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ABSTRACT 

Value convergence refers to the empirical finding t.hat in 

successful psychotherapy patients adopt their therapist's values. 

This study examines the relationship between therapy outcome 

and the following predict.or variables: The initial similarity of 

patient and therapist values; patient sensitivity to therapist values; 

value convergence, changes in dysfunctional beliefs, and patient's 

ability to predict. therapist's values. Previous attempts to define 

values are examined as well as conceptualizations of the relationship 

of values to psychotherapy. The empirical research relating to value 

change and psychotherapy is reviewed. A growing body of literature has 

largely confirmed the value convergence phenomenon. Methodological 

weaknesses in this literature are discussed. The relat.ed research area 

in cognitive therapy concerning the relationship of belief changes and 

depression is also reviewed, followed by a summary of cognitive therapy 

(CT) theory and practice. 

A total of 29 depressed older adults were randomly assigned to 

group CT or to a medication (alprazdam)/supportive therapy condition. 

The Rokeach Value Survey (RVS) assessed value similarity, value 

convergence and subject predictions of therapist values. A scale 

developed here, the Treatment Sensitivity Survey (TSS) , assessed 

sensitivity to therapist values. The Cognitive Error Questionnaire 

(CEQ) measured changes in dysfunctional cognitions. Of these variables 

vii 
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only sensitivity to therapist values significantly predicted 

improvement as measured by the Beck Depression Inventory. Initial 

values similarity also predicted value convergence. Subjects in the CT 

condition evidenced greater value convergence and nade more accurate 

predictions of therapist values. 



CHAPTER 1 

INTRODUCTION 

There has been relatively few empirical studies relating values 

and value change to outcome in psychotherapy. This is true despite 

numerous theoretical discussions emphasizing this area's importance and 

of invitations to explore these relationships. For a variety of 

historical and conceptual reasons, psychologists have long preferred to 

view the practice of psychotherapy as "value free." More recently, 

however, the notion that psychot.herapy iS r in fact, value-laden has 

become more widely accepted. Perhaps this has been, in part, a 

function of developments in cognitive therapy with its emphasis on 

planned changes in belief systems. In any case, the ethical issues 

raised by the empirical findings of value convergence in therapy are 

large and complicated ones. 

At the same time, the whole question of values and value change 

may have central implications for understanding therapeutic outcome. 

The importance of the ethical questions raised by the value convergence 

phenomenon, its centrality to psychotherapy and the methodological 

problems in previous research in this area all serve to encourage 

further investigation of this topic. 

~ses of the Study 

This study was designed to address a number of conceptual and 
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methodological problems while contributing to our understanding of 

values and therapy outcome. The first of these had to do with 

surveying the responsiveness to treatment of subjects who were exposed 

to the values of their therapist(s) over time, along with obtaining 

concomitant measures of symptoms of depression. A second objective of 

the study was to compare separat.e treatment conditions which ought to 

have differential implications for value acquisition. A third purpose 

waS to obtain an assessment of the accuracy with which patients 

perceive their therapist's values. 

The study examined the acquisition of values over time. 

Repeated weekly measures of depressive symptoms along with measures of 

patient sensitivity/responsiveness to treatment were made. The 

relationship between responsiveness to therapist values, improvement, 

and treatment induced value convergence were also examined. 

Previous research in this area has not contrasted 

psychotherapeutic modalities where presumably values and beliefs are 

explicitly modified as an "act.ive ingredient" of treatment with 

non-discursive treatment modalities such as psychopharmacological 

interventions. One would expect differential relationships between 

value convergence and improvement depending upon the treat.ment 

condition. The two conditions in this study examined were: 1) 

cognitive behavioral group therapy specifically aimed at altering 

belief systems; and 2) a medicat.ion treatment condition in which 

subjects received either an active antidepressant medication, 

alprazolam, or a matched placebo medication. The psychopharmacological 



treatment condition was provided through double-blind (insofar as 

possible) clinical management and also included brief, supportive 

psychotherapy. 

3 

These two treatment conditions provided a test for how values 

and treatment outcome might be differentially effected through these 

two very different therapeutic approaches. While cognitive behavioral 

group therapy systematically attempts to alter client's beliefs and (it 

is assumed) value systems, psychopharrrecological and supportive 

approaches rrake no such claim. This contrast may provide a test of 

whether values shift spontaneously (if at all) as a result of reducing 

psychological distress through successful psychopharmacological 

intervention and whether such value changes also occur in 

nonintent.ional ways through treatment cont.act. 

While a number of studies have observed the shift of subject's 

values towards those of their therapist, whether subjects are able 

accurately to perceive their therapist's values and whether there is a 

relationship between such perceptions and treatment outcome has not 

been previously established by controlled studies. 

Among the concepts which were evaluated empirically were those 

of value similarity, sensitivity/responsiveness to therapist values, 

value convergence and the predict.ion of therapist values. Value 

similarity simply has to do with the degree of the initial similarity 

or dissimilarity of client values with respect to the values of the 

therapist. Value convergence is a term used t.o describe the shift in 

some client values to approximate those of the therapist. The phrase 
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"sensitivity/responsiveness to therapist values" has to do with the 

disposition of the client to be open and receptive to interventions and 

point of view of the therapist. Finally, the prediction of therapist 

values has to do with the clients ability both to infer and express 

impressions about the therapist's value system. The abi li ty to predict 

another's values demonstrates sensitivity to possible explicit and 

tacit cues in the therapy. The instrument used to measure values in 

this study was the Rokeach Value Survey (RVS) (Rokeach, 1973). The RVS 

contains 2 rank order lists of values: inst.rumental values or beliefs 

about conduct and terminal values or beliefs regarding desired goals. 

This study employed only rankings from the instrumental values list. 

This decision was made on the basis of previous research which has 

shawn instrumental values to be most sensitive to value changes in 

psychotherapy (Beutler, Arizmendi, Crago, Shanfield, & Hagaman, 1983; 

Shanfield, Crago, & Hagaman, 1985). 

This study was part of a pre-existing research program which 

involved a larger sample size, additional measures and procedures. 

Separate statistical analyses were performed as well (Beutler, Scogin, 

Kirkish, Schretlen, Corbishley, Hamblin, Meredeth, Potter, Bamford & 

Levenson, in press). The differences in sample size is discussed in 

detail in the subsection entitled "Subjects" below. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

Values: Definitional and Conceptual Considerations 

It is useful to consider definitional and theoretical 

descriptions of values as metaphorical attempts to describe the 

phenomenon of rrotivation and corrmitment. Beutler and Crago (1986) 

point out that there is not a consensual definition of "belief," 

"attitude" or of "value." They further state that "operationalizing 

these concepts presents a significant challenge." As we shall see, 

there are historically a variety of attempts to define t.hese terms 

within the values literature in psychology. 

·The review of Ehrlich and Wiener (1961) listed the various ways 

the term "value" was used by social scientists. Briefly, these were: 

a) their affective dimension; b) their desirability, either in terms of 

long-range preference or in terms of preferable alternatives in a given 

situation; c) the fact that they may be either implicit or explicit; d) 

their tendency to determine direct.ional.i ty of behavior and also to 

result in a certain consistency of responses to recurrent situations; 

and, e) their aspect both as means and goals of action. 

Alpert (1961) defined value as a belief upon which one acts by 

preference. Kluckhohn (1952), cited by Kessel and McBrearty (1967), 

further elaborated this basic view with this definition: "A value is a 
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conception, explicit or implicit, distinctive of an individual ••• of the 

desirable wnich influences the selection from available modes, means, 

and ends of behavior" (p. 395). From this conception K1uckhohn 

suggests individuals derive standards of desirability with such 

categories as good-bad, right-wrong, appropriate-inappropriate, 

pleasant-unpleasant. To these, Kessel and McBrearty (1967) add their 

own formulation where values are inclusive evaluative attitudes, Le., 

attitudes and values are not different except in terms of the band 

width of the concept. They stress that values, attitudes and 

personality traits are not qualitatively different constructs. Kessel 

and McBreaty (1967), as other writers cited here, give abstract and 

rather general definitions of the terms "value," "belief" and 

"attitude." As with so many psychological concepts such terms may have 

limited meaning outside the concrete situations that give rise to 

them. Beutler and Crago (1986) offer that "beliefs are considered to 

be cognitive concepts, but attitudes and values are assumed to be 

reflected in feelings and behavior as well as in cognitions." 

A more complete reference will be made to Rokeach's (1973) 

concept of value as his value survey was employed as an instrument in 

this study. According to Rokeach, values are feelings prescribing (or 

proscribing) modes of conduct or preferable end states. They can be 

conceptualized as existing in fairly stable hierarchies of importance 

called value systems. Values have cognitive, affective and behavioral 

components and are conceived as relating either to moral judgment or 

judgments of competence and self-actualization. Hence, values arrayed 



7 

in a hierarchical value system comprise a set of standards for actions 

and being. Such a structure has values as its core with attitudes and 

then beliefs as more peripheral elements. Values then are 

superordinate constructs having more affective and behavioral 

components than either attitudes or beliefs. 

Another way to understand the definitional meanings of values 

has to do with locating them in different categories. Tje1tveit 

(1986), in his review of the values literature, does not attempt to 

provide concrete definitions of values. Rather, he differentiates 

between conceptual levels on which values may be impacted in therapy. 

These include value change by "conversion of specific values, 

conversion of parameters important in making decisions involving values 

(normative ethics) and conversion of sources of authority for making 

value-related decisions (meta-ethics)." 

According to Tje1tveit, specific value conversion has been 

widely researched and appears to represent a focus on single or 

individual values changing or, at least, a more limited or selective 

aspect of a client's entire value system. Normative ethics, Tje1tveit 

suggests, has to do with ti1eories which attempt to delineate 

value-related judgments and standards. In terms of psychotherapy, 

theories of normative ethics establish what behavior is or isn't 

considered healthy, effective, mature, approp~iate, etc. From a wider 

perspective, normative ethics has attempted to establish a basis for 

determining good/bad, right/wrong distinctions. The third category of 

ethics, again an arena where Tje1tveit feels psychotherapists work, 
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pertains to the fundamental issues of the meaning and justification of 

value judgments. These issues, as well as questions about the nature 

of human beings and the meaning of life constitute what is called one's 

world view. These are "meta-ethical" considerations for vlhich a 

variety of positions exist. He cites Frankena (1973) who reviews a 

number of these theories (such as tl1e varieties of relativism and 

theories of the justification of ethics). Tjeltveit's discussion of 

levels of value conversion, informed as it is by the ethical literature 

in philosophy, provides a framework which is helpful in identifying the 

prevalence of value considerations in psychotherapy. 

In a related definitional matter, Tjeltveit (1986) prefers the 

word, "conversion," to the term, "convergence," in reference to value 

change. Tjeltveit (1986) rejects the latter term because it implies a 

mutual or reciprocal influence and value change on the part of both 

therapist and client. He cites literature where therapist values did 

not change significantly in contrast to client values which did. The 

second "problem" with the term convergence, Tjeltveit believes, is that 

it does not make clear the responsibility of the therapist for value 

influence in therapy. He conceives of value changes as unilateral and 

as the responsibility of the therapist. This is a strong and perhaps 

unwarranted objection. Within religious traditions from where the term 

is borrowed, "conversion" is most often seen as an agentive choice on 

the part of a convert, rather than the result solely of an influence 

process or controlling act on the part of a religious authority. While 

some religious groups (and quasi-therapy movements) may appear to 



operate in this stereotyped manner, the idea of uncritical acceptance 

of an authority's position may be too simple a reading of a devotee's 

motives. The term "conversion," especially as it is described by 

Tjeltveit, appears to minimize client responsibility·and reactance 

potential. After all, many individuals undergo therapy without being 

persuaded to change. 

