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ABSTRACT 

This study was designed to assess the effects of 

Expressive Release Therapy upon the physical and psychosocial 

aspects of patients with rheumatoid arthritis. It was 

anticipated that the release of constricted emotion, 

particularly anger, might produce (1) reductions in the 

severity of and amount of time in pain, (2) improved 

musculoskeletal functioning, and (3) improved psychological 

functioning. 

Six women, aged 26-68, with RA in active II or III 

participated in this A-B with follow-up replicated design. 

Pain levels were reported on visual analogues; musculo-

skeletal examinations were conducted by a rheumatology 

technician; morning stiffness and daily functioning were 

assessed by self-report instruments. Erythrocyte 

sedimentation rates used the Westergren metnod of analysis. 

Psychosocial functioning was assessed by the depression and 

hostility scales of the SCL-90, the Eysenck Personality 

Inventory and the Katz Adjustment Scale. 

The design consisted of a four week baseline control, 

a ten week treatment, and a four week follow-up period. 

Results were analyzed by visual analysis, Friedman analysis 

of variance, Pearson product moment correlations and Wilcoxon 

signed rank W tests. A significance level of .05 was 
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selected and a criteria for "meaningful change" was 

established at ~.5 SEm• 

xii 

Visual analysis revealed that pain levels tended to 

be lower at post-session across all but the baseline phase. 

Treatment failed to produce a significant effect on pain and 

on musculoskeletal functioning, morning stiffness, daily 

functioning, and erythrocite sedimentation rates. 

Treatment failed to produce significant effects on 

psychosocial functioning. However, "possibly meaningful 

changes" were found in all three psychosocial measures. The 

study did find support for the contention that the constric

tion of hostile affect is positively related to the severity 

of pain. The findings of the study lend support to the 

effectiveness of Expressive Release Therapy as a means to 

enhance the coping strategies of RA patients. 



CHAPTER ONE 

INTRODUCTION 

There is constant evidence in over thirty years 

of medical literature that people with rheumatoid 

arthritis are among those who demonstrate rigidity and 

over-control of their emotions. Rheumatoid arthritis is 

a severe disease attacking over 6.5 million Americans. 

Whether as a cause or as a consequence of the disease, 

the rheumatoid arthritic patient demonstrates several 

characteristics, including repressed emotional 

expression, inability to express anger or hostility, 

rigidity, dependency and emotional instability, and 

exacerbation of the disease is likely to be preceded by 

an anger producing event (Johnson, 1947; Luborsky, 1973; 

Hoffman, 1974). 

Although it is difficult to posit a certain 

cause-effect relationship between the suppression of 

emotion and the onset of rheumatoid arthritis, there is a 

body of literature that demonstrates the presence of 

anger producing events and the presence of emotional 

rigidity and suppression of anger at the onset of the 

disease (Meyerowitz, Jacox and Hess, 1968; Sochet et 

al., 1969; O'Connell and O'Connell, 1974; Madow, 1972; 
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Pelletier, 1977). This literature suggests a strong 

association between suppression of anger and emotional 

rigidity and the development of rheumatoid arthritis. 

What has been left unexplored is the effect of 

psychotherapeutic intervention which gives specific focus 

to releasing the overly-controlled emotional rigidity. 

If RA patients are consistently characterized by 

emotional rigidity and difficulty in expressing anger, it 

was important to ascertain whether psychotherapy 

intervention could help free the emotional over-control 

and whether such release would have any positive effect 

on the condition of the rheumatoid disease. 

This study was undertaken because rheumatoid 

arthritis is a major disease, and, to provide a mechanism 

by which RA sufferers could get relief from their pain 

would benefit many. Also, it has been shown (Krawitz and 

Wolman, 1979) that those suffering from RA who take an 

active aggressive approach to life have a better 

prognosis regarding the disease course. It was thought 

that psychotherapy intervention could quite possibly help 

RA patients develop this more aggressive posture, thus 

producing positive benefits on the course of the disease. 

This study proposed to take the existing research 

the next logical step. It is well established that RA 

patients generally have emotional rigidity and do not 

express anger and hostility well. It was important to 
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see what change in their emotional and physical condition 

would result from psychotherapy which focuses 

specifically upon emotional discharge and expression. 

Specific Purpose of the Study 

This study is part of a larger pilot study funded 

by a grant from the Arizona Foundation aimed at 

researching the effects of Expressive Release Therapy 

upon rheumatoid arthritic patients. Other parts of the 

study will explore biochemical factors involved, and the 

therapist variables involved in using the therapy 

protocol adopted for use in this study. 

First, this study will test the effectiveness of 

a specific mode of psychotherapy: Expressive Release 

Therapy. This therapeutic mode is consistent with the 

expressive therapies found in the current literature. It 

was thought that Expressive Release Therapy would be well 

suited to working with patients with chronic disease 

since such patients are consistently viewed as anger 

suppressors. Therefore it was important to see if RA 

patients could be helped through Expressive Release 

Therapy to recognize, to experience and to appropriately 

express unfinished past and present anger, hostility 

and/or other overly-controlled emotion. 

If those treated by Expressive Release Therapy 

were to learn and to use mechanisms for healthy emotional 
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expression and if such emotional release improved the 

condition of the pain or RA status, then it would be 

possible to posit a more certain connection between the 

suppression of emotion and the etiology of the disease. 

If no such benefit resulted, then researchers could 

perhaps be more certain that other mechanisms are more 

involved in the etiology of RA. 

A pilot study with chronic pain patients at the 

Arizona Health Sciences Center gave favorable indication 

that such expressive psychotherapy intervention was 

useful. In that study, Expressive Release Therapy 

brought reductions in reported pain, although often 

temporary, a decline in hostile affect as measured by 

the Multiple Affect Adjective Check List (Zukerman, 

1960), and improvement in experiencing present feelings 

as measured by the Experiencing Scale (Klein et al., 

1970) • 

Second, by using psychological tests prior to, 

during and after the study it was possible to note 

changes on hostility, depression and other relevant 

scales. This study evaluated levels of anxiety, 

depression, hostility and other aspects of mood and noted 

how changes in emotional state related to changes in the 

status of the disease. 

Third, the study proposed to assess pain in the 

rheumatoid patients. This was done through self-reports 
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of pain and the use of standard analogues or "pain 

thermometers" (Ohnhaus and Adler, 1975). The study 

monitored changes in both the severity of pain and the 

percent of time spent in pain. 

"Pain" as it is used in this study means an 

unpleasant, subjective experience that occurs when 

tissues are actually or potentially damaged or stressed 

(Chapman, 1978; ISAP, 1979). 

Theoretical Rationale 

Connection Between Supressed 
Emotions and RA 

The first concern of this study was to examine 

the connection between suppressed emotion and the onset 

of rheumatoid arthritis. Several studies have examined 

the question of the existence of a personality profile 

specific to RA patients (Crown and Crown, 1973; King, 

1955; Moldofsky and Rothman, 1970; Ward, 1971; Robinson 

et al., 1971). These studies found that there were 

generally some characteristics "typical" to RA patients, 

but not exclusive to them. Sufferers of other chronic 

diseases exhibit many of the same characteristics, 

especially emotional rigidity and inability to express 

anger or hostility (Hoffman, 1974; Spergel et al., 1978; 

Moos and Soloman, 1964; Moldofsky and Rothman, 1970; 

Wolff, 1971). These studies, however, continue to 
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suggest a connection between emotional rigidity and the 

development of disease. 

Several researchers have focused specifically on 

factors preceding the onset of RA. Meyerowitz, Jacox and 

Hess (1968) found that monozygotic twins who developed RA 

had perceived their pre-onset life situation as an 

"entrapment," resulting in resentment, unexpressed at the 

time, at the entrapment situation. 

King and Cobb (1959) compared people with and 

without RA on the Index of Rheumatoid Arthritis. A 

sample of 1,323 persons was classified as having a 

positive or negative index. They found that low income, 

low education and termination of marriage were associated 

with higher prevalence of a positive index for men. For 

women, the most striking factors were low education, 

having four or more children, reporting no spare time in 

the 3rd decade of life, and worrying more than other 

people. One could reason that the life situations found 

in this study would typically produce reactions of 

resentment or anger. 

Reporting on psychoanalysis with a 27 year old 

female patient who had developed severe arthritic 

symptoms prior to therapy, Barchilon (1963) concluded 

that conscious hostility was associated with a somatic 

reaction that served to inhibit his subject from angry 

feeling toward her mother. 
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Johnson, Shapiro and Alexander (1947) studied 29 

female and 4 male RA patients. The background on these 

patients included a chronic inhibited hostile aggressive 

state as a reaction to early masochistic dependence on 

the mother which was carried over to father and all human 

relationships. Female patients had a need to be of 

service to others thus masking dependency needs by 

service and activity such as hard work, sports or 

gardening. 

In the Shochet et al. (1969) study of ten 

patients with documented rheumatoid arthritis, it was 

found that onset or exacerbation of symptoms was 

temporally related to a major ljfe crisis involving 

separation. These patients showed evidence of a rigid, 

passive, dependent personality organization. There were 

strong feelings of inadequacy and a poor self concept. 

Anger and fear of one's own angry impulses presented 

problems for the individual as did feelings of 

dependence, in wanting to be cared for by others. 

Rekola (1975) found RA a manifestation of the 

"crisis of living." He postulated that one organ suffers 

for the whole organism. The extensive constriction of 

the personalities of rheumatoid arthritis sufferers was 

noted as an inhibition of emotional expression and 

hopelessness. Rheumatoid arthritis is seen as a general 

disease of which the specific localization is the 
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connective tissue which keeps together the entire 

organism and gives it shape and mobility. 

In a comparison of RA patients with other 

patients having chronic, painful, non-inflammatory 

skeletal disease, Zaphiroupoulas (1974) found that 

rheumatoid arthritics had a significant frequency of mood 

disturbances and depressive reactions as measured by the 

Beck Depression Inventory. 

O'Connell and O'Connell (1974) reported that when 

physical care and security are present and pSyChological 

security is absent there is a significantly higher level 

of disease of all kinds. Psychosomatic disease is real, 

but has its origins in the psychological maladjustment to 

stress. They also noted that when feelings such as guilt 

and anger are blocked, there was also a block to sensory 

data that muscles, tendons, joints and other body parts 

were sending toward consciousness. 

In an extensive review of the literature on RA, 

King (1955) found several factors preceding the onset of 

the disease; worry about financial or family matters, 

grief, a loss or separation and unrelieved anger. The 

literature findings reviewed by King were not completely 

consistent since there was some disagreement among the 

studies and many of the cited studies lacked control 

groups. However, in researching the lives of people 

before the disease onset, studies reported a relative 
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frequency of repressed anger and resentment and relative 

presence of anger producing events. 

Madow (1972) and Birnbaum (1973) included 

arthritis in the diseases they associated with repressed 

anger. Pelletier (1977) noted that RA is an autoimmune 

disease and that researchers have wondered whether a 

particular form of self-destructive personality might not 

translate into an autoimmune, neurophysiological self-

destructiveness, i.e. rheumatoid arthritis. 

In summary, it can be argued from this literature 

that suppression of emotions, especially resentment, 

hostility and anger, is associated with the development 

and onset of rheumatoid arthritis. 

Usefulness of Expressive 
Release Therapy 

A second concern regarding theoretical rationale 

was to illustrate the assumptions underlying the choice 

of Expressive Release Therapy and to support its possible 

usefulness in treating RA patients. 

Several standard models of therapy rely upon 

expressive release in the treatment of suppressed 

emotions. In discussing therapeutic work with disabled 

patients, Coven (1977) stated that: 

Paraplegics, amputees, and other who have suf
fered losses in mobility may most need the feel
ing of movement. The abilities to move, act and 
accomplish are the functions most often inter
ferred with by disability. This often results in 
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the handicapped having great difficulty being 
aware of themselves as active agents who can con
trol their lives (p. 144). 

Coven's point was supported by Zinker (1971) who 

indicated that behavior modification took place more 

rapidly when the therapy included muscular and sensory 

activities rather than mere talking. Zinker notes that 

behavior modification takes place in the total organism 

rather than in the cerebral cortex. 

In discussing the need for the whole organism to 

deal with completing unfinished episodes in one's life, 

Coven (1977) made these comments: "Only through 

experiencing fully one's grief, anger, and ambivalence 

can a person assimilate it. Some people play weak and 

incompetent, manipulating others to do things for them" 

(p. 147). 

In the past quarter of a century, psycho-

10 

therapeutic techniques have moved from strictly verbal (talk-

ing about) interaction between patient and therapist to a 

more action oriented (doing) position. Action oriented 

therapies, such as Gestalt and behavior modification, suggest 

that trying out new behavior within the therapeutic hour may 

effect more change more effeciently (Farnsworth et al., 

1975) • 

London (1971) asserted that the effectiveness of 

any specific therapy depends upon the kinds of problems 



people have. London dichotomized therapy into "action" 

therapy and "insight" therapy, and indicated that action 

therapies may be more appropriate for narrower, more 

specific problems. Insight therapies may be more helpful 

with broad existential problems. 

Bohart (1977) studied the effectiveness of role 

playing as a means of reducing "an individual's anger, 

hostile attitudes and aggressive behavior." He compared 

role playing (acting out) with other psychotherapeutic 

methods such as discharge therapy (intense affective 

experience) and intellectual analyzing (cerebral cortex 

experience). Bohart noted that Freud believed that 

insights which come up "cold" were ineffective in causing 

personal change and that, on the other hand, Freud did 

not believe that sheer catharsis, or discharge of affect 

was helpful. What was important to Freud was an 

achievement of a series of insights accompanied by 

appropriate affective components. 

In speaking of role playing, Frank (1973) stated 

that activity which requires improvisation of behavior as 

well as words might be expected to have strong power to 

produce both immediate and persistent changes in 

attitude. He also noted that certain therapies attempt 

to move on the behavioral, emotional discharge and 

cognitive fronts simultaneously or in rapid succession. 

According to Frank the most essential learning in therapy 
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is probably experiential, created by the dissonance 

resulting from discrepancy between self-image and hidden 

feelings. Awareness of the dissonance creates a powerful 

incentive to change and is supported by the cognitive 

insights gained simultaneously. Finally, Frank noted 

that all forms of therapy, when successful, arouse the 

patient emotionally. The arousal is prerequisite to all 

attitudinal and behavioral change. 

Also, Greenberg (1984) in a study of Gestalt 

therapy techniques found that the principle of expressing 

promotes doing rather than talking about, and that the 

impact of actually doing is far greater then just talking 

about issues. 

As early as 1938 Karl Menninger pointed to the 

need to direct aggression away from the self to a proper 

target. He suggested that it is proper to direct the 

hostile energy to inanimate objects; better to pound 

punching bags or sock golf balls representing hated 

relatives than to attack the peace of mind of one's wife 

or one's own heart. 

Other proponents of current forms of therapy 

have given a continued focus to expressive release. 

Lowen (1971) has developed methods to discharge hostile 

emotions. He believed it was the rare person who can 

easily express negative emotions and hostile feelings. 

Sometimes the inhibited emotions express themselves as 
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stubbornness, spite or sarcasm. Lowen contended that the 

unexpressed hostile feelings translate into chronic 

muscular tensions. Subsequently these cannot be reduced 

or eliminated without going to some more "violent" forms 

of expression. He has developed specific methods to 

allow the discharge of emotion while not allowing 

aggression to be acted out on anyone present. He 

substituted safe objects such as pillows, and after such 

safe expression the road was open to tender contact. 

Bach and Goldberg (1974) pointed out that many 

people are unable to express aggression because they 

predict disasterous outcomes regarding significant 

others; abandonment, excessive punishment, doom, 

destruction of relationships, or death. They developed 

specific methods to assist in releasing locked up 

aggression. They contended that contemporary forms of 

psychotherapy such as Gestalt or Bioenergetics listen to 

and interpret the body's message. The theory is that 

bodily reactions are part of the total emotional response 

and can often be a more truthful insight into what a 

person is experiencing than mere verbalization or 

intellectualization. 

For Bach and Goldberg psychosomatic illness has 

the function of warding off the aggressive impulse. If 

the impulse is warded off, then the energy is discharged 

into bodily functions. Speaking specifically of 
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arthritics, they contended that many people with 

rheumatoid arthritis exercise a benevolent control over 

others. If the arthritic lost that controlled person an 

attack of arthritis may follow. 

Perls (1975), developer of Gestalt Therapy, 

states that man struggles with the conflict of 

opposite sets of emotions; acceptance-rejection, 

identification-alienation, positive-negative emotions. 

The conflict forms the "ego boundary" and for resolution 

to occur, both sides of the polarity must be acknowledged 

and accepted. For Perls, aggression was essential for 

survival and for growth. People stop themselves from 

expression of aggression by fear of hurting or being 

hurt. He believed that they always hurt indirectly 

instead and that the misery was from a failure to bring 

the conflict and aggression into the open. 

The Polsters, leading Gestalt therapists (1974), 

declared there is nothing essentially new or startling 

about the recognition of the importance of hostility in 

psychotherapy. They believed that what was new was to 

focus on the "contact boundary" as the point of 

restorative therapeutic action and the contact episode 

as the sequence of events within which restorative 

contact is established. Those who "deflect" their 

hostility need to sharpen their focus, identify their 

feelings and give them direction. Those who "retroflect" 
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their hostility must direct it away from themselves to 

the appropriate target. 

Rimon (1974) was able to show that when mood and 

alertness are elevated and depressive emotionality 

disappeared, the RA patients' sense of well-being 

improved, the disease process slowed, and joints became 

more normal. He concluded that anti-depressive 

medication along with therapy can bring significant 

improvement in depression of RA patients. He advises 

that those working with RA patients be alert to 

psychodynamic factors and psychological factors, even in 

early stages. 

Since the present problem was to address 

the emotional constriction and lack of ability to express 

anger found in RA patients, the Expressive Release 

Therapy (described in Appendix A) was appropriate for 

this study. It has the "action" component espoused by 

London for specific, narrow issues (identification, 

proper expression and resolution of blocked emotions). 

Expressive Release Therapy also complies with the 

usefulness of involving the whole organism, found to be 

beneficial by various authors (Zinker, 1971; Coven, 1977; 

Bohart, 1977; Frank, 1973; Menninger, 1938; Greenberg and 

Rice, 1984). 

This therapeutic model also fulfills Perl's 

(1975) suggestion that aggressive action is necessary for 
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survival and growth, and is appropriate to test the 

finding that an aggressive life stance slowed the 

progression of RA (Krawitz and Wolman, 1979). 

Benefits of Psychotherapy 
on Pain and Disease 

A third consideration regarding theoretical 

rationale is to examine the possibility that 

psychotherapy, especially of an expressive release 

nature, may have beneficial effects on physical and 

psychological well-being of RA patients. 

The literature suggests there is a relationship 

between emotional discharge the relief of both pain 

and related medical symptoms. For example, Simonton, 

Simonton and Creighton (1978) have suggested that the 

lack of importance typically given to the expression of 

emotional needs in our culture produces emotional 

constraint. This in turn prevents the development of the 

biological systems needed to establish immunity against 

disease. They suggested, from observations with cancer 

patients, that emotional expression might assist people 

in developing successful coping strategies. Also, 

Morris et al. (1981) found that patients with cancer 

suppressed their anger significantly more than those with 

benign disease. 
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Zeitlin (1977) speculated that a serious disease 

produces the mourning of one's loss of health. He saw 

mourning as the normal grieving process which involves 

feelings of rage and frustration. It occurs in waves of 

rage, frustration and wishes for revenge. Zeitlin noted 

that once RA patients experience their mourning they come 

to a unified personality. 

Similarly, Udelman and Udelman (1975, 1978) saw 

qualitative improvement in mood adaptation to 

hospitalization, communication with the family and 

improved rate of convalescence as a result of group 

psychotherapy intervention with RA patients. Their 1978 

study suggested that appropriate channeling of aggression 

may help lessen the progress of rheumatoid disease. 

RA patients with regular group therapy were found 

by Schwartz et al. (1978) to have fewer flare-ups than 

in the year previous to therapy. In a review of group 

therapy and RA, Krawitz and Wolman (1979) noted that 

those patients who took a more aggressive position toward 

life, functioned more effectively over the years and 

showed slower disease progression than more passive 

patients. 

