fourth session (=

-t ’

1.052 does not reach the .1 level of significance). Client = '

also showed a significant'incr'ease in opposition/resistance in

-

session 3 (z = -2.742, <=

.01) and again between session 2 and
[ .

4 (z = —*.537;"« <= .001), The graph’ indicates a progressive
decrease in opposition/resistance for Client 2 which is signifi-
Eant between the second and third (z = 2,535, « <= .01) and

N ‘ \
second and . fourth (z = 2.9215, « <= .01) sessions.

Once again,
~Client,2 féllowed the predicted pattern.

- Hypotheses 1lb and Zb were.ccncerned with clienpts’ pfnpor—
tioné'of'accébtance/compliance and upéosition/;esrstance follow-—
ing'all other act{ve—directive interventions(exclusive of cogni-
" . tive disputation). Hypothesis 1b stated that proportions of
client acﬁeptance/compliance to all other gctive—diractivé inier—
ventions would increaée signi{rcantly over three sessions and
that the increasé would-be significantly greater than that for

non—active—-directive ' interventions.

-
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- The patterns af acceptance/complxance to other actiVE*direc—

tive intervent1on5 for individual clients are shown in F1gure 9.
-

While the 1nd1v1dua1 data d1d not .allow for stathstzcal ana1y51s,

_;nspectzon of the graphs suggests that fgrﬂall clients there was
an increase in proportions of acceptance/compliance by the ;hfrd
session. This waé confirmed by grcqping the data (z = -1.359;

"« <= .1 between sessions 2 and 3). (Figure 10).

.

A combimnation of individual and grouped data suggest

.

;confirmation of hypothesis ib. '

Hypothesis 2b stated that proportions of client opposi
tion/resistance to all other active-directive interventions would
detreas? Sign;ficantly‘nver three sessians‘and that the detrease
would bé significantly greater than that for nbn—act}ve—directive
interven?ions. Results are indicated in Figure 1i. . ,

The.data did not warrant statistical analysis, but.hy in—
spection {t appears the Clients 1 and 3 may héve remained rela-
tively stable in proportions of opposition/resdistance to ofﬁer
active—-directive interv?ntions over the sessions while propor-
tions fnf Client 2 may.have decreased. Results for the groupe&

data indicated no sidnificant decrease in opposition/resistance

between sessions 2 and 4 (z.= .600, « »= .1). (Figure 12).

The remaining hypotheseé were concefrned with fliemt_ac:ept~

ance/compliance and opposition/resistiance to the three separate
components of cognitive disputaéion. They were challenging.quésf
P . .

tions, directive interpretations, and didactic presentations.
L] 1 .

» Beginning with challenging questions, - hypothesis lc stated

that probortinns of client acceptance/compliance to challenging

C < . e .
guestions would increase significantly over three sessions and
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that the increase would be significantly bfeatar-than that +or

ndn—active~directive interventions. The results are i}lusfratéd

4

in Figure 13. . | /
Although, in the main, data far indiyiduals did{ﬁot allow
for statistical analysis, the graph suggests that ali three
clients followed thewsame_pattern nf decreasing acceptance/com-
pliance. There was sufficient dat$ to confirm a significant
decrease for Client 3 between sessions 1 and 2. (r = 3.124,
o <= 001) and 1 and 3 (= = 3.794, « <= .001). . When the data
were grouped, there was a significant decreasalin acceptance/com-
' pliénce'between sessions 2 and 3 (z = 3,784, « <= .501). (Figure
14).- The results suggest lack of confirmation of hypothesis-lc.'
| Hypothesis Z2c stated that proporticné of client'opposi—
tion/resistance to challenging questions would decrease signifi;
cantly over three sessions and that' thegydecrease would be sig-
nificantly greater tHan that for non-—-active-directive iéterven-
‘tions. ‘Results féf separate clients are illﬁstrated in Figure
15, Clients 1 and T appeared to follow the same pattern, show-
ing an increaée in oppositian/raéistante to challenging quéstinns
over the three sessions. This was confirmed statistically for
Client I between the second and third sessions (r = -3, 093, )
‘& 4= .001) and the third and fourth ?} = —1.475,‘% = ,1).
Client 2, on the other. hand, appeared to increase in.proporticn
of oppositiDA/resistance inasessinn 2 and then decréase in ses—
sion, 4 although there were not su¥+icieﬁt data to confirm that

pattern statistically. Once again, Client 2 may have followed

the hypothesized pattern.

-‘._-,}.!.!
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lenging questions over I sessions for 3 clients separately (Ci,
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For the cognitive disputation interyention,'directive inter-

pretation, hypothesis 1d stated that prbpnriinns‘nf client ac-
ceptance/compliance would increase s!'hificantly'aver three ses-

sinnslanq that the increase would be significantly greater than

“that for non-active-directive iqterventiohs. The results are

shaown irr Figure 16. Patterns for each client showed that there

. was no significant difference in proportions of acceptance/com-

e g

-
a— - -

pliance between sessions 2 and 4 for eithgr Ciientlﬁ or
scores of —.828 and .744 did not reach significance at or above

the .1 level. There was insufficient data to analyse the pattern

- for Client 1 and the apparent peak in acqeptance/cnmpliancé for

Client 2 in the third session.

Hypothesis 2d for directive-interpretaﬁion stated that pro-

portions of client upﬁositioﬁ/resistance would decrease signifi-
o \

cantly over three sessions and that the decrease would be sig-

.

nificantly,greater than that for nnn—§§tive-directive interven—
Lo ' 9

13 “

tions.
i inspe;tinn'a¥‘the graphs.for individﬁal clients (Fidgra 17)
again. indicated that“QIients 1 and 3 seemed ﬁo follow the saﬁe
pattern wHile Client 2 may have bebaved acccrding to the predic-
tion. However, the data did not al}pw fDE.statistical confirma=
tion of individual patterns. Figure 18 indicates that when qhe
data- were groupeé, there was no significant diffgren:e in
praporéionngF opposition/resistance between géséioné Z and 4

(z = =-.315, & }..1). Results suggeét théﬁ‘hydctheses 1d and 2d

) . . N
were not con4irmedt\\\\ : L

hl
, B

' Finally, hypotheses ie and 2e focused on clients’ responses
to the cognitive disputation intervention, didactic presentations.

. . . ~ ¢
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tive interpretation over 3 sessions for I clients separately (C1,
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Figure 1 b. Proportions of client acceptance/compliance to direc-
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Spec:fzcally, hypothesis le stated that prcpnrtznns of client

ac:eptance/comp11ance to dzdactzc presentat1ons wnuld increase

s1gn1ficant1y over three sessions and that the 1ncrease would be
s:gn1f1:ant1y qreater than that for non—act:ve—d1rect1ve inter—
ventiohs.
Patterns for the individuai'clients are indigated in Figﬁfe

19, Analysis of Client 2 datg con#irmedla significant increase
in proportions of acteptan:é?compliance Between sessions 2 and 3
(z = -2.239, «.<= .09) and 2.and 4 (z = -2.610, « <= .01). While
Client 2 appeared to drop in acceptance/compl1ance between the
third andAfaﬁrth sessions, this change was not signi%icant
- ‘ . .

(z =..856, « » .1). Finally, the apparent-increase in propor-
v 1

tiofs of acceptance/cnmpllance for Client 1 by the fourth session
- AN
could not be confirmed stat15t1cally. On the basis of grouped

data (Flgure 20), there was a significant increase in- accept~

ance/compliance to didactic presentations between sesslmns 2 and

1

}

3 (z = -1.285, « <= .1), and 2 and 4 (z = -2,123, « <= .05). The

grouped data suggest cnnFirmatidn'of hypothesis le. o
In terms af client opposition/resistance to didactic presen-

tations, hypothesis 2e stated that proportions Df'npposition/re-

sistance would decrease s1gn1f1cantly over three sgssions and
o

that the decrease would be significantly greater than that for
non—active-directive interventions.

Individual patte?ﬁs seemed to indicate that both Clients 1
and,?_had a net deerease in opposition/resistance aver the three
sessimns.(Figure 21),.élthcugh Client 1 appedreﬁ.tm peak in

' session J. The net decrease was.confirmed for Client 2 between

Al
*

y
!
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f’f’-*ﬁFigure g1.| FProportions af client bppnsitibn/rasistance to didac-

tic presentations over 3 sessions for 3 clients separately (€1,

cz2, C3).