9 

A second problem with the term "conversion" has to do with its 

frankly religious connotation. Religious concepts are unnecessarily 

invoked when it is not clear at present, either from an empirical or 

from a conceptual vantage point, how and in what way, client values are 

affected. A more neutral term such as convergence, although less 

sensational, seems to convey the essential point, however imperfectly. 

Finally, the use of the term "conversion" by Tjeltveit appears 

to belie his own position. Tjeltveit emphasizes therapist ethical 

responsibility and tries to draw the line between therapeutic influence 

and moral, religious and political values. Why use a term to describe 

what psychotherapists do when that very term comes from a category of 

value change which is regarded as ethically off limits to them? 

Values and the Problem of Self-Deception 

Morality, beliefs and values have long played an important role 

in attempts to understand the notion of self-deception. The term "self 

deception" is an expression used to refer to behavior where indiyiduals 

appear not to have full control over their actions. They appear to 

lack a straightforward· understanding of the import of what they do. 
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Yet, they earnestly resist attempts by others to tell them the "truth" 

about their conduct. Furthermore, the behavior they resist hearing 

about often appears to be strategic in nature. That is, it seems 

purposive. While they may be earnest in their denials, it may appear 

at times as though they can grasp enough evidence of their mistake to 

warrant their giving up their false beliefs. 

Self-deception has been described in a variety of ways and is 

thought to take a number of different forms. For example, Mart.in 

(1986) describes willful ignorance, self-pretense, emotional-detachment 

and rationalization as representing different forms of a common 

process. These categories of self-deception appear somewhat related to 

well-known psychological defense mechanisms of denial, rationalization 

and projection (A. Freud, 1966). What defenses defend against in the 

Freudian scheme is the "truth" about one's desires which, if known, 

would bring the patient into conflict with the patient's own, conscious 

values. 

Rokeach describes the important function values play in the way 

individuals may rationalize thoughts and actions that would otherwise 

be personally and socially unacceptable. Through such rationalization, 

one's feelings of competence and morality can remain unaffected or even 

enhanced. Rokeach describes how values, as standards or a code of 

ethical behavior, can actually be used as: "an Aesopian language of 

self-justification on the one hand and of self-deception on the 

other ••• that enables us to maintain and enhance our self-esteem no 

matter how socially undesirable our motives, feelings, or action may 
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be" (Rokeach, 1973, p. 39). Essentially, this means that individuals 

rray value something which both they, themselves, and, perhaps, others 

might find morally or socially unacceptable. The act of 

self-deception, then, as described by Rokeach, consists of employing 

(presumably without awareness or conscious intention) an alternative, 

self-deceiving linguistic standard of values to protect one's 

self-esteem. 

An important issue is raised by understanding the role which 

valuing rray play in the phenomenon of self-deception. This issue has 

to do with psychological measurement in light of the complex way ir. 

which one may use values in the act of self-deception. People may 

hold, not one set of values, but two or more. Individuals can be 

understood as both knowing, and yet paradoxically, not knowing the 

values and beliefs which motivate them. In fact, many of the values 

which motivate the behavior of neurotic clients in treatment are not 

easily accessible to the awareness of the clients themselves. This 

observation raises serious questions regarding the face validity of 

self-report inventories when attempting to assess values that are 

implicated in self-deception. While these unavowed values rray be of 

significant clinical interest, the patient cannot be expected to 

a.cknowledge them. Ehrlich and Wiener (1961) failed to raise this 

central difficulty in their review of the measurement of values in 

psychotherapeutic investigat.ions. Rokeach also appears to have failed 

to address this important problem, although, as we have seen, it is 

implied in his writing. 
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Values and Psychotherapy 

The second issue raised by the implication of values in 

self-deception has to do with the centrality of this phenomenon to 

psychotherapy research and practice. Almost all psychological and 

psychiatric theories of personality are attempts, in one metaphorical 

-language or another, to account for the phenomenon of self-deception 

and to detail techniques and procedures for achieving the cure of 

concomitant distress. 

A number of psychological theorists have approached tne problem 

of psychopathology and psychotherapy from a values perspective. 

London's (1964) well-known essay argues that psychotherapists 

implicitly arbitrate and mediate the moral codes of their clients. He 

asserts that despite the appearance of encouraging the client to 

determine the client's own values, in fact, the therapist structures 

the relationship and influences the outcome according to the 

therapist's values. London likens the role of the therapist to that of 

a "secular priest." 

Singer (1974) also conceives the psychotherapy process as being 

deeply anchored in systems of values. He emphasizes that timan's 

essence is his capacity to define himself" (p. 16), which includes 

definitions of what is "healthy" and "sick." The psychotherapist 

determines whether a particular person is in need of help to the extent 

this person "deviates significantly from what. the therapist values as 

the essence of man" (p. 16). Beutler (1979) in his review of values 
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and psychotherapy research points out that "most neurotic conflicts can 

be conceptualized as value dilerrmas wherein one frequently pays a 

terrible price to obtain the valued idea, relationship or object." As 

these writers suggest, the therapist's role can be conceptualized as 

first learning to understand the specific dual valuing and motivations 

of the client, then, with a larger perspective and (hopefully) more 

mature value system, begin to enable the client to reliably recognize 

the thematic pattern of conflicting valuation which leads the client to 

experience distress. The therapist's role of identifying and 

clarifying the client's conflictual pattern while conveying a larger 

conflict-free perspective is the process of transmitting the 

therapist's value system. This value system necessarily includes 

ethical and meta-ethical implications. The goal of this process is 

ei ther to help the client avoid such conflicts or to eliminate thern 

altogether as a direct result of the shift of the client's values 

toward those of the therapist. There is typically a period of "working 

through" as the client's newly-acquired value perspective towards life 

may have many unforeseen implications. 

Once the new value system is conveyed and its implicat.ions 

worked through, the therapist's task is essentially complete whether 

substantive improvement follows or not. This is because what. the 

therapist ultimately offers is an articulated value system and h~' one 

applies it to one's circwnstances. It. is suggested here that the 

conveyance of therapist values is an active treatment variable whether 

the therapist shares his or her values explicitly or tacitly, or even 
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recognizes or acknowledges the value-implications of his or her work. 

Values and Psychotherapy Research 

Rosenthal (1955) provided the first empirical demonstration of 

the relationship between value change and successful psychotherapy. 

His data suggested essentially two conclusions. The first is that 

patients' values and attitudes change during successful psychotherapy. 

The second conclusion was that the improved patients tended to shift 

their values toward the values of their therapist. Rosenthal's study 

was limited in power by a small sample size (N = 12) with only two 

patients showing significant improvement. Nevertheless, subsequent 

researchers have supported both of these initial findings using a 

variety of experimental approaches and measures (e.g., Beutler, 1971c; 

Beutler et al., 1978; Hill, 1969; Landfield & Nawas, 1963; Parloff, 

Iflund & Goldstein, 1960; Welkowitz, Cohen & Ortmeyer, 1967). While 

idiosyncratic studies have been considered a bane to establishing a 

unified approach in clinical research, the fact that the studies have 

employed various perspectives and different measures lends credence to 

the consistency of their general findings. Beutler (1979) in his 

review of the values and psychotherapy literature summarizes the 

general pattern of the above studies and observes that successful 

outcome is more or less relat.ed to the degree of value and attit.ude 

change experienced by the client. For example, Beutler, Pollack and 

Jobe (1978) obtained a linear correlation of .76 between degree of 

attitude and value change and the amount of subjective improvement 
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reported by the patient. 

While all studies do not show this strong of a relationship, 

they are consistent in suggesting that attitudinal conveyance between 

patient and therapist is related to therapeutic outcome. However, it 

is possible that this finding simply reflects the tendency of 

successful patients to acquire a healthier set of values rather than 

indicating some therapist-specific influence. Petoney (1966) raised 

this issue, for example, after observing that therapists' values ~~re 

quite homogeneous. Mayfield (1962) lent support to this alternative 

hypothesis when he sampled the values of psychologists and 

psychiatrists with the Morris' (1956) Ways to Live Scale and obtained 

homogeneous results consistent with Petoney's thesis. However, further 

studies have supported the notion that changes in values during 

psychotherapy are a function of the patient's internalization of values 

which are specific to the therapist rather than merely a function of 

increased mental health (Welkowitz et al., 1967; Beutler et al., 1978; 

Morris et al., 1960). In addition, these studies fOtmd, contrary to 

Mayfield (1962), that therapists did not share a homogeneous value 

system, but patients and therapist.s were equally heterGlgeneous in 

values orientation. Beutler (1979) observes that in the multitude of 

variables tapped in these studies, only the belief in God has been 

found to consistently differentiate patients and therapists (Beutler et 

al., 1978; Rosenbaum et al., 1956), with therapists tending to be 

somewhat more agnostic than their patients. 

Of the studies investigating value convergence and 
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psychotherapy outcome, only one, Parloff, Iflund and Goldstein (1960) 

attempted to obtain measures of values coinciding with therapy 

sessions. Patients and therapists were asked to rank order the topical 

content of the therapy hour and to predict each other's rankings. The 

meaning, then, of values in this study was restricted to the universe 

of discourse between patient and therapist and the perceived importance 

of the content and events in the therapy hour. Value "congruence" 

occurred when the correlations indicated the patient rankings and 

therapist rankings converged. Of the two subjects studied, the patient 

whose "values" shifted significantly towards his therapist's showed 

improvement, while the patient whose "values" shifted away did not. 

As in the Parloff, Iflund and Goldstein (1960) study described 

above with its N = 2 subjects, a number of the empirical studies in the 

value literature have potentially serious flaws. These methodological 

problems include limited sample sizes, problems in the method of 

assignment of subjects to therapists, poorly developed instruments, and 

the use post-hoc analysis. 

The problem of limited sample size was more true with the 

earliest studies of Rosenthal (1955) and of Parloff et ale (1957) than 

of later ones. More recent studies have included larger samples 

(Petoney, 1966; Welkowitz et al., 1967; Beutler et al., 1978; 1975). 

The issue of method of assignment of subjects to therapist remains 

problematic to date. Studies of value convergence have assigned 

subjects in clinical settings using the regular, clinic procedures of 

clinical assignment. The optimum assignment procedure would take into 
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account the degree of initial value similarity and match 

patient-subject dyads in terms of known approximate similarity. This 

study was the second to use random assignment of subjects to 

therapists. While this represents an improvement over clinical 

assignment, again it is not as preferable as controlled assignment 

based on measurement of initial value similarity. 

Another problem which continues to plague the values research 

literatures, including the present study, has to do with the values 

instruments which are employed. Whi Ie a variety of measures, here the 

Rokeach Value Survey (1973), are frequently used, there is no validity 

data available for them. Regardless of theoretical not.ions underlying 

their development as t.ests, without validation studies, including 

content and criterion validation, we cannot have confidence in the 

meaning of the findings. 