Anecdotal reports indicated that expressive 

release has been associated with positive changes in 

physical diseases of clients (Daldrup, 1981; Udelman and 

Udelman, (1978). 
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In a pilot study at the Arizona Health Sciences 

Center, using chronic pain patients, it was demonstrated 

that Expressive Release Therapy could produce positive 

changes in self-reports of pain, although these changes 

were often temporary. The Expressive Release Therapy 

used in the pilot study was rated by independent raters 

using the Experiencing Scale (Klein et al., 1970). This 

scale noted significant changes in the subjects' present 

felt awareness and experience. 

In summary, the literature and the pilot studies 

at Arizona Health Sciences Center suggest the following: 

1. Both generalized emotional rigidity and the 

constriction of anger are patterns which are 

relatively consistently found among suffers of 

RA. 

2. While somewhat less established, some evidence 

suggests that expressive forms of psychotherapy 

produce relief of pain and increased physical 

mobility among RA sufferers. 

Rheumatoid Arthritis and 
Secondary Gain 

A fourth concern regarding the theoretical 

rationale is the question of secondary gain. It has 

often been observed that patients with similar diagnoses 

may respond to treatment in opposite ways; one may show 
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marked improvement, where another shows little or no 

progress at all, even deterioration. Moldofsky and 

Chester (1970) in studying RA patients, found that they 

divided into a "synchronous" group and a "paradoxical" 

group. Even though pain subsided, those in the 

"paradoxical" group were not free of illness, i.e., 

hopelessness increased as pain decreased. They demanded 

and received additional medical and surgical attention. 

They were calm and confident only when suffering severe 

pain during hospitalization. Intensive and hazardous 

treatments were tried. The authors noted that for this 

group a measure of self-worth seemed to be attained by 

being perceived as sick and helpless. Whenever there was 

relief from discomfort, they became frightened and 

despaired of being able to function satisfactorily. 

King (1955 p. 296), in his review of the 

literature, referred to a 1934 study by Nissen who said: 

"Dysfunction of the bone and joint furnished an 

unrecognized alibi for withdrawal from active life, or a 

means, through capitalizing disability, of gaining 

attention which has been previously unobtainable." 

Johnson et ale (1947) found that RA women 

dominated the household; their husbands were passive and 

compliant and accepted the part of serving their 

incapacitated wives. They cited a case where the husband 

had to carry his arthritic wife. When he died the woman 
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got out of bed and assumed charge of everything. They 

concluded that the diseased condition relieved the 

patient from guilt and gave the patient the right to 

expect attention that was previously withheld or 

unacceptable. They cited the example of a patient with a 

demanding father at the onset of her RA. Once she 

developed the disease she said he would have to care for 

her. 

Simonton, Simonton and Creighton (1978) pointed 

to the lack of importance given to the expression of 

emotional needs in our culture. They were emphatic about 

the reality of the pain and anguish of the disease, but 

noted that for some patients it can be a "permission 

giver." Illness may suspend the block that keeps people 

from caring for their emotional needs. It allows a 

person to take care of himself without guilt or the need 

to explain or justify. 

These authors cautioned that this behavior can be 

a trap; if a patient's needs are cared for only when the 

patient is ill, then there may be a stake in staying ill. 

To avoid this, the key is to help patients to be open 

emotionally. In their work with cancer patients, they 

noted that some patients get depressed when told they are 

in remission. This is not unlike what Moldofsky and 

Chester observed in their "paradoxical" group of RA 

patients. 

20 



To help patients avoid this "secondary gain" 

trap, the Simontons point to two tasks, which were 

important to observe in the present study. 

1. Identify legitimate needs being met through the 

illness. 

2. Help them find ways to meet these needs without 

the illness. 

Sternbach (1968) has said that pain is both a 

response to stimuli and a means of relating to 

significant others. He noted that pain response styles 

often express a patient's needs; sometimes it brings 

attention from others, sometimes it established needed 

independence. It can sometimes be a positive reinforcer. 

In this way the "secondary gain" of being a patient in 

pain contributes to the use of pain expression in the 

manipulation of interpersonal relationships. Sternbach 

noted carefully that he is not implying that this is 

deliberate or that the patient is aware of such 

maneuvers. The hurt is real and sometimes a patient 

unknowingly used pain to serve his or her needs. 
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In writing elsewhere, Sternbach (1974) observed that 

there are games played by a small percentage of patients with 

organic pain. He cautions those working with pain patients 

to be alert to those who, without realization, have a stake 

in pain, such as relieving guilt due to unacceptable anger. 



Case Studies Regarding 
Psychotherapy and RA 

As mentioned above, several anecdotal case studies, 
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limited in their ability to generalize findings, have proved 

useful in developing the hypothesis that Expressive Release 

Therapy may have positive results for RA patients. These 

case studies are included here because they illustrate well 

the favorable interaction between expressive psychotherapy 

and change in disease status. 

Case #1 (Daldrup, 1981). A thirty-nine year old 

female had been diagnosed by her physician as having 

contracted diabetes. She lived a life of drastic control 

in fear of upsetting her diabetic condition further. Her 

husband, out of kind intention, protected her by not 

allowing her to "over work" in thejr business partner-

ship. Having been trained as a young girl to be sweet, 

nice and cooperatjve she stifled the aggravation and 

frustration of her husband's solicjtude. In therapy, 

she was able to identify and express this rage, thereby 

completing it to the point where she could confront her 

husband in a productive manner without storing her 

anger. After finishing therapy she had a medical 

examination by another doctor at which time he could 

find no symptoms or traces of diabetes. No changes 

had occurred for the patient except for the 

therapeutic intervention. 



Case #2 (Daldrup, 1981). A thirty-five year old 

female school teacher was referred by her physician who 

could find no physical cause for her colitis and bleeding 

ulcers. In two sessions she was able to express, through 

Expressive Release Therapy, her guilt and anger over an 

affair she had while her husband was in Vietnam. He was 

killed there and she was unable to complete her feelings 

about his death and her affair. The bleeding stopped 

within days and the colitis ceased by the end of the 

third day. 

Case #3 (Udelman and Udelman, 1978). A married 

couple in their early fifties entered an outpatient 

rheumatology group. The husband had had rheumatoid 

arthritis for about 20 years. He had become stoic in his 

acceptance of the disease, internalizing rage as well as 

affection. His wife, on the other hand, was verbal and 

she initially intellectualized in the group. She finally 

exploded in anger, stating that patients with rheumatoid 

disease get all the attention and nurturing, while 

spouses were expected to behave in a saintly fashion, 

catering to the illness and denying their own feelings. 

This couple began to interact more effectively on various 

levels both in and out of group therapy sessions. 

Sharing their feelings tended to lessen the anxiety and 

stress level between them. The illness became less 

paramount and more tolerable. They often greeted new 
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members, after a session or two, with the question, "Have 

you had your first argument yet?" The group thus 

facilitated both expression and resolution of arguments 

between them. The husband's physical symptoms decreased 

as communication improved. The couple noted the value of 

candidly sharing feelings, leading to greater ease of 

adaptation to stress. 

Case #4 (Udelman and Udelman, 1978). A married 

couple in their mid-forties entered the out-patient 

rheumatology group. The husband had had rheumatoid 

arthritis for 15 years. He was less severely crippled 

then the patient in the previous case. When he first 

contracted the disease, his wife was allegedly told that 

she should avoid upsetting her husband at all costs. She 

subsequently suffered in silence for years, internalizing 

her resentment. Divorce was a very real possibility at 

the time they entered the group. During the sessions, it 

became apparent that the husband used his illness to 

promote guilt in an effort to control his wife's 

behavior. Bilateral recognition of a need to deal more 

openly with feelings led to confrontations previously 

avoided by the couple. Extremes of expression or 

unbridled rage were dealt with as potentially destructive 

both to the course of the illness and to the couple's 

relationship. Finding a moderate position--that is, 

channelling aggression--tended to lessen the misjudgment 
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by both spouses relative to pain and suffering, physical 

and emotional. The husband's illness stabilized as the 

relationship with his wife was handled more 

appropriately. 

Case #5 (Udelman and Udelman, 1978). A married 

woman in her mid-thirties had had advanced rheumatoid 

disease for 15 years. She attended inpatient 

rheumatology group sessions. Initially, she showed 

stoicism blended in "benevolent tyranny" directed mainly 

at her family, and evidenced as well in her bid to control 

the group. Intellectualization further complicated her 

interpersonal relationships, keeping others at a 

distance. She began to share feelings with the group, 

and to recognize to some degree her inordinate need to 

control. Her stress level diminished while her physical 

status gradually improved. It was felt that these 

factors were related, though stress reduction was by no 

means the sole cause of improvement. During this 

hospital stay, she also learned to deal more appro

priately with her rage. 

As the above cases indicate, there seems to be a 

significant impact in the body when emotions are 

contained within the person. Clinical experience has 

indicated that one of the primary emotions being stifled 

is that of anger. Many of the injunctions received from 

childhood focus on the expression of anger/hostility. 
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There has been very little training in the productive 

dealing with this emotion. Con~equently, hostile 

feelings are often denied or ignored. As a result, the 

body is left in a frustrated state of incompleteness. As 

indicated in the case studies, the state of 

incompleteness may be corrected through Expressive 

Release Therapy which provides a means for completion by 

the organism of intellectual, emotional and physical 

needs. 

Research Validation 

The following summary of the review of literature 

is divided into four parts. Part one lists, in table 

format (Table 1), the studies associated with the 

hypothesis that emotional rigidity and the constriction 

of anger are relatively consistently found among RA 

patients. The tables in this section indicate whether 

the studies cited relate positively or negatively to the 

stated hypothesis. 

Part two (in Table 2), is in support of the 

hypothesis that psychotherapy, particularly of an 

expressive release nature, may have beneficial effects on 

the disease course of RA patients. 

Part three relates to the hypothesis that 

Expressive Release Therapy is an appropriate 

psychotherapeutic intervention (Table 3). 
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Finally, part four (Table 4) examines the factors 

preceding the onset of RA and relates to the hypothesis 

that repressed emotion may be associated directly with 

the onset of the disease. 

Analysis of the Literature Review 

Essentially, the literature supports the 

contention that emotional rigidity and the restriction of 

the expression of anger are relatively consistently found 

in RA patients. There is some literature which suggests 

that the emotional rigidity and repression of anger is 

directly associated with the onset of the disease. 

Finally, there is some smaller body of evidence that 

psychotherapeutic intervention, especially of an 

expressive release nature, may have an influence upon tne 

physical and emotional status of the RA sufferer. 

There are some cautions to be made regarding the 

literature. Some of the above authors (Cobb, 1959; 

Barchilon, 1963; Johnson et al., 1947; Silverman, 1970) 

for example, have reported data based only on case 

studies. Mischel (1968) remarked that many studies were 

limited and one should be cautious in generalizing to 

others with RA. 

Hoffman (1974) also noted that it is difficult to 

posit a cause-effect relationship between psychological 
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Table 1. Constriction of Emotion (Anger) in RA Patients. -
Hypothesis: Emotional rigidity and the 
constriction of anger are relatively consistently 
found among RA patients. 

Reference Findings 
Relationship 
to Hypothesis 

Ellman and Marked anxiety both before and + 
Mitchell, 1936*** after onset of RA. 

Thomas, 1936*** 

Booth, 1937* 

Johnson, 1947 

Cleveland and 
Fisher, 1954 

Ludwig, 1954 

Meuller and 
Lefkovits, 1956 

Cormier and 
Witthower, 1957 

C. Robinson, 1957 

All (31) patients reported 
serious emotional upset prior 
to symptom onset. 

Rohrschach. Evidence of 
inhibited or repressed emotional 
expression in subjects with RA. 

Chronic inhibited hostile 
aggressive state. Strong 
dependency needs. 

Rorschach, TAT and D-A-P. RA's 
showed overt calmness, contained 
hostility and unique body image 
which provides a defensive aid 
against expression of hostility. 

Inadequacy, week ego structure, 
primative aggressive trends 
and severe anxiety. 

Found support for hypothesis 
that RA patients tend to inhibit 
expression of hostility. 

Rorschach. Compared RA patients 
and syblings. Subjects with RA 
showed pronounced signs of 
introversion with repression of 
emotional expression. 

Patients described as immature, 
dependent, perfectionistic; 
either concealed or expressed 
hostility indirectly. 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 



Table 1 -- Continued 

Reference 

Cobb, 1959 

Barchilon, 1963 

Moos, 1964 

Moos and 
Solomon, 1964a 

Nalven and 
O'Brien, 1964 

Prick and 
VandeLoo, 1964 

Moos and 
Solomon, 1965 

Cobb and 
Kasl, 1966 

Findings 
Relationship 
to Hypothesis 

RA patients had restricted or 
unexpressed hostility. 

RA patients made a conscious 
choice to inhibit hostility. 

Patients with RA show greater 
variability of personality 
function than normals. No 
consistent pattern of RA traits. 

MMPI: RA's different from 
healthy family members in 
physical symptoms, depression, 
general neurotic symptoms, 
psychological rigidity. 
Similar to others with psycho
somatic conditions. 

MMPI. Female Ss with RA 
deviated from the norm more on 
items judged unrelated to 
hostility than on those related. 

Rorschach. Movement responses 
reported more frequently in 
RA patients. 

MMPI. RA patients described 
themselves as more nervous, 
depressed, sensitive to anger, 
masochistic and self-sacrificing 
than their sisters. 

Exacerbation of RA was apt to be 
preceeded by an anger producing 
event. Women showed connection 
between anger and RAi men did 
not (may be cultural). 

+ 

+ 

+ 

+ 

+ 
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Table 1 -- Continued 

Reference 

Geist, 1966* 
** 

Meyerowitz, 
Jacox and Hess, 
1968 

Kasl and 
Cobb, 1969 

Rimon, 1969 

Sochet, 1969 

Moldofsky and 
Chester, 1970 

Moldofsky and 
Rothman, 1970 

Findings 
Relationship 
to Hypothesis 

Found two universal elements in 
RA patients; unexpressed rage 
and lack of ego strength. 

Compared RA's with monozygotic 
twins. No significant 
differences found. 

+ 

Women with RA: More frequent and + 
greater impulse to overt 
aggression, and stronger control 
over expression of aggression. 

Divided RA's re: presence or + 
absence of psychological conflict 
associated with symptom appearance. 
Nonconflict group showed more 
controlled aggression, lack of 
capacity to express aggressive 
hostile feelings. 

RA patients found to be + 
specifically vulnerable to 
separation, real or threatened, 
which was related to onset or 
exacerbation or RA. Threat of 
loss or loss led to anger with 
which RA patients could not cope. 

Found a 'synchronous' state + 
group in which pain and mood 
correlation was positive and sig. 
and a 'paradoxical' state group 
in which there was significant 
inverse relationship between 
mood and pain. Pardoxical group 
may have secondary gain benefits. 

16PF. Showed manifest tendencies + 
to low ego strength, anxiety and 
dependency, but not unique to RA. 
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Table 1 -- Continued 

Reference Findings 
Relationship 
to Hypothesis 

Polley et al., 
1970 

MMPI. Found RA patients to be 
within normal range on classical 
neurotic triad. 

H. Robinson, 1971 Compared new and old RA patients. + 
Sig. correlation; could suggest 

Ward, 1971 

Wolff, 1971 

some personality type predating 
the disease having a role in its 
onset and course. 

Eysenck: Lower extroversion 
scores than normals. 

Review of lit: concludes that 
RA's demonstrate common person
ality characteristics, including 
rigidity and guilt feelings. 
Not specific to RA. 

H. Robinson, 1972 Eysenck: Pain patients showed 
significantly greater 
introversion than normals. 

H. Robinson 
et a 1., 1972 

Crown and 
Crown, 1973 

Hoffman, 1974 

Patients with chronic pain were 
compared to RA pts. All except 

"old" RA patients showed 
heightened anxiety and 
depression. 

Patients with early RA resembled 
the normal population. No 
differences acc. to functional 
disability. 

Review of lit: Found conflict 
deficits in expression of 
autonomy, affiliation, anger and 
aggression, and sexuality. Not 
specific to RA. 

+ 

+ 

+ 

+ 

+ 
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Table 1 Continued 

Reference 

Stitt, et al., 
1977 

Korshunov, 
et al., 1979 

Gardiner, 1980 

Krzymien, 1980 

Mindham, 1981 

Vollhardt, 1982 

Findings 
Relationship 
to Hypothesis 

Concluded that RA patients may 
be over-controlled in expression 
of hostility, or perhaps they 
express hostility in the form 
of somatic disease. 

Concluded that there are psycho
emotional connections to RA, 
sometimes related to family 
situations. Psycho-correction 
plays important role in rehab. 

RA's more neurotic in 
personality, more likely to give 
socially accepted responses, more 
prone to psychiatric disturbance. 
Seropositive pts less susceptible 
to psychiatric disturbance than 
seronegative pts. 

Patients showed that long 
standing stress preceeded 
appearance of RA. 
Seropositive pts. took more 
active role in counteracting 
the disease than seronegative 
pts. 

Found no regular association 
between particular features of 
RA and psychiatric complications. 

Found decreased expression of 
aggressive feelings in sero
positive rheumatoid pts. as 
compared to seronegative pts. 

+ 

+ 

+ 

+ 
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TaDle 1 -- Continued 

He f c rt.: net.' 
Re la tionsi1ip 
to i1il)othesi~ 

Rogers, 1982 Suggests that RA patients may 
be reluctant to express anger 
because they are dependent on 
others for help and do not 
want to compromise that 
assistance. 

+ 

* 

** 

*** 

Cronbach (1970) reviewed results of research using 
projective techniques and cautions that results 
tenuous, partially due to the theory of a 
particular interpreter. 

Moos and Solomon (1964~ and Nalven and O'Brien (1964) 
both cautioned about using the MMPI. The RA 
patient may respond differently because of the 

physical aspects of the disease (e.g., morning 
stiffness) unrelated to psychological functioning. 

Suinn and Oskamp (1969) noted that "interview 
surveys," which they reviewed, lacked validity. 
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Table 2. Use of Expressive Release Therapy with RA. -
Hypothesis: Expressive Release Therapy may 
exert a beneficial effect on RA patients. 

Reference 

Rimon, 1974 

Udelman and 
Udelman, 1975 

Zeitlin, 1977 

Schwartz et al., 
1978 

Udelman and 
Udelman, 1978 

Krawitz and 
Wolman, 1979 

Relationship 
Findings to Hypothesis 

Concluded that anti- + 
depressive medication 
along with psychotherapy 
could bring significant 
change in RA patients. 

Preliminary results of group 
therapy with RA patients showed 
qualitative improvement in mood 
adaptation to hospitalization, 
communication with family and 
rate of convalescence. 

Sees completion of "mourning" 
as key to unified personality. 
Mourning is normal grieving 
process which involves feelings 
of rage and frustration. It 
occurs in waves of rage, 
frustration and wishes for 
revenge. Once RA patients 
experience their mourning they 
come to a unified personality. 

Patients with regular therapy 
group attendance had fewer 
flare-ups than in year previous. 

Suggest that appropriate 
channeling of aggression may 
help lessen the progression of 
rheumatoid disease. 

Review of group therapy with 
RA noted that one study 
indicated that hard driving 
pts. functioned more effectively 
over they years and showed a 
slower disease progression 
than more passive pts. 

+ 

+ 

+ 

+ 

+ 
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Table 2 -- Continued 

Reference 

Udelman and 
Udelman, 1981 

Kaplin and 
Kozin, 1981 

Rogers, 1982 

Achterberg
Lawlis, 1982 

Findings 
Relationship 
to Hypothesis 

ventilation of feelings is 
generally healthy for RA 
patients. They see the 
possibility of various forms 
of psychotherapy having benefit 
for RA. 

Evidence suggests positive 
benefits to be derived from 
formal education sessions and 
from group counseling with 
rheumatoid patients. 

Suggests that physicians aid 
patients by helping them to 
express their anger without 
fear that their care will be 
compromised. Initial reaction 
in RA patients is often guilt 
and self-blame. 

Concluded that therapies that 
initially address tne physical 
conditions, as opposed to the 
mental health needs, are likely 
to be most acceptable to the 
patient and most successful in 
outcome. 

+ 

+ 

+ 

+ 
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Table 3. Expressive Release Therapy -- Hypothesis: 
Expressive Release Therapy is an appropriate 
psychotherapeutic intervention. 