-

sessiunS'S\ird 3 (z = 2.&4#, « <= .01) and 2 and 4 (z = 73.090,
& <= .001), N\ The apparent-né£ inéréase in proportions of uppﬁsi—
tion/resistance'¥of Client 3T could not be tested statistically.
when.the data was grouped (Figure 22}, there was a signifi-
cant decrease in opposition/resistance from session.-2 to session

Y

1.465, « <= .1) and from session 2 to session 4

3 (=

(z

2.121, o« <= .05, suggesting confirmation of the last hy- .

pothesis.
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Summary of Results for the Mgiﬁ Hypotheses - , —
The main hfpntheses tested clients’ changes in proportions
of acceptance/compliancd and oppcsiﬁion/reeisﬁaﬁce over three

‘@arly RET sessione tawactive—directive interventicns as a group

»

. e
- and 5pec1+1cally to ccgn1t1ve dlsputatzon and its component in-

terventions. These changes were compared to those fcllcwlng non-

act:ve—d1rect1ve 1ntervent1nns. For all actiQe—directive inter-
"ventlnns, the hypcthe51s was that proportznr—.af acceptance/ccmﬂ
pliance wauld increase over three sessions and that prcpurtinns
of cppositioﬁ/resietance would decrease. ' These respective ..
chahges were expected to be greater than those found for non-
actiQe-direcfﬁve interventions. o -
Results -showed’ that while each of the thcee clients had
individual patteces o% respaonding DVEP.thE three‘seseigns, two
cognitive disputation interventions (challenging questions and

directive interpreﬁation) were followed by the same pattern for

N

all clients. . )

Client 1's pattern appeared to be'characterzeed by no err- )
all change in acceptance or opp051t1cn over the three sessions to
active-directive 1ntervent10ns as a group, to cngn1t1ve disputa-
tion and to directive ipterpretation. Challenging questions were
followedibynincreaeing opposition and decreasing acceptance.
Didactic preeentatiens elicited {ccreasing acceptance and de—'
cceasrng opposition. Dther‘ective*direct}ve interventions wece
increasingly accepted. |

Client 2, cn the other hand, appeared tc follow, the hypethe—

o

sized patterns of change more closely., This client showed in-

creasing acceptance and decreasing opposition to active-direct:ive
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interventions as a group, to cognitive disputation, didactic

presentations and dther a;iive—dired%ive intervéntionsg' The

notable exceptions to this pattern were responses to challengingtrﬁ-
. : P o .
y questions ‘which became less accepting as well as more opposi-

tinnaf responses to directive interpretation which showed Qu

’ <

.

~change.

‘Client 3's pattern showed decreasinglacceptance and iﬁcreas—
ing opposition to acﬁive—directive interventions as a groupﬂ.to
cognitive disputatioﬁ, challenging quéstions and didaqtiC‘pﬁéséﬁ—
tations.' There was no overall change following directivé infe?~

_ pretation‘aﬁd'ather active-directive interventions elfcited‘in-
. creasiﬁg accepﬁance.

) - . . ] o X
One.interesting finding when looking at individual differ— .

b
-

ences in patterns of respanse over time was that chéllenging
qUEktions uniformly elicited decreasing acceptance and more oppo-'
sition. The directive interpretation intervention showed no

] B
change in either acceptance or ‘opposition over the three sessiaons

. o

fort all clients. . - :

A second notable fiﬁding'ﬁas‘clieqt responses-to the non-
. ] ) ]
active—-directive interventions. It appeared that all three
- _clients de:rgasedrtheir acéépténde responses in‘the third session

and that two incrgased'their opposition. By theé fourth session,
' acceptance- and opposition had"reﬁurnad to ﬁHe levels found in -
LY T

v

session 2.
A summary of the results +or the data when grouped is spown- -
1n Table S. , Results 1nd1cated that for all actlve-d1rect1ve

- 1nten¥ent1nnslcomb1ned. there was no significant change in pro-

.
-
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' partions of acceptance/compliance or 6pposition7?ésistahce,oyer

.

’

the three sessiond.  When the group of active—diréétive interven-
tions was broken down into the interventiqgg specific to RET,

i.e.; cognitive disputation and all other ‘active-directive inter-

¢

ven%ions_(ndt specific to RET), the two groups produced different

resulte. Cognitive disputation interventions led to decreasing .

proportions of client acceptance/compliance and.increasing oppo-
h :
. A ! , - M
sition/resistance &ver three sesgions. All other active-direc-

1 \
tive ‘interventions in contrast, were followed by increasing pro-
[ - - .

pcftians of acceptance/compliance and stable ﬁropcrtiong of oppo-
sition/resistance. . Clients were progressively less accepting and

more oppositional fo RET active-directive interventions than to

a

'tﬁg general actiVEfdiré;tive type b% therapisf statement.

| When clients’ responses to individual cognitive disputation
;ntepventioné were analyseg, the three interventions were ob-
served to lead to difféﬁe&%‘responSE patterns. Challenging ques—
éioné were followed by dé:reasing proportions of acceptance/com-
pliante and increasing opposition/resistance. ,Directive inter-

pretation was followed by unchanging proportions of accept-

——

ance/compliance and opposition/resistance. In contrast, didactic
presentations led to increasing proportions of acceptance/com-

pliance and decreasing apposition/resistance over the three ses-

sions.
.

In conclusian, two categories of active-directive interven-

-

tions showed. the =2xpected pattern of increasing éc:eptance/cmm—

pliance over ‘three sessions, i.e., other'active-directive (those
. . , : .

not specific tp RET) and didactic presen%ations. Didactic pres-

entation was the 6nly‘a;tive~directive category to folliow the

~ ’
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Table 5 T

~

Summary of Research Results
for Grouped Data

fl
[l

R I I F I I NI I NI IE NI 336 9 W
Intervention o Progressive Changes in Client
Responses over Three Sessions

e 2N e e e oM KB U I M S B W e B e P T T 3 e I B W e e T e W T e W N e P e P I

T. Act;ve—directivé' ‘ ' No change in proportions of
acceptance/compliance or
oppesition/resistance

A5 Cognitive disputation - Decreasing acceptance/
campliance and increasing
opposition/resistance

1. Challenging questions Decreasing accepkance/
) compliance and increasing
opposition/resistance '
-

: ' 2. Directive interpretation No change in propaortions of
- : ! : ac:g!%ance/compliance ar
! oppBBition/resistance
J. Didactic presentations Increasing acceptance/

compliance and- decreasing
i . oppasition/resistance

Y

+

B. Other active-directive . Increasing acceptande/
. - compliance. No change in
proportions of opposition

resistance. '

II. Non-active-directive ) : Decreased acceptance/ “’L\h

compliance and increased
opposition/resistance in
session 2. No net change
in proportions of either
sresponse from session 1
to session 3.

.

——
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predicted progressive decreasa in proportions of appnsition/ge—
sistance. Patterns opposite to those expected weFE!fnund fnr
cognitive digpqtatiqn ifnterventions as a group, énd for chal-
lenging questions spegiﬁicallyz .The reméining caiegnries‘showed

'/ﬁo ;igni¥icant changé Dvér three seSsion§ (active-directive in-

terventiﬁns as a group and directive inteépretaticn)f“

Other Findings

™

The results suamarized above represént findings related t6
the main hypotheses of the research. There were several other
results of interest that éddress some nf the concerns eupressed

- about the uéé of active-directive interventions and noted in the
literature review.
o2 ' ‘
p= . For example, the climical literature suggests that active-
directive interventions will elicit more oppésitinnal Fespanses
than non-active-directive iﬁterventions. While this suggestion -
wés not pgrt of the present research hypotheses, the grouped, data
indiCate that proportions of opposition/resistance to active;
directive interventions as a group indeed were significantly
higher than tﬁqse for non-active—direcéive intervéntions in the
first and third sessions (x = 1.482, « <= .13 and zr = 2.286.
w o= ;05 respectively). In session 2, there was no.significant
difference, since aopposition/resistance.to the non-active-direc-
“tive interyentinns increésed significantly, bringing it up to the

level af the active—directive_groupﬁ ) . !