Yet., another problem associated with the validity of values 

measures is that we do not know how they relate to each other. There 

are no psychometric studies comparing responses across the tests used 

in the values literature. For example, in Rosenthal's (1955) initial 

study, two measures of values were used: the Moral Values Q-sample, 

and the Allport-Vernon-Lindzey Study of Values. The finding that 

pat.ients who improved also revised their values in the direction of the 

values of their therapists was only observed with the Morals Values 

Q-Sample. What does it mean when one values measure produces 

significant findings and another does not.? Do some of these value 

inst.rument.s measure subject values which do not relate to values 
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central in psychotherapeutic change? Without comparative studies, we 

can only speculate. 

Finally, many of the studies have employed post hoc analyses as 

opposed to proposing statistical tests on the basis of hypotheses 

formulated in the design of the study. 

Psychotherapy has been increasingly seen as a persuasive 

process ~lere the client is induced to acquire many of the attitudes 

and values held by the therapist (Bergin, 1980~ Beutler, 1979, 1981~ 

Frank, 1973~ Goldstein, 1971). Beutler (1979) outlined findings from 

social and clinical psychology which contribute to the persuasion 

process in psychotherapy. Briefly, these include such therapist 

variables as credibility and attractiveness, and variables shared by 

both therapists and clients such as e~ctancies toward treatment, 

perceived similarity, and interpersonal attractiveness. The 

appropriate presence of these factors is thought to be highly relevant. 

to successful therapeutic outcome. Another variable, especially 

relevant here, is client sensitivity to therapist values. Since 

therapists (typically) convey an assumptive world view that is 

disparate from that of the client's, it is desirable that clients be 

responsive to the "therapeutic" value system. Resistance to 

psychotherapeutic persuasion is a well-known if incompletely understood 

phenomenon. Client sensitivity to therapist values may be understood 

as falling along a dimension from responsiveness on the one hand to 

resistance on the other. At the extreme of resistance is the 

phenomenon labeled "reactance" (Brehm & Brehm, 1981~ Beutler, 1983). 



Reactance refers to a client's insistence on personal control and 

freedom to the extent that such an individual moves in the direction 

opposite of that advocated by a persuader. 
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In summary, the research relating to values and psychotherapy 

provides sufficient evidence to suggest that client values, attitudes 

and beliefs converge towards those of the therapist in successful 

psychotherapy. Psychotherapy can be conceptualized as a complex, 

persuasive effort to transmit the values of the therapist where a 

number of therapist and client variables interact. In light of the' 

preceding discussion, one salient client variable is a predisposed or 

learned responsiveness to the therapist and what the therapist values. 

Belief Changes in Cognitive Therapy 

The relationship of beliefs particularly dysfunctional beliefs, 

to depressive symptoms has been the subject of considerable attention 

in the cognitive literature. While the role of cognition in depression 

is a different focus than that of value convergence, they are some~TIat 

related. Findings from studies in cognition and depression are of 

interest here as assessment of changes in both cognitive dysfunction 

and values were made in this study. 

One of the fundamental postulates of cognitive theory is that 

dysfunctional thoughts (or errors or distortions) occur in a causal 

relationship to depressive symptoms (Coyne & Gotlieb, 1983). Cognitive 

therapy (CT) is explicitly designed to intervene by changing cognitive 

distortions to alleviate depression. Yet, Hollon and Beck (1986) 
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acknowledge that despite considerable research there is, as of yet, no 

"compelling evidence that cr works, when it works, by virtue of 

changing beliefs." The first studies which raised these issues 

involved instrument measures of cognitive change in out.come studies 

comparing psychotherapy versus pharmacotherapy (Rush et al., 1982; 

Simmons, Garfield & Murphy, 1984). Counter to theoretical 

expectations, the results of pharmacotherapy responders evidenced 

equivalent changes to participants in CT trials. A number of studies 

have moved to clarify these findings with similar results (Hollon et 

al., 1985; Silverman, Silverman, & Eardly, 1984). 

Schreiber (1978) challenged cognitive theorists by proposing 

that cognitive distortions are merely "the symptoms or effects of 

depression," and, hence, do not playa causal role. The effectiveness 

of CT is attributed to some nonspecific factor aside from changing 

beliefs. Hollon and Beck (1986) assert that such findings are not 

strong support for Schreiber's hypothesis. Instead, the counter 

argument has been made that existing data are equally comparable with 

the hypotheses that cognitive change is a universal mediator of change 

in depression. Silverman et ale (1984) included a group of patients 

with histories of recurrent depression in a study comparing groups of 

depressed and normal subjects. This study supported schreiber's claim 

by observing that while depressed subjects evidenced significantly more 

dysfunctional thinking when compared to normal controls, when depressed 

subjects recovered, they were not burdened by maladaptive cognitions. 

In fact, subjects with remit.ted depression actually evidenced less 
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(though non-significantly so) dysfunctional thinking than did control 

groups. 

Coyne and Gotlieb (1983) raise a number of important criticisms 

in their review of the role of cognit.ion in depression. They make a 

general criticism of most stUdies of dysfunctional cognitions as 

relying too heavily on questionnaires and not on naturalistic 

expressions of depressed individuals. They further cite the weak 

correlations typically found in these studies between measures of 

dysfunctional cognitions and measures of depression. For example, the 

Cognitive Bias Questionnaire (Krantz, & Hammen, 1978) correlated with 

the Beck Depression Inventory at ~ = .39. The Cognitive Error 

Questionnaire (Lefebvre, 1981) which was employed in the present study, 

also correlated at r = .39. Coyne and Gotlieb (1983) also review 

evidence that negative cognitions are neither antecedent nor sequelae 

of depression. One study cited as evidence for this latter conclusion 

was reported by Lewinsohn et ale (1981). This longitudinal study 

examined the relationship between cognit.ion and depression in a sample 

of nearly 1,000 community based participants. The subjects complet.ed a 

wide ranging battery of tests measuring dysfunct.ional cognitions. The 

participants were again tested after eight months. Persons found to be 

initially depressed differed from non-depressed participants in the 

expected direction (with increased dysfunctional cognit.ions). However, 

persons who became depressed during the course of the study were not 

characterized on the pre-study measures of patterns of negative 

thinking as postulated by Beck. This finding is similar to that of 
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Silverman et ale (1984). Coyne and Gotlieb (1983), and Bidel and 

Turner (1986) both cite studies where manipulating thought content 

produced negative mood. These reviewers share the position that such 

manipulations do not show a fundamental causal priority of cognition 

over affect. They further point out that manipulating affect causes 

cognitive changes (e.g., Isen, Shaiken, Clark & Karp, 1978). Be ide 1 

and Turner (1986) conclude that although research illustrates the 

concurrent nature of cognition and affect, findings do not demonstrate 

the causal role of cognition in creating a depressed mood. 

Beidel and Turner (1986) also criticize cognitive theorists for 

their assumption that cognitions are a causal component in depression. 

They address the explanatory value of group difference studi,es which 

describe differences in cognitive content between patient and norrral 

groups (e.g., Alloy & Abramson, 1979; Klein et al., 1976). They point 

out that evidence of this type does not establish causality of 

cognitions and does not rule out the possibility that cognitions merely 

accompany or result from depressive state. They further point out the 

failure of studies to predict future psychopathology based on an 

assessment of current cognitive style (e.g., Coyne & Gotlieb, 198j). 

Another avenue of research Beidel and Turner find problematic for the 

assertion that cognitions are causal in depression are studies of 

accuracy of judging interpersonal relat.ionships (e.g., Lewinsohn et. 

al., 1980). According to these reviewers, depressed subjects are found 

to perceive the situat.ion more accurat.ely than non-depressed subjects 

who tended to focus on more positive aspects of a sit.uation. They cite 
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Layne (1983) who argues that some cogni ti ve theorists equate thinking 

negatively with irrationality. After evaluating the evidence regarding 

differences between depressives and normals, Layne concluded that there 

is evidence that depressives are less optimistic, but that they do not 

manifest distortions in cognitive processes. Rather, they can be 

described as "sadder but wiser." 

It is difficult to determine the nature of the relationship 

between dysfunctional beliefs and the kinds of values studied in the 

value convergence literature. Further empirical examination of 

measures of cognitive dysfunction and of values is required. In view 

of the previous discussion of values and beliefs, one possibility would 

be that both beliefs and emotions are peripheral and secondary to more 

central core values about the nature of life. Depressive affect and 

beliefs (which may well be a single unified phenomenon, rather than two 

separate but concurrent behaviors) may result from the sense that core 

values are invalidated through life events. 

In a topically related paper entitled, "Psychological Stress 

and Coping in Aging," Lazarus and Delongis (1983) provide a thoughtful 

description based on clinical and empirical data of haw values and 

cognitions interact. One of the core concepts presented is that of 

cognitive appraisal which refers to the way a person construes the 

significance of a given encount.er in terms of personal well-being. 

According to these authors, two important variables underlie the 

cognitive appraisal process. These are pat.terns of corranitment and 

beliefs about self and the world. Commitments express individual's 
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valued ideals and goals. The suggestion is made that encounters which 

threaten important commitments are most likely to lead to stress. 

Lazarus and Delangis point out that a sense of vulnerability may impel 

a person towards acti vi ty which reduces the threat. They further 

suggest that those with an absence of meaningful comrni tments may come 

to experience a "pervasive sense of existential malaise over time." 

Their discussion of beliefs about self and the world focuses largely on 

the issue of personal control and environmental responsivity. These 

authors emphasize that cOironitments (valued ideals and goals) are 

mediating cognitive variables between stressful life events and 

dysfunctional thoughts and feelings. Such theorizing, while only 

suggestive, does provide a framework for resolving what appears to be 

conflicting findings and for future directions for research. 

Special Features of this Study 

There are features of the current study which promise to 

contribute to the investigation of the value convergence phenomenon. 

The first of these has to do with the orientation and format of the 

therapy which was offered. Cognitive therapy (CT) tends to be 

directive and educational; therefore, the therapist's belief system 

regarding client difficulties tends to be quite explicit (Beck et al., 

1979). 

Of specific interest in this study was use of CT in a group 

format (Yost, Beutler, Corbishley, & Allender, 1986). Cognitively 

focused interventions have been the subject of intense empirical 
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interest and seemed appropriate for the study of value convergence for 

a number of reasons. One reason had to do with the sheer popularity of 

cognitive models and, hence, the importance of examining value 

implications of regent systems. 

A second reason for employing CT in the current project had to 

do with the definitional characteristics of cognitive and 

cognitive/behavioral therapies. These are approaches which are defined 

as interventions aimed at changing "existing or anticipated disorders" 

by the use of explicit attempts at "altering cognitions or cognitive' 

processes" (Hollon & Beck, 1986). A brief summary of the theoretical 

concepts supporting CT will be followed by a description of therapeutic 

strategy. 

Beck's theoretical model uses three concepts to account for 

depressive symptoms (Beck et al., 1979; Hollon & Beck, 1986) These 

three primary concepts are cognitive distortions, the cognitive triad 

and schemata. According to Beck, cognitive distortions can occur when 

individuals selectively abstract negative features of an experience 

while ignoring any positive construal of the event. One example is 

given of a depressed person saying, "I have lost my ability to type, to 

read, to drive a car." Yet, when this patient becomes involved in the 

task, his performance is acknowledged to be adequate. Such distortions 

reflect the tendency of depressed individuals to negatively 

characterize themselves in absolutistic terms. 