Reference Finding 
Relationship 
to Hypothesis 

Menninger, 1938 

Lowen, 1971 

Zinker, 1971 

Frank, 1973 

Bach and 
Goldberg, 1974 

Polster and 
Polster, 1974 

Farnsworth 
et al., 1975 

Perls, 1975 

Found it beneficial to have pts. 
direct aggression away from self 
to a proper target. 

Contended that unexpressed 
hostile feelings translate into 
chronic muscular tension and 
subsequently these cannot be 
released without strong discharge 
of emotion. 

Behavior change occurs more 
rapidly when muscular and sensory 
activities are added to talking. 

Improvisation along with words 
can be expected to pruduce 
immediate and persistent changes 
in attitude. The most essential 
change in therapy is probably 
experiential. 

Bodily reactions are a part of 
the total emotional response and 
it is important to account for 
this in therapy, along with 
intellectualization and verbali
zation. 

Those who "deflect" their anger 
must be taught to sharpen their 
focus. Those who "retroflect" 
their anger must direct it to 
appropriate targets. 

Suggested that trying new 
behaviors within the therapeutic 
hour may be more effective. 

Both sides of emotional 
polarities must be acknowledged, 
accepted and expressed. 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 
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Table 3 -- Continued 

Reference 

Bohart, 1977 

Coven, 1977 

Finding 
Relationship 
to Hypothesis 

Found "role-playing" to be more 
effective than simple discharge, 
intellectual analysis or no 
therapy. 

One must experience the grief, 
anger or ambivalence in order to 
assimilate it. 

+ 

+ 
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Table 4. Anger and onset of RA. -- Hypothesis: Repressed 
emotion, especially anger, is often associated with 
the onset of RA. 

Reference 

Johnson 
etal.,1947 

King, 1955 

King and 
Cobb, 1955 

Barchilon, 1963 

Meyerowitz 
et al., 1968 

Sochet 
et al., 1969 

Madow, 1972 

Birnbaum, 1973 

O'Connell and 
O'Connell, 1974 

Findings 
Relationship 
to Hypothesis 

Chronic, inhibited, hostile 
aggressive state. RA patients 
need to be in the service of 
others. 

Onset of RA proceeded by worry 
about financial and family 
matters, grief, loss or 
separation and unrelieved anger. 

Males: low income, education, 
and failure of marriage. 
Fp.males: low education, four or 
more children, no spare time. 

Inhibited ability to express 
anger toward mother. 

A feeling of "entrapment" 
resulting in unexpressed 
resentment preceeded onset 
of RA. 

Major life crisis involving 
separation. Anger and fear 
of one's own angry impulses 
and feelings of dependence 
preceed RA. 

Included arthritis among 
diseases he associated with 
repression of anger. 

Included arthritis among 
diseases he associated with 
repression of anger. 

Believe that when feelings 
are blocked there is also a 
block to sensory data that 
muscles, tendons and joints 
send toward consciousness. 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 
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Table 4 -- Continued 

Reference 

Rekola, 1975 

Findings 
Relationship 
to Hypothesis 

RA appeared to be associated 
with a manifested "crisis 
of living." Noted an inhibition 
of emotional expression. 

+ 
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antecedents and RA based upon the evidence, especially of 

early studies which were often descriptive in nature. 

Authors suggest caution in positing a specific RA 

personality. Spergel et al. (1978) found there was no 

support for a specific or distinct personality pattern 

for RA patients. Rather, there is support for the 

possibility of a "chronic disease personality". 

Pitfalls of Previous Research 

The review of literature provided many helpful 

suggestions to avoid pitfalls and weaknesses of prior 

research. The present study utilized the recommendations 

made by authorities in the field so that results may be 

more valid and capable of being generalized to the RA 

population. 

King (1955) after reviewing 50 articles of RA 

research stated that further research needs control 

groups, physical exams and better diagnosis, objective 

measures and longitudinal studies. 

Cobb suggested in 1959 that "increase in the 

burden of hostility precedes the development of arthritis 

and that reduction in this burden through acting it out 

or at least verbalizing it, may precede a remission." He 

went on to recommend three types of needed studies: 

temporal relationships, therapeutic trials to increase 

the outflow and reduce the input of hostility, and 

40 



measurement of the physiological concomitants of 

"contained hostility." 

In reviewing investigations of psychological 

factors relevant to individuals with RA, Hoffman (1974) 

made suggestions for future research. Projects should; 

(1) make increasing use of systematic experimental designs, 

(2) reduce global clinical impressions to more specific 

questions, (3) evaluate psychological variables in the 

context of biological parameters, (4) use homogeneous 

subsamples, and (5) identify psychological variables most 

relevant to actual life experiences of individuals with RA. 

Measures to Improve Research 

In line with the recommendations made by the authors 

cited above, this study: 

1. Attended to the problems of diagnosis by having 

each subject diagnosed by a rheumatologist 

according to the Criteria for Diagnosis and 

Classification of Rheumatoid Disease (Rodman, 

1973) • 

2. Provided for controls by having a single-subject 

design which established each person as her own 

control. 

3. Provided for use of homogeneous samples by 

restricting the sample to females. 
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4. Dealt with only one specific psychological 

variable: emotional rigidity and over-control. 

5. Used objective measure to determine 

psychological status and the status of the 

rheumatoid disease. 

6. Provided for treatment designed to "increase the 

outflow and reduce the input of hostility" (per 

Cobb, 1950), following the protocol in 

Appendix A. 

The sample was restricted to females because of 

the small sample size and because the predominance of 

rheumatoid arthritis is in women. No attempt was made to 

control for marital status, economic status, educational 

level or employment because there was little evidence in 

the literature to suggest that such variables effect 

either rheumatoid arthritis or emotional rigidity. 

Benefits of the Present Study 

The current study provided needed steps in the 

psychosocial research of RA. 

1. First, it placed the research concerning 

psychosocial factors and RA on a more solid 

footing by providing objective measure, adequate 

and careful diagnosis of RA and by providing for 

controls. 
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2. Second, there is little in literature on the 

effects of psychotherapeutic intervention aimed 

directly at releasing the rigidly contained 

hostility in RA patients. This study supplied 

that research information. 

Research Questions and Hypotheses 

Given the above information it was possible to 

state the following research questions and hypotheses. 

Question #1: 

Is the outcome of Expressive Release Therapy 

related to a healing effect on pain in sufferers of 

rheumatoid arthritis? Is there a relationship between 

release of emotional rigidity and changes in pain? 

In order to answer the above research question 

the following hypotheses were tested: 

1. As a result of Expressive Release Therapy, it is 

expected that there will be significant changes 

in the severity of pain as measured by a self

report pain analogue. (Ohnhaus and Adler, 1975). 

2. As a result of Expressive Release Therapy, it is 

expected that there will be significant changes 

in the percent of time in pain as measured by 

a self-report pain analogue. (Ohnhaus and Adler, 

1975) . 
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Uuestion #2: 

Is the outcome of Expressive Release Therapy 

related to positive changes in the disease status of RA 

patients? 

In order to answer this research question, the 

following hypotheses were tested. 

3. As a result of Expressive Release Therapy, it is 

anticipated that there will be significant 

differences in musculoskeletal examinations given 

four times during the study by a rheumatology 

technician. 

4. As a result of Expressive Release Therapy, it 

anticipated that there will be significant 

differences in morning stiffness as measured by 

an estimate of morning stiffness taken weekly 

during the study. 

5. As a result of Expressive Release Therapy, it is 

anticipated that there will be significant 

differences in daily functioning as measured by 

the Health Assessment Questionnaire given on a 

weekly basis during the treatment period. 

6. As a result of Expressive Release Therapy, it is 

anticipated that there will be significant 

differences in sedimentation rates me~sured by 

Erythrocyte Sedimentation Rate (Westergren 
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method) given on a weekly basis during all phases 

of the study. 

Question #3: 

Is the outcome of Expressive Release Therapy 

related to the social and psychological functioning of 

rheumatoid arthritic patients? 

In order to answer this research question the 

following hypotheses were tested: 

7. As a result of Expressive Release Therapy, it 

is expected that there will be significant 

differences in psychosocial functioning 

(particularly depression and hostility) as 

measured by the SCL-90 on a weekly basis. 

8. As a result of Expressive Release Therapy, it is 

expected that there will be significant changes 

in introversion-extroversion and neuroticim

stability as measured by the Eysenck Personality 

Inventory (EPI). 

9. As a result of Expressive Release Therapy, it is 

ancitipated that there will be significant 

changes in social adequacy in family and social 

relations as measured by the Katz Adjustment 

Scale (KAS) , given on a pre-post basis. 
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Definition of Terms 

1. Arthritis: "Arth" means joint, and "itis" means 

inflammation of the joint. If acute it is marked 

by pain, heat, redness and swelling, due to 

inflammation, infection or trauma. 

2. Rheumatoid Arthritis (RA): A chronic disease of 

the joints, usually polyarticular, marked by 

inflammatory changes in the synovial membrane and 

articular structure and by rarefaction of the 

bones. In late stages deformity and ankylosis 

develop. The cause is unknown, but the 

autoimmune mechanisms and virus infections have 

been postulated. 

3. Expressive Release Therapy: A psychotherapy which 

assists the client to attend to, accept and 

properly express unfinished, constricted 

emotions, especially anger, resentment, guilt, 

anxiety and depression. The focus of the therapy 

often centers on unfinished dialogue and 

emotional expression toward an imagined significant 

other. The therapy works toward the completion of 

present emotional needs, so that the person can 

come to a state of homeostasis. 

4. Emotional Rigidity: Allowing emotional reactions 

to be left unfinished through rationalization, 

judgments, analyzation or denial, to the point 
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where the constriction becomes habitual, leaving 

the person in a state of emotional incompleteness. 
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CHAPTER TWO 

METHOD 

Design 

A replicated (N=6) single-subject A-B design with 

follow-up was selected for use in this study. Barlow and 

Hersen (1973), in a review of single-subject designs, 

recommend the utility of such designs. When group 

averages are used, as with between-group designs, 

individual variations and characteristics cannot be 

pinpointed. Single-subject designs permit conclusions as 

to particular patient characteristics. In single subject 

designs changes in subjects are easily observed as they 

occur, thus facilitating judgments regarding clinical 

utility (Thorensen and Anton, 1974). Barlow and Hersen 

(1973) also report that "active ingredients" can be isolatea 

from the total package of therapeutic intervention. 

Finally, the design allows clinicians to observe and 

analyze changes as they occur since measures are 

continuously taken. This allows for better assessment of 

which environmental or patient variables are active 

(Anton, 1978). In addition, several authors (Barlow, 

1981; Bergin and Strupp, 1970; Hayes, 1981) recommend 

increased use of single-subject designs, especially for 
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psychotherapy research because of the design's ability to 

focus on individual behavior changes. 

The ability of single-subject designs to 

generalize to other cases is facilitated by replication. 

Kazdin (1982) believes the case can be made that single

subject research identifies the effects that are more 

potent and more generalizable than those identified with 

statistical techniques. The possible limitation of 

generalizability was addressed in the present study by 

the use of replication strategies. Replication, 

according to Thoresen and Anton (1974) and Kazdin (1982) 

is the mainstay of all scientific inquiry and serves to 

establish the reliability of previous findings and to 

determine the generality of these findings under 

differing conditions. 

In this study direct and systematic replications 

were chosen over the more common multiple baseline 

strategies. Multiple baseline strategy would have kept 

subjects in baseline for extended periods of time. The 

potential for attrition, because of blood draws and lack 

of treatment made other strategies more feasible. Direct 

replication (Hersen and Barlow, 1976; Kazdin, 1982) is 

the application of the same procedure by the same 

investigator across subjects. In this study each of two 

therapists conducted the same procedure on three 

subjects, therefore providing two direct replication 
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series. Systematic replication purposely allows features 

of the original experiment to vary. In this study, the 

use of a second therapist was the varying factor creating 

the systematic replication series. 

Subjects 

The six subjects in this study were Caucasian 

women between the ages of 26 and 68. All subjects were 

recruited through the Southwest Arthritis Center, and all 

were under the care of local rheumatologists. The 

subjects were screened to meet several criteria. They 

were required to have active rheumatoid arthritis at 

Stage II or III according to the guidelines of the 

American Rheumatism Association (Rodman, 1973). These 

criteria were verified by a rheumatology technician from 

the Southwest Arthritis Center. In addition subjects 

were required to be on stable dosages of medications and 

not likely to be in a situation of changing medications 

or dosages. Also subjects were chosen only if they 

presented no likelihood of surgery during the 18 week 

study. 

Subjects were screened by a psychologist at 

Arizona Health Sciences Center to rule out the 

possibility of suicide risk, present need for 

psychoactive medication, organic brain disorder or 

psychotic disorder. 
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Once the subjects met the inclusion criteria they 

were randomly assigned to one of the two therapists in 

the study. All subjects completed the study, however, 

Subject 1 left the state at the end of her treatment 

phase. Only follow-up data which she could complete and 

return by mail are available. Subject 2 was hospitalized 

during the treatment phase of the study for respiratory 

problems and, because of scheduling problems, she had 8 

rather than 10 treatment sessions. 

Individual Subject Descriptions 

Subject 1 (S11. Subject 1 was a 62 year old 

married woman with a 20 year diagnosis of rheumatoid 

arthritis. She had rheumatoid arthritis which involved 

her fingers, shoulders, knees, and wrists. Several 

surgical procedures had been performed and she had a 

wrist prosthesis. At the time of the study her pain was 

primarily in her neck and she wore a soft collar. 

Subject 1 was taking Prednisone (4 mg/day) and Clinoril 

(400 mg/day) at a constant dosage. She remained on these 

medications throughout the study until the last week of 

treatment, at which time her physician placed her on 

Feldene and Halcion prior to travel from the state. She 

left the state at the end treatment and continued to 

complete weekly paper and pencil assessments and to 

return them by mail during follow-up. 
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Subject 2 (S21 . Subject 2 was a 43 year old 

married woman with a 14 year history of arthritis. Her 

arthritic involvement began with her fingers and she had 

experienced pain in many other joints over the years. 

Subject 2 had had no surgeries for her arthritis at the 

time of the study. Arthritic involvement and pain 

occurred mainly in her fingers, wrists, and knees. She 

was on fairly stable dosages of aspirin (average of 10 

tablets daily) and occasionally used Indocin. 

Subject 3 (S ). Subject 3 was diagnosed at the - 3-

age of 13 as having rheumatoid arthritis and at the time 

of the study was 26. She was unmarried. Her arthritis 

had begun in her ankles and had, over time, moved to 

fingers, wrists, elbows, neck, knees and toes. At the 

time of the study she experienced most discomfort in her 

knees and right hand. She postponed an anticipated use 

of Penicillamine, in consultation with her rheumatologist, 

until the conclusion of the study. She was on a stable 
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dosage of aspirin (average of 11 tablets per day) during the 

course of the study. She began Penicillamine in the last 

week of follow-up. 

Subject 4 (S41. Subject 4 was a 68 year old 

married female with 26 years of rheumatoid arthritis. 

The involvement had moved through her feet, hands, knees, 

shoulders and elbows. She had undergone wrist and foot 

surgery and an elbow replacement. Subject 4 also had 



respiratory problems attributed to asthma, emphysema and 

possibly the arthritis. This problem became more severe, 

eventually causing hospitalization during the treatment 

phase. At the time of the study, she was experiencing 

pain primarily in her right ankle, respiratory problems 

and fatigue. She entered the study on stable doses of 

Motrin (1200 mg/day), Penicillamine (55 mg/day) and 

Theodora (400 mg/day). On the second week of baseline 

she was placed on Prednisone (4 mg/day) by her physician 

and baseline was restarted. The medIcation dosage stayed 

constant throughout the study. 

Subject 5 (S51. Subject 5 was a 33 year old 

divorced woman with a 12 year history of rheumatoid 

arthritis. Her arthritis had begun in her left knees and 

left hip and had progressed to the point that she had 

surgeries on both hips and knees. At the time of the 

study she was experiencing pain in her right knee and 

lower back. She began the study on a daily dosage of 

210 mg of Naproxen and 85 mg of Plaquenil. The Naproxen 

dosage increased to 500 mg/day on the third week and to 

1000 mg/day on the ninth week of the study. This woman 

also had two kidney infections during the study which 

were treated with antibiotics. Fourteen weeks into the 

study, she determined she was pregnant and stopped all 

medications. 
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Subject 6 (561. Subject 6 was a 46 year old 

twice divorced female with an 11 year history or 

rheumatoid arthritis. Arthritic onset had been rapid, 

occurring in her knees, feet and toes. She had undergone 

surgeries for two knee replacements, hip and wrist 

prostheses and toe implants. At the time of the study, 

she was experiencing pain primarily in her feet and 

hands, and experienced morning stiffness. She was taking 

Penicillamine (1000 mg/day) and Indocin (100 mgjday) at a 

constant dosage when she began the study and remained on 

the same dosages throughout. Periodically, she took 

Valium and SUdafed. Toward the end of the study, she 

reported increased stress due to the planning of her 

daughter's wedding. 

Therapists 

Two therapists implemented the treatment protocol 

for the study. Therapist 1 authored the protocol and is 

a Ph.D. psychologist with 20 years experience as a 

therapist. He has used the treatment protocol for 10 

years. Therapist 2 is a doctoral student who has learned 

the protocol from Therapist 1. He has used the protocol 

with individuals and groups for five years and has 

assisted Therapist 1 in teaching the protocol to other 

professionals. 
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Screening Measures 

Rheumatoid Arthritis Status 

The subjects were initially screened by two 

doctoral students who determined whether the subjects 

could understand the nature of the study and whether they 

were suitable subjects to follow the required medical 

regimen. Those judged to need more extensive medical 

treatment than allowed by the medical regimen were 

excluded. Subjects were then given a preliminary 

physical examination by a rheumatology technician to 

assure that they met the Stage II or Stage III criteria 

of the American Rheumatism Association (Rodman, 1973) and 

that their disease was not in remission. 

Clinical Assessment 

The subjects were then given a standard mental 

status examination by a psychologist at the Arizona 

Health Sciences Center, to rule out thought disorder, 

organic brain disorder or significant suicidal risk. 

Outcome Measures 

Pain Assessment 

Visual Analogues. Two self-report pain 

assessments were used. The first was a Visual Analogue 

Scale (VAS-%) which reflected the percentage of time the 

person experienced pain during the past week. The VAS-% 

was a line 100 mm long, anchored at the ends with "No 
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time in pain," and "lOa "percent of time in pain." There 

were no other marks or definitions in between. The 

subjects indicated their estimate"with a mark somewhere 

between the two extremes (Appendix D) • 

The second self-report pain measure was a Visual 

Analogue Scale (VAS-I) used to rate the intensity of the 

pain experienced. The VAS-I was a 100 mm line anchored 

with the words IINo pain," and "Extreme pain," having no 

other marks or definitions in between. The subjects 

estimated their pain severity by placing a mark somewhere 

between the two extremes (Appendix 0). 

The VAS has often been used in research to assess 

the effects of interventions on pain. It has been found 

to be an accurate, reliable and sensitive measure of pain 

(Onhaus and Adler, 1975). It is preferred over other 

types of verbal rating scales since patients are not as 

restricted in assigning a value to pain and/or pain 

relief as they are with scales where there are four or 

five points anchored with descriptive words (Almay et 

al., 1978; McLeod, 1981). 

The pain assessment was done for the VAS-% and 

the VAS-I at the beginning of each hour at baseline, 

during treatment and at follow-up. The VAS-I was also 

given at the end of the hour at baseline, at the 

conclusion of each therapy hour during treatment and at 

the end of the hour during follow-up. 
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Rheumatoid Arthritis Assessment 

In· addition to pain assessments, other measures 

of rheumatoid arthritis status were used. These included 

musculoskeletal examinations; measurements of morning 

stiffness; assessment of daily functioning and 

Erythrocyte Sedimentation Rates. 

Musculoskeletal Examinations. The 

musculoskeletal examination is an assessment of the 

presence or absence of arthritic activity in the 

different areas of the body. The musculoskeletal 

examinations were conducted at the beginning of each 

phase of the study and at the end of the study. The 

examinations were completed by the same rheumatology 

technician in consultation with John T. Boyer, M.D., 

medical consultant for this study. The musculoskeletal 

examinations yield scores for Tenderness to Palpation, 

Abnormality of Motion, Pain on Motion and, Soft Tissue 

Swelling (Appendix E). 