This finding, of greater opposition to the active-diregtive

—
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interventions waé also ?rug for cngnitive disputatidn. That is,
cognitive disputationlwas fol1lowed by significantly higher'prd::'
portions of opposition/resistance thaﬁ_non~actiVe—&iractive in—
teryénticns.;n sessions.i (z = 1.629, « = .05);éndn3.$z = &.721,
« <= .01), In. contrast, other actlve—dlrectxve interventions
(not specific to RET) appeared not to differ from non—active-
directive interventions in eliciting oppositional responses.
Statistica} analysis, ﬁossible only for the third session, indi--
cated ao signi;icant.di+¥erence between the two grouﬁs (z = .&59,
« > .1). It appeared that the RET 1nterventlons elicited greater
opposztlnn w;‘)eas the other active- directive 1ntervent1ons did
not. This held true for two of.the three individual cognitive
disputatin; interventions. By session 3, bbtﬁ challenging ques—"-
tions and djr?ctive'interpretations showed significantly higher .
proporti&ﬁs of opposition/resistance than the non-active—direc-—
tive interventions (z = 3.786, « <= .001; and z = 2,276,

« <= .05, respectively). Didactic presentations, as well, didl
not differ in ﬁréport;nns n% opposition/resistance from non-
active—dira:tive‘inferventinns Ey session 3 (z‘= 1.282, o« »> 1),

Tﬁe present results tend to suppdff the qlinical expectatidn
that active-directive interventions elicit mar; opposition than
non—active-directive. However, this did not hola true in the RET
sessioﬁs for active—diéective interventions other than thbse
specific to RET, Hor foy didactic presentations.

The clinical predictiaon discussgd.gbcve would also 5ugé25£
that active-directive interventions may be followed by corre-

spondingly lower proportions of acceptiﬁ:elcompliqncg than non-

active-directive interventions. The present results show that
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this was true faor cognitf&é disputation, Ehallenging questiohs
and diregtive intefpretatinns. By session.3,'they.a11 hgd'sid-'

'nificanﬁly‘lbwgr proportions of acceptance/compliance than thé
non-active~directive interventions (z = -1.338, « <= .1;-3 = -
2,197, o« <= .05; and‘z =.-1.572, « <= .1, respectively). In_ton-
trast, all active-directive interventions taken as a whole, éther
active-directive (exclusiye nf’kET) and didgctic_presentations

were not significantly different from non-active-directive inter-

ventions in proportions of acceptance/compliance (z = -.938,

« > .13 2= .949, « > .13 and = = -.314, « > .1, respectively).
Another suggestion ffom the clini:al,literqture is that
active-directive interventipns will -be most frequently followed
by oppositional respdnses. That is, there will be a greater
proportion of oppositional than acceptiné responses., The present
- results do not tend to support that prediction. ;fnspection pf
the graphs shcw; that proportions of ‘opposition/resistance re;
sponses range from approximately .15 to .5. Froportions of
‘#acceptance/campliance resﬁnnses‘are higher, ranging from approxi-
mately .5 to .85. These findings suggest _that in the‘RET ses~
sions, active-directive interventions were followed most often by

acceptance/compliance responses, with opposition/resistance oc-

.

curring at most SO%Z of the time. Challenging guestions appeared

»
to elicit the highest proportion of oppositional responses.
Finally, the literature suggests that active-directive in-

terventions will tend to restrict clients® responses to either
-~ agreement or disagreement, thereby limiting the range of client

talk. The present results seem to support this'éxpectat;an.

-
3
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Inspection of the graphs revealed that 932 of responéEs‘to ac—
tive-directive interventions were ei#her'acceptance/compliancé or
oppositional /resistance, with only 7% other kinds of responses.
Ndn-active-diréﬁtive.interventjons were fuliowed 77%4 of the time
;by either acceptande/:amﬁlignce or oppositional/resistance, al-
lowing 23% mthe} kinds of respaonses. This dif%erenée was sig—
mificant at the .001 level (z = 5.517). Active-directive inter— =
vehtiﬁns in this study did restrict clieﬁt responses to predomi-

nantly”accébtance or opposition and did so to a significantly

greater degree than did non-active-directive interventions.
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Chapter 4

T . h )

' Discussion and Corclusions
The purpose of this chapter is to present the discussion '
points related to the main findings of the research as well as

the conclusions drawn from the study and their implications for -

-

clinical practice and further research.

Discussion

Main Hvpotheses ' R

- b

’

The m&in hypotheses predictea thaé clients’ responses to tﬁe_
_‘target active—dirgcti§e intervegtions would become incFeasingly

accepting and decregsingly oppositional over tha‘th?ee sessions

studied. In fact,'éach client had a unique pattern of respond-

ing-. ‘Client 2 fended to fpllow tHe hypothesize& chahges.- Client
”‘}‘5 patéern was a mixtuﬁe of ne change, decrgasing acceptanga/in—
cre§5ing opp;sitinn and in:reasiég acéeptance/decreasing opposi—
tion, ‘depending upon the intervention. Client ;,'in contrast,
shawed a predominance of decreasing acceptance ana }ncreasing
oppositiaon.

élthough there are no hard research data with which to

compare these findings, the clinical literatﬁre {e.g., brieger &t
Boyd, 19803 Thorne, 1950) and two resear;h studies {Andersaon,
196%; Ashby et al., 1957) do tentatively suggest that clients’

initial negative responses to active-directive interventions will

become more pqsitive/accepting after about four sessions. It is

A

' :
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poééible'tﬁat'fhis study o% the Firét four sessions was naot .
extenszve enough to nnt1ce a sh1¥t in. respcnd:ng for all clients.
The pattern foar Cl:ent 2 cannot be accounted for s:mply by thera—
'pzst‘or.cllent variables. Ellis was the therapist for both
- Clients_ 2 and_l; and both héq similar ﬁreseﬁt;ﬁgvproblems of
'procrastinatinn aﬁd‘overweight. The only obvious dlfference was
that Client 2 was male and Cl1ents 1 and 3 were female. It wnuld
be difficult to account for the pattern of Llient 2 on the basis
of gender alone, with the male client becoming progresgively-more
acceﬁting and cﬁmpliant over three sessions and the female
clients doing the qpposiﬁe. ’ |

- Despite individualhdif;erences in résponse patéerns, two of
the cognitive diﬁputatidﬁ‘fnterveﬁtions (chalienging duestidné
and diﬁg:ti&e interpretation) elicited the same response pattern
for all clients. 'Cagnitive disputatinn was uniformly followed by

]
increasing Dppnsitionsapd decreasing acceptance over the three
sessions. Directive interbretatiah'was followed by unchanging

patterns of acceptance and opposition, .
In addition to these uniform patterns in the individual
data, the grouped data indicatedftﬁat didactic presentations were

followed by increasing acceptance and decreasing opposition dver

the three sessions.
Theré is nothing in the clinical or reéearch.literatures td
sugges%\haw clienfs respond‘overitime.tn épetific RET interven-—
tions., In general, challenging éuestions_and.dida:tic pfesenta—
:tians‘are expected to elicit va%ious oppositional resﬁnnéeg

{(e.g., §7njamin, 1981; Rogers, 1942; Walen, DiGiuseppe, % Wes- \

»

Y
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sler, 1980). This expectation was noted in both the general and

RET literatures. The present'results,fthen, are the first.data

showing ciients’ response pétterns over time to specific RET

v

interventions.
L1

' The response pa?terﬁs are understandable according to RET
theory, which suégests that the stronger interventions may result
in initial client defensiveness (Wessler &‘wessier, 1980) .
Clients’ responsés seen here may be.an indicator of how powerful
(provncéti&e, challenging) the three cognitive disputation inter-
ventichs‘aré} 0f the three, challenging guestions may bé the
most overtly provocative and Personally threatening to the
: clienf. According EE.RET theory of therapy, challenging ques-—
tions are used to forcefully attack clients® ir;étional beliefs.
It could be expected, then, that clients would resist such ;t~
tacks, at least at first. To continue this line of reasoning,
the present research results suggeét that cltents‘ﬁa& not haQe
found directive interpretations as threatening, since they main-.

. ‘ - .
tained stable proportions of acceptance and. opposition aver the
three sessions. Likewise, clients may have been increasingly
ready to accept ;idactic presentations as the sessions pro-
gressed. Since didactit_présentatigns are most often mini-lec-

tures,” informatiocnal statements or an alternative view of reality
it :

.

3 .
(the therapist’'s), they a?e not focused as intensely on the

client s personal shortcomings. As‘such, didactic interventions

might more easily elicit incrbasing client acceptance. . -
This research is the first to provide émpirical'data-showing-
clients’ differential responses_to-phrée major components of

cognitive disputation. The results tend to be understandable
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according to RET theory of therapy.

Client Responses to Nnn—Active—Directivg Interventions
M _ ) .