A second concept, the cognitive triad, begins with 

pre-depressive individuals engaging in dysfunctional thinking and, 
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hence, misperceiving situations. As stated above, dysfunctional 

thinking or the tendency toward cognitive distortions often results in 

self-evaluations in terms of defeat, deprivation and personal failure. 

In the second stage of the triad, cognitive distortions lead to 

negative expectancies and anticipatory failure. Beck focuses on hOVJ 

depressed persons reconstruct facts to fit their negative conclusions 

in the third phase of the triad. 

The concept of "schemata" was invoked by Beck to explain why 

depressed individuals persist in their negativistic, self-defeating 

attitudes and show a remarkable consistency within their depressive 

cognitive patterns over time. Cognitive schemas are stable, highly 

organized structural interpretations of past events which become the 

means for screening, differentiating and coding life experience. The 

notion of schemata attempts to account for why two individuals might 

react differently to a single event or why one person might react in a 

similar fashion to two very different events. These enduring and often 

rigid cognitive representations produce, it is thought, the cognitive 

distortions characteristic of depressed persons. 

Cognitive therapy (CT) is a straightforward application of 

tl1erapeutic procedures based on the theory outlined above. CT makes 

extensive use of persuasion and logic where therapists are specifically 

trained to alter particular client beliefs. For example, behavioral 

assignments are given in the form of experiments to encourage clients 

to formally test the validity of their beliefs. An "alternative 

construct system" is also provided to account. for the syst.ematic 
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distortions in the client's belief system. Such planned changes in 

belief systems make CT a very appropriate choice as the therapy 

employed in this study. The cogni ti ve therapy offered in this study 

was provided in a group format. Though the specific issues of subjects 

varied in details, the psychoeducational principles involved in anyone 

intervention would have tended to generalize as a part of the common 

group experience. Because these groups had a structured format, all 

participants would be expected to have had a more uniform treatment 

experience than was the case for subjects of previous studies of 

individual therapy formats. 

A second feature of the study which has considerable relevance 

to assessing value convergence has to do with the homogeneity of the 

sample. The sample was selected on the basis of individual subjects 

meeting DSM-III criteria for Major Depressive Disorder. Hence, they 

shared elements of the common cluster of clinical symptoms, vegetative 

signs, and certain psychological correlates of depression. In addition 

to meeting diagnostic crit.eria, the Hamilton Rating Scale for 

Depression was employed to assess severity of depressive symptoms. 

Therefore, subjects were accepted whose depressive syndrome was found 

to be in the moderate-severe range. Previous outcome studies of value 

convergence have been based on samples with heterogeneous disorders 

which may be assumed to increase the likelihood of overall random 

error. 

A third feature of the study which contributed to the 

investigation of value convergence were the theoretical implications of 
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depression as the focus of treatment in cognitive theory of 

depression. Beck (1976) postulates that maladaptive thinking patterns 

play important roles in the cause and maintenance of depression. To 

the extent these so-called "cognitive errors" are replaced by more 

realistic and adaptive cognitive schemata, the therapeutic goals are 

achieved. In this sense, remission of depressive episodes and 

reduct.ion of cognitive errors can be seen as different sides of the 

same coin. 

In summary, cognitive theory describes depression as a 

dysfunctional depressogenic belief system which can be treated through 

identifying and correcting cognitive errors in light of a more 

realistic point of view. This approach, along with its greatpr 

visibility of therapist values, the group format and the uniformity of 

client psychopathology, all contribute to the present evaluation of the 

value convergence phenomena. 

!!YJ?otheses 

In view of the previous findings and discussion, several 

hypotheses were derived from the measures and the design of the st.udy. 

These included the expectation that: 

1. Improvement in depression will be observed t.o be a function of 

the following three independent variables: 1) subject 

sensitivity toward therapist values; 2) the convergence of 

subject and therapist values; and, 3) subject predictions of 

therapist values. 



2. The convergence of subject and therapist values will be 

related, independently, both to subject's sensitivity to 

therapist's values and reductions in cognitive distortions. 
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3. Compared to subjects in the medication only condition, subjects 

in the cognitive therapy condition will make significantly 

better predictions of therapist values and evidence a 

significantly higher rate of convergence of subject and 

therapist values. 

The above variables were accepted as significant if they meet 

the .05 level of confidence. 



CHAPTER 3 

METHOD 

Subjects 

Subjects for this sample were 29 elderly individuals who met 

the following inclusion and exclusion crit.eria and who remained in the 

study: 

1. Age 65 or older. 

2. A DSM-III diagnosis of Majer Affective Disorder (depression), 

nonsuicidal and nonpsychotic. 

3. A Hamilton Depression score above IS which was maintained after 

a two week drug wash-out and placebo trial. 

4. No history of sensitivity to benzodiazepines. 

5. No history of drug or alcohol abuse. 

6. No history of diagnosis of antisocial personalit.y disorder, 

organic brain syndrome, or psychotic episodes. 

7. Medical clearance from the patient's physician. 

S. Willingness and medical feasibility of being withdra~~ from 

psychotropic medications prior to and during the course of the 

study; and 

9. Participation in at least 4 weeks of randomly assigned 

treatment. 

30 
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on the assumption that a number of depressed elderly do not 

seek treatment in conventional mental heal th settings, a specific 

effort was made to contact primary physicians, religious and service 

organizations and social programs for the elderly in order to reach 

individuals from within the community who had not been recognized as 

representing a significant affective disorder. Direct contacts as well 

as newspaper stories were also used to recruit subjects. 

The present study utilized a subset of a larger pool of 

subjects recruited to investigate efficacy of group cognitive therapy 

and alprazolam in the treatment of depressed older adults (Beutler et 

al., in press). This larger study, of which the present study was a 

part, had nearly twice the number of subjects than were utilized here 

(N = 56 versus N = 29). This was due to two factors. The first (and 

most significant) was a temporal issue having to do with a year's time 

elapsing between the start up of the larger study and the beginning of 

the present study of values and outcome. OVer one-third (22 subjects) 

of those subjects who completed the larger study were already enrolled 

when this study began. A second factor had to do with differential 

requirements for inclusion of subjects between the two studies. In the 

larger study, subjects could drop out without completing all the 

post-treatment measures and still contribute essential data due to the 

repeated measures design which was employed. In the case of the 

present study of values and outcome, five subjects exited the study 

without completing post Rokeach Value Surveys resulting in the loss of 

their data for inclusion here. Hence, the subject information and 



totals given below refer only to those subjects who were recruited 

after July 1983, at which point the larger study had already been in 

progress one year. Complimentary data, reflecting the total subject 

pool, are presented elsewhere (Beut.ler et al., in press) • 
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Of 75 individuals who were interviewed for inclusion in the 

present study, 54 met initial screening criteria (OSM-III diagnosis and 

Hamilton Depression Scale scores greater than 18). Of these, 4 refused 

further evaluation and 3 were subsequently screened out for medical 

reasons. Forty-seven subject.s entered into a two week placebo wash-out 

phase and 10 of these were subsequently screened out as either 

noncompliant (~= 4), because of medical problems (n = 2), 

unavailability for the treatment duration (n = 2) or because they were 

placebo responders (n = 2). Placebo responders were defined as those 

who failed to meet depression criteria (Hamilton score of 18) at the 

end of the placebo wash-out trial. Thirty-seven subjects were assigned 

to treatment but within the first four weeks, 2 experienced medical 

complicat.ions which precluded continuing treatment: 3 other subjects 

choose to end their participation. An additional 5 subjects did not 

complete instruments related to this study. 

Nineteen females and 10 males were included in the final 

sample. They had a mean age of 69.5 (SO = 3.2) and 69.7 (SO = 4.2) 

years, respectively, and mean educational levels of 13.5 and 13.3 

years, respectively. Mean post wash-out Hamilton Depression scores, as 

provi.ded by one of three, criteria trained, independent psychiatrists 

who served as clinical evaluators for the current study, was 21.6 for 
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females and 19.8 for males. 

Therapists 

Four cognitive therapists were part of a group selected from 

among an initial set of 14 who were specifically trained over a uvo 

year period to apply cognitive therapy in groups of elderly depressed 

individuals (Yost et al., 1983). The final therapist pool was selected 

on the basis of interest, at having at least a masters degree and one 

year of experience in group psychotherapy, and prior experience in . 

treating depression. The four therapists were further selected from 

the initial pool of 14 professionals on the basis of their levels of 

compliance with the manua1ized treatment procedure using the assessment 

scale originally developed by Beck et a1. (1979). The manual for 

cognitive therapy in groups was developed as a preliminary step to 

subsequent projects including the current study and is published 

elsewhere (Yost, Beutler, Corbishley & Allender, 1986). The four (of 

five) therapists utilized for this study included two individuals with 

masters degrees (M.A. and M.S.W.), who were in full time practice in 

institutional settings, and UvO individuals who were in advanced stages 

of doctoral training in professional psychology. 

In addition to the cognitive therapists, two psychiatrists 

served both as clinical evaluators and pharmacotherapists for the 

administration of the medication regimen. These psychjatrists were 

clinicians with tJrree years of post-residency experience. After 

completing a one month training period, they established independent 
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evaluations of patients' depression levels, provided supportive 

counseling, oonitored and managed the medication regimen, and were kept 

blind to the patient's treatment assignment as far as possible. 

Procedures 

This study was conducted as part of a large scale outpatient 

research programne, "Enhancement of Psychotherapeutic Effects in the 

Depressed Elderly" using XANAXR and Cognitive-Behavior Therapy (Beutler 

& Levenson, Principal Investigators) (Beutler et al., in press). The 

study took place in the psychiatry Department's outpatient department, 

Arizona Health Sciences Center, University of Arizona, Tucson, Arizona. 

In fulfilling entering criteria, subjects 65 or old~r received 

a DSM-III diagnosis of major depressive disorder and scored 18 or more 

on the Hamilton Rating Scale for Depression (HRSD). Subjects then 

completed a two-week placebo wash-out period following which they were 

again screened using the HRSD to determine vmether they were placebo 

responders and would remain in compliance with other inclusion criteria 

during this baseline period. Subjects maintaining a score above 18 on 

the Hamilton Depression Scale and medically cleared continued 

participation. 

Continuing subjects were randomly assigned t.o either an 

alprazolam or a placebo regimen. In addit.ion to the subject.s who 

continued in one of the two medicat.ion regimens, there were 6 subjects 

who participated in cognitive group therapy who either declined or were 

not eligible medically for the medication trials. Of these 6 subjects, 
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4 were included in tl1e final sample of 29 used in this study (1 subject 

dropped out for medical reasons and a second did not complete the final 

test battery). Of the other. 9 subjects receiving cognitive group 

therapy, 4 were randomly assigned to an alprazolam regimen, 5 to a 

placebo regimen and 4 received no medication. Of those 16 subjects in 

the non-cognitive group therapy condition, 6 were randomly assigned to 

an alprazolam and 10 were assigned to a placebo regimen. The larger 

study (Beutler et al., in press) of which the present study was a part, 

randomly assigned subjects to four treatment conditions, two of which 

included cognitive group therapy. 