Morning Stiffness. This aspect of rheumatoid 

disease was monitored by providing the subjects with a 

log sheet for each week. For three days prior to the 

next visit, they recorded whether morning stiffness was 

present or absent. If present, the subjects recorded the 

time at which the morning stiffness began and the time at 

which it ceased (Appendix E) • 
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Health Assessment Questionnaire. This 

questionnaire, developed by the Vanderbilt Arthritis and 

Lupus Center, was used to assess the ability of the 

subjects to perform usual daily tasks. The questionnaire 

provided subjects with items such as the ability to get 

in and out of a bed, to walk up five steps, to get out of 

a chair unassisted and so on. The subjects resp6nded to 

each item on a Likert-type scale which indicated the 

amount of difficulty experienced during the past week 

(Appendix E) • 

Erythrocyte Sedimentation Rates. This test 

measures the rate at which red cells settle to the bottom 

of a calibrated glass tube. The sedimentation rate is 

increased with infections and in conditions in which cell 

destruction occurs. This test is useful in diagnosing 

and following the course of rheumatoid arthritis (Garb, 

1976; Sonnenwirth and Jarrett, 1980). For the 

sedimentation rate tests 4 mI. of blood were drawn each 

week of the study. The normal rate of sedimentation for 

women, using the Westergren method, is 0-20 mm/hr. 

Psychosocial Assessment 

To assess psychosocial change during the study, 

three instruments were administered; The SCL-90, the 

Eysenck Personality Inventory (EPI), and the Katz 

Adjustment Scale (Appendix F). 
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The SCL-90. The SCL-90 is a revised version of 

the Hopkins Symptom Check List. It provides assessment 

of nine symptom dimensions and three global assessments. 

The Depression Scale and Hostility Scale were chosen as 

most relevant to the anticipated changes in emotional 

inhibition. The SCL-90 (Derogatis et al., 1976) is a 

reliably developed instrument with suitable data for 

suggesting validity and reliability. It is recommended 

for assessment of psychological treatment outcomes. The 

SCL-90 was administered weekly at all phases of the 

study. 

The Eysenck Personality Inventory (EPI). This is 

a brief measure of personality and general functioning 

(Eysenck and Eysenck, 1969). By virtue of its brevity 

and reliability the scale provides both a stable measure 

of the style of psychological defense and adequacy of 

psychological functicning (Roessler, 1973). The 

introversion-extroversion scale represents the 

personality dynamic reflective of one's style of 

psychological defense (internalizing versus externalizing 

anxiety). The neuroticism scale is an estimate of 

psychological disturbance or adequacy of psychological 

defenses. This measure, like the SCL-90, has been 

recommended because of its brevity and reliability, as a 

useful and effective measure for assessing change in 
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global personality characteristics in the course of 

psychological treatment (Beutler and Crago, 1983). This 

measure was given on a pre-post basis at week 1 and at 

week 14 of the study. 

The Katz Adjustment Scale (KAS, Form R). This 

instrument is designed to give baseline and subsequent 

measure of social adequacy in performing usual roles in 

family and social relationships (Katz and Lyerly, 1963). 

This instrument provides a broad view of the adequacy of 

the individual's functioning in performing the usual 

tasks of life as judged by a significant person in the 

subject's life. The KAS has established reliability and 

provides a useful addition to self-report measures for 

assessing overall functioning (Katz and Lyerly, 1963; 

Waskow and Parloff, 1975). In this study each subject 

designated a person with a solid knowledge of their daily 

activities to complete the form. These forms were 

completed by the same person (husbands, boyfriends or 

children) at week 1 and week 14. 

Procedure 

As reflected in Table 5, the procedure followed 

the steps described below. 

Screening Procedure 

Initial Interview. Referrals were received from 

rheuloatologists at the Arizona Health Sciences Center and 
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Table 5. Evaluation Schedule. 

Instrument Initial Base- Begin Weekly End Follow 
Screen line Treat. Treat. Treat. Up 

Rheumatoid Diagnosis X X X 

Pain Assessment 
Visual Analogue-% X X X 
Visual Analogue-I X X X 

RA Status 
Musculoskeletal exam X X X X 
Morning Stiffness X X X 
Health Assessment X X X 
Sedimentation Rates X X X 

Ps;[chosocial 
Functioning 

SCL-90 X X X 
Eysenck Personality X X 
Katz Adjustment X X 

Clinical Assessment 
Mental Status Exam X 

Suitability for 
Medical Regimen X X 

0'\ 
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the Southwest Arthritis Center. After a referral was 

received, one of two doctoral students made a phone 

contact with the subject and explained the broad 

intentions and scope of the study and scheduled a 

preliminary interview if interested. During the initial 

screening interview the subject met with both researchers 

who described the study, answered questions and gave the 

subjects informed consent forms to sign (Appendix C) . 

Each subject was informed that, if, at the end of the 

study, issues remain which contraindicate termination, 

therapy would be offered free of charge until these 

issues could be resolved or until a referral could be 

made. 

Subjects who were willing and appeared 

appropriate for the study were then scheduled for an 

examination with a rheumatiod technician. The 

technician, together with the medical consultant from the 

Southwest Arthritis Center, confirmed the rheumatoid 

arthritis diagnosis, stage of arthritic development and 

suitability for the medical regimen. 

Medical Regimen. A medical regimen was 

established in association with the medical consultant 

and the subject's own rheumatologist. The medical 

regimen was to be followed throughout the course of the 

study. The medical evaluator was available for 

consultation throughout the study. 

62 



The primary reason for establishment of the 

medical regimen was to maintain the subject in a stable 

medical condition within guidelines which would control 

for the type and amount of medication to allow for 

uncontaminated measurement of results. In addition, the 

subjects were ask not to take any form of narcotic 

medication because such drugs would interfere with 

biochemical studies conducted in another part of this 

study by another researcher. Stable dosages taken for 

more than a year of gold or Penicillin or non-steroidal 

anti-inflammatory drugs were accepted. None of the 

subjects were on narcotics or planned the use of 

narcotics. Therefore, a planned two-week drug washout 

period was not needed. 

Only one subject diverted from the medical 

regimen. s4began taking steroids during the second week 

of baseline. After consultation with the medical advisor 

to the study, the decision was made to keep her in the 

study but to re-start her baseline. Her medical dosages 

were constant and she had six weeks of drug stabilization 

before treatment began. 

Each subject was given a medical log on which to 

record the weekly intake of medications. 

Clinical Assessment. The final step of the 

intake process was a mental status exam conducted by a 
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clinical psychologist at the Arizona Health Sciences 

Center. None of the subjects presented any psychological 

contra-indications for inclusion into the study. 

Treatment Procedures 

Blood Draw Method. A 4 cc. blood sample was 

drawn from each subject at the beginning of the weekly 

sessions. The sessions were held on the same day of the 

week, and there was only one variation, when, for one 

week, subjects 1, 2, and 4 were seen on Friday rather 

than Wednesday. 

The blood samples were drawn into collection 

tubes containing an anticoagulant, mixed with the 

anticoagulant, and immediately transferred to calibrated 

sedimentation tubes. The Erythrocyte Sedimentation Rate 

results were read one hour later. 

Baseline Phase. Once the inclusion criteria were 

met, the subjects were randomly assigned to one of two 

therapists and were started on a four week baseline 

period. The subjects were introduced to the baseline 

phase one at a time, to facilitate the scheduling of 

subjects for the musculoskeletal examinations. The 

baseline of S4 was re-started after 3 weeks, to allow her 

medication to stabilize before the treatment phase. 

During the baseline phase the subjects met with 

one or both of the researchers and filled out pain 
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measures. She was then taken to the nurse or to the 

laboratory where blood draws were completed. The subject 

then returned to the therapy room where she was given the 

SCL-90, the Health Assessment Questionnaire, and other 

instruments to complete. At week one of baseline they 

also completed the Eysenck Personality Inventory (EPI) 

and took home a copy of the Katz Adjustment Scale (KAS) 

for a selected family member to complete. The KAS was 

sealed by the rater and returned to the researcher. The 

EPI and KAS were later given as a post test (at week 14). 

After completing the forms the subject was instructed to 

remain quiet and to not eat or drink anything because it 

would interfere with biochemical studies being conducted 

by the other researcher. The measures completed at the 

beginning of the hour are referred to as pre-session 

measures. At the end of the hour (referred to as post

session) the subject was again taken to have blood drawn 

(for the biochemical research) and then given the pain 

measures to complete. The subjects were given a 

medication log and morning stiffness log to complete 

during the following week. 

Treatment Phase. In all cases, the therapeutic 

treatment (protocol in Appendix A) began the week after 

baseline. Random assignment of the subjects found Sl' 

S2' and S4 being treated by Therapist 1, while 83' 85' 

and S6 were treated by Therapist 2. 
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During the treatment phase the subjects came in 

one half hour before the therapeutic treatment and at the 

same time as during baseline. During that time they 

completed the pain measures, had blood drawn and 

completed paper and pencil instruments. Then they met 

with their assigned therapist for psychotherapy 

treatment. At the end (post-session) of the therapy 

hour, they were again met by a researcher, taken to the 

nurse for blood draw and were given the pain measures to 

complete. They also received the weekly medication log 

and morning stiffness log to take home. 

All subjects, except for S4 received 10 weeks of 

treatment. At the end of the seventh week S4 experienced 

respiratory problems which necessitated her absence from 

the study for two weeks, being hospitalized for tests 

during one of those 2 weeks. Due to scheduling 

difficulties she received one more week of therapy 

treatment (her eighth week) before beginning the follow

up phase. 

Follow-up Phase. After each subject completed 

the treatment phase she began a four week follow-up phase 

during which time the conditions of the baseline were 

reinstated. Subject 1 left the state at the end of 

treatment. She completed some of the paper and pencil 
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instruments and returned them by mail. However, other 

follow-up data could not be obtained. 

Method of Analysis 

Visual inspection was the primary method of data 

analysis. This was supplemented with Friedman analysis 

of variance and Pearson product moment correlations, and 

other statistical methods. The visual analysis consisted 

of development of simple line graphs to illuminate 

certain individual or group results. A probability level 

of .05 was established for assessment of significance. 

Given the exploratory nature of the study and the use of 

a small N it seemed important to increase the power of 

the test and to protect against Type II error (failure to 

reject a false null hypothesis). Glass and Stanley 

(1970) suggest that it might be advisable in certain 

circumstances to run the risk of a Type I error as large 

as .10 to insure a reasonable power for a test. 

Summary of Procedures 

The present study utilized both visual inspection 

and statistical analysis to assess the impact of 

Expressive Release Therapy on the physical and 

psychosocial dimensions of the 6 women with rheumatoid 

arthritis. The study monitored the effects of the 

therapy on the time in pain and intensity of pain, 

musculoskeletal complaints, length of morning stiffness, 
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ability to perform daily tasks, and sedimentation rates. 

The study also monitored the impact of the therapy on 

psychosocial dimensions of depression, hostility, 

introversion-extroversion and social adjustment. 

A single-subject design with replication was 

employed, consisting of four weeks of baseline, ten weeks 

of treatment and four weeks of follow-up for each 

subject. Weekly measures were taken of pain, morning 

stiffness, sedimentation rates, daily functioning, 

hostility and depression. The pain measures were taken 

both pre and post-session. Assessment of musculoskeletal 

problems was made at four points; beginning of baseline, 

beginning of treatment, beginning of follow-up and end of 

follow-up. Pre-post assessments of introversion

extroversion, neuroticism, and social adjustment were 

taken at week 1 and week 14 of the study. Therapy was 

provided by two experienced therapists using the 

treatment protocol. 
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CHAPTER THREE 

RESULTS 

This chapter presents visual and statistical 

analysis of the results of the study. The results will be 

presented under the following headings: Method of Analysis, 

Analysis of Pain Measures, Analysis of Rheumatoid Arthritis 

Status, Analysis of Psychosocial Functioning, and Summary. 

Method of Analysis 

The traditional method of analyzing single-subject 

designs is through visual inspection of the data. The 

rationale for this procedure (Kazdin, 1982) is that it 

discloses the potent individual variations which 

characterize patients' responses to treatment. Only those 

interventions that produce marked effects will be attended 

to, as other weak results will be filtered out. With new 

treatments, individual analysis is especially beneficial in 

determining relationships between potent variables and 

therapy events. 

It is recommended (Kazdin, 1982) that supplemental 

statistical analysis sometimes be used. It could be that 

there are statistically significant effects which are not 

visually apparent. Or perhaps there are effects which 

approach significance in new treatments which might be 
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enhanced to increase their potency. For this study the data 

were examined also for "meaningful" differences, based upon 

changes of ~.5 of a standard error of measurement. This 

value for assessing potentially meaningful difference was 

chosen because of the exploratory nature of this pilot study 

and because of the small sample size. In this study visual 

analysis was supplemented by Friedman analysis of variance, 

by Pearson product moment correlations and by Wilcoxon 

signed rank tests. 

Analysis of Pain Measures 

The analysis of pain used visual analogue scales for 

both the percent of time patients experienced pain and for 

the intensity of the pain. 

BYEothesis 1: The Effect of Expressive Release Therapy 

on Percent of Time in Pain. 

It was anticipated that the therapy used in this 

study would have a positive effect on the reported amount of 

time in pain. The percentage of time in pain was assessed 

by the use of a Visual Analogue Scale (VAS-%). This scale 

was a self-report measure of the amount of time the subjects 

experienced pain during the previous week. The VAS-% was 

completed during baseline, treatment and follow-up. 

The VAS-% profiles for each subject have been 

plotted on performance graphs. It was apparent from an 

examination of the data that the baseline levels were higher 



for some subjects than for others. Therefore, they were 

plotted according to "high" versus "low" initial baseline 

levels (Figure 1). Subjects 1, 2, and 3 were grouped as 

"high" and subjects 4, 5, and 6 were grouped as "low". For 

this figure the baseline scores (weeks 1-4) were collapsed 

to a single measure and the treatment phase was broken into 

3 treatment sub-phases (T1 = weeks 5-7) (T 2 = weeks 8-10) 

(T 3 = weeks 11-14) and follow-up (weeks 15-18). 

The standard error of measurement for the VA5-% is 
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15.89 (+.5 5Em = 7.92). Those with high initial levels of 

percent of time in pain dropped approximately 9 points from 

baseline to follow-up, while those with low initial levels 

rose approximately 19 points at T3 and then returned to 

baseline at follow-up. Both groups show meaningful 

differences. The Friedman analysis of variance demonstrates 

that neither the "high" group nor the "low" group had signi

ficant changes, over time, in the Percent of Time in Pain 

(F[51 , 52' 53] = 1.0667, n.s.) (F[54r 55' 56] = 3.4667, 

n.s.). 

Hypothesis 2: The Effect of Expressive Release Therapy 

on Pain Intensity. 

It was anticipated that the release of emotion dur

ing the psychotherapy treatment would facilitate a reduction 

in the pain intensity experienced by the 5s in the study. 

It was also expected that post-session levels of pain 

intensity would be lower than pre-session levels. 
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Figure 1. Visual Analogue Scale for Percent of Time in 
Pain (VAS-%). -- Grouped by high versus low 
baseline levels. 



73 

The second Visual Analogue Scale was used to measure 

Pain Intensity (VAS-I). Again, it was evident that the 

initial (baseline) levels of pain intensity vary across 

subjects. Therefore, the subjects were grouped and plotted 

according to "high" versus "low" Pain Intensity (Figure 2). 

For those with "high" -initial levels (SI' S3' S5' S6) the 

pain intensity increased at all three treatment sub-pnases 

(beyond ~.5 SEm) and returned to baseline levels at follow

up (.5 SE m = 7.92). The" low" ini tial pain intensi ty group 

(S2 and S4) show a dramatic increase at T2 (24.5 points) 

which is influenced strongly by S4 who suffered increasing 

respiratory problems at T2 , leading to her hospitalization 

during two weeks of T3 • The Friedman analysis of variance 

for the VAS-I concludes that neither the "high" nor the 

"low" group had significant changes in pain intensity across 

time (F[SI' S2' S3 ,S6] = 2.6000, n.s.) (F[S2' S4]=4.8000, 

n.s.). What is evident from Figure 2 is that both the "high" 

and "low" Pain Intensity groups had less pain at the end of 

the therapy hour; the exception being the "high" group at 

baseline, where post scores were higher. This confirms the 

anticipated change in pre to post-session pain. However, 

the changes met the criteria for meaningful change only at 

T2 and Follow-up for the "low" Pain Intensity group. 

The groupings for "high" and "low" Percent of Time 

in Pain and for "high" and "low" Pain Intensity were 

different, due to the fact that subjects were not 
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High - Pre A= 43.75 55.83 55.42 56.69 45.75 (S1 S3 S5 S6) 
High - PostA= 47.63 54.00 48.91 52.31 39.0 

Low - Pre R= 16.50 13.30 41.00 25.50 28.75 (S2 S4) 
Low - Post II = 10.50 9.33 15.83 19.25 16.25 

Figure 2. Visual Analogue Scale for Pain Intensity (VAS-I). 
-- Grouped by high versus low baseline levels. 
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consistently "high" or "low" on both scales. The two scales 

were combined (i.e. VA8-% times VA8-I) to see how they 

grouped, using baseline scores. As would be expected three 

groups formed; those with "high" scores on both measures 

(81 , and 8 3 ), those with "low" scores on both scales (8
4

) and 

those with either "high intensity" and "low percent of time" 

or "low intensity" and "high percent of time" (8
2

, 8
S 

and 

8
6

). These three profiles are plotted on a graph in 

Figure 3. This figure shows that those with the highest 

initial levels have increasing scores. The middle group 

(8
2

, 8
S

' 8
6

) show the possibility of a latency effect at 

follow-up. The profile of 84 demonstrates an increasing 

level of intensity combined with percent of time associated 

with her worsening respiratory problems and hospitalization. 

A Friedman analysis of variance indicated that neither the 

"high" nor the "moderate" group changed significantly across 

time (F [81 , 8'2] =2.1538, n. s.) (F [82 , 8S ' 86 ] = 0.0000, n.s.). 

Visual analysis of Figures 1-3 suggests the possibility that 

the "high" group (percent or intensity) may be associated 

more with the RA disease, while the "low" group (percent or 

intensity) may be associated more with psychogenic pain 

syndrome. 

Analysis of Rheumatoid Arthritis 8tatus 

The analysis of the rheumatoid arthritis status 

encompassed the following measures: Musculoskeletal 
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Examinations, Morning Stiffness, Health Assessment 

Questionnaire and Erythrocyte Sedimentation Rates. 

Hypothesis 3: The Effect of Expressive Release Therapy 

on Musculoskeletal Functioning. 
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It was anticipated that the expressive psychotherapy 

used in this study would assist in a reduction of 

musculoskeletal complaints. Musculoskeletal examinations 

were conducted on each subject at four specified times 

during the course of the study: first week of baseline, 

first week of treatment, at the conclusion of treatment, and 

at the end of follow-up. The examinations were conducted by 

the same rheumatology technician throughout the study. 

Follow-up scores are not reported because of missing data. 

There was no follow-up examination for Sl who left the state 

at the conclusion of the treatment phase, and there were 

missing data on two other Ss at follow-up. 

The musculoskeletal examinations yielded five 

scores: (1) Tenderness to Palpation, (2) Abnormality of 

Motion, (3) Pain on Motion, (4) Soft Tissue Swelling, and 

(5) a Total Score, which is the summation of the other four 

scores (see Table 6). The intercorrelations of the sub

scales with the Total Score ranged from -.0061 (E = .99) to 

.9320 (£ = .007), with only two correlations having 

significance at >.05. 
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Table 6. Correlations of Sub-Scales with Total Score: 
Musculoskeletal Examinations 

Tend 1 Abnorm 1 Motion 1 Swelling 1 

Total 1* -.0061 .7516 .7709 .3293 
p=.99 p=.085 p=.073 p=.524 

Tend 2 Abnorm 2 Motion 2 Swelli ng 2 

Total 2** .6923 .9320 .0749 -.2283 
p=.127 p=.007 p=.888 p=.664 

Tend 3 Abnorm 3 Motion 3 Swelling 3 

Total 3*** .8350 -.0346 .4687 .6388 
p=.039 p=.948 p=.348 p=.172 

* Examinations at baseline 

** Examinations at beginning of treatment 

*** Examinations at end of treatment 



On the sub-scales, Tenderness to Palpation, 

Abnormality of Motion, and Pain on Motion, the Friedman 

analysis of variance indjcate that there were no changes of 

statjstical signifjcance (Table 7). with the Soft Tissue 

Swelljng the Friedman analysis of variance indicated that 

the swelling across time increased (worsened), to a level 

whjch reached a significance of >.05 (£ = .0498). 