Another major finding of the researﬁh was the unexpected
pattern of réSpanses to ﬁun—active—diractjve intEfveqtions: In
session 3, there were significant increases in oppasitinn/résist;
.ance'and decreases in a:ceﬁtance/:nmpliance. This resglt seems
remarkable in that it held true for all three clients in resﬁbnse
to the non-active-directive interventions of two dif¥ereht thera~
pists. There is no information in thé literature to suggest how
clientg in directive therapy respond to non-active-~directive
interventions. The psychotherapy research liferature_indicateé
that clients respcnd in a vériety of positive/accepting ways to
non-— acglve—dmrectzve 1ntervent10ns in nondirective therapy (e.g.,

—_—
Ehrlich, D' Augellti, % Dan15h 1979' G;llesp1e, 1933; Tourney et

al., 1966). Clients in this study of RETlsessinns responded to
non—active-directive interventions in session 3 as if the inter-—
ventions were :halleng1ng questions (which led to decrea51ng
acceptance and 1ncr9351ng oppnszt1on in the second 53551an) . It
is difficult to account for such a regult and impossible to say, .

"within themlimiﬁs of this reséérch, what the pattern wnuld.look
Li)like over ten or twenty sessions. What is known is that in
directive therapies, non—active-directive are not *reqﬁé;tly used
(Elris, 19773 Hill et ai., 1979). What is mbre, they are not.

a N

considered to be central, powerful interventidns used as a prima-
ry méaﬁs to promote change (Ellis, 1977). It would seem fhat in

directive therapy, non-active-directive statements would be in-

Fréquent, rather inconsequential interventions. In the present
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study, while infrequent, they appeared to have a clear,‘draﬁatic
effect in the third session. If clients had Fespnnded to all’ the
active—ditective interventions in session 3 with increased cppo—'

. Lo . . .
sition and Hecreased‘acceptance, it could be suggested that

-perhaps a general ubpdsitionallrespnnse mode was responsible for

the responses-tn nun—active-diﬁective interventions. This was
not the case. In the absence & other data or clinical hunchea

'

with whzch to compare | the present flndlhg, it seems poss1ble at -

o |

the present time 51mp1y to report the observation.

Other Research Observations

The final discussion polnts relate to other observations of
the 1mpact of active-directive 1ntervent1on5 usgg in the context
of directive therapy. as ?HggéEtEd in the.c11n1ca1 and research
1iterat9res (e.g.,‘Benjamiq, 1?81; Caﬁbs,lRichards, % Ri;hards,
19763 Gillespie, 1953; Tourney et al., 1965), aétive—diréctive
interventions as a group were followed by higher proportions Qf
'opposition/resiétance than were non—-active-directive. The new
finding in .this regard‘was that activé—dire:tive statements not
specific to RET were no di*FerehE than non-active-directive in
eli:it&ng oppasition and neither were RET didactic pre%entgtians.
'This suggests, first, that it may be only the stronger, most
active in£ervention§ that lead to more oppositional responées in
éET andz second, that didactic presentations may be ‘mugh less
threatening tham other cognitive disputations; 2 puint.mentioned.
earlier. .

It was also noted. that in tbese d{rective theraby sessions,

all active-directive interventions were still followed more fre-

quently by accepting responses than by oppositional ones or other
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responses. Th1s f1nd;ng was :ontrary to the general expectatlon
voiced in the c11n1ca1 literature. (e. g., Benjamin, 1981; Rngers,
1942). This rasult would tend to support RET theory, which holds
that actzva*d1rect1ve 1ntervent1cns do not particularly frlghten

clients or produce-a negat1ve_effect un the therapeutic proceés

(Ellis, 1973). N .

Finally,. it was observed that active~directive interventions

did'restrict clients’ Fesponses to predominantly two categoriesi |
écéeptance or opposition. This finding suppnrﬁs the prediction

in the clinical 1i?erature (Benjamin, 1981; Rogers, 19427 Syngg
and Combs, 1949). Th%s predi:tinn, from tﬁe_gpndirective litera—,
ture, is intended as aAcrit;cism'cf aﬁtive—directive inteéyen~
tians, Frqﬁ"the point of view of RET‘theory, however, the find-
ing could be viewed pnsitivély. Active-directive interventiaons
could be seen as sucéessfully keepiqg clients on track, prevent-—
ing,digressiuns inﬁo storytelling, historical ih+orma£ian, ac-
counts of negat1ve ¥eel1ngs and other nnnprnduct1ve discussion.
RET therapists do not partlcularly value, as therapeutic, exten=—-
sive client self-exploration as do the nondirective therapists..

\, .
Research Design Issues

In view of the study's results, it is clear ihat a major
limitation of the design was to restrict the analysis to early

RET sessions. While it is perfectly legitimate'to study early

sessions and a strength of the design was to look at clients’

pProgressive changes in responses aover a series, a more comprehen-—
' 4

sive picture would have emerged with a langer series of sesszons

(or inclusion of later 59551on5) The early‘pattern of rESpond—
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. ingﬁtu'both cognitive dispﬁtétian'(especially challenging ques—
R . ‘ . 1"

tions) and hpn~active—directive interventions raised questions

that éauld only be answered.by analysing later therapy sessions.

A second limitation'was the small'5aﬁple of therapists and

clients. Given_that it was very unusual and special to soli#it a’

series of sessions from RET éxperts (including the founder), from
a research point of view a larger sample would have allowed

. . a - N ’
. broader generalization. ’

In terms of the measurement of Elient'respmnses, the client
-categories providéd a.fairly gross assessment. The three catego-
-ries could have been more finely divided so that superfitiai or

mild acceptance and mixed acceptance/opposition were separate

categories.

*

‘ v L ..
In terms of measurement of therapist interventions, aspects
" of veoice quality could have been assessed in arder to qﬁanti+y - .

the strong active-directive RET style. - . . ]

Finally, informal Dbservapinn of therapist statements indi-

catea_ghat many were ph?ased in guestion form.- Since the clignt

ac:eptqnce categnrz included compliance (i.=&., going along with

the fhérapist“s directivé, answering the question), thére may. ¢
‘"*\\/)ﬁave‘peen.some ;nhfounding of_agreément and compliance. The

‘prnpuktians of acceptance/compliance'may have been elevated due
ta the'frequency'c¥ interrogative remarks. It may‘have been ' '

» . .

useful to classify therapist statements according to both content

. and form to avoid this possibility.
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.SUQQEEtiDnB for Further.Research

L s '

There has been no - research in the area of client responses-

.' ' P

to- actzve~d1rective intervent1ons in directive therapy, 56’ that

-fthe f:eld is open tc study. Possible stud1es cpened up by the

present 1nvest1gat1on idAclude analyszs of either a longer ser1es

of sessions, or later " therapy’ sessions, inclusion- of cllent-gender'

as a variable, and extending the research to include more clients

~

and other therenists. It would be. particularly intereeting to
facus on client response to the use of ‘non-active-directive’ O
interventions in directive thenapy.

. Fdrther rdteartch couid ‘Eé'either anal ogue proceEBres or

natdralfetic study. ‘- The need to ana1§se langer series of ses-

sions and to replicate the®husual drop in®client acceptance to

-

N ' - + . ! - - N .
-nan-active-directive intervemtions in-‘session 2 would best be-met .

'wrth naturalistic data. Dther guestions,rsuch as the‘imcact of

client gender or the response patterns of many clients to more
therapzsts, cnuld be addressed w1th1n an analogue format.

Implications for Theory and Clinical Practice

Given that Ehe,preseﬁt research was a first study -of client
'. . @ q

‘responses to certain active-directive interventions in a direc-

P, - i L .
tive therapy, and given that the sample was small, any implica-

tions for thecry and clinicel gractice must be phrased rather

tentatively. Inasmuch as the sessions analysed were sessions of
reT . .

'Ratidnal—Emnt;ye Theramy with exemplers of RET as theérapists, the

)

'1mp11cat1qns cf the flndzngs apply prlmarxly to RET thecry and tn

]

'therapxets tra1ned in RET whc conduct standard RET se551cne. \In

L

a general way, the findings are also be of interest ta directive
. <

therapv theory and to any therapists who use the target active-

. , . .