The four groups were cognitive therapy plus placebo and 

support, cognitive therapy plus alprazolam and support, placebo and 
I 

support, and alprazolam and support only. As described above, this 

project was conceived after the design of the Beutler et al. (in press) 

program was in place. Due to the reduced subject pool available when 

the present study was designed, a decision was made to collapse the 

four conditions into two cells. In terms of this study, the chief 

interest lay in comparing a psychotherapeutic modality with a 

principally non-discursive, pharmacological treatment. Hence, tbe two 

conditions formed from the four groups described above were a cognitive 

group therapy condition and medication and support only (or a 

non-cognitive group therapy contrast condition). The rationale for 

this decision had to do with statistical requirements for sufficient 

subjects per cell in order for there to be enough degrees of freedom or 

power for comparisons. Collapsing the cells in this way did not 
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interfere with the chief purpose of the study which, again, was to 

examine psychotherapy outcome and pharmacological outcome in terms of 

the value convergence phenomenon. 

The decision to collapse the cells was further justified by 

previous results indicating there were no significant differences found 

between groups as a function of drug condition (Beutler et al., in 

press).· Analyses of variance on HRSD scores revealed only a 

significant effect for phase of therapy across all groups (F[4,208] = 

39.03; ~ <.001). That is, the significant effect for this measure of 

depression was for all four groups experiencing diminishing depressive 

symptoms between baseline and the second assessment period. All groups 

showed reductions in depressive symptoms reductions while in the early 

phase of t.reatment and maintaining improvement through follow-up. 

However, improvement waS fOllild to be substantially affected by whether 

or not an individual was assigned to cognitive group therapy. Findings 

from the larger study, involving an increased sample (n = 56) supports 

the decision to collapse groups across medication conditions while 

comparing those subjects receiving cognitive group therapy with those 

who did not. These findings provide a validity check for collapsing 

four groups into two. 

The assignment of subjects to group cognitive therapy was not 

an entirely random process. One departure from randomization was the 

group of 5 subjects mentioned above who eieler declined a drug 

treatment or who for medical reasons were screened out of the regular 

protocol. The procedures used t.o study these subjects were identical 
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to those of other study participants with the exception for the 

exclusion of the 20 minut.e per week session with one of the project 

psychiatrists and the medication treatment. All of these 5 subjects 

were free from pharmacological interventions for depression through the 

period of study. 

Aside from the above group, other factors also limited strict 

randomization of subjects. Because of the need to maintain the 

motivation and compliance of the therapists in the study, participants 

in the therapy groups were formed by inducting group assignees in a . 

serial fashion. Due to the sometimes erratic nature of subject 

recruitment, this strategy for promptly forming the therapy groups 

ensured that potential group members did not have to wait for extended 

periods of time. This was not merely a logistical concern as the 

participation criteria for the study included individual findings on 

the HRSD in the moderate-severe range. After the group assignments, 

subsequent patients were assigned either t.o the support plus medication 

only groups (alprazolam and support only (n = 6) and placebo and 

support only (~= 10). 

A comparison of intake HRSD scores for the cognitive versus 

noncognitive therapy condition was equivalent and nonsignificant (mean 

= 21; mean = 20.8). Likewise, demographic assignment among the CT and 

non-CT groups was also comparable with 4 men and 9 women (~ages = 70.8 

and 72) in the cognitive therapy group and 6 men and 10 women (M ages = 

68.6 and 68.6) in the medication/support conditions. 
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Cognitive Therapy 

Cogni ti ve therapy was conducted in two sma 11 groups. Four 

phases of intervention were distinguished by the goals of these 

different phases. These goal-identified phases included: 1) initial 

collaboration and information sharing~ 2) identifying patient-specific 

dysfunctional thoughts~ 3) implementing methods for modifying 

dysfunctional thoughts~ and, 4) termination planning and reinforcement 

of changes. Treatment sessions were typically 90 minutes in length and 

included a review of homework assignments, a brief lecture from the . 

group leader on an aspect of the particular phase objective, individual 

work on particular problems, and the further assignment of homework 

which coincided with the treatment phase objectives. In order to 

ensure reliable and competent application of group therapy treatment, 

each session was co-led by two therapists, monitored via videotapes and 

supervised by senior level psychologists who were experienced in 

cognitive therapy. Competency based criteria were established and used 

to ensure stable levels of perforrrance (Vallis, Shaw & Dobson, 1986). 

Pharmacotherapy and Support 

Pharmacotherapy also took place over a 20-week period. Tr.e 

medication regimen was typically stepped by one-half milligram/day, 

each week during active treatment, depending upon the patients' 

tolerance. Dosages began from one-half milligram up to a maximum dose 

of eight milligrams per day. The independent evaluator made notes of 

side effects, provided supportive counseling, and adjusted medication 

regimens in 20-30 minute, weekly individual sessions with each patient 



for whom medicat.ion was provided. These sessions were also recorded 

and spot checked by independent reviewers for compliance with the 

experimental protocol. Following the treatment phase, drugs were 

tapered off. 

Instruments 
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Six predictor (independent) variables and two dependent 

variables were studied in this investigation. The predictor variables 

consisted of Rokeach Value Survey instrumental value rankings 

representing value similarity, value sensitivity, prediction of 

therapist's values, cognitive distortions from the Cognitive Error 

Qtlestionnaire, value convergence from the Rokeach Value Survey 

instrumental and depression from the Beck Depression Inventory. The 

dependent variables consisted of a measure of depressive symptoms from 

the Beck Depression Inventory and a residua1ized gain score 

representing value convergence derived from the Rokeach value survey. 

The Harrd1ton Depression Rating Scale (HDRS) is a 21 item 

interview based measure on which clinicians evaluated severity of 

vegetative signs, dysphoria, etc. The instrument is widely used in 

pharmacological and psychological research and yields valid and 

reliable indices of depression levels (Hamilton, 1967). This 

instrument was administered at intake to determine the initial degree 

of depression. 

Beck Depression Inventory (BDI). The BDI is a self report 

measure designed to describe the severity of depressive symptoms and 

has been widely used in clinical research (Beck, 1961). The current 
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study employed the short fOlln of the BDI which consists of 13 items 

from the original 21 item scale (Beck & Beck, 1972). The items sample 

self-reported dysphonic feelings and self-evaluations as well as other 

vegetative signs of depression including disturbance of sleep, appetite 

and energy 1 eve 1. Both the standard and short forms of the BDI have 

been found to be reliable and valid measures of the assessment of 

depression. The short form is sensitive t.o changes in depression over 

time and hence appears especially useful for research purposes in 

repeated measurement designs. The short. form has also been recently 

found to be reliable and valid for use with older adult. populations 

(Scry~in, Beutler, Corbishley & Hamblin, in press). This instrument was 

administered post wash-out, and weekly through treatment. 

Cognitive Error Questionnaire (CEQ). The Cognitive Error 

Questionnaire (Lefebvre, 1981) is a measure of cognitive distort.ions 

believed to be essential elements in the production and/or maintenance 

of depression. It has been found that depressed patients show a higher 

incidence of unrealistic negative cognitions than do normal control 

groups (Hammen & Krantz, 1976). This questionnaire combines 24 iterr~ 

designed to measure cognitive errors related to general life experience 

and 24 ite~s related to problems experienced by chronic pain patients. 

Items consist of vignettes followed by cognitions that reflect one of 

four types of cognitive error originally extrapolated from the work of 

Beck (e.g., Beck et al., 1979). These categories of error include: I} 

catastrophizing, 2) overgeneralization, 3) personalization, and 4) 

selective abstraction. 
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The CEQ has been found to have high test-retest reliability, 

internal consistency, and concurrent validity when correlated with 

similar scales (Lefebvre, 1980). The CEQ has specifically been found 

to be a reliable and valid instrument for assessment of dysfunctional 

thinking in older adults (Scogin, Hamblin, & Beutler, 1986). The CEQ 

was employed in this study as a general measure of depressogenic 

distortion and, more specifically, as an indicator of responsiveness to 

cognitive-behavioral interventions which systematically attempt to 

alter such distortions in thinking. A single, total score was used . 

since the individual subscales described above were found to be 

indistinguishable for elderly groups (Scogin, Hamblin & Beutler, 1986). 

Treatment Sensitivity Survey (TSS). The TSS is a brief, 

self-report measure which requires subjects to evaluate either their 

responsiveness or resistance/reactance to the values being presented as 

treatment. Developed specifically for this study, the items consisted 

of 10 statements either affirmatively or negatively stated in random 

order. Item content consisted of statements reflecting motivation to 

acquire and experience the therapist's point of view or conversely 

reflect an insistence on retaining one's own outlook. Items referred 

to behavioral and affective reactions as well as to the subject's 

cognitive response. Test-retest reliabilities for the instrument were 

conducted after the data was collected with the Pearson product amount 

correlation achieving .89. A questionnaire was developed to ascertain 

the clinical face validity of the measure from a sample of clinical 

psychologists found uniform agreement with the intended meaning of the 
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measure (see Appendix) • 

Rokeach Value SU1-vey (RVS). This instrument contains two sets 

of values: 1) instrumental values (beliefs regarding desirable modes 

of conduct), and 2) terminal values (beliefs regarding desired end 

goals of one's life) (Rokeach, 1973). Only the set of instrumental 

values were employed in this study. Each value set consists of 18 

items are listed alphabetically and include a brief definition. The 

individual is instructed to "arrange them in order of importance to 

YOU, as guiding principles of YOUR life." Form D, which was used in 

this study, differs from earlier forms in that it contains 18 instead 

of 12 items. The Value Survey, theoretically formulated, has been a 

widely used instrument in the empirical study of values. There is 

construct validity evidence offered for its use, although not ir: 

clinical contexts. The RVS test-retest reliability (using Spearman 

rank correlations) was established over periods of 3 to 7 weeks on 

three samples. The mean ~'s for terminal values ranged from. 78 to .80 

and .70 to .72 for instrumental values. Reliability measures for 14 to 

17 months have yielded mean rank correlations in the .60's on both 

lists. 

Testing Procedure. Prior to the beginning of treatment, all 

subjects completed a battery of three tests. These were the Cognitive 

Error Questionnaire (CEQ) (Lefebvre, 1981), the short form of the Beck 

Depression Scale (BDI) (Beck, 1972), and the Rokeach Value Survey (RVS) 

(Rokeach, 1973). Therapist responses to the Rokeach Value Survey were 

also collected for comparisons with subjects in the first month of this 



project. A second set of Rokeach responses was obtained from 

therapists after 90 days to assess the stability of their values as 

represented by this instrument.. 
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Once treatment began, the subjects in the two cognitive therapy 

groups comprising condition (1) participated in the cognitive therapy 

groups for a total of 18 sessions for one group and 19 sessions for the 

other group. Weekly rreasures were obtained throughout the treatment 

period on the short form of the BDI and the brief Treatment Sensitivity 

Survey (TSS). The content of the TSS is directed towards discursive 

therapy modalities. Subjects not receiving cognitive-group 

psychotherapy directed their responses to their respective 

psychiatrists with the understanding that some questions were less 

relevant to the supportive therapy provided in this manner. 

At the termination of treatment, all subjects again received 

the BDI and the CEQ. The RVS was administered twice at treatment end. 

In the first administration, subjects responded t.o the standard 

instructions. This form provided a measure of value change. Subjects 

were then asked to respond a second time with instructions to predict 

the values of their therapist.. In the case of treatment involving 

group thel-apy co-leaders, subjects were asked to predict the values of 

the co-therapist who made the greatest impression on them and from whom 

they learned the most. 