79 

The Total Score for the musculoskeletal examination 

was charted so that the individual performance of all six 

subjects could be inspected individually (Figures 4 & 5). 

All but subject 3 have scores which rose from the beginning 

of baseline to the beginning of treatment. During treatment 

Subject 6 leveled off, subjects 4 and 5 decreased, while 

subjects 1, 2 and 3 increased. These last three subjects 

were the same three with "high" baseline levels of 

Percentage of Time in Pain. 

Hypothesis 4: The Effect of Expressive Release Therapy 

on Morning Stiffness. 

It was anticipated that the expressive psychotherapy 

used in this study would help to produce a decline in the 

length of morning stiffness often experienced by sufferers 

of rheumatoid arthrjtis. 

Beginning with the fjrst baseline session, all Ss 

were given a form on which to chart thejr morning stiffness 

for the three days prior to the next session. The total 



Table 7. Friedman Analysis of Variance: Musculoskeletal 
Examinations. 

Source df Chi-Square 

Tenderness: 
Subjects x Trials 2 2.3333 .3114 

Abnormality: 
Subjects x Trials 2 .9000 .6367 

(tie corrected) 
Pain on Motion: 

Subjects x Trials 2 1.1818 .5538 

Soft Tissue Swelling: 
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Subjects x Trials 2 6.0000 .0498* 

Total Score: 
Subjects x Trials 2 4.2609 .1188 

* .l2. < .05. 
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length of morning stiffness for those three days was used as 

a score in the calculation of the data. 

Since there was a difference in initial (baseline) 

levels of morning stiffness, the subjects were grouped 

according to "high" vs. "low" baseline levels and plotted 

(See Figure 6). The "high" group did not show evidence of 

change. When the one extreme score of Sl (at T
2

) was 

dropped, the "low" group was relatively unchanged also. 

Hypothesis 5: The Effect of Expressive Release Therapy 

on Daily Functioning. 

It was anticipated that the expressive psychotherapy 

used in this study would produce positive changes in the 

ability to perform daily tasks. To assess the changes in 

the daily functioning a questionnaire was used, called the 

Health Assessment Questionnaire. The two sub-scales on this 

questionnaire were scaled on a Likert-type scale. Items 

demonstrated the ability to accomplish common daily tasks. 

The questionnaire was completed by subjects on a weekly 

basis and the information was charted (See Figure 7). Since 

there was a difference in initial levels, the subjects were 

grouped according to "high" or "low" initial level. The 

"high" group reflected the worsening condition of S4(who 

became hospitalized). When her score was dropped, the "high" 

group changed beyond ~.5 SEm (SEm = 3.52), a meaningful 

change, while the "low" group did not change beyond +.5 SE • 
m 
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Hypothesis 6: The Effect of Expressive Release Therapy 

on the Erythrocyte Sedimentation Rate. 

It was anticipated that the Expressive Release 

Therapy would be coupled with a decline in the Erythrocyte 

Sedimentation Rate, a traditional measure of rheumatoid 

arthritis activity. 

The Westergren method was used to test the 

sedimentation rate of all Ss on a weekly basis. Blood for 

tne test was drawn at the beginning of each weekly meeting. 

Whether the scores were in the high or low ranges for a 

specific subject may be reflective of either the type of 

medica tion used (Fishbacl-}, 1980) by a particular subject 

86 

during the course of the study or of infection due to causes 

other than RA. Most scores for subjects 1 and 4 were in the 

teens and twenties and both were on steady dosages of 

Prednisone (4 mg/day). Subject 5, on the other hand, had 

very high scores which may reflect a bladder infection which 

the subject had at the beginning of the study, and which 

reoccurred toward the end of the treatment phase. Possibly 

the rising sedimentation rate for subject 4 reflected a 

worsening respiratory condition rather than RA. Therefore 

it is difficult to determine how much of the sedimentation 

rate score was due to RA and how much was because of other 

factors. Figures 8 and 9 graph the sedimentation rates 

according to therapist, while Figure 10 shows the results 

when plotted according to "high," "moderate," and "low" 
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initial sedimentation rates. The overall results of the 

Erythrocyte Sedimentation Rates are ipconclusive. 

Analysis of Psychosocial Functioning 

90 

Because the therapy used in this study focused on 

the identification, expression and completion of emotion, it 

was anticipated that subjects' affect and interpersonal 

relationships would change with treatment. The study used 

three measures of psychosocial change; the SCL-90, the 

Eysenck Personality Inventory, and the Katz Adjustment 

Scale. Analysis of these measures follows. 

Hypothesis 7. The Effect of Expressive Release Therapy 

on Psychosocial change. 

It was anticipated that the identification, 

expression and completion of emotion during the treatment 

phase of the study would have positive effects on the levels 

of depression, hostile affect and global symptom index, as 

measured by the SCL-90. 

As in previous analysis we combined measures of 

Percent of Time in Pain, and Pain Intensity, and grouped 

subjects according to "high," "moderate," and "low" initial 

levels. The SCL-90 Depression scores were plotted according 

to those groupings in Figure 11. As expected, those with 

the highest combined pain scores had the highest initial 

levels of depression (S1 and S3). The subject with 

the lowest pain (S4) had the lowest depression score, while 
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those with "moderate" scores of VAS-% times VAS-I formed a 

middle group on the SeL-90 Depression scale (S2' S5' S6)' 

Subject 4 (low percent x intensity and low depression) 

showed increased depression as she approached 

hospitalization. Those in the middle group drop 

approximately 20 points in depression over the course of the 

study, while the "high" group remains unchanged. The 

standard error of measurement for the SeL-90 Depression 

scale is 2.385. A Friedman analysis of variance on the 

"moderate" group and on the "high" group indicates that the 

changes in depression were not significant (F[Sl' S3'] = 

2.0000, n.s.) (F[S2' S5' S6] = 5.7627, n.s.). 

However, there may be meaningful differences in the 

"moderate" group because the change of 20 points was well in 

excess of the ~.5 S~criteria. 

The SeL-90 Hostility scale was plotted according to 

initial levels of pain intensity on the VAS-I (Figure 12). 

Subjects 1, 5 and 6 had "high" pain intensity, while 

subjects 2 and 4 had "low" pain intensity. Subject 3 was 

plotted separately because she had an initial absence of 

subjective hostility at baseline and therefore presented a 

profile different from all other subjects. The standard 

error of measurement fOL the Hostility scale is 4.2466. The 

decline in scores (from 52.04 to 40.56) for the "high" pain 

intensity group, while not statistically significant present 

a meaningful difference, using the stated criteria. A 
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Friedman analysis of variance on both the "high" intensity 

and "low" intensity group reveals that neither group changed 

significantly (F[Sl' S5' S6] = 7.1724, n.s.) (F[S2' S4] = 

3.2000, n.s.). It is apparent from Figure 12 that 

Subject 3 went from a total absence of hostile affect to 

moderately high levels during the course of the study. 

Because her scores were well beyond the +.5 SE they 
m 

reflect a meaningful difference. 

Of interest was the over-all relationship between 

pain intensity and hostile affect. Those with "high" pain 

intensity had lower levels of hostile expression than 

those with "low" pain intensity. Subjects were ranked 

(Table 8) according to their pain intensity and according to 

their hostile affect (SCL-90 Hostility scale). A Spearman's 

rho was calculated (.77) but was statistically 

nonsignificant. The nonsignificance may be due to lack of 

power created by the small sample size. At the end of 

treatment the Spearman's Rho changed noticeably from .77 to 

.14. 

Because the Pain Intensity scores on the VAS-I 

increased unexpectedly at the beginning of treatment, a 

Pearson product moment correlation was run to determine the 

relationship between scales on the SCL-90 and the VAS-I It 

was thought that perhaps an increase in anxiety regarding 

psychotherapy treatment might be related to the increase in 



Table 8. Spearman's Rho: Pain Intensity with Hostile 
Affect. 

Baseline Baseline 
Intensity Hostile 
of Pain Rank Affect Rank 

Sl 42.75 (3 ) 49.50 (5) 

S2 . 19.00 ( 5 ) 60.13 (1) 

S3 48.00 (1 ) 35.00* ( 6 ) 

S4 14.00 ( 6 ) 57.63 (2 ) 

S5 40.50 (4 ) 50.63 (4) 

S6 43.75 (2 ) 56.06 (3 ) 

* Lowest Score possible 

Rho = .77 
,E. < .05 = .811 

95 
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Pain Intensity. The correlation coefficients are presented 

in Table 9. Subject 4 demonstrated pain scores highly 

positively correlated to affective disturbances as measured 

by the SCL-90. Subject 2, on the other hand, had unexpected 

negative correlations between pain intensity and the 9 sub-

scales of the SCL-90. Although the correlations are non-

significant, the consistency of negative correlation may 

relate to therapy outcome. This subject (S2) also had scores 

on the Internal Sensitivity scale and Paranoia scale which 

were out of line (higher) with those of other subjects. 

Hypothesis 8: The Effect of Expressive Release Therapy 

on Personality and Psychopathology. 

It was anticipated that the expressive therapy of 

this study would contribute to positive changes in 

personality and in psychopathology of the subjects in this 

study. These changes were measured by the Eysenck 

Personality Inventory (EPI). The EPI yields three scores; a 

score of introversion-extroversion, a score of neuroticism-

stability and a "lie" score. Table 10 reveals that only 

subject 5 moved in the direction of more extroversion. The 

other scores all remained unchanged (S3)' or moved toward 

more introversion beyond +.5 SE of 0.76 (SEm = 1.5015). - m 

Subjects 2 and 6 report scores which are relatively extreme 

when compared to the mean score of 14.2 for the normal 

population. The scores of subject I have been included here 
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Table 9. Pearson Product Moment Correlations: Visual Analog 
Scale - Intensity (VAS-I) with SCL-90 Scales. 

Som Dep Anx Host GSI 

.3128 .1846 -.0196 -.1308 .0933 
p=.138 p=.264 p=.473 p=.328 p=.375 

-.3545 -.1951 -.1966 -.1673 .0291 
p=.081 p=.277 p=.225 p=.260 p=.457 

.5252 .067B .1981 .5150 .2255 
p=.013 p=.395 p=.215 p=.014 p=.184 

.8118 .7429 .7531 .0458 .8144 
p=.OOl p=.OOl p=.OOl p=.436 p=.OOl 

.5291 .3806 .0807 .5044 .3061 
p=.012 p=.060 p=.375 p=.016 p=.018 

.0413 -.0174 -.0662 .3314 .1045 
p=.435 p=.473 p=.397 p=.090 p=.340 

Som = 
Dep = 
Anx = 
Host = 
GSI = 

Somatization 
Depression 
Anxiety 
Hostility 
General Symptom Index 



Table 10. Eysenck Personality Inventory: Introversion
Extroversion. 

Pre Post Difference 

5 12 8 -4 

5 7 4 -3 

5 12 12 0 

S 15 13 -2 

5 8 12 +4 

5 4 3 -1 

5E = 1.5105 

'High' Pain Intensity Group (51 ' 53 , 55 ' 56 ) 

98 

Pre Post Difference 

9 8.75 -.25 

'Low' Pain Intensity Group (52 ' 54) 

11 8.5 -2.5 
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-but have to be used-cautiously because her "lie" score is in 

the questionable range. When grouped by pain intensity, the 

"high" group did not change, while the "low" group moved 

toward introversion beyond ~.5 SEm• 

The EPI neuroticism-stability scale (Table 11) 

revealed that most subjects were at elevated levels on the 

scale at the beginning of the study, with scores that ranged 

from 12 to 21. The mean for the normal population is 10.5. 

Scores of four of the six subjects decreased beyond .5 SEm 

of 1.02 (S~= 2.04). The most pronounced change occurred 

with Subject 5, whose scores went from 14 (pre) to 3 (post). 

When grouped by pain intensity, both the "high" and the 

"low" are less neurotic, using the ~.5 SFrncriteria. 

The subjects were grouped by initial levels on the 

Pain Intensity analogue (high vs. low) and a Wilcoxon 

signed ranks test was calculated for both the introversion

extroversion (W = 9.0000, n.s.) and the neuroticism-stability 

scales (W = 5.0000, n.s.). The results are nonsignificant. 

While the introversion-extroversion scores did not support 

the anticipated changes, the neuroticism-stability scores 

moved in the anticipated direction and suggest meaningful 

changes. 

Hypothesis 9: The Effects of Expressive Release Therapy 

on Psychosocial Adjustment. 

It was anticipated that psychosocial changes would 



Table 11. Eysenck Personality Inventory: Neuroticism-
5tabili ty. 

Pre Post Difference 

5 18 13 -5 

5 15 16 +1 

5 13 12 -1 

5 12 9 -3 

5 14 3 -11 

5 21 19 -2 

5E = 2.0487 

'High' Pain Intensity Group (51' 53' 55' 56 ) 
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Pre Post Difference 

16.50 11. 75 -4.75 

'LOW' Pain Intensity Group (52 ' 54) 

14.50 12.50 -2.00 



result from expressive therapy and that such changes would 

be apparent to a person closely connected to a subject in 

the study. Therefore, the Katz Adjustment Scale was 

completed on a pre-post basis by someone familiar with the 

subjects. 
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The KAS yields three global scales which were used 

in this study; Social' Obstreperousness, Acute Psychoticism, 

and Withdrawn Depression. For analysis, the subjects were 

grouped according to "high" vs. "low" levels of Pain 

Intensity on the visual analogue (VAS-I). Table 12 provides 

the data for these three scales. Wilcoxon signed ranks 

tests revealed that none of the changes for the "high" or 

"low" Pain Intensity groups were significant. 

On the Social Obstreperousness scale, there were 

changes in four subjects which met the criteria for 

meaningful change (~.5 S1m = 2.13). Subject 2 was worse, 

while Subjects 4, 5, and 6 improved. Improvement in Subject 

6 was a dramatic 31 points. 

On the Acute Psychoticism scale, one subject 

worsened (Sl) while two Ss (S3 and ~) improved beyond 

~.5 SEm (3.52), and on the Withdrawn Depression scale 

Subject 2 again worsened beyond +.5 SEm (3.88) while 

Subjects 5 & 6 again improved. 



102 

Table 12. Katz Adjustment Scales. 

1. Social Obstreperousness 

Pre Post Difference 

S 46 46 0 
S 80 83 +3 
S 52 52 0 
S 48 45 -3 
S 58 49 -9 
S 84 53 -31 

2. Acute Psychoticism 

S 15 18 +3 
S 17 17 0 
S 25 20 -5 
S 14 14 0 
S 17 15 -2 
S 18 15 -3 

3. Withdrawn Depression 

S 18 18 0 
S 15 19 +4 
S 14 14 0 
S 14 12 -2 
S 21 16 -5 
S 25 21 -4 

'High' Pain Intensity Group (S1 ' S3 ' S5 ' S6 ) 

Social Ob. 60 50 -10.00 
Acute PSy. 18.75 17 - 1. 75 
With. Dep. 19.50 17.25 - 2.25 

'Low' Pain Intensity Group (S2 ' S4 ) 

Social Ob. 64 64 0 
Acute Psy. 15.5 15.5 0 
With. Dep. 14.5 15.5 + 1 
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Summary 

In summary the results of the study were almost 

uniformly nonsignificant, but several findings achieved our 

criteria of meaningful change. 

There were no significant differences in Percent of 

Time or in Pain Intensity across time in either the "high" 

or "low" groups. The "low" Percent of Time group and the 

"low" Pain Intensity group reflected more change than the 

high groups on the visual analogue scales. Pain 

consistently dropped from pre to post-session as 

anticipated, especially during the treatment phase. Our 

assumption that constriction of hostile affect may be 

related to increased pain intensity was supported, although 

analysis did not achieve statistical significance. 

Musculokeletal examinations indicated that the sub

scales were independent of one another. That is, with a 

given subject there was evidence of improvement on one sub

scale and a worsening on another. Overall, the study failed 

to find the anticipated decline in musculoskeletal 

complaints. 

The study also failed to reveal significant changes 

in the other RA status indicators; morning stiffness, daily 

functioning, and Erythrocyte Sedimentation Rates. The 

"high" Pain Intensity group did reflect changes beyond the 

criteria of +.5 SEm (.5 SEm = 7.92). 



The statistical analysis of psychosocial measures 

were uniformly nonsignificant. But findings on the SCL-90 

Depression and Hostility scales achieved the criteria of 

possibly meaningful differences. 
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Subjects did not become more extroverted as 

anticipated but the Eysenck Personality Inventory did reveal 

that four subjects achieved our criteria for meaningful 

differences on the Neuroticism Scales. 

The Katz Adjustment Scale reflects meaningful 

changes for three subjects on the Social Obstreperousness 

scale. On the Acute Psychotocism scale and Withdrawn 

Depression scale, one subject had increased scores, while 

two subjects showed improvement. 



CHAPTER FOUR 

DISCUSSION, CONCLUSIONS, RECOMMENDATIONS 

The purpose of this study was to investigate the 

effect of Expressive Release Therapy on several dimensions of 

rheumatoid arthritis: pain, rheumatoid disease status, and 

psychosocial functioning. 

It was anticipated that the use of this therapy would 

have a positive effect on the expected over-control of 

emotions and that, as a result of expressive release, 

positive changes in physical and psychological parameters 

would result. That is, that pain might be reduced, that the 

state of the disease would improve and that there would be 

beneficial changes in hostile affect, depression, 

introversion-extroversion, psychoticism-stability, and in 

social functioning. 

The interpretation and implications of the results 

of the present study are presented in this cllapter under the 

following headings: (a) Discussion of Results, (b) Conclu

sions, (c) Limitations, and (d) Implications for Future 

Research. 

Introduction 

Rheumatoid arthritis is a well-studied but enigmatic 

illness, presenting contradictions and acting whimsically in 

105 
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its ebb and flow (Udelman and Udelman, 1981). The Udelmans' 

observation is certainly apropos to this study. The changes 

in pain, sedimentation rates, and musculoskeletal 

examinations were constant and unpredictable. The constant 

variability of different parameters made it difficult to 

establish stable baselines from which to measure change, 

especially by the visual analysis used in single-subject 

research. 

One result not detectable in the "collapsed" 

presentation of data is that some of the measures tended to 

show downward trends during the baseline phase, suggesting an 

attention effect which cannot be totally separated from 

treatment effects. 

In the following discussion, some references will be 

made to individual subjects. More detailed descriptions of 

treatment effects on each of the six subjects are included in 

Appendix B. 

Discussion 

Emotional Rigidity and Pain 

An examination of subjective reports of pain severity 

and of hostile affect tended to support an assumption, based 

upon the literature, that subjects who control their hostile 

affect more severely would have higher levels of pain. 

Although the statistical analysis lacked significance, it 

could well be due to the ?mall sample of six. In general, an 



expected inverse relationship was found between subjective 

experience of hostile affect and levels of pain severity. 

Pain Analogues 
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It was found that the two analogues of Percent of 

Time and of Pain Intensity were independent measures. 

Subjects high on one scale were not necessarily high on the 

other. With the Percent of Time analogue, subjects with 

IIhighll initial levels moved in the expected downward 

direction, while subjects with IIlowll initial levels 

unexpectedly moved upward. It is difficult to adequately 

explain this shift, although some increase was due to Subject 

4 whose worsening respiratory condition and sharp rise in 

percent of time in pain made it difficult to interpret her 

data. Also, an arthritic flare-up of Subject 6 contributed 

to the upward movement of the Percent of Time analogue. 

The Pain Intensity analogue revealed an increase of 

pain intensity at the beginning of treatment for those with 

IIhighll initial levels suggestive of the possibility that 

psychotherapy may have been experienced as stressful, 

therefore leading to an increase in the subjective experience 

of pain intensity. However, the increase in the pain scale 

with the introduction of treatment was apparently not due to 

increased anxiety; the SCL-90 anxiety scores detected 

increased anxiety at treatment only in Subject 3. 
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There is some subjective evidence suggestive of a 

positive correlation between "acting through" emotions and 

pre to post-session changes in pain. The pre to post-session 

changes in pain of 55 are reflective of whether she expressed 

("acted tnrough " ) her emotions or "talked about" issues 

during therapy hours. At baseline her pain changed a mean of 

-4.25 points. During treatment her pain changed -3 points 

for the first four sessions, and case notes indicate that 

these tended to be "talking about" sessions. During the next 

five sessions she moved into actual expression of her 

emotions during the therapy hour. The mean pain change was 

-21.2. The tenth session was a "talking about" wrap-up and 

the pre to post-session change returned to -3 points. During 

follow-up the change in pain was -6.75. This is a subjective 

evaluation developed from case notes, and suggestions for 

improving this assessment in future research are made below. 