" directive interventibns as‘well as to other practitioners of

-dire:ﬁive the;apy. The results arsn speak ‘to scde issues raised

ST

v

-

by nondirective therapies. ¥ -1' o : _ T -

Igplications for RET and Directive Therapies

The results tend to support RET theory in the‘fdllowing‘-

L}

mannear:
y

(1) ' RET theory holds that irrational beliefs are deeply
engrained and resistant to change; Challenging questiors

. are forcefully directed at the irrational statements clients

4

make to tkemselves and in this research were followed by
increasing Uppositian/reéistance ovér three sessions. ‘It is
' probable that clients became more defensive precisely be-

cause the thallengés focus on central, strongly held EET
v - A o . - .
.liefs. RET therapists are usually advised of the need to

persist with challenges until the client sees the illogic of
his/her fhihking. The present resg{ts‘indicate that thera-

pists may not'notice,thgg change witﬁin the early sessions.

-

This study mé; indicate,‘in éadifiﬁn, th;t resistance to
£Pallsngiﬁg qdestibns is é commoﬁ response fﬁund iqfaost
crieﬁts nﬁther.than a‘response'tn'poér technigque or found
ﬁnly iﬁ'ﬁrablem'clients. It ié imporfantrtn note that the
resiétgnﬁe to challenging questians'in_the early sessions is

therapeutically valued in RET as an indication that the

- o . . . | ‘ ]
-client is actively engaged with the therapist in the process ~

‘of-givihg up irratidnal.belie+s. .

(2) RETItheory‘alsa suggests that cognitive disputation is o

~ a powerful techﬁique that attacks ;lientgr problems head-on,
. . . . t
. o . '
o W Y -
[ - . ~ ’ ’ \,v.

T,
"r’ 1
-4
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more forcefully than other interventions. This would seem '
to b§ true considering the &e{ensiyéness that ¥niloweq cog-

niti g'disputatién compared to client responses to other

i

active—directive interventions. _ . . J¢ e
(Ef' ﬁccordlng to RET theury, cllents need to be taught a .
rational approach to. 11v1ng, a‘rat1qna1 philosophy. The #
expectation is that thgy will.quite quickly éee the problems
with their own £hinkingg?fltﬁe therapist clearly models and

- teaches healtﬁier ideas. The present results Qmuld,éuQQESt

that clients doniﬁpréasingly accept therapisfs' didactic ~

presentations, eveﬁ'within[the.first four séssians.

‘(4) Ellis has stated tha£ directive interpretatiuns.caﬂ‘be
. made. without heéitationlgt any time during thé?apy wiihout

threat tn'tﬁe élient. The research results lend support to

-
this notion in that clients did not change their patterns of

responding to d1rect1ve interpretations over the series Df
-

sessiong and most freguently indicated aCCEp;ance;

The results also tend to su;port and/or address issues of .
the family of directive therapies. Directive therapies iﬁ gen-—
eral do not expect that_active;directive interventions will meet
with overall oppns?tion/resistance (as do the nondiregtive thera-
piesy. In this research, clients respcnded more frquéhtly with .-
acceptance than with opp051t1an to all of the aCtIVE dlrectlve
-1ntervent10ns studied. On the other hand, active-directive .
_ statements did elicit‘proportionately-mmré opposition than the
non-active-directive. | ' ‘ -

In theé Review of the Literature it was noted that'tﬁe direc-
tivé therapies,stress-ﬁhe learniqg_process as the means of thera;

e
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_ peutic change. * The present results euggest~that in the earlx

eess1ons, c11ent5,may become 1ncrea51ngly aggreeable to the tﬁé;—

.

apist*s teachxnge about healthier ways-o¥ thinking, feeling, and
behaving. On the other hand, when the therapist’'s focus is more

directly a Ehaﬁ}énge to the client's specific irraticnel atti-

- b .

tudes, the repense may be increasingly resistant.

The Review also indicated that there were characteristic
direétive'therapist roles and consequent therapist/client rela-
tionships. While the present study did notuepecif;callx iook at
these eleqents of the directive approach, it was evident from

observation of the audiotapes that both thefepists were very

active and tutorial throughout. It would seem that clients

-t ' Y
responded not so much to the overall directive style of the

therapists but to specific interventions, since each intervention

was followed by a unigue response pattern. In terms of fhe

therapist/client relationship, it was clear that the therapists

‘- provided a powerful structure to the sessions, especially when

.

using active~directive interventions, since client responses were

s@ highly restricted to an acceptance/opposition dimension.
g : . on d

-

. Implications for Nondirective Therapies
. ‘

The/pesearth results tend both to refute and to support

nondirective criticism of directive therapy. Active-directive

interventions were not followed by whalesale rejection in the RET
sessions studied. Dverell, active-eirectiVe interventions
elicited acceptance responses more, freguently than resistance
responses. Actlve—dlrectlve 1ntervent10ns not specific to RET.

were no different than non—-active-directive 1ntervent1one in

“
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terms B;Tclientsf!patterns of‘respénse,in the first and.tﬁird
%assinns. Iﬁ‘sessinn two, it was the nnﬁ-active-directive inter-
ventions that elicited greater opposition.

| In favor of ndéﬁire:tiye criticism were the findings that
él) active—diréctive interventions were fcflowed by qupnrtion—

-t

‘ e opposition that were the non—active-dirégtive and (2)

ate
ctive-dijective restricted clien%s' ranée of responses to pri-

marily th tance/opposition dimension. While these forms of

client respons not be desirable within the context of non-

L]
directive approaches, they .are not necessarily unfavorable in
direative approaches. While nondirective therapy values the

. ‘ ' ) ~,
clients’ unhampered self-exporation, directive therapy wants to

confront clients and have them ggbaté and argue thei+r beliefs
- ' -
against the therapist’'s. Within this létten;igahework, opposi~-

tiroral rgspnhses-aﬁd staying within the acceptaﬁcg/cppositinn

dimension would indicéte an effective therapeutic process with
the Cli%ﬁF actively struggling to change. While nqndirectf@e :

therapists may want to. avoid using active-directive interventions

~, ]

. . .
given their consequences, the process engendered by such inter-—

yenfions ié consistent wiﬁh the tneory and goals of directive' ‘
approaches. - |
Likewise,fthe thergpist/elient rélationship may not be the
ane deemeq therépeut;c according to nondirecfive theory. éogers
criticized’the teacher/learner relationship that appears to be
present in the RET sessions anafysed. < Howetver , the strong di~.

v .
dactic and structuring style seen here is accepted by directive

therapies.
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Implications for Clinical Practice
For the ciinician, in a difective therapy context, the
results imply that cognitive disputation, and espec{glly chal -

lenging guestions, may lead to increasing uppnsitinn/resistan:e,

at least in the early sessions. 1In line with RET theory, the

- )

recommendation would be for -therapists té persist despiie client
defenéiveness. Therapists might also eﬁpect to see early accept-
ance of didactic presentations and an oVerall tendency for

clients to be more frequently accepting than resisting of active-

directive interventions. In addiiion, clients{'respénseéxmaf be
more restricted to the acceptance/nppnsition.dimehéinn foifbwing

'active—directive statements than non-—active-directive

' o
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Conclusions
In this first atudy of client respbnses to active-directive .
interventions 'in a directive therapy, ﬁFagressive changes in

-

clients’ acceptance/compliance and opposition/resistance to -sev-

eral active-directive interventions in Rational-Emotive Therapy

were. studied over ‘a series of three early sesSions. 'The following

conclusions are drawn:

Erom the Main ngcthes@s_ ’

(1) ,Clients showed individual patterns’ of respondiné to the

target interventinnsloveF the, three sessions. -

(2} Despite individual differences, clients responded to

t;o key RET interventions in the same way. Challenging

. questinns were followed by increasing oppositiqg and de-—
creasing acceptance. Directive interpretation was fdllowed
by unchanéing_patterns of écceptance and opposition over
_thrge sessions. In addition;-the‘grnuped data suggested
.that clients incfeésingly agtepte? didactic breéentationé.
(3) Al though non—active—direcfivé intervenfions are neitﬁer
frequent nor central techniques in directive.therapies such
as RET, they appeared to have a-vary ae¥inite, th;ugh unex— -
Plained, impact on clients’ responses in the second session.
These were a marked decrease in aCCEptance/cnmpllance and

\f correspondlng increase in oppus1t1on/r951stance followzng .

—

non-active-directive statements in £hat session.