CHAPTER 4 

RESULTS 

Preliminary Analysis Procedure 

A number of validation checks were made to assure the 

comparability of subjects in the CT group condition and the medication 

and support only condition. The means and standard deviat.ions of the 

dependent variables for the CT group condition and the medication and 

support only condition are shown in Table 1. A total of 4 dependent 

variables were selected t.O compare the two groups: sex, age, education 

in years, and the pre-HRDS. Hotelling's, T2 analyses revealed no 

significant differences between the two conditions with respect. to sex, 

age, education and symptoms of depression at. the time of init.ial 

assessment (Hotellings T2 [33.4] = 4.96; £ <.50). 

Reliabilit.y checks were made on the clinical raters estimates 

of the HRDS scores to assure confidence in these ratings (interrater 

reliabilities were all greater than .88). 

The demographic characteristics of subjects completing the 

treatment phase were compared with those who did not. The means and 

standard deviations of the dependent variables for treatment complet.ers 

and treatment dropout.s at. the time of initial assessment are shCl'wVIl in 

Table 2. 
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Table 1 

Means and Standard Deviations of Cognitive Group Therapy and Medication 

Conditions and Demographic Variables 

Dependent Cognitive Group Medication and 
Variables Therapy Condition (N=18) Support Condition (~=29) 

Sex 1.61 ( .48) 1.65 ( .50) 

Age 71.22 (4.34) 70.17 (4.71) 

Educat.ion in Years 12.38 (3.08) 13.5 (2.97) 

Pre-IIDRS 22.55 (3.38) 21.06 (3.25) 

Note. IIDRS = Hamilton Depression Rating Scale 



Table 2 

Means and Standard Deviations of Study Completers and Study 

Drop-Outs and Demographic Variables 

Dependent Variables Study Completers Study Drop-Outs 
(N=29) (~=18) 

Sex 1.65 .48) 1.61 ( .50) 

Age 70.17 (4.71) 71.22 (4.34 ) 

Education in Years 13.55 (2.97) 12.38 (3.08) 

Pre-HDRS 21.07 (3.25) 22.55 (3038) 

Note. HDRS = Hamilton Depression Rating Scale 
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Four dependent variables were chosen to compare completers and 

dropouts: sex, age, educat.ion in years and the pre-treatment HRSD. 

Hotdelling's T2 analyses revealed no significant differences with 

respect to sex, age, education and symptoms of depression (Hotelling T2 

[42] = 4.36; P >.40). These result.s suggest that those who completed 

treatment were not a select sample based on these demographic data. 

Comparisons of therapist responses on the Rokeach Value Survey 

were made to establish the stability of their values as measured by 

that instrument. Taken after a period of four rronths, test-retest . 

spearman rank correlations were obtained on three group co-therapists 

and on one psychiatrist (proving medication and support only). The 

instrumental value Spearman rank correlations for the four treatment 

providers were .82, .76, .79 and .77 with a mean of .79. These res~lts 

are comparable to findings by Rokeach reported above. The mean 

instrumental rank correlation appears particularly reliable for this 

small sample. Visual inspection of therapist responses suggests 

moderate heterogeneity of value rankings. 

Yet, another aspect of the study requiring validation checks 

concerned the introduction of the Treatment Sensitivity Survey (TSS). 

Test-retest reliabilities were obtained on a sample of 37 subjects. 

These subjects included the 29 who constituted the sample of this 

study, and 8 rrore individuals who completed the first two assessment.s 

but who subsequently dropped from the treatment trials. Correlations 

were made from the first two assessments, taken one week apart at the 

beginning of the treatment trials for each subject. Responses of some 
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subjects who did not complete the treatment phase were included in 

this sample. The result.s obtained suggest the TSS is a relaible, 

stable measure and, hence, can be depended on to register true changes 

in patient responsivity to treatment (Pearson product - moment 

correlation coefficient = .89). This finding is particularly 

significant due to the instruments brevity (10 items). 

The test's content validity was determined via questionnaire 

where eight clinical psychologists rated their degree of 

disagreement/agreement with statements the intended meanings of each 

test item. The raters were independent from this study and responded 

on a voluntary basis with a 50% completion rate. The sample of raters 

was from a pool of faculty and fellows in a psychology division within 

a university medical center. The general meaning of the measure was 

related to determine face validity in similar fashion (see Appendix) • 

The results of the clinician ratings generally supported the intended 

meaning of the measure. Of the 10 items, items 2, 3, 4, 7 and 9 

received uniform agreerrent, indicating that the descriptors of intended 

meaning seemed consistent with the items themselves. Of the rerraining 

items, item 1 had 1 strongly disgree and 7 agree responses. Item 5 had 

7 agree and 1 strongly agree responses. Items 6 and 8 each had 1 

disagree and 7 agree responses. Finally item 10 had 2 disagree and 6 

agree responses. The disagreement over items intended meanings was 

generally based on objections that patients might well intend 

alternative meanings to the items. For example, item 10, with 2 

dissenting responses states: "I think my own views of my problems and 
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symptoms are more correct than the views of my therapists." The 

intended meaning given in the clinician's rating states, "This item is 

intended to be conceptually similar to item 6 but worded in the 

opposite direction. Again the therapeutic relationship/alliance is the 

focus with resistance being expressed." While the majority of raters 

agreed with this reading, 2 raters objected that resistance need not be 

invoked if the patient genuinely feels misunderstood. That is, such an 

item may, at times, say more about the therapist than the patient. 

Nevertheless, in general, the face validity of the measure was 

supported by a consensus of clinical judgment in this sample. 

Primary Analysis 

The major hypotheses of the study were tested by submitting the 

instrwnent findings to tvlO mul t.iple regression analyses and to twc t 

tests of significance. The instruments included the Rokeach Value 

Survey (RVS), the Beck Depression Inventory (BDI), the Cognitive Error 

Questionnaire (CEQ), and the Treatment Sensitivity Survey (TSS). 

Before this could be done, however, a number of preliminary tabulations 

were required to derive the instrument results into the final variables 

used. 

Subjects were given the RVS pre- and post-treatment and they 

also made a prediction of a primary therapist at treatment end. This 

resulted in three instrumental value rankings per subject. The subject 

pre-treatment, post-treatment and prediction of therapist rankings were 

all correlated to each subject's personally designat.ed, therapist's own 
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RVS rankings. Spearman's rank correlation method was employed. 

In making predictions of their therapists' values, subjects 

were first asked to designate one therapist from the group who 

influenced them the most (each co-therapist was selected by roughly 

half the patients in each of the two groups). They were then asked to 

guess how that therapist (or if the subject was in the medication and 

support only condition, to guess how their psychiatrist) might rank the 

values. They were asked to decide, "which value might be the most 

important for your therapist and place a 1 by it and then choose the 

second value and so on." The resulting spearman rank correlation 

coefficients (3 per subject) were transformed to the Z distribution to 

normalize them. The scores were then given a constant of 1 which was 

added to remove the negative sign. The resulting Z transformations of 

the Rokeach instrumental value correlations served as three predictor 

variables. These were: 1) the pre-treatment subject ranking with that 

of the therapist correlation, a measure of pre-treatment. value 

similarity; 2) the post-treatment subject ranking correlated with the 

therapist ranking, a measure of post-treatment similarity; and, 3) 

subject predictions of therapist's value rankings correlated with the 

actual therapist rankings. 

A further step was taken to convert the transformed pre- and 

post-treament correlations into a single residualized gain score 

representing value convergence. The formula used to compute the 

residualized gain scores was as follows: 

Residual gain score = individual post-treatment score (individual 
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pre-treatment score X total r2 of pre/post). The same formula was used 

to compute residualized gain scores from pre- and post- scores of the 

short form of the BDI, the TSS and the CEQ. These latter three scores 

resulted in predictor variables representing changes in depressive 

symptoms, in responsiveness to treament and in dysfunctional thinking. 

The pre-scores for both the BDI and TSS consisted of the S mean of 

baseline test scores obtained during the initial screening and at the 

post-washout phase prior to the first treatment session. The 

post-scores of the BDI and TSS used in computing the residual gain 

scores also consisted of a mean test score of the last three treatment 

trials. 

In summary, the varibles prepared for the multiple regression 

analyses included 3 (pre, post and prediction) Z transformed spearman 

correlations of Rokeach value rankings. In addition, a total of 4 

residual gain scores were computed from pre-post data from the BDI, 

RVS, TSS and CEQ. The result.ing variables were employed in a series of 

two stepwise multiple regression analyses. 

Depressive §ymptoms 

The first stepwise multiple regression analysis employed BDI 

residualized gain scores as the dependent variable. Three predictor 

variables were used in accordance with hypothesis number one. The 

three variables which were each €XpeCted to independently predict 

depressive symptoms were: 1) the residualized gain score derived from 

the RVS representing value convergence; 2) residua1ized gain scores 

derived from the TSS, representing sensitivity t.o therapist values; 
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and, 3) subject predictions of therapist's values (RVS) results of the 

multiple regression analyses. The stepwise regression analysis 

employed the predictor variables in the following order of entry: 

variables of prediction of therapist's values, sensitivity to 

therapist's values, and value convergence. A predictor variable was 

accepted as significant if the F to enter met or exceeded the .05 level 

of confidence and the F to remove value met the .10 level of 

significance. 

Table 3 reveals the predictor variable sensitivity to therapist 

values, as measured by the TSS, was associated with improvement in 

depressive symptoms. High scores on the TSS, indicating greater 

responsiveness to treatment., were significantly related to improvement 

in depressive symptorrs as measured by the BDI with a multiple R of .65 

(p <.006). The other two variables, prediction of therapist values and 

val ue convergence as measured by the RVS, did not sha.oJ the expected 

relationship (~= .17 and .82, respectively). 

Value Convergence 

The second, stepwise, multiple regression analysis employed the 

subject's post-treatment X therapist RVS instrumental value correlat.ion 

as the dependent variable. Three predictor variables were used here in 

accordance with hypothesis number 2. The predictor variables were: 1) 

the subject's pre-treatment X therapist RVS instrumental value 

correlation; 2) the residualized CEQ gain scores; 3) and residualized 

TSS gain scores. These variables represent inlt.ial value similarity, 

cognitive distortions and sensitivity to therapist values. Predictor 



Table 3 

Multiple Regression Analyses 

Dependent 
Variables 

Depressive 
Symptoms 
(BDI) 

Post-Treatment 
Values (RVS) 
Similarity 

Predictors 

Prediction of 
Therapist's 
Values (RVS) 

Sensitivity to 
Therapist's Values 
TSS) 

Value Convergence 
(RVS) 

Initial (Pre) Values 
Similarity (RVS) 
(force entered) 

Sensitivity to 
Therapist Values (TSS) 

Cognitive Distortions 
(CEQ) 
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R B t r E -

.65 .006 

-.26 -1.42 -.43 .17 

-.52 -3.01 -.61 .006 

.04 .23 -.10 .81 

.68 .007 

.47 2.51 .58 .02 

-.02 - .05 -.08 .95 

-.35 -1.91 -.50 .07 

Note. BDI = Beck Depression Inventory. RVS = Rokeach Value Survey 
(instrumental rankings). TSS = Treatment Sensitivity Survey. em = 

Cognitive Error Questionnaire 



54 

variable number one, initial value similarity based on the subject's 

pre-treatment X therapist RVS instrumental correlation, was force 

entered first in the stepwise multiple regression analysis. This was 

done to provide a pre-post change estimate equivalent to a residual 

gain score. By entering the pre-treatment instrumental correlation 

first into the analysis, the contaminating effects of initial extreme 

scores are partialed out (Beutler & Hamblin, 1986). This multiple 

regression analysis employed the predictor variables in the following 

order: initial values similarity, sensitivity to therapist's values', 

and cognitive distortions. Again, predictor variables were accepted as 

significant if the F to enter met or exceeded the • 05 level of 

confidence, and the F to remove value met the .10 level of 

significance. Table 3 also shows the results of this second multiple 

regression analysis. As observed in Table 2, the results of this 

analysis were also significant with multiple R of .68 (E <.008). One 

variable, initial value similarity, was significantly related to the 

dependent variable (~<.02). These results indicate that the degree of 

initial value similarity is related to the degree of value 

convergence. The dependent variable of value convergence was not found 

to be related to the predictor variables sensitivity to therapist 

values and changes in cognitive distortions (~<.95 and £ <.07, 

respectively) • 

Between Group Comparisons 

Two t tests were carr ied out on th.e cogni ti ve group therapy and 

the medication and support only condition. These comparions were made 
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in accordance with hypothesis number three which states, "compared to 

subjects in the medication only condition, subjects in the CT condition 

will make significantly better predictions of therapist's values and 

evidence a significantly higher rate of convergence of subject and 

therapist values." The first comparison involved subject's predictions 

of therapist values as the dependent variables. This variable 

consisted of subject's predictions of therapist instrumental values on 

the RVS rank correlated with actual therapist rankings. The means and 

standard deviations of the dependent variable for the two conditions' 

and sample sizes are shown in Table 4. The sample size varied due to 

missing predictions for three subjects. 