Exit interviews indicated that subjects acquired 

better coping strategies in regard to their pain. Several 

reported that the therapy had given them permission to feel 

their negative reactions to their arthritis and to life 

events and to express them. They reported beneficial results 

not detected in the analogues. More information will be 

available as another portion of this pilot study, with focus 

on the subjects' subjective experience of the therapy and 

of the therapists, is analyzed. 
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A possible explanation for the discrepancy between 

the analogue data and the exit interviews may be that the 

analogues are not the most reflective of the changes in pain. 

This is supported by Sternbach (1982) and Viernstein (1982), 

who suggest that sensitivity to changes in pain is best 

addressed by instruments which assess the affective 

experience of pain. Therefore the possibility exists that 

positive changes in the experience of pain were realized but 

not detected because the instruments used in this study 

lacked proper sensitivity. 

Rheumatoid Arthritis Status 

Musculoskeletal examinations were important to the 

study for insuring that the subjects did indeed have active 

rheumatoid arthritis at stages and levels conforming to 

diagnostic standards. Adequate diagnosis was not always 

substantiated in other RA studies (King, 1955; Cobb, 1959; 

Barchilon, 1963). Although the anticipated changes in the 

musculoskeletal functioning did not occur, this study did 

find that the sub-scales on the examination (Tenderness to 

Palpation; Abnormality on Motion; Pain on Motion; and Soft 

Tissue Swelling) measure different dimensions not highly 

correlated to each other. Thus, subjects could show 

deterioration or no change on one scale while demonstrating 

improvement on another. 
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Daily Functioning and Morning Stiffness 

No consistent results were found to support 

anticipated improvement on these dimensions. However, those 

with "high" initial scores on the Health Assessment 

Questionnaire (for daily functioning) had scores which 

declined beyond +.5 SE , a meaningful change. - m 

Erythrocyte Sedimentation Rates 

This measurement was not particularly useful in this 

study because the change in the sedimentation rate could have 

reflected infections not related to RA. In this study 

Subject 5 had bladder infections on two occasions and Subject 

4 was hospitalized with a respiratory condition. Both 

situations were reflected in the sedimentation rates. Some 

medications are also known to interfere with sedimentation 

rates and three subjects were on such medications. 

Therefore, it is virtually impossible to partial out to what 

degree the sedimentation rates reflects only the RA 

condition. The musculoskeletal examinations seem to present 

a more clear and accurate measure of the RA disease status. 

Psychosocial Measures 

Although the psychosocial changes did not achieve 

statistical significance, it is here that differences meeting 

the criteria for meaningful change (~.5 SEm) most often 

occur. Potentially meaningful differences were found on the 

SCL-90 (Hostility and Depression scales), the Eysenck 
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Personality Inventory and the Katz Adjustment Scale. It was 

anticipated that expression of hostility was related 

inversely to pain and this was substantiated. Also, 

meaningful differences were found on the SCL-90 Depression 

and Hostility scales. Subject 3 showed an increase in 

hostile affect during the study and this may be interpreted 

as a positive deveiopment because she had a total absence of 

reported subjective hostility at the beginning. During the 

course of the treatment she learned to deny her feelings less 

and to give more open expression to feelings. 

Subject 2 demonstrated an unchanged or worsening 

condition on most measures. The exit report reveals that she 

felt rushed and misunderstood during therapy. An examination 

of the correlations between her Pain Intensity Analogue and 

the SCL-90 sub-scales showed an unexpected negative 

correlation with all SCL-90 scales. Perhaps this subject 

fits the "paradoxical" category found by Moldolfsky and 

Chester (1970). These researchers discovered that a 

percentage of RA patients tend to report worsening symptoms 

as their arthritis improves, as though their pain was their 

avenue to self-worth. Simonton, Simonton and Creighton 

(1978) also suggest that disease often is a "permission 

giver", allowing the person to receive wanted care without 

guilt. Perhaps, for Subject 2, there is secondary gain to be 

found in her illness. 
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Subject 2 also demonstrated high levels of Paranoia 

and Interpersonal Sensitivity on the SCL-90. It may be that 

the strong counselor/client interaction found in Expressive 

Release Therapy may not be an appropriate Psychotherapy for 

subjects with elevated paranoia or interpersonal sensitivity. 

Further research is needed to test this. 

The Eysenck Personality Inventory (EPI) confirmed the 

findings of previous studies (Ward, 1971; Robinson, 1972) 

that people with RA have relatively extreme introversion 

scores. EPI neuroticism scores tend to be elevated in 

psychosomatic disorders (Kissen, 1964; Bendien, 1963). The 

present study found elevated neuroticism scores to be present 

in the subjects. 

The psychosocial findings demonstrated sufficient 

evidence of "meaningful changes" to lend support to the 

contention of several authors (Rogers, 1982; Udelman and 

Udelman, 1981; Little, 1982) that many RA patients might 

profit from psychotherapeutic interventions which would 

provide subjects with coping strategies. Subjective reports 

in exit interviews support the contention that the sUbjects 

have better coping strategies as a result of Expressive 

Release Therapy. 
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Conclusions 

The study almost uniformly failed to show changes of 

statistical significance, but does demonstrate a number of 

changes that meet the criteria for "meaningful differences." 

Such meaningful differences are found in those with 

"high" initial levels of Percent of Time in Pain. Support 

was also found for the assumption that pain intensity and 

hostile affect are inversely related. 

No statistically significant changes were found in 

the musculoskeletal examinations except for an increase in 

Soft Tissue Swelling. However, it is evident that the sub-

scales on the musculoskeletal examination are not highly 

correlated, in contrast to expectation. 

Neither the group with "high" nor the group with 

"low" levels of morning stiffness reflect any significant 

changes as a result of the psychotherapy treatment. 

A meaningful difference was found in the group with 

higher dysfunction on the daily functioning scale, while the 

group with less dysfunction does not reflect such change. 

Neither group demonstrated statistically significant cnanges. 

Interpretation of Erythrocyte Sedimentatron Rates was 

inconclusive because of the difficulty in separating out 

effects due to infections other than RA and separating out 

effects due to use of certain medications. 

Several "meaningful changes" (+.5 SE ) were found in - m 

the psychosocial measures, although statistical significance 
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were not achieved. The changes were reflected in both the 

Depression and Hostility scales of the SCL-90, the Eysenck 

Personality Inventory and the Katz Adjustment Scale. These 

changes are suggestive of psychosocial benefits for the 

sufferers of rheumatoid arthritis as a result of the 

Expressive Release Therapy. The psychotherapy may produce 

beneficial coping strategies for people subjected to chronic 

disease with the possibility that future research may enlarge 

on the "meaningful" changes found in pain, daily functioning 

and psychosocial measures. Whether or not the somewhat weak 

treatment effects on RA can, in the future, be strengthened, 

this study provides evidence of improved psychological health 

and improved coping strategies. 

Limitations 

1. The Visual Analogue Scales used in this study may 

not be the instruments best suited to detection of 

changes in the subjective experience of pain 

(Sternbach, 1982; Viernstein, 1982). Therefore, the 

possibility exists that positive changes occurred 

which are not reflected in the instruments. This 

suspicion is supported by subjective reports received 

from subjects in exit interviews. 

2. The time allowed for the psychotherapy treatment is 

relatively short (ten sessions). Since the subjects 

are found to be relative highly introverted and found 
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to have elevated neuroticism scores, it might be 

expected that it would take more time for them to 

adjust to psychotherapy and to learn about the 

expressive type of therapy than was allotted for the 

study. Some subjects in this study might have 

profited from longer psychotherapy treatment. This 

is supported by therapist case notes and by exit 

interviews. 

3. In order to be certain of diagnosis of active 

disease, the study may have reduced the possibility 

of demonstrating beneficial results in the status of 

the disease. It may be that the subjects seen in 

this study are at such advanced stages that it would 

be extremely difficult to induce positive changes in 

the musculoskeletal system through psychotherapy 

intervention. It at least raises the question: 

Would those with less severe disease be more amenable 

to changes in RA disease status? 

4. The expressive psychotherapy used in this study 

requires the client to be an active participant; that 

is, to "work through" emotional experiences in the 

here and now. This study did not provide a way 

(otner than subjective case-notes) to rate the extent 

or level of "working through" as opposed to "talking 

about" issues. Such a measure could then be compared 

to pre and post-session pain measures to assess the 



possibility of a positive correlation between 

"working through" emotions and reduction in the 

experience of pain. 
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5. The protocol (Appendix A) directs the therapist to 

assist subjects in focusing their emotional release 

toward imagined significant others. With subjects 

experiencing chronic illness, the focus of their 

anger/resentment may be more figural regarding their 

disease. The protocol should reflect this and allow 

for at least initial expression of emotional release 

(anger/resentment etc.) toward the disease itself. 

This is supported by Achterberg-Lawlis (1982) who 

concludes that therapies which initially address the 

physical condition as opposed to the mental health 

needs are likely to be more acceptable to the patient 

and most successful in outcome. Thus, more specific 

initial focus in the protocol on the disease may 

provide a better bridge into the psychotherapy. 

6. The size of the sample is small, and quite possibly 

contributed to the the lack of statistical 

sjgnificance. Conducting analysis with small N's 

such as those in this study requires that the 

differences be of large magnitude in order to be 

significant. 

7. This study was part of a larger pilot study designed 

to assess the effects of Expressive Release Therapy 



on patients with rheumatoid arthritis. Therefore, 

the treatment is exploratory and has not yet been 

proven effective for this population and may be 

producing weak effects as new treatment strategies 

often do. 

Recommendations for Future Research 
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1. Increasing the sample size and using a normal control 

group would increase the power of the design and make 

the results more generalizable. 

2. Longer length of psychotherapy treatment would 

provide more opportunity to test the psychotherapy 

protocol with a population which may find 

psychotherapy initially uncomfortable. 

3. Rating the subjects' therapy session on the dimension 

of "working through" vs. "talking about" would enable 

a comparison of the amount of emotional work 

(release) with the amount of change in pain intensity 

within the therapy hour. 

4. A group format would allow an assessment of the 

effectiveness of the protocol as a group therapy. 

Modeling within the group might increase the over-all 

productiveness of the therapy treatment. 

5. Since some subjects reported that it took time to 

learn what was expected in the psychotherapy 

treatment, a combin&tion of an education/treatment 



118 

group might be compared with a treatment only group. 

The protocol used in this study has been used 

productively in a workshop format (didactic/experien

tial and such a format might be adapted for use in 

future research. 

6. Future research should attend to the possibility that 

this is not an appropriate psychotherapy for certain 

people. It would be important to monitor subjects 

for elevated levels of paranoia or interpersonal 

sensitivity to ascertain the usefulness of this 

psychotherapy this population. Or SUCh subjects 

could be screened out by using a cut-off T-score of 

60 on the SCL-90 Paranoia and 65 on the SCL-90 

Interpersonal Sensitivity scales. 

7. If Expressive Release Therapy is used with other 

chronic illness population is should be altered to 

include more attention to expressive release directed 

at the disease condition itself. It may be that the 

chronic disease patients are initially more aware of 

anger/resentment toward the disease than they are 

aware of unfinished emotional issues with significant 

others in their lives. 



APPENDIX A 

EXPRESSIVE RELEASE THERAPY PROTOCOL 
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EXPRESSIVE RELEASE THERAPY PRaI'OCOL 

I. POSITION ON PERSONS 

A. People live as whole organisms with continuous interaction 
anong their cogni ti ve, affective and sensory systems. 

B. The cognitive, affective and sensory systems are in constant 
interaction with the environment. 

c. People are affected by their past, live and act in the pre
sent, and plan for the future. 

D. Parental figures have strong influence on us in the formative 
years which continues into adulthood. 

E. All people possess the capacity for both love and hate. 
Everyone experiences the full range of emotions even though 
we choose which emotions to express and which ones to deny. 

F. People areable-to-respond to a given situation in any manner 
they choose; therefore, they are responsible for their re
actions. 

G. People are competent organisms capable of dealing with their 
own reactions and also of dealing with how others respond to 
t...~em. 

II. THEORETICAL ASSUMPTIONS 

A. General Assumptions 

It is assumed: 

1. That there are no "good" or "bad" emotions--value can 
only be placed on what we do with our emotions. 

a. Anger is as healthy and appropriate as any other 
eIIOtion. 

2. That a pel.'son chooses to react in a certain way to life 
and as such is responsible for choosing that reaction. 

3. That the principle of homeostatsis applies to our emo
tional systerns--i.e., if we allow only certain emotions 
and deny others we place ourselves in imbalance. 
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a. That emotional reactions can be left incomplete or 
unfinished through rationalization, judgments, ana
lyzation or denial. 

b. That emotional reactions can be completed, finished, 
resolved through intellectual, physical and emotional 
expression. 

4. That our emotional systems are designed like our biolog
ical systems in that they are made to take in, digest, 
use, integrate what is nurturing and expel what is not 
nurturing thereby completing the cycle. 

5. That we leaDn how to deal with our emotions (especially 
anger, hurt and caring) early in childhood, usually from 
our parents. 

6. That early decisions made about dealing with our emotional 
life carries over to adult life. 

a. That there are four areas of "significant others" (S.O.) 
are our most influential sources of unfinished emo
tional business: 

1. parents, stepparents, grandparents 
2. spouses, ex-spouses, lovers, ex-lovers 
3. our children, stepchildren 
4. siblings and other relatives 

b. That the importance of the influence is usually in the 
order above. 

7. That ~~e capacity for hostility and violence is never 
lost; we may at times decide not to express it. 

B. AssUITq:>tions Regarding Energy and Survival 

It is assurred: 

1. That anger is energy and as such stays in motion (i.e., 
stays alive). 

2. That anger is an aggressive emotion. 

3. That expression of anger is related to our survival in
stinct. 

a. That our potency, assertiveness and vitality are 
significantly dependent upon how we deal with our 
anger. 
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b. That expression of anger keeps us from being too 
easily manipulated and makes us take a stand or be 
counted--keeps us !rom being a victim. 

4. That storage of anger makes our organisms reach a state 
of imbalance stopping the natural ebb and flow of the 
emotional process. 

5. That past, old anger is never productive and that present, 
here and now anger is always productive. 

6. That denial of actual anger consumes energy which could 
be used for the enjoyment of life. 

C. Assumptions Regarding Suppression 

It is assumed: 

1. That suppression of hostility causes a drastic loss of 
power over our lives. 

2. That holding in angry feelings act as a suppressor of 
the total range of our emotions (referred to as the "key 
board effect") • 

3. That suppression of anger acts as a "filter" through 
which emotions of caring, loving, appreciating, etc., 
must be expressed or experienced (received). 

4. That holding onto our anger lowers our self-concept 
through a coloring of our self-esteem. 

5. That suppressive control of anger does cause physical 
dis-ease as well as emotional damage to the organism. 

6, That sup~ression of anger causes a suppression of our 
endorphin systems and our auto-immune system. 

D. Assumptions Regarding Transmutation 

It is assumed: 

1. That only one emotion at a tim2 can be expressed totally 
toward completion. 

2. That anger and hurt are two different sides of the same 
emotional "coin." 

3. That complaining is a form of expressing anger and hurt 
simultaneously. 
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4. That a whine in the voice and/or over-use of "why" ques
tions indicate an organismic split between anger and hurt. 

5. That anger is often expressed as hurt and vice versa. 

6. That fear is often expressed as anger and vice versa. 

7. That blaming is an expression of revenge rather than 
anger. 

E. Assumptions Regarding Abuse 

It is assumed: 

1. That in any kind of abuse (physical, psychological, sub
stance I etc.) there is suppressed anger. 

2. That guilt is suppressed resentment. 

3. That depression is suppressed anger and/or hurt. 

4. That suicide is the ultimate angry act. 

III. ROLE OF THE COUNSELOR 

A. Responsible for: 

1. Assistance in identifying counselee awareness. 

2. Focusing on the here and now. 

3. Asking "what" and "how" rather than "why?" 

4. Directing counselee's attention to exploration of their 
anger and how they are dealing with it. 

5. Following the steps in Process Section (VI). 

6. Creating expe riments for the expression of feelings 
(anger, in particular) . 

7. Awareness of counselor self and sharing this awareness 
appropriately. 

8. Acknowledgment rather than approval of the counselee. 

9. Frustrating the "games" and avoidance of the counselee. 

10. Assistance in assessment/planning/homework phases. 
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B. Is a(n) : 

1. Observer of counselee verbal and non-vemal language, 
physical reactions, tone, energy. 

2. Catalyst by setting up experiences and confronting con
flicts and inconsistencies. 

3. Supporter of counselee effort in spite of fear, resistance. 

4. Frustrator of counselee garnes, avoidance, denial. 

5. Playful in the sense of spontaneity and seeing both 
sides--tragedy and the comedy. 

6. Per~ttor by allowing counselee to be what he/she is. 

7. Appreciator of risk involved and the courage needed. 

8. Director of the experiment and of the general path of the 
session. 

IV. IDLE OF COt.'NSELEES 

A. Responsible for: 

1. Their behavior, thoughts and feelings. 

2. Their own change or lack of it. 

3. Here and now awareness. 

4. Sharing that awareness. 

5. Trusting their organism. 

6 • Commi tIren t to wo rk • 

7. Working or not working. 

8. Resistance to change. 

9. Planning and cortpleting homework. 

10. Evaluation of session. 
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v. DYNAMICS 

It is expected that as a result of Anger Therapy a person will: 

A. Move from a restricted range of affective reactions to the 
full range of human em:>tions. 

B. I-bve from being a suppressor (and repressor) to an expressor 
of feelings and reactions. 

C. Move from closed to open dealing with the world. 

D. Move from being tied to the past to living unencumbered in 
the presen t. 

E. Move from imbalance to balance in the enotional system. 

F. Move from incomplete unfinished business to completion of 
unfinished business. 

G. M:>ve from depending on one part of the organism (e. g., the 
intellectual component) to full use of the whole person. 

H. Move from being split to being healed (whole and complete). 

I. Move from illness to health. 

J. Move from being irresponsible for self to being responsible 
for self. 

K. Move from avoidance to confrontation or contact. 

L. Move from denial to acknowledgment of how one is being 
affected. 

M. Move from passive participation to active participation in 
life. 

N. Move from phoney role playing interactions to real (realistic) 
interactions with others. 

o. M:>ve from fear (of self--of others) to confidence and trust 
(in self--in others). 

P. Move from impotency ( in cornpe ten ce ) to potency ( compe ten ce ) 
dealing with life. 

Q. Move from low self-concept to an OK feeling about self. 

in 

R. Move from low energy to hi gh ene rgy (deadness to aliveness). 
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S. Move from pessimism (depression) to optimism (vitality). 

T. Move from blaming and complaining to doing. 

U. Move from guilt to responsibility. 

V. Move from abusing self and/or others to deeply caring for 
self and/or others. 

VI. THE PROCESS 

A. The Counselor Process 

1. Identify the focal point of the work. 

a. Look for parental/family influence on emotions. 

b. Early decisions regarding emotions. 

c. Physical symptoms--e.g., headaches, ulcers, tension, 
etc. 

d. Focal point should be a person as opposed to a thing, 
institution, etc. 

2. Commitment to work 

a. Beware of non-commi trrents. 

b. Watch for tentative language and non-verbal cues 
(tone of voice, posture, etc.). 

c. Give needed assurances (e.g., can stop wherever you 
wish--full power and permission to the counselee--no 
need for scripts, judgments, etc.). 

3. Work 

a. Deal with a significant other. 

b. Use dialog with empty chair or any other imagery. 

c. Use Gestalt principles in directing the experiI!'en t 
(i.e., acute observations, suggestions, try on, 
encouragerrent, here and now awareness, etc.). 

d. Attend to layers of counselee process (see B below). 
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e. Be sensitive to completion, (or incompletion) of work 

f. Always get a "good-bye" before m::>ving to step #4. 