{

o | 170

From Other Observations

{4) Active-directive interventions were as a group followed
by higher proportions of opposi%ian than Were non-active-

directive interventigns. By session three, both challenging

-

questions and directive interpretation showed-signi%icéntly
higher proportions of opposition than non-active-directive

interventions. In contrast, active-directive interventions

.other than.those specific to RET and didactic presentations

. f - . .
did not differ from non-active-directive interventions in

eliciting oppositional responses.  —

(3} The most frequent response following active-directive

interventions was acceptance/compliance, accounting for SO%

- 85% of responses. Dppoéitian/resistance accounted for 0%

+

- S0%. : . ‘ "

(6} Active-directive interventions restricted clients”
responses predominantly to acceptance or opposition and did
éo tmﬂg greater degree than mnon—active-directive interven-

tions. ’ , i
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Appendix 1 o ;
Instructions to- Judge U

far Rating Therapiét Statements

oo - R
. .

1. Each therapist statement. is to be rated 1nd1v1dually into one

of the fﬁllow1ng five categar:es.

/)"
2. There is an 8-second pause on the tape after each thecapist.

statement. Use this interval to make your decision and Fecord
your rating. ) : '

]
-

3. DBive esach therapiét statement oﬁe rating only. .

Tbergpis& Statement Categériea

o a—

Cateqory 1., Qhailgpqiﬁq Cuestiagn

'

This is a specific kind of questlbn that rcguzres clients to
prove or justify their ideas and iefs to the“therapist. Chal-

lenging questions are distinct from dther kinds of questlons used

in psychotherapy. They are not information-gathering inquiries
like "How old are you?" or "What is your ..problem?" or "When did .
your symptoms start?" GSimilarly, they are not gentle leading
questions.like "Can you tell me more about that?" They are
active challenges that probe the client’'s belief system. There
are three main forms of. challenging questions: . )
(1) OQuestions that ask for evidence to support beliefs and
for demonstration of logical thinking. These quEestions take the

general form: "What is the proo¥?" "Where's the evidence?"
"Why is that so?" - "How do you know?" “"What would that mean. . %
about you as a person?" “qu would you be destroyed if that were:

the case?" . , ' ) -
] * ) - B
The follohlng cllnlcal evamples show th these challenq1nq
questlnns might occur in a s@ssion: \
‘ AN
.T— So youd're’ dz#ferent from . other people. What arEJVUb\
concluding from that? . )
. ’ . A j
_ T— Where is the’ ev1dence that you-rmust have enJDyment eaéllz
and quickly? J

T- Where's the proof that. you need oth eople? /
| pr y other people? __

/
, (2) BQuestions that require’clients to evaluate [the logic of &

their expectations of future catastrophies, for examglez, What

4

o o .'. ‘/)

-
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. Hew'wlll you -Feel'7 . .

b

183

. would happen 16 vuenal?n "L that = true, what’'s the worst thlng

L4

The f 110w1ng cllnzcal exn amplesywqglp be classified as '
challeng1nq questions: g ¥ : ) ‘f

T=- Nhykls it terr1ble when life doesn‘t g1ve ynu the
pleaswre that it .must give you? - : !

,‘that could happen?' "How would that be so terrible?" "Why would
l'yuu have to be destrnyed by that?" .

T— Let’s euppose that people de say you ‘re unstable. whet'sﬂ

the hoarror Df that7

oA

T“ where i
frustration?

- {7) CQuestions that ask clients to evaluate the peint of

4

T—- If you really be11eve that you -need snmeone, and ynu
don’t have anvone, haw will you feel?

T= If you keep be11ev1ng that you 11 never be likeable.

»

-

T- What" s‘the'po1nt in- belzev;ng that you're in{erler? .

Rate as Category 1 any huest1en that you Judge to be

challenging even zf there is no example above to match it.

.t
Cateqorv 2.. D1rect1ve Inte pretatlen v

.a'
D1rect1ve 1nterpretat1ens are forthright,- VlgDrDuS, and

i

Cit written that you can’t stand this kind of.

‘their beliefs, for e*ample “As long .as you believe . that, how
will how feel?" "Where will that bellef ‘get you?" "Nhat is the
point in believing that?" 1In a see51on, these quest1nns might
look like, the following:.

persuasive statements that tell clients what they are like, what

are, what they are saying, etc. Directive interpretations ar
characterized by hluntness and the straightforward manner in

_whlch they are de11vered. They are not tentative suggest1on5

, their problems are, how they are behaving, what their beliefs -

s

or .

gentle hypotheses. " kn. contrast, directive 1nterpretat10ns are
firm and unhesitant. They can also seem cutspoken and prnvoca—

thE- c

T The' +Dllow1ng examples are theraplst statements that wou
be rated in category 2: , _— . .

T—~ Not only arg You saying, that "I might have some pnwe
-over the a1rp1ane, etc., to 1et 1t fall or not." But
you 're say:ng,"'If I were- dead -~ let’'s suppose that
th1s really occwrred.,.—- "it wauld be awful for me."

. T= So what we’'re really'saying nen, in relation to. this
,emotional problem.uis.#hat you.reallyienwn yoursel £,

. ‘ . . [
. a . »
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~d?

'-_-d? behaving. Theraplsts m1ght e0plaln how emot1ana1 problems

" start calling yourself names. And then you feel really

rotten about you, and hopeless, and then you give up and X o

start eating. .

T= Your thinking is getting c1rcu1ar rxght there. I'wént tn;
- intercept it, because the reason that you get yourself so

“miserable is becauae you tell youself, "I'm such a shitty
persgn,"” and we're attacP1ng that Fundamental belief. -
) VYnur flaw is that you stupidly don't stick to diets. S

) T;_WEll, sounds to me, Jill}, that you have two probLems.
* here, not one. First, you have. a problem with dieting, a
',thyro1d problem, bad eating habits, etc., that prevent
you ‘from staying -on a diet. And. second,; you get upset
about eat1ng badly and then eat when you don't want to
feat ) : .
T- ‘80 your feeling bad and your drinking go hand in hand.

What begins as drinking tao much qu1cP1y turns into bad
¥ee11ngs.- i . , ‘ ..

Rate as Categnry 2 any therap1st statement that
-stralght¥orward1y tells the client abnut the cl1ent “%hese

d1rect1ve 1nterpretat10ns-qan be +irm, unhesitant, b}.unt1 and

even vigorous ‘and provocative or confrontational.

Catgqorva.‘ Didactic Presentation

. s *' . ' .
Didagtic interventions are statements that seem like little

lectures or information about reality that the therapist is

giving the client.. The therapist might be teaching the client

about RET]tHéary,'or giving eyamples of better ways cf th1nP1ng

L

s

o start and what ca&n be done tc help, or how other pecple have

changed. The ley character15t1c is the lecturzng or 1n+onma—_'

B

-

tional aspect D#-the 1ntervent10n. -f

L]

The following are énamples of interventiong that belong i1n

Catégnry 3: T ¥ i

. . . A ,

T— No, no, it’s not back wher you were 5. It‘s what we .
"would more accurately call precnnscaous. "In other words,
.it s not.that deeply repressed so much as 'it’'s going on
in the'back of your mind, but you'don 't easily, and most-

L}
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of us don’t, virtually nobody puts his finger .right away
on those thoughts that are at the back of your mind.
Look, there isn’t a parent,in the world who hasn't felt
'he could just take the kid™when he was whining and throw
him out ‘the window. This'‘is an impulse, you know.
Children are very demanding. We have to get up in the
middle of the night far them. We‘'re tired. They think
Mama’'s going to be there Johnny-on-the-spot.

You should stop worrying about them. Don‘t try to make

food you think they’ll like. Give them what they want.

. Kids can grow up into healthy human beings with just
peanut butter sandwiches and milk. o

Let’'s first take a look at whether your anger is working
for you or against you. What does rage do? It sets the
stage for a fight! Also, it isn‘t good for Yyou: it sets:
your juices flowing, makes,you feel more irritated and so
forth. Now concern ar annoyance, on the cther hand,
"serve as sensible cues for you to say, "How can I change
this? What can I do to help the situation? Perhaps if I
explain to him ,.." See, now we're talking about strate-
gies. And if a strategy doesn‘t work, what would you do?
You'd go back to the drawing board and try another. You
see, you can do that kind of problem solving once ynq;re
not, in & rage. b ) : : :

All right. .So we’ll call C, the Consequence, anxiety.
And we'll call A, the Activating event, the fact that
you're going to take this plane trip - or you're taking
it. Let’'s assume that - to Memphis. Now the question
is: "What really causes C? ., Is it A, the trip, or is .t
something else?" And we know it can‘t be A, because
sometimes you might pot think of these worst 'things; and
other times you might think of them really, continually,.
etc., ., It isn‘t any event that causes the consequence. So
it must be B - your Belief System. Now let’'s get you to
see the rational Belief that causes, that is implicated,
in €. -It doesn’t exactly cause Cy the anxiety, but it
causes another emotion. Now that rational Belief - it's
a negative belief, prediction of something negative, but
still pretty rational. ’ '

Good. Because there’s a real cunhectionrbetween calling
yourself names like shitty-and feeling really bad about

you. If yvou said to yoursel+# —'"Hgy,'lﬁm sitting here
-doing’ something that”s shitty, but who doesn‘t; 'I'm just
like everybady else and that’'s ok." - you wouldn 't have

felt so-bad, would you? But when you call vybursel¥
'things like a really shitty person, how else can you feel
- besides bad? Right? See that connection? There’'s o .
other way you could feel and that'S“the basis for your

emotional upset. f\ . : , -

. #
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Ra_e as Categnry 3 any therapist 1ntervent1on in which the-

‘thera 1st is teacH\hg, 1n+armrng; 1ectur1ng the c11ent.