The resulting t ratio (~ [26] = 2.58; E <.05) was statistically 

significant. These findings indicate subjects in the cognitive therapy 

condition were significantly better able to predict their tilerapist's 

values than were subjects in the medication and support only condition. 

The second comparison employed the residualized gain scores 

derived from pre- and post-treatment RVS correlat.ions as the dependent 

variable. Table 4 also reveals the results of the second t test. 

Again, the results were statistically significant (~ [29] = 2.26; E 

<.05). The results of this comparison indicate that subjects in the 

cognitive group therapy condition experienced a higher rate of value 

convergence than did subjects in the medication and support only 

condition. 

The foregoing results indicat.e that a measure of depressive 

symptoms was related to a measure of sensitivity to therapist values 
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Table 4 

Means and Standard Deviations (in parenthesis) Sample 

Size,and t scores of Measures of Prediction of Therapist's Values and 

of Value Convergence 

Dependent 
Variables 
Only 

Prediction of 
Therapist Values 

Value Convergence 

t = 2.58 

t = 2.26 

Cognitive Group 
Therapy 

.34 (.26) 
n = 11 

.23 (.13) 
n = 13 

Medication and 
Support 

.11 (.23) 
n = 15 

.11 (.16) 
n = 16 
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but not related to measures of value convergence or to prediction of 

therapist values. Also value convergence was found to be associated 

with initial value similarity but not to a measure of sensitivity to 

therapist values and changes in cognitive distortions. Finally, 

planned comparisons between the cognitive group therapy and medication 

and support only conditions yielded modest but statistically 

significant results. Subjects in the cognitive group therapy condition 

made better predictions of their therapists' values and evidenced a 

higher rate of value convergence. 



CHAPTER 5 

DISCUSSION 

The strongest finding of this study was the significant 

relationship of "sensitivity to therapist values" to treatment outcome 

in depr~ssed older adults' (12.. <.006). The construct of sensitivity to 

therapist values was defined by the Treatment Senstivity Survey (TSS) 

which was developed for this study. However, this finding also appears 

to be a paradoxical one as the results from the main measure of values, 

the Rokeach Value Survey (RVS) were not related to the TSS. The TSS 

and the RVS value convergence variable based on residualized gain 

scores derived from pre- and post-treatment results correlated poorly 

(~ = -.08; 12.. <.95). This finding suggests, of course, that the two 

instruments were measuring different things. The question of the 

clinical validity concerning value measures is raised again. 

The fact that the TSS was so highly correlated with the BDI 

raises the quest ion whether the TSS is measuring depression rather than 

value sensitivity. Of course, it could be asked whether the BDI 

somehow assesses value sensitivity, but item content makes such a 

question unlikely. The intent of the test was to gauge responsiveness 

sensitivity, and/or resistance to therapist values. To assess 

responsiveness, items were constructed to reflect behavioral, affective 

and cognitive changes resulting from accepting the therapist's point of 
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view. From the vantage of ~1evalues convergence phenomenon, however, 

to accept the therapist's point of view is to improve from symptoms. 

However, the TSS's low correlation with the RVS necessitates some 

rethinking of the measure's meaning. The plain sense of t.he items, 

without reading in value implications, nBy have more to do with the 

therapeutic alliance between therapist and patient. Further, t.he items 

reflecting change appear to suggest a short term or immediate index of 

session outcome. While values would necessarily playa role in 

establishing a therapeutic alliance, the TSS may be assessing more of 

the irrmediate experience of patients and their global response to a 

broad base of variables. Further research verifying the content 

validity of the TSS is suggested by these findings. In addition, while 

it has been determined that the TSS measure has criterion validity in 

that it predicts depressive symptoms, its use in other research 

settings would determine its ability t.o predict outcome in other 

contexts. 

The central hypothesis relating to value convergence and 

subject prediction of therapist's values was unsupported by the results 

of this study, as these variables held no independent predictive value 

for depressive symptoms. These non-significant findings are difficult 

to a~count for as previous research employing the RVS has yielded 

significant relationships with treatn~nt outcome (Arizmendi et al., 

1985) • 

Additional findings in ~1is study make a contribution toward 

the understanding of the non-significance of the value convergence and 
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of the prediction of therapist values variables. The comparison of 

group means established differential, significant results for value 

convergence among CT subjects (t[27] = 2.26; ~ <.05). Differential, 

significant results were also observed for CT subjects predicting 

therapist's values (t[24] = 2.58; ~ <.05). These results support the 

expectations delineated in hypothesis three. As expected, the CT group 

evidenced higher value convergence and predictions of their therapist 

responses to the RVS than did subjects in the medication condition. 

The CT group mean correlations, however, are relatively low for both 

value convergence (r = .23) and for prediction of therapist's values (~ 

= .34) accounting for respectively .12% and .05% of the variance of 

subject behavior. Although these findings nay be statistically 

significant, they are clinically weak. These comparisons underscore 

the non-significant results of the value convergence and prediction of 

therapist's values variables in the multiple regression analysis. 

The weak findings of the RVS may be due to a number of t.hings. 

One reason may have to do with the weakness in measure itself. The RVS 

was initially developed for non-clinical purposes. Its reliability was 

tested on a presumably high functioning, healthy, young adult 

population. Most of the values which the Rokeach purports to measure 

may not include the specific values which relate to cognitive therapy 

and outcome. The fact that the RVS has not been validated in any 

context also r~ises quest.ions, despite it.s frequent USE'. The Arizmendi 

et. al. study (1985), which employed the RVS, used a heterogeneous 

sample and employed therapists with a variety of theoretical 
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orientations. The focus of the project was on initial value similarit.y 

and its relationship to treatment outcome. Unlike the present study, 

initial responS2S to individual values (from among instrumental and 

terminal value sets) were employed as predictor variables. The 

dependent variables included scales from the SCL-90, a global 

assessment measure, and therapist's ratings. Thirteen of the specific 

values were found to have significance predictive of improvement. The 

Arizmendi et al. study (1985), both in its focus and in the subjects 

and therapists it utilized, stands in contrast to the present study .. 

The predictor variables were derived from correlations of pat.ient and 

therapist full instrumental scale rankings. This global assessment. 

method apparently included a number of values which were not related to 

improvement and which decreased the overall specificity of the value 

convergence scores. In a study related to the Arizmendi et al project 

(1985), Beutler, Arizmendi, Crago, Shanfield, and Hagaman (1983) also 

found that global measures of value convergence based on the RVS did 

not predict symptom improvement.. These previous findings utilizing the 

RVS suggest that, while certain individual values are good predictors 

of symptom change, such specificit.y may be lost when full scales of the 

measure are employed. 

In general i Lhe design of the study with its attention to 

selecting a sample which is homogeneous with respect to age and 

symptoms tends to decrease potential variabili t.y and, hence, reduce the 

significance of potential findings. In particular, a possible factor 

may lie in the use of major depression as the focus of treat.ment and 
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value change. The affective disorders have been increasingly subject 

to specific research attention as being more responsive to intervention 

than other disorders such as the personality disorders. Previous 

empirical studies of value change have typically engaged heterogeneous 

samples of neurotic or characterologically disturbed subjects. The 

affective disorders may, in fact, not relate to valuing processes in 

the same way these other foci of treatment might. This consideration 

may be supported by research findings. As discussed above, a number of 

studies have found cogni ti ve changes, which were expected to be 

differentially related to responsiveness to cognitive therapy, have 

also occurred in pharmacotherapy treatments for depression despite the 

absence of direct focus on cognitive activity (e.g., Simons, Garfield & 

Murphy, 1984). It may well be that the cognitive changes referred to 

reflect a reaffirmation of previously held values (a pre-depression 

value system) and not a shift towards the character related value 

system of the therapist. 

Another possible consideration may account for the failure t.o 

show significant relationships between value convergence and 

syrrptomatic change. Until recently, most psychotherapy studies 

excluded older adults for a variety of methodological, pract.ical, and 

ethical reasons (t-1intz, Steuer, & Jarvik, 1981). Sargent (1982) 

speculates that practitioners fear that "older folks are rigid and 

opposed to all kinds of change" (p. 523). 

Hence, a prejudicial case could be made that the sample in this 

study might be more resistant to changes in values and, hence, to 
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improvement. Emergy (1982), in his essay on cognitive therapy with 

older adults, states that negative stereotyping of older adults is 

common among practitioners. This occurs when therapists tend to 

attribute an older person's negative view to being a function of age 

:Lather than as a symptom of depression. A number of more recent 

studies of psychotherapy using older adults (cf Beutler, et al., in 

press; Gallagher & Thompson, 1982) confirm that psychotherapies can be 

effective in the treatment of elderly depressives. 

Perhaps a more compelling explanat.ion for null RVS resul ts may 

have to do, paradoxically, with the rigor of the highly structured 

therapy regimen. The four group therapists who part.icipated in this 

st.udy were selected from a larger pool on the basis of their skill in 

the use of cognitive therapy. They were trained to carefully follow an 

externally structured, highly systematic procedure which was manualized 

(Yost, Beutler, Corbishley, & Allender, 1986) in part to reduce the 

variation of presentation. Furthermore, the therapists were carefully 

monitored through the use of videot.apes and supervised by senior-level 

psychologists in order to insure reliable application of the therapy 

model according to competency based criteria (Vallis et. al., 1986). It 

is conceivable that such intensive training and monitoring tended to 

suppress spontaneous personal expression, reducing the degree of the 

therapist's flexibility. While we would expect that some values would 

be expressed, the full range of values, especially those personal ones 

lying outside the model, would t.end to be suppressed. 