4. Assessment of Work 

a. Immediately follows the "good-bye." 

b. Here and now awareness--feelings both physical and 
enotional, and thoughts of present awareness. 

c. Can also look at reactions to the experience of 
step #3. 

5. Planning 

a. Utility of the learning from the session. 

b. Setting up homework and/or contracts. 

c. Any needed rehearsing. 

B. Counselee Process 

1. Comes to therapy disowning anger or the extent of it. 

2. Cognitively may recognize some introjected values re
garding anger. 

3. Often rationalizes no need to work on that since it is 
past, not justified, seems insignificant etc., etc. 

4. Resists the work by intellectualizing, making judgments 
or changing the subject--often plays helpless. 

5. As organism begins to recognize the availability of left
over anger, counselee often has a phobic reaction-
predicts catastrophic results of owning the anger. 

6. Implosive stage--goes dead--feels nurnb--no awarenss of 
anger--at the impasse. 

7. Explosive stage--anger begins to move emtiona1ly and 
physically. 

8. Completion stage--anger is dealt with and enotional re
action subsides. 

9. Aliveness stage--energy is restored to living, breathing 
and interacting which had been previously used to sup
press the hostile feelings. 
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VII. METHODOLOGY 

A. Primary technique is dialog in which counselee imagines fac
ing significant other in an empty chair. Purpose is to 
complete the anger which had been previously controlled ~ld 
never completed. 

B. Fantasy can be used in which the counselee acts out the angry 
reaction which had been previously suppressed. 

C. Rehearsal--act out the upcoming encounter with significant 
other--sometimes completes the wlfinished business so no 
further action is necessary--if encounter is still needed 
provides counselee with some clarity before encounter wi~~ 
the significant other (5.0.). 

D. Refinishing--can use fantasy, roleplaying, or dialog to redo 
a past scene which ended with unfinished business. This time 
it can be finished. 

E. Roleplaying--often used in marriage or family counseling. 
Can switch roles from regular position in the system. Can 
try on new roles in the system. 

F. Puppetry--works well with blockage (up to junior high school 
age). Allows counselee to express self through the puppet 
with less threat to self. 

G. Coloring/Drawing--start with fantasy/memory to recall a time 
when person was very angry, then open eyes and color the 
anger, or draw the anger in any way counselee desires. Stim
ulates awareness and insight--opens avenues of discussion and 
exploration. 

H. Writing--write down the anger and resentments to the 5.0.-
imagine the 5.0. reading what is written--can also tear up 
what is written--then can be thrown away, buried, burned or 
destroyed in any manner desired. 

I. Acting out 

1. Kicking--floor, pillow or cushion. 

2. Hitting--use bataca, rolled magazine, tennis racket. 

3. Punching--pillow or cushion. 

4. Pushing--cushion against wall or into corner. 

5. Throwing--cushions, pillows, bean bags. 
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6. Stabbing--use corrugated cardboard box and a pencil. 

7. Tearing/ripping--use paper, magazines, cloth. 

8. Burning--burn the symbol after having expressed resent
ment. 

9. Breaking--pencils, sticks} slats. 

J. Use of Batacas 

1. Single 

a. Use of s.o. in empty chair. 

b. Watch to see if counselee hits self. 

c. Look for weak hits or glancing hits. 

d. Be aware of IIbrush off." 

e. Notice holding onto bat as to control it (e.g., 
clutching to breast) • 

f. Notice overall energy invested in the hitting. 

2. Pairing 

a. Set up rules (e.g., hit rumps only--left hand only, 
etc. ) • 

b. Brief time limits on each round (60 seconds usually). 

c. Sharing in between each round. 

d. Switch usual roles (e.g., defending par~~er goes to 
the offensive in next round). 

e. End with equality roles (both aggressive with 
batacas) • 

f. Finish by sharing appreciations. 

K. Verbal Tech.,..iques 

1. Voice 

a. Screarning--clears lungs, brings feelings into fast 
focus, high risk action, rapidly breaks barriers and 
controls. 
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b. Whining--usually means person is half way between 
hurt and anger. 

c. Raising voice--can be used to break the whining 
position. Also used to speed up contact with hostile 
feelings. Often leads to tears from the hurt side. 

2. Tentative language (maybe, perhaps, almost .•. ) change 
to definite language without the tentative words. 

3. 1\Sk counselee to renove qualifiers (such as "little bit", 
"not much", etc.) from the dialog. 

4. Change" can I t" language to "won I t" language. 

5. tlYes, but" change to "Yes, and." 

6. Change tl we " language to "I" language. 

7. Change analytical tlyou are. tI to "I resent you 
for.. 11 

8. Change questions (if hot information seeking) to sen
tences. 

9. Ask counselee to complete any unfinished sentences. 

10. Change wishful language (Le., "I wanna ... tI, "If 
only. . ." to what is language. 

11. Change "I will try" to "I will. " 

12. Change "I feel sorry for. tI to I resent. " 

L. Non-Verbal Techniques 

1. Breathing 

a. Be aware of holding breath. 

b. Ask person to let go especially on the exhale. 

c. Often brings up affect on the exhale. 

d. Inhale will occur naturally. 

2. When counselee is crying notice if breath is being sucked 
in after each sob--this usually controls crying so that 
completion can not occur. 
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3. Attend to the throat to see if sound indicates choking 
off affect. 

a. Sometimes making noises will clear the obstruction. 

b. Can add words like "NO! "--repeated quite vehemently. 

c. Swearing or raising the voice if often helpful in 
clearing the blockage. 

4. Notice clinched hands. 

a. Instruct counselee to give hands permission to act. 

b. May have dialog with hands to see what they want. 

5. Be aware of tight muscles in the body and bring coun
selee's attention to thut area. 

6. Grinding teeth can be a sign of controlled anger. 

7. Low energy can be a sign of control. 

a. Ask person to raise voice. 

b. Become more physically active. 

8. Voice--watch for: 

a. Tenor 

b. Timber 

c. Volume 

d. Shakey/He5itant/Stutter 

e. Bring counselee's attention to what you notice 50 
that awareness and responsibility is increased. 

9. Face--look for: 

a. Flushes 

b. Change of tone 

c. Frowns 

d. Ticks 



132 
e. Eye signals--moist, shifts, etc. 

f. Mouth 

10. General body changes are often signals for internal 
change and can be used to bring counselee's awareness 
to that focal point. 

M. Closure Techniques 

1. Goodbye 

a. All work should end with a goodbye to s.o. even 
though counselee may resist. 

b. If appropriate the goodbye should be preceded by 
the verbalization of a contract with the s.o. 

2. Burial Scene (used for "finalization" of work just 
completed) . 

a. Have counselee bury the s.o. if that person is de
ceased. The idea here is that this is a "psycho
logical" burial which has been held up to cot:lplete 
unfinished business with that person. The fact 
that "physical" burial has already been completed 
is immaterial. 

b. Be as symbolic as possible. Have a cover for coun
selee to use when ~~ey are ready to bur; the o~~e~ 
person. 

c. Encourage the counselee to be certain that they are 
ready to say goodbye and have completed all old bus
iness before conpleting the burial. 

d. It is helpful to bury with the s.o. all old feelings 
of disappointment, rejection, hostility, etc. 

e. Allow time immediately after burial for a grieving 
period in case some grief has been held back over 
the years of hanging on to the anger. 

VIII. EVALUATION 

A. At the beginning of subsequent sessions: 

1. Check for progress or regression since last session. 

2. Did counselee do homework? Outcome? 
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3. Implerrentation during the week of what was learned in 
previous session. 

B. In Step #3 (work) 

1. "What are you experiencing now?" 

:2. "Does fit?" -------
3. "Where is the knot (tension, pain, choking, etc.) now?" 

4. "Are you getting anywhere ••• ?" 

C. In Step #4 (Assessrrent) 

1. "Close your eyes. . .notice what you are aware of now?" 
(physically, emotionally, cognitively). 

2. Check our "bench marks" from Step #1. 

3. Have co\mselee evaluate benefits from work in Step #3. 

D. In Step #5 (Planning/homework) 

1. CO\mselee determines value(s) of the session just 
completed. 

2. "'.mat did you learn today that you can use in your life?" 

3. Make plans for implementation. 

4. Plan any needed homework. 

E. At the end of cO\mseling (last session) 

1. Bring pieces of work from the prior sessions into the 
room for final confrontation/evaluation. 

2. Contract as appropriate to take care of remaining bits 
and pieces of unfinished business. 

3. Counselee determines what is being taken from the ses
sions for use in living. 

F. Things to look for: 

1. Better, easier access to elTOtions. 

2. Increased ability to express self on physical, cognitive 
and elTOtional levels. 
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3. More open with self and others. 

4. More present centered as indicated in awareness of here 
and now and more present-tense language. 

5. More balanced (dietary, exercise, motivationally, atti
tudinally, physically, emotionally, economically, etc.). 

6. Less unfinished business and xrore dealing with life as 
it cones. 

7. Improved health (psychological/physical). 

8. More responsible for .self as indicated by "owning" 
language. 

9. Less avoidance/denial as indicated by willingness to con
front issues. 

10. More real and realistic as indicated in self owning lan
guage and expectations from life. 

11. More confident and trusting as indicated in risk taking 
behavior. 

12. More potent--gets things done. 

13. Less complaining/blaming as indicated in language, sound 
of voice and appropriate use of tears. 

14. Less self abuse as indicated by a lack of guilt and over 
indulgence (in substances, abuse, work, etc.). 

15. More optimistic in the plans and predictions for the 
future. 
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Treatment Effects on Individual Subjects 

Because this study uses a single-subject design, and 

because this research in exploratory, individual subject 

summaries are provided here for examination. 

Subject 1. Several of the different assessrnellt 

instruments for subject 1 showed a "v" shaped pattern. That 

is, she showed improvement in the first half of treatment and 

then began a reversal, moving toward baseline levels. 

One possible explanation is that she, midway through 

treatment, began to speak about an anticipated, unwanted 

event at the end of her treatlnent. Thus, it may be that she 

did not adequately work through negative feelings (in therapy 

and elsewhere) concerning this event, and it may be reflecteu 

in the measurements. 

Self-reports about the therapy reflect that she found 

it beneficial. She identified unfinished negative situations 

from the past and worked on those issues. 

She had not been able to cry for many years, even 

using artificial tears to lubricate her eyes. But her 

therapist reports that to some degree she regained this 

ability during the therapy. 

She provided a profile commonly seen in the RA 

literature as a polite, sub-assertive person. She was 

willing to suffer difficult and sometimes painful blood draws 



due to the condition of her veins, apologizing for causiny 

problems to laboratory personnel. 
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Subject 2. Her subjective exit-report and the case 

notes of the therapist both suggest that she did not find 

this therapy particularly beneficial. She reported needing 

more time to talk and felt rushed to "work" in therapy. And 

she felt a need for more on-going feedback from the 

therapist. 

This subject raises some questions. Her pain scores 

actually declined, while psychological measures of 

depression, hostility, paranoia, and interpersonal 

sensitivity rose. This paradoxical reaction suggests that 

(a) she may receive some secondary gain from her illness, or 

(b) her elevated levels of paranoia and interpersonal 

sensitivity may make her a poor risk for psychotherapy, 

especially of a type that asks her to take an active, 

responsible role in working through unfinished emotional 

business during the therapy hour. 

She was the only subject presenting a high Percent of 

Time in Pain, while reporting low levels of Pain Intensity. 

Subject 3. At the beginning of the study this subject 

made no report of hostile affect (her SCL-90 score was zero). 

Early in treatment she identified several significant others 

with whom she had unfinished resentful feelings. Therapist 

notes indicate that she was totally unaware of her body 

(breath, holding, tension, clenching, etc.) and was unaware 
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of inappropriate laughter. She spent the first several 

sessions approaching emotional discharge and then backing 

away. In the 4th session she expressed (released) feelings 

toward an imagined significant other and thell reported calm 

and relaxed feelings as a result. The therapist noted a 

marked change in her shoulders and face. In the 6th session 

she realized how she was interrupting the flow of emotion ana 

how pain and tension increased at those times. The following 

session led to release of anger/resentment toward the 

arthritis. She reported that her neck tension disappeared, 

her face felt relaxed, throat and chest were clear and 

stomach was calm. She felt her heart beating smoothly. 

The last several sessions she reported expressing ner 

feeling more o~enly to others with positive results. She 

expressea feelings about significant others and her feelings 

about the disease itself. Before therapy she had felt it was 

important not to let her illness "burden anyone else." In an 

exit interview she reported that permission, given in 

therapy, to feel and express her feelings (including those 

about RA) was very beneficial. Initially she was fearful 

that the psychotherapy would leave her hanging and ill at 

ease, but she stated positive feeling about it in an exit 

interview. She also indicated a changed ability to handle 

flare-ups of the disease. Although she felt the status of 

the disease did not change, she was able to cope more 

adequately. 



An upward drift in some of her psychological 

measurements may reflect her expressed ability to "be more 

truthful" on responses during the course of the therapy. 
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Subject 4. She reported several beneficial results 

of the study; (a) the willingness to accept needea use of 

appliances such as a cane, (b) ability to express 

anger/resentment about something and not feel like a "weaK 

person," (c) the ability to let go of thoughts and feelings 

once they were expressed, (e) ability to accept the pain 

better, even though the arthritis does not challge, and (e) 

courage to let others know how the RA is affecting her -

relieving the pressure of having to be "persevering and 

uncomplaining." 

Results of some aspects of the study, regarding this 

subject, are difficult to determine because her data was 

contalninated with the onset of a respiratory problem which 

eventually led to hospitalization during the treatment phase. 

Early data points showed a possible downward movement, but as 

the respiratory problem became more pronounced, almost all 

scales increased dramatically during T2 and T3. Once she was 

released from the hospital the measurements reversed and 

headed downward, though many remained above baseline. 

In the face of a difficult respiratory illness she 

still reported several beneficial subjective changes as a 

result of the therapy intervention. 
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Subject 5. She began the treatment phase describing 

her theme as "don"t get angry, get even." She appeared 

tight, especially in the jaw and face. Anger would surface 

and not be completed. Early sessions found her converting 

her angry feelings to feelings of hurt. She slowly began to 

release angry feelings in the sessions, the first time 

reporting a significant reduction in pain from her back and 

chest, which lasted through the week. After a session 

releasing unfinished anger toward a significant other 

(father), she told the therapist she felt 50 pounds lighter, 

could breathe deeper and more relaxed, and was rid of the 

"rock" in her stomach, and was able now to think about that 

person and not "get all churned up." She also reported the 

ability to feel close to her son who had been the object of 

much of her anger. A later session focused on unfinisheu 

feelings toward her mother with similar reports; no pain in 

the spine, relaxation, readiness to speak with mother in 

person. 

Her exit report indicated a need for more sessions. 

She reported gaining an ability to express her feelings, wittl 

resulting reductions in pain. She also indicated a reduced 

dependence on medications. She became pregnant during the 

study and reported no difficulty in stopping all medications 

at that point. 

Subject 6. She presented herself as frightened and 

concerned that she might do something wron~. She found it 
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extremely difficult to express feelings but began to relax 

some about the 4th session. Although frightened, she was 

concerned enough about deteriorating relationships with her 

family that she wanted to continue with tne therapy. She 

began to report being more firm with a daugnter who took 

advantage, and to fight less with another daughter. 

She found the "empty chair" technique impossible to do, 

and the therapist used alternative methods, especially art. 

Art work in the 7th session facilitated a strong rush of 

anger which surprised the subject. She cut it off abruptly, 

expressed some tension release, but then began to judge 

herself about her angry feelings. 

The most sustained release of emotion was toward her 

rheumatoid arthritis, but she persisted in presenting her 

feelings as more "tired" than "angry." 

The 9tn session focused on feelings toward her 

daughter, who, with mutual agreement, came into the therapy 

hour. The subject was relatively direct and assertive and 

reported later that she was surprised and happy about what 

she said. 

The exit interview suggests that the client learnea 

that she had unfinished anger. Previously she had done mucn 

yelling, believing that she always got rid of it. She was 

now aware of a deep layer of unfinished, unexpressed anger. 

She also reported learning that she had "choices" and found 

it beneficial to talk with her daughter in a session. She 
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Subject Consent Form 

Psychotherapeutic Biomedical Factors in Rheumatoid Arthritis 

You are being asked to participate in a study designed to 
detennine the cormection beaveen certain naturally occuring peptides 
within the body and subjective levels of pain. We are trying to 
deterQine if we can facilitate the release of these naturally occuring 
pain control agents through emotional release. You have been selected 
to participate in this stud'} because you have the type of rheumatoid 
arthritis which we think may be ItOst susceptible to this type of 
treatment. 

If you decide to pRrticipate in this project, you will be asked 
to maintain a standard, ongoing medical regimen to treat rheumatic pain 
which will be monitored and controlled by your regular physician. You 
will be asked not to use any narcotic or steroid medications since these 
will interfere with the results 0= the project. In addition, on a 
weekly basis for a period of twenty-two to thirty-~ weeks, you will be 
asked to engage in a treatment series, primarily involving emotional 
expression, which is designed to st:i.nulate the body's pain control 
system. Before and after each weekly meeting we will draw blood sBr.lJles 
(approximately one and a quarter tablespoon each draw) which wi1l be 
analyzed in order to deten:rine the effectiveness of our treat::Irent 
interventions. The treatIiEnt series vT.i.11 have three stages. During the 
first and third stages you will have your blood sBr.lJles drawn and you 
will be asked to complete a series of questionnaires designed to help us 
evaluate the effectiveness of our treatment program. During the second 
stage you will participate in weekly meetings which will include a one 
hour trea~t session, completing the questiormaires and having your 
blood samples drawn. In addition, we will ask you to keep ongoing 
records of how much rheumatic pain you experience in the course of your 
daily activities. 

In the process of drawing blood samples and impleI:'EI1ting the 
treatment there may be same rrdnor physical and/or psychological 
discor:rfort. We anticipate no serious risk, and in fact the treat.:nmt 
is expected to have a positive effect. 

There will be no cost to you for the services rendered as a part 
of this project although there will be the usual medical costs in 
maintaining the medical regimen. (he of the investigators in this study 
will be available to talk to you at any time, regarding any problans 
that arise in the course of the treatmmt. We ask only that you be 
willing to allow us to draw blood sar:1ples at designated points, that you 
will fill out the questionnaires as they are prov~ded, and that you will 
complete the treatment program as long as your medical condition makes 
that feasible. vle also ask that you allow us to audio and/or video tape 
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the counseling sessions. The infonretion obtained will be totally 
confidential and the tape recordings will be erased as soon as they are 
appropriately scored and coded. 

I tmderstand the purpose of the current study and have read the 
above "Subj ect Consent". The nature, demands, risks, cmd benefits of 
the project have been explained to me. I tmderstand that I may ask 
questions and that I am free to withdraw fran the proj ect at any t:i.m2 
without incurring ill will and without affecting my medical care. I 
also tmderstand that this consent fom will be filed in an area 
designated by the Human Subjects Ccmnittee vlith access restricted to the 
principal investigators or authorized representatives of the pal~icular 
depart:ment. A copy of this consent form is available to m:~ upon 
request. 

I tmderstand that in the event of physical injury resulting fran 
the research procedures, financial compensation for wages and time lost 
and the cost of ~dical care and hospitalization is not available. I 
tmdersta'1d that the risk of such injury is slight but that if incurred, 
the costs IIllSt be born by me. 

I understand that the principal investigator or one of the 
co-investigators will be available to provide additional infonretion to 
me upon my request. 

Subject Signature 

Uitness Sigrw.ture 

Date 

Date 

-----
----
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VISUAL ANALOGUE SCALE 

NAME 

DATE 

PRE POST 

Place a mark on the line to indicate the severity of 
the pain. 

No Pain Extreme Pajn 

a 100 

Place a mark on the ljne to indjcate the amount of 
time spent in pajn during the past week. 

Pain Free 

a 

100 % 
of Tjme 

100 
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MUSCULOSKELETAL EXAMINATION - EXPRESSION THERAPY 

Patient 

Date 

1. 

2. 

3. 

4. 

5. 

-----------------------------
--------------------------------
Temporomandibular Joint 
A. Tenderness to palpation 
B. Pain on motion 
C. Inter-incisor distance 

with patient's mouth 
completely open (about 
two finger breadths) 

Shoulder 
A. Swelling 
B. Subdeltoid bursitis 
C. Bicipital tendonitis 
D. Range of motion 

1. abduction 
2. internal rotation 
3. external rotation 
4. patient can reach behind 

head from above 
5. patient can touch opposite 

scapula from behind 
E. 
F. 