Category 4. Other Active-Directive Interventlons

Cateqgory 4 is to be used for any therapist:Statement'thaE is
actlve~d1rect1ve but d%EE nnt fall into Categnr1e5 1 2, or ox'
\ : '

Use Category 4 for other 1nterventzons that come +rnm the thera-

pist’s position of authnrity. They include statements that are

}éa&ing, direcfivg, authoritarian, expert, andéof'atﬂive. In “

these interveﬁtinns the therapist is in the role of‘the-expert,
influentiai professional, wise teacher. féctive;diréctive state—
ments include persuasion, giving advice and suggestions and.di—
-rectinns‘on what the client sholld do. Reaésurance and encour-
agement as well as diéapp;oval and crit}cism are also active-

L. . ) v a o N ' IE”’ P
directive interventions. Confrontation. and direct quést;cns.

would be rated in Category 4 as would statements thét structure »

or lead the interview.

‘a

The following are Category 4 active-directive intef#entions:
T- When did ycu‘am:ieties begin?

(direct question) . _ . ' o
i~ 7 - : ¢
- Now, let’'s look at this example for instance. There was
nothing you could da at the hotel. It was not the best.

.. place to have your temper tantrum, and maybe an intel-

lectual approach would have been better under the circum-
stances. :

(cr1t1c1sm ‘and a suggestions of what the client should
have done instead)

T- You should not bare your soul without evidence o

B /{fi> ' . reciprocity. Also, before you plunge too deep there -t

should be a feeling of a fairly broad base of common
interest. - L -

(directidns'on how the client should behave) -

+ T- It is possible for you to find many things in vour life .

w !

i, P
o
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that ryou don’t. like. All peaple do things that they re
ashamed aof. Yol can catalogue all of your shameful
things, but when you compare them to ‘tanyone else‘s, your
s:ns will probably compare to theirs. I dop‘t think
.you’'ve been so blameworthy. : o .

(reassurance) . . .

T~ No, you're not stupid, ‘just .a littlf confused.

(reassurance) f

Tast ‘week that you had
where are you with that?

T~ Now, as I remember, you told m
some suicidal thoughts a

{direct queéﬁiqn} therapist is leading the session)
T- And do you know when you fee; snmebbdy is attractive?
(direct, cnnfrontatibnal question)
T- Nhat was your feeling abnut that si£uatiun?
(diréct questioﬁ).r ‘

T- Bive me an ‘example of this problem. . S | 4§E§

(a leading statement) _

T— What are you saying to get those ‘fearful feelings®?
. . . L]

(direct question) '

-
-

T- How much have yod.peenlsleéping?
(direct question) Z
T~ You'll really have to 5top blamlng yourself, until you -

really work at- chang1ng that, you'll keep feeling
m1serable.

-~

(peréuasian; telling~the client hcw to behave)

T- You know, you could go and ask her d1rect1y what she
wants. , :

(suggestion) T K i . I

© Te- I would strongly advise speak:ng to the attand1ng

physician about that 1nc1dent.

(adv1ce)

Rate as Category 4 any. therapist statement. that is clearlQ‘

'Mié7v S

v

/
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active-directive and authoritative but does not

gories 1, 2, of 3.

Category S. .Nnn-Activgsﬂiréctiye'Inter entibn

Rate as Category S5 any ‘therapist statement

N 188 )

fit oﬁe of cate-

that does not

belong: in categories 1 thrcugh 4. The following interventions

would be given a category S rating:

T=~ Uh hum.
T- 1 gee.

. ; .
€- I really hate him. @ - |
T- You really can’'t stand him.

T- Would you liké to talk aboutf it now?
T- It seems as if you 'might bk afraid when

people. ,
.__\\\.
, .
- AR 2’
“ . w"’.'-'

+

¢ “n

you, have to meet

J

Vb,



Appendix 2
. ‘ _ .

Instructions te Judges

- »
Rating of Client Statements -

" S u:
1. Each clzent»statement is tp be rated as a response to the

-

1

therapxst statement 1mmed1ate1y precedxng it. Listen carefully

‘to each -therapist statement and then rate the c11ent response

—
that fpllpws. Cpnszder only how the c11ent 5. statement relates

/

to the‘therapzst statement 1mmed1ately preceding it.
5

2. There is an elght second pause on the tape after each client

*

jstatement Use thls 1nterva1.tp make your decision and record

.

our fating. ‘ A » ' )

N [

I. Bive each client response one rating only.

. Cli'ent Response Categories
- . .

- LI

-The client responses are;to'be judgee ac:prd;ng to whether
the client erpresses agreement gr disagreement with the prev1ous
therap:st statement. There ‘are three_(a).:ategpries:a_

Category 1. uA:ceEtance)Cpmpliance o : | T
In categpry.l the client acéﬁpts, agrees wzth} or cpmplzes(

with the prev1ous ‘therapist statement. This acceptance can range

frpm strong, uncond1t1pnal acceptance, such as: “Yes! - That s Lo s
it!'," to mild or reluctant-agreéﬁent such as: "Uh, huh, you're

: .. 2
right " or "Yeah I know." Client statements are rated in cate—

gorv 1 when the cllent s response 1nd1cates acceptance or. .agree-—
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ment, whether mild or strong., Ciient statements that show :om-

-
R

plzance with the therap;st remark, that 1s, that answer a therar ~
. .J
pist quest1on or follow a 1ead1ng 1ntervent1on are also rated in *“ ‘;“;

' .- . »
category 1. S : '

CatEgory 2. Dggosition/Resistaoce S ‘ : SR
In @&téqory’4, the client rejects, disagrees with, ar argues;
with the previbdus therapist'statement. Itgis‘clear that the

-~

client opposes what the therapist has just said. The :11ent may

3

also show opposltzon by puttlng the therapist on the spot w1th
questxo%aypr'by not complyiﬂﬂ with the therapist‘s leads and ’
questions. Included in category 2 are the “Yes,... but" type of

c11ent responses in which the cllent may 1n1t1a11y agree with the

:_ therap1st but end by dlsagreezng.

it

[

t gorv 3. Other '

.

In some cases, the client’'s responses may nbt fit one'either -

category-l or 2, that is, either agreement/compiiance_or Qpposi-—

tion/resistance. Rate as 3 any client stquffjgfﬁhat cannot be

rated in categories 1 o¥ 2. : ' ' LTt

"Examples of Ratfngs'of Clieot Btatements
The +o11ow1ng are ewamples of actual cllent statements and
how they would be rated according to the Agreement/D1sagreement R

scale., . These e\amples do not emhaust the poss1b111tes for tvpes

: o
ot cllent responses that would be rated 1n each category&;!They

vy

are presented as eyamples d? correct use of the categories. . *




/

i

(.

} .
f Category 1. Acceptance/Compliance-
!
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énd a person who engages in these behadviors who dqgéh't
knuw better is okay, but a person who does things Ghe
doesn’t 1ike and kndws ‘they arerbad for her and stupid is
a shit.

Right!

‘You see, they say that once a person is an alcoholic, and

you would be called that, then he camn't ever “touch.a .
drink. 1’ ve seen several people whom I've gotten to give

up drinking and they do drink soc1ally from time to time.
So, A.A. is wrong. ’

Oh, I*think they are too. I -~ I think that A.A. doesn’'t

provide the basis for a solution. i

Yeah, right. "It could happen. And I could more 11Lelx
get hit by a car, or something like that." :
I1'm'more likely to get killed in‘a taxi on the way.
Which I should be able to ... ,
Which I should be able to do! (laughs)

You see, that is-grandiose. You’ ré, you're algo sa&ing a
magical thing, 1 belleve,\because most people do under
these circumstances.