In such highly structured treatment as provided here, patients 
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may respond to a truncated sample of values specific to the therapy 

rather than to the whole range of values including non-specific 

t11erapist values. The pat.ients may well have had less to respond t.o 

and, hence, less opportunity to converge with the values of the 

therapist. The RVS contains many instrumental values which may not be 

specific to cognitive therapy (Rokeach, 1973). For example, the group 

therapists ranked highly such values as being honest, independent, 

loving and c.apable. While these values are not. inconsistent with the 

cognitive therapy model, they are not a focus for change. This 

consideration, if true, adds to the complexity of the value convergence 

phenomenon, and has implicat.ions for future comparat.ive research. 

Among the treatment conditions being compared could be a highly 

structured, manualized treatment and the more variable (but more 

typical) therapy format.s. The variable of prediction of therapist's 

values by their clients appeared to show relative promise in predicting 

outcome of tre.atment for depressive symptoms (~= -.42) as compared to 

the value convergence variable (~= -.10). Nevertheless, this moderate 

correlation did not achieve significance as a predictor variable, 

apparently contributing no independent significant information to the 

multiple regression analysis (e <.17). These null findings, though 

weak, may also be suggestive for future research. 

other central findings had t.o do with predicting value 

convergence. In this analysis, one variable achieved significance. 

The variable of initial value similarity, consisting of pre-treatment 

RVS correlations, was found to be predictive of value convergence (~= 
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.58: ~ < .02). This is consistent with previous studies (Beutler, 

1983) showing that some patient-therapist similarity helps to 

facilitate convergence. According to Beutler (1983), the relationship 

between patient-therapist similarity and value convergence appears to 

be a complex one. Studies also suggested that degree of initial 

disparity between the "patient's and therapist's assurnptive worlds" 

allov,·s for more therapist. influence. A more precise measure of 

dimensions of initial values similarity and dissimilarity would be 

useful in future research. Matching subject and therapist dyads on 'the 

degree of pre-treatment values similarity would be an important feature 

of such studies, especially in view of this significant result. 

Another result of interest. has to do with the non-significant. 

relationship between changes in cognit.ive dysfunction and value 

convergence (~= -.50; ~ < .07). Changes in the degree of cognitive 

errors appear to show some negative relat.ionship with value convergence 

t.owards the therapist. This is interest.ing for a number of reasons. 

The larger study, of which this project was a part, assessed the 

relationship between changes in dysfunctional thoughts and improvement 

in treatment (Beutler et. a1., in press). A 2X2X3 analysis of variance 

(~ = 28 on the Cognitive Error Questionnaire (CEQ) also did not. 

evidence significant effects or changes either across phase of 

treatment (~ [2,80] = .93; ns), or as a function of treatment 

assignment (F [3,79] = .52; ns). As discussed above, a differential 

improvement in cognitive and medication-based therapy has not been 

found. The present finding, however, though stat.ist.ically not 
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independently predictive, does suggest a possible link between 

separate, but apparently related, areas of research. This relationship 

is especially interesting due to the clear differences in test content 

and in the scaling methods employed in the two instruments (see 

Rokeach, 1973 and Lefebvre, 1981). 

In response to the question, "How would you change this 

study?" a nUlnber of reconsiderations come to mind. Most of these 

pertain to failure of ti1e RVS value scores to achieve significance in 

predicting outcome. A modified RVS score based on the Arizmendi et 

ale findings (1985) could remove extraneous values ~TIich are 

insensitive toward changes in values relating to improvement. This 

step would likely strengthen the measures specificity in capt.uring 

changes in values associated with symptomatic improvement. 

A second possibility would be to add another measure of 

values. This would make the most sense if a measure with high 

reliability were chosen which has a low correlation with the RVS. 

Combining scales may increase the overall stabilit.y of the results. 

The corrmon variance between the two measure would probably yield 

meaningful estimates of value change. In order to do this, the data 

would have to be combined to yield the fewest, most reliable and most 

discriminating components of value change. Such statistical methods as 

item clustering, analyses and factorial procedures would provide ways 

of combining data meaningfully into a few composite scores. Yet 

another, and potentially the most interest.ing, route to arrive at 

meaningful values and value change estimates would be to assess values 
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related to the individual subject's dominant or core conflictual 

then12S. This method requires that individual subjects define their 

major problems on intake. The values which are defined by each 

individuals conflictual dilemma may be specified. Values obtained in 

this matter would be manifestly relevant to improvement and might 

provide an understanding of the relationship between initial 

similarity, subsequent value convergence and a variety of features of 

psychotherapy outcome. In view of the purposes of this study, the 

careful adherence of the therapists to the cognitive model may have 

reduced the expression of non-specific therapist values. As discussed 

above, this may have limited the opportunity for value convergence to 

occur on the part of the subjects. A future study might compare 

condit.ions where the strict compliance with a therapy model would be 

contrasted with more conventional treatment where therapist spontaneity 

is not controlled. The full expression of therapist values, both 

specific and non-specific to the therapy model, might have increased 

the variance in RVS findings in the present study. 

A final, suggested change in the assessment battery has to do 

with observations regarding the CEQ. As it was, the study design and 

the assessment battery required a lot from the subjects who 

participated. The fact that the subjects ~~re elderly and depressed 

appeared to heighten fatigue during lengthy procedures and testing. 

The format and length of the CEQ appeared to be particularly burdensome 

and may have contr ibuted to less are in responding. A number of 

measures of dysfunctional thinking have been developed and one of these 
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scales might provide a less taxing, yet adequate, measure of cognitive 

distortions. 

In conclusion, a number of questions remain unanswered. What 

is the relationship betvleen value convergence and cognitive change? Do 

values represent a deeper construct than cognitive beliefs? Does 

structuring and systematizing psychotherapy factor out potent 

non-specific therapist values conducive to improvement? Are there 

possible sex differences in persuadability and degree of value 

convergence? Future research might do well to investigate these 

questions. The further use of homogeneous groups and the relationship 

of value change to contrasting treatments continues to hold promise. 

Establishing the construct validity and the relat.ionship between 

various measures of values appears to be a fundamental task for 

researchers in this area. 

lastly, better theories are needed which provide conceptual 

frameworks for understanding the ways values influence our behavior, 

and how our behavior rray influence our values. 
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APPENDIX 

TREA'Jl.1ENT SENSITIVITY SURVEY 

Below io c list of otat~ento about your reaction to treatment. Mter reading each 
otatement place 8. check cark (J) in the box to ahow how ouch you agree or disagree with 
tbe item. Work olowly and think carefully 00 that you indicate how you really feel. 

1. My way of loolting at life bas not been n problem. 

Strongly Moderately Diongree No Asree Moderately Strongly 
DiGagree DiGegree Il little Opinion a little Agree Agree 

D D 0, D D D D , 
II II 4 G 0 7 

2. I understand what haD been presented in treateent today. 

Strongly !.fodertltely Disagree No Agree Moderately Strongly 
Disagree Disogree Il little Opinion 13 little Agree Agree 

D D 0 0 '0 0 0 , a a 4 eo G , 
3. I do not ace myself in tI new light. 

Strongly Moderately Disagree No Agree Moderately Strongly 
Disagree Disagree a little Opinion a little Agree Agree 

0 0 0 0 0 D D 1 II 3 4 r. 0 , 
~. These ideas Ilrc valuable to ce in directi1!g my life. 

Strongly Moderately DiGagree No Agree Moderately Strongly 
Dioagree Dioagree a little Opinion n little- Agree Agree 

0 0 0 0 0 0 0 , 3 II 4 G 0 ., 
51 I don't believe theae ideaD can help t::.e fcel better. 

Strongly Moderately Dioagree No Agree Moderately Strongly 
Dioosree Dioagree D little Opinion !l little Agree Agree 

D 0 0 0 0 0 0 , II II 4 I CI , 

.-
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Page 2 

6. I want to underotand my problema the oamo vay my therapiot(o) do~o. 

Strongly Moderately Disagree No Agree Moderately Strongly 
Dillsgree Disagree a little Opinion a little Agree Agree 

D D D D D D D 
1 a a 4 a Q , 

7. lam confused about how to put wat I have learned into practice. 

Strongly Moderately Dioagree No Agree Moderately Strongly 
Dioagree Dioagree a little Opinion III little Agree Agree 

D D D D 0 D D , D :a 4 G a , 
S. My behavior hOD changed over the paat ycek becauoe of what I have learned in 

treatrllent. 

Strongly }foderately Dioagree No Agree Moderately Strongly 
"Disagree Disagree a little " Opinion a little Agree Agree 

D D 0 D 0 0 0 , 
ZI II /I) ~ e ., 

9. I want to try out wat I have learned today. 

Strongly Moderately Disagree No Agree Moderately Strongly 
Disagree Disagree a little Opinion a little Agree Agree 

0 0 0 0 0 D 0 
1 a a 4 r. II , 

10. I think my own views of my problems and oymptoms are more correct than the views of m: 
therapist(a). 

Strongly Moderately Dioagree No Agree Moderately Strongly 
Disagree Disagree a little Opinion a little Agree Agree 

D D 0 D D D D , 
II :J 4 II II J 



71 

'!he following is a questionnaire designed to ascertain the face 
validity of a survey instrument (attached) recently used in a study of 
treatment outcome. Since the psychotherapeutic approach in the study 
was cognitive behavior therapy, you will note an enphasis on cognitive 
factors. 

Please read the survey items (1-10) one at a tine while considering the 
intended, underlying clinical inplications on the page entitled, 
"Intended Meanings of survey Items." '!ben indicate your disagreement 
or agreement on the aCCCXTpanying scale. You are encouraged to indicate 
further implications including C'OI1l=lE!ting neanings if any occur to you. 
Your help on this project is deeply appreciated. 



1. 'Ihis item indicates the degree of acknowledgerrent or recognition 
of pathology or disturbance and hence suggests the extent of 
receptivity or resistance to treatment. 

Strongly ngree . 
2. 'Ibis item is aimed at whether understanding or ccmprehension was 

obtained in session. It may relate to intelligence, sympt.orretic 
s lowed thinking, or resistance. 

3. 'Ibis item is intended to gauge the effectiveness of treatment and 
may suggest criticality, resistance, and receptivity. . 

4. '!his item is intended as an indicator of responsiveness and/or 
enthusiasm on one hand, or resistance and/or reactance on the 
other. It may also serve as an indirect measure of outcome. 

Strongly JUjree 

5. 'Ihis item is intended to index a dimension of 
hopelessness/hopefulness and disposition toward treatment. 

6. 'Ibis item is intended to relate to a tendency toward a positive 
transference or openness (versus closed resist.anC'e) to the 
therapist I s views and his/her interventions. 

Strong 1 y ngree 

7. This item is similar to Item 02 but is worded in the opposite 
direction. Again, it is aimed at c:arprehension and may relate to 
the concept of resistance. 

St:ro:ngly J',gree 
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B. 'Ibis item is directed at the patient's conscious awareness and 
willingness to acknowledge change based on the treatJrent (a short 
term measure of out:corre). 

Strongly Agree 

9. Another item indicating the patient's degree of responsiveness or 
enthusiasm to the therapist's point of view and interventions. 

Stnmgly Agree 

10. 'Ihls item is intended to be conceptually similar to Item 06 but 
worded in the opposite direction. Again, the therapeutic 
relationship/alliance is the focus with resistance being 
expressed. 

Strongly Agree 

In general, this instrwnent is intended to be a repeated measure of 
patient receptivity/resistance to treatment with indicators of 
short-term outcome or response to treatJrent. 

strongly Disagree Disagree Strongly Agree 

Cooments: 
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