That ‘s a very interesting word that you’'ve got, magical.
For that’'s the maglcal thlng.

Right. But there are\ two Dther things you could have
done whith would. have \addeg to this -~ and what you did
was good —’and, third, you could have said, "Look, if I 9
protect them, really, by stapging them %rom swinging,
etc., then it’'s a dubious’aid to their lives.

- Right. Well, I‘'ve gone over this with myself many times,

and, you know, I Know the ridiculousness af frustrating
their lives or preventing their development and their

'hgppiness by restricting their freedom.

And that‘'s what gamblers really think. "If I win the
race, then I've done. this."

Somehow forced that horse to move faster!

Intellectual insight means, "Once in a while I believe
it, and I wish I always believed it, but I really don't.
I go back to the magic - the horseshit.

Well, I, uh, ... I have, uh, that's precisely it. Be-
cause I .have these periods of time when I'm really in
gear with it, with the'intelkgctual'cnncept.

So what would you jinsanely be telling yourself<§t the
irrational belief, B?

Dh, I'd be saying that "I must have a cigarette, or I°
can’t get along without one, or I shouldn’'t be deprived."”

(-
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T= Concern, 'caution. Somethng like that. Right? . e
€= Um—huh. ) ‘ e o .
T- Because you'd say, "Well, 'since that could accur, and
since I wouldn’'t want it, maybe I shouldn’'t take tha
trip, maybe 1 should go_by train instead. You certainly
wouldn‘t feel happy ‘abaut that thought. So you would be
sad or regretful or frustrated. But that’'s all. And.
then you'd say to yourself, "Now what are the chances of
& dreadful. accident happenxng”“ You’'d probably conclude
‘very few., e
C- They d be low. - ’

/

T- But you'‘re really saying, “If I Mererdead, it would be
awful for me." . :
C- Yeah. .

L)

T- You would be at the end of your life but you wouldn't
know it. Right now, you ‘re seeing yourself as both dead
and alive. . ° ) y

C- uUh-huh. :

v .

T- So your feeling bad and your gettlng off your diet goes
hand in hPand. What begins as bad eating quickly' turns
‘into bad feelings. _

C- Right.

. } .

'T—- OK. Now do you see how thinkipg those kinds of thoughts
can only lead to feeling really bad and really bad about
you? -

C- Yeah, ! do. )

T— Is there something %undamentally wrong with them? ) .

C- I guess not. (5n¥t1y) '

T- Yes, and nao matter what you do, you can‘t fill up that -
thing you call eqgo.
C- Right.

T- The fact of the matter is you’'re probably telling your—
- self, "If she finds out that I went out, she would
condemn m2, and I couldn’'t stand being condemned. - That
makes more sense than What you originally said."
C- I guess that’'s right. '

+

Category 2. ,Opposition/Resistance ' ~*

T- You did the Behavzoral work, the homewurk asszgnment.
You didn‘t smoke. BEut you didn’'t do very much attacking
the magical thinking. Now, if we can get you to do it
again and fight and actively dispute the magical
fhlnk1ﬂg, then not only would.you stay off cigarettes but
do yourself a great deal of phxlosophlc and general good.

- R - -
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C- How do you dao it, besides simply ...7 1 havenut been
doing very well at pracisely parsing the, uh, thoughts.

T= But you’'d better dispute at the D, "Why should the world
be suth .that 1 ought to get away with smoking and not get

, the respiratory disorders? Why is it awful that I have
to give them up?" You see, you're not disputing the
magic. The other client went_through 2 or 3 weeks of
real pain. He was. habituated for thirty years.

€~ Actually, I don't have anything like that kind of -
discomfort. In fact, when I quit in the past it was
simple. I just quit. I didn‘'t see any irrational ideas.

T—- No, no, no. You're only going to continue to be ‘miser-
able if you believe that idea - 1f you tell yourself
you're a shitty person.

C- Can't I just be plain 019;m1serable about being fat?

T- But it almost appears‘as if you're,saying, "Look - I’
really don’'t’ have an ego and I'm téying to get one."

C~ I don't know. I never approached it that way. I Jjust
. assumed I had one:

A

T- Can vou remember a recent incident when you had that
“feeling?
C- Nothing happened tnday Sea
' . .
T- But many @f my friends call me all kinds .of names can=-
tinually and they dlsagree with me - it doesn’t bother me
at all. - .

C- I'd tell them I didn't like it. It would bother me.

T=- You’re saying they’'re ignorant.
C~ No. - no - I'm saying that -they aren ‘t ignorant.

T— In my termlnology I would say that these are people who
are very d15turbed who really don't know what they're
" doing and there%cre they commit these wrangs. £
C— Well, I don‘t know. When my &ather hit.me, I think he
knew what he was doing.

T- But vou just said that the force .is sort of outside them
,and it’'s forcing them to do things.

C- No, no, no., I id there wazgs a motivating force over
here. -

T— You were taught thése crazy ideas by your father, your
mother, 'your church. ~

C- No — my mother and father never” taught me anythlng when I
was young. -

' -

T- Let S Suppose .you wer lustlng after hxm, what ‘s . the
hassle?

C- I don’'t know.
o

Y ﬁ‘i 193 =)
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Wouldh't people. shpw it if fhey re really upset, really

disturbed?
.Ah, no, I'm not sure they would,’ they m1ght‘3qst be

silent. - : v . o

You don‘t want to lose her, but you’'re not very happy

with her behavior towards you. You're really saying, "I
need more than she’'s ready to give. But if I ga out and
get ‘it elsewhere and she found 'out, it would be harrible

‘and I couldn’t live with the gullt.

That ‘s right except for ane thing. .It's net her. I'm
not putting the blame on her.. ‘

OK, that's true and you might be annoyed at that fact. -

. Yeah, but the reason’I can’'t work this olt knowing.what I

do is that the condemnatiaon half of this comes from other
pepple. . \

In. other words, they den t accept the fact{that the =
universe doesn’'t give a sh1t about them.

(laughs) We all know it, even though we don't accept. it..
I think, well, I/ve. accepted thlS zntellectually, but it
doesn’'t eeem tD help.

o

;Your problem actually is the fact that you have a lot of

what I call shoulds, oughts, and musts, and as soon as
you believe that anything cught to be, you’'re going to be
disturbed and will get into trouble with other people.-
Why? Because as soon as you think a thlng ought to be,
there’'s a good chance that it _won't. In this world, lots

of things that you believe ought to be aren‘t.

Yes, but they have come true. Lots of things I.believe

.have come true.

But you know a lot of people die young. °

I know, but a lot die in their 70s and 80s and I say to
myself, "Gee, maybe I could accept 1t when I'm 70 or 80
when 1 would have lived a full life.

So far, we agree that yeu”ce saying (a) "I refuse to
accept that life isn‘t-always fair" and (b) "I refuse to

- accept the idea that I' might die young:. 1 know other

poeple do, but I won’'t believe it coguld happen to me.'
I can objectivély agree with you. But L«have a hard tlme‘

really accepting it for my own.

i~



Category 3. °Dther ) - ' -

T~ Okay. Here's what I hear you saying. VYou say, “I don't "
want to give in; I want to define my situation For

. myself, not the way she is defining it for me.' .

C- I'm not sure I've got a line on where this all started.
When I was playing 1n the jazz group, she resented my
playing. She had all kinds of reasons ...

.T= But you're preoccupying yourself with these thoughts.
That’'s what you're doing. You're dwelling on it.

‘'C~ (sighs) ‘Let me explain an event that may have some
relevance here, -,

. + f a4
' T- Self-put-down is depression.  But those cngn1t1nn5, thosa
» - verVy helpful thoughts are not going to help in anger
" because there is a different set of irrational things
which are going on — different from depress1un. So, it's
like taking 'the wrong med;czne.

C~ Do you think that it fitg into this kind of therapy - the
idea that anger suppressed becomes depression? Becggsi )
I‘ve_heard that said. -

. 1
T J- I don‘'t think vou believe that. .

C- One thing that helps me is to think), “well it’'s .mot my
fault, tbé fact that she =3 llke that." .

TT— If yod don ' t wark really hard at giving up that "she
should"” you're going to be continually dlsappoxnted 1n'
~ her,  trying to ‘control her ...

C_

3t
£

b

In terms of acting every day, once in despair I talPed to
my fathereabnut this and e said the best way to deal

with her 15 to 5ubm1t.