Pain on motion 
Heat 

Elbow 
A. Swelling 
B. Nodules 
C. Epicondylitis 
D. Olecranon bursitis 
E. Flexion contracture 
F. Heat 

Wrist 
A. Swelling 
B. Subluxation 
C. Tenderness to palpation 
D. Range of motion 

1. flexion 
2. extension 

E. Pain on motion 
F. Heat 

Hand 
A. Soft tissue swelling 

1. IPs Thumbs 
2. MCPs right __ _ 
3. PIPs right_ 
4. DIPs right_ 

left 
left---
left-

present R L B 
present R L B 

normal N 

present R L B 
present R L B 
present R L B 

normal R L B 
normal R L B 
normal R L B 

yes R L B 

yes R L B 
present R L B 
present R L B 

present R L B 
present R L B 
preseQt R L B 
present R L B 
present R L B 
present R L B 

present R L B 
present R L B 
present R L B 

normal N 
normal N 
present R L B 
present R L B 

present 
present 
present 
present 

R L B 
R L B 
R L B 
R L B 

absent A 
absent A 

abnormal A 

absent A 
absent A 
absent A 

abnormal A 
abnormal A 
abnormal A 

no N 

no 
absent 
absent 

absent 
absent 
absent 
absent 
absent 
absent 

N 
A 
A 

A 
A 
A 
A 
A 
A 

absent A 
absent A 
absent A 

abnormal A 
abnormal A 
absent A 
absent A 

absent 
absent 
absent 
absent 

A 
A 
A 
A 
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B. Tenderness to palpation 
1- IPs Thumbs present R L B absent A 
2. MCPs right __ left __ present R L B absent A 
3. PIPs right __ left present R L B absent A 

C. Pain on motion present R L B absent A 
D. Grip strength normal R L B abnormal A 

6. !L!.£ 
A. Trochanteric bursitis present R L B absent A 
B. Range of motion 

1- flexion normal R L B abnormal A 
2. abduction normal R L B abnormal A 
3. external rotation normal R L B abnormal A 

C .. Hip pain on motion in groin present R L B abnormal A 

7. Knee 
A. Swelling present R L B absent A 
B. Tenderness to palpation present R L B absent A 
C. Range of motion 

I. flexion normal R L B abnormal A 
2. extension normal R L B abnormal A 

D. Heat present R L B absent A 

8. Ankle 
A. Swelling present R L B absent A 
B. Tenderness to palpation present R L B absent A 
C. Range of motion 

Ribio-talar joint normal R L B absent A 
D. Pain on motion present R L B absent A 
E. Heat present R L B absent A 

9. Foot 
A. Tenderness to palpation presept R L B absent A 
B. Swelling present R L B absent A 
C. Pain on Motion present R L B absent A 

10. Lower - Extremety - general 
Patient arises from seated with with 
position ease E difficulty D 

II. SEine 
A. Tenderness to palpation 

I. paraspinal musculature present P absent A 
2. bony prominences present P absent A 

B. Cervical spine 
Range of motion 
l. flexion normal N abnormal A 
2. extension normal N abnormal A 
3. lateral bending normal N abnormal A 
4. rotation normal i~ abnormal A 

C. Pain on motion present P absent A 
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~~-----------------------
Date of Visit 

VII MORNING STlFFNESS 

P$u.aocompl.'o .''.In'ortTWItion below for '''''' J diy, 0'101 to Itte d.y Or the C'lnICII"I'II· 

O ... Y 1 O"'TE. ___ '-----1 ___ -"' ""' ,-
HR MIN. (Chock .... 101 or P 101 I 

TI ...... Ok. CD CD _"'101. __ P.1oI 

TI .... .,osa CD : CD _"'101 _PM 

TI .... II'II ,.1I10Inl IIlIln,," O"'bllnl CD : CD _ .... 101. _PM. 

Tlm.lllllnnl"ralbeg.nlodiuppear O"'Ollnl CD : CD _ .... 101 -_P .... 

O ... Y 2 O"'TE: -----1 ___ , ___ 0_ 
_'A ""' ,-

HR "'IN. (Ch.ck .... IoI.o'P.IoI.' 

TI ..... woka CD CD _ ....... _P.M. 

Tlma.,oll CD : CD _ .... '" _PM. 

Tlma'I,III.lllo,nlllllln ... o ... bsenl CD CD _ .... 101 _PM. 

Tlma llilln ... fI," began todluppe., o ... blonl CD : CD _ .... 101 ·_PIoI. 

O ... Y 3 0'" TE -.;;;;;-'~'--y;;;--

HR ""N (ChOCk'" 101 or P loll 

TI ..... wOke CD [IJ _ ... ", _PM 

TI .... .,o .. CD CD _"'101. _PM. 

TI .... llrat ,.1I10Inlllllln.,. O"'Ollnl CD CD _"'101 - PM 

T1me .1111 ..... ,,,,, beo.n to d,uppelf o ... ba.nt CD : CD _"'101 _PM 



HEALTH ASSESSMENT QUESTIONNAIRE 

N.me _____________ , 

In !/lis iltction Willi intlrOltld ,n lurn,ng how your,lIn.n '''.Cll your.bihty \0 function in daily lif •. 
Plln. fetl fiN to Idd .ny comm.nts on tho back of this PI9' . 

• PI._ check thl on. ASI)onsa which be,t dOlCllbe. your uwaJ .bilitiOl OVER THE PAST WEEK: 

DRESSING a. GROOMING 

All you Ibl. to: 
-orlss yourself. including ty,ng sho.IICU 
n doing buttons? 

-sh .... poo your hlir? 

ARISING 

Are you Ible to: 
-Sund UP from In IrmlHs Itrllght CII'''? 

~.t in Ind out of bed? 

EATING 

All you Ibl. to: 
-c.n your m.u? 

-I.lh I full cup or gllss to your mouth? 

-oPl'l' nlW m,lk Clrton? 

WALKING 

Are vou Ibl. to: 
-Wllk outdoor, on flU ground' 

-<I,mb uP Ii •• II.PS? 

Without ANY With SOME With MUCH 
D,"iculty Difficulty DilfiC\jlty 

• PI .... check 'ny AIDS OR DEVICES thlt you uwllly usa lor Iny of til .... ctniou: 

UNABLE 
To 00 

__ Cine __ Dh'CII Used for Ore",ng (bullon hook. "pper pUll. 
long·h,ndltd "'oe ho,n. ttc.1 

W.lk.r __ Bu,lt UP or S~C'JI Uten"I, 

Clutch., __ Spec,.1 Of Bu,1t UP Ch,i, 

__ Olher ISpec,lv 

• PI._ check .ny Clt'Qori .. for whoeh you usuilly "Nd HELP FROM ANOTHER PERSON: 

O'.IIing .nd G'OOln,nQ __ Eat,ng 

"'".,ng W.Ik,n~ 
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• PI.IIM chock the 0ftII rap0N4 which bltn detl:ribn your usn' abiliti .. OVER THE PAST WEEK: 

HYGIENE 

An you able to: 
-JN1JlI1nd dry your .nllre body? 

-T,k., tub blth? 

-Gil on Ind 011 the toilet? 

AEA~H 

Ar. yOU Ible to: 
-Ruch and get down a S pound ObleC! (such u 

• ~ 01 wglllllrom just.bo.e your !Iud! 

-send d_n to p,ck UP dotning Irom the lIoor? 

GRIP 

Ar. you abl. to: 
-Open ColI doan? 

-Open jars which hi •• betn ClfniousJy o~ed1 

-Turn lauceu on Ind oil? 

ACTIVITIES 

Alt you able to: 
-Run .nlnds and thop? 

-Get in and out 01 a ar? 

-00 chores such II .K\Juming Dr y.rawo,k? 

Without ANY With SOME With MUCH UNABLE 
Difficulty DiHiculty Difficulty To 00 

• PI ... check any AIDS OR DEVICES thlt you usually u. for any 01 theM ICII,iti •• : 

Rliwd Toilet Sut 

BlthtubSu! 

Bathtub B~r 

Long-Handled Applolnc;n 10f' Rlleh 

Long·Handled A;:"hlnc~s ,n BUII,oom 

Othe, (Spec",y __ . 

• PIe". check any CII.go,," 10' .. h",h you u •• .,ny n •• d HELP FRO!'.' ANOTHER PERSON; 

Hyg .• n. 

R.ach 

Ci,ipp,ng In..! Op~",,'~ T~,n", 

E""", •• nd Cha, .. 
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EYSENCK PERSONALITY INVENTORY 
FORM B 

By H. J. EYlflnck 
and Sybil B. G. EYlflnck 

Nom"-p _______________ Age' _____ Sex _____ _ 

Grode or Occupotion'--______________ Dote _______ _ 

School or Firm' _____________ _ Marital Stotu"-s ______ _ 

INSTRUCTIONS 

Here are some questions regarding the way you behove, feel and oct. After 

each question is a space for answering "Yes," or "No." 

Try and decide whether "Yes," or "No" represents your usual way of acting 

or feeling. Then blacken in the space under the col-

umn headed "Yes" or "No." 

Work quickly, and don't spend too much time over 

any question; we want your first reaction, not a long 

drown-out thought process. The whole questionnaire 

shouldn't toke more than a few minutes. Be sure not 

Section of Answer 
Column Co"ectl, 

Marked 

Y.s No 

I .. 
Y.s No 

.. I 

to omit any questions. Now turn the page aver and go ahead. Work quickly, and 

remember to answer every question. There are no right or wrong answers, and this 

isn't a test of intelligence or ability, but simply a measure of the way you behove. 

PUBL.ISHEO BY EOUCATIONAL. ANO INOUSTRIAI. TESTING SERVICE 

BOX 7234. SAN DIEGO. CAL.IFORNIA 92107 

COPYRIGHT t) 196] BY EOUCATIONAL ANO INDUSTRIAL TESTING SERVICE 
ALL RIGHTS R[SERVED 

REPROOUCTION OF THIS FORM BV ANY MEANS STRICTLY PROMIBITEO 

~"IHTr:O IN U I /II. 
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I. Do you Ilkeplentyol .xcltement and bustle aroWld you1 Yes No 

2. Have you often got :l rest Ie •• feeling that you wunt Yes No 
aomethlng but do not know what? ........•...•. 

3. 00 you nearly 81\1.l1Y5 have a -ready answer" when Yea No 
people talk to you? . , .. , , , , , , , , .. , , , . 

4. Do you sometimes (eel happy. sometimes sad. without Yes:-1o 
any real reason? .................. . 

5. 00 you usualJy stay in the b:lc~round at p.1.rtles and Yes No 
"get·togethers"? .............. . 

6. As a child did you always dO:ls you were told Imme- Yes No 
dlntely and without grumbling? ......... . 

7. 00 you sometimes sulk? • . . . • • • • • . . . . . . . . . .. Yes No 

8. When you are drawn lnla a qlUlrreJ. do you prefer to Yea No 
-have it out" to belng sllenl hoptng things will blow 
over? ............ . 

9. Are you moody?, . • . . Yea No 

10. Do you like muculg with people? . Yes No 

11. Have you often lost sleep over ,"our " .. orrles? Yes ~o 

12. Do you sometimes get cro!ls? ,.,' Yes No 

1::1. Would you call yourscl£ h:1pp~'~go~lucky? . Yes No 

H. Do you often make up your mind too latc? Yes No 

15. Do you like v.'Orklng alone? Yes So 

16. Havt· you often Celt ilstlf!!is :.Inti IIfl·J lor no good Yes:-to 
rca~oo? .... , ................... . 

Ii .• -\re you rather lively? ............... . . . . . . Yes No 

18. Do you sometimes laugh at a dirty Jokt!? Yes No 

19. Do you often feel "(ed·up"? .........•. , • . . . • . Yes No 

20. Do you (eel uncomfortable In OInYlhlng but everyday Yes No 
clothes? •..•..•.••..•.......••.••...•.. 

21. Does your mind orten wunder when you are trying to Yes No 
attend cloaely to somethll1~? ..............••. 

22. can you put your thought. Into word. qUickly?, , , • " Ye. No 

23. Are you often II08 t in thocght"? . . . . . . • . . . . . . •. Yes No 

24. Are you completely free from prejudices o( any kind? Yea No 

25, Do you like practical jokes 1, , , , ' , , . , , , , , , •• " Ye. No 

26. Do you olten think 01 your past? , , , , . , , • , Yes No 

27. Do you very much like good lood? , , •• , , , , , • , , ., Ye. No 

28. When you get 4MOycd do you net.-d someone friendly Yes No 
to talk to about it 1 , •• , , • , , , , , , • , , • , , • , • , • , 

%9. Do you mind seUIng thing. or a.klng people lor money Ye. No 
for some gocxt cause 1 •.•.•..•.•...••...••.. 

30. Do you .ometlme. bout a IIttle1 , , , . , • , , , , • , • • Yes No 
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:31. Arc you touchy about some things 1 . • . . .• ...... Yes No 

32. Would you rather be .Ilt home on your own thnll go to a Yes:-':o 
borl~ party'l ., •• , •• , .• ,.,." , , , , . , , , , , , 

33. Do you sometimes get so restless that you CLnnot sit Yes:-lo 
long In a chair 1 ................ , ........ . 

J4, Do you like plaMI~ things carelully, well .. head 01 Yes ~o 

time? .............•.................. 

35. Do you have dizzy spells 1 ..•.......... , . • . •. Yes No 

36. Do you always answer a personal letter u soon as Yes No 
you can after you have read it? ..•..••••..•.•• 

37, Can you usually do things better by IIgurlng them out Yes No 
alone than by talking to others about 1t1. , ••.•• , • , 

38. Do you ever get short or breath without having done Yes No 
heavy work? ...•...•.•.••.•.•..•.....•.. 

39. Are you an easy-"olng person. not generally bothered Yes No 
.Ilbout having everything "just-so"? •• , •.•....... 

40. 00 you suffer (rom "nerves"? • . . • . . • . . . . . . . .. Yes No 

41. Would you rather plan things than do thing. 1. , , , , ., Yes No 

42. Do you sometimes put orr unt11 tomorrow wh:U you Yes No 
ought to do today? ...•.•.................. 

43. Do you get nervous In pJaces like elevators. tr:lI.ns or Yes No 
tunnels? ...........••.....•.........•.. 

.. ". Vlhcn you make new (rlends. is it usually you who Yes No 
malo.cs the hrsl move, or does the Invmng? 

45. Do you get very bad headaches? . • . • . . . . . . . . . .. Ycs No 

46. 00 you gcnerally feel that things Will sort thenlselves 
out and come right in the end somehow? .•.•..... 

y~s No 

47, Do you lind It hard to r.1I •• Ieep at bedtime 1 " • , " Yes No 

4e. lIave you sometimes told lies 1n your HIe? • . . • . . .• Yes No 

49. 00 you sometlmes say the rlrst thLng tMt comes into Vel No 
your head? ..•••..•.••••.•.•......•..... 

50. Do you worry too long after an embarrassing Yes No 
experacnce? .••.••.••••..•••••••.....••• 

51. Do)"'Ju U5Wll1y keep "yourseU to yourseU" except with Yes No 
very close (racnds 1 .•••••.•..•.......•..... 

52, DoyouoUen get Into a jam beCAuse you do thing. Wlth- Ye. No 
out thinking 1 , ••••• , , •• , • , ••• , , • , , , , , , , , • 

53, Do you like cracking jok •• and telling lunny storie> to Yes No 
your friends? •..••..••••••.•..•......•.• 

54. Would you rather Wln, than lose a game? • • • . . . •• Yes No 

55. Do you often (eel self-consctoua when you are wath Yes No 
lIupt!rlors? ..•....••...•.•.•• , •...••...• 

56. When the odd. are against you. do you atlll u,uaUy Ye, No 
think It worth ulung a cllance 1 , .• , , , • , ' , • , • , . , 

57. Do )''Ou olten get -butterflies in your stomach" before Yes No 
an important OCCa&lon? •.. , •.•.••••••.•...•• 

PLEASE CHECK TO SEE THAT YOU HAVE A~~WERED ALL THE QUESTIO~S, 
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SCL-90-R 
Name: ________________________________ ___ 

Technician: _______ ldent. No. _______________ _ 

L~on: _____________________________ ___ 
Visit No.: _____ _ Mode: S·R ___ Ner ___ 

Ago:. ______ S4x: M ____ F ____ Dam: __ _ Rema~~ __________________ _ 

INSTRUCTIONS 

Below is a list of problems and complaints that people sometimes haw. Read each one carefully, and select one of the 
numbel1!d descriptors that best dMcribes HOW MUCH D:SCOMFORT THAT PROBLEM HAS CAUSED YOU DURING 
THE PAST INCLUDING TODAY. Place that number in the open block to the right of the problem. Do 
not skip any items, and print your number c1aarly. If you change your mind, erase your first number complemly. Read the 
example below before beginning. and if you have ... y questions pleas:o ask the technician. 

EXAMPLE 
~ ~ 

HOW MUCH WERE YOU DISTRESSED BY: 0 Not O1.U HOW MUCH WERE YOU DISTRESSED BY: o Not 01.11 

An.-r 

Ex. Body Aches .....•...... Ex. III 
t A litt. bit 
2 Modo .... ly 
3 Quite _ bit 

4 ExtNmoly 

1 A lint. bit 

2 Modo .... ly 
3 Quite. bit 

4 Extl'lmoly 

1. Headaches .............••...••...•.••••••••• 0 
2. Nervousnesl or shakiness inside ..••.............•. 0 
3. Repeated unpleasant thoughts that won't leave your mind .. 0 
4. Faintness or dizziness ......••.........•..•...•• 0 
5. Loss of sexual interest or pleasure ...............•.• 0 
6. Feeling critical of others ......................•• 0 
7. The idea that50meone else can control your thoughu .... 0 
B. Feeling others are to blame for most of your troubles .•••. 0 
9. Trouble remembering things •.•.••..•.•••••.••••. 0 
10. Worried about sloppine" or carelessness ............. 0 
11. Feeling easily annoyed or irritated .•.•.... '" ..••.. 0 
12. Pains in heart or chest . . . . • • • • . • . . . . . • . . • • . . . .. 0 
13. Feeling afraid in open spaces or on the streets ......... 0 
14. Feeling low in energy or slowed down .............. 0 
15. Thoughts of ending your life ...................•. 0 
16. Hearing voices that other people do not hear .......... 0 
17. Trembling ..............•..•............... 0 
lB. Feeling that most people cannot be trusted ........... 0 
19. Poor appellie .............................. 0 
20. Crying eaSily . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 0 
21. Feeling shy or uneasy with the opposite sex ........... 0 
22. li!elings of being trapped or caught ................. 0 
23. Suddenly scared for no reason ................... 0 
24. Temper outbursts that you could not control .......... 0 
25. Feeling afraid 10 go oul of your house alone ........... 0 
26. Blaming yourself for things ..................... 0 
27. Pains In lower back. . . .. . .................... 0 

2B. Feeling blocked in getting things done ...•......... 

29. Feeling lonely ...•....•.•.................. 

30. Feeling blue .............................. . 

31. Worrying too much about things ................. . 

32. Feeling no interest in things .................... . 

33. Feeling fearful ............................ . 

34. Your feelings being easily hurt .................. . 

35. Other people being aware of your private thoughts .... . 

36. Feeling others do not undentand you or are 
unsympathetic .•.....••.................... 

37. Feeling that people are unfriendly or dislike you ...... . 

3B. Having to do things very slowly to insure correctnen .. . 

39. Heart pounding or racing ...................... . 

40. Nau,ea or upset stomach ...................... . 

41. Feeling inferior to others .................... . 

42. SOleneiS of your muscle, ...................... . 

43. Feeling that you are walched or talked about by others .. 

44. Trouble falling asleep ...................... . 

45. Having to check and doublecheck what you do ...... . 

46. Difficulty making deCISions .................... . 

47. Feeling afraid to travel on buse,. ,ubways. or trains .... . 

4B. Trouble getting your brealh .................... . 

49. Hot or cold ,pells ........................... . 

50. Having to avoid certain things. place •. or aCllvitle, ~c.use 
they frighten you .......................... . 

51. Your mind going blank ...................... . 

52. Numbne$! or lingling in parts of your body. . ....... . 

o 
o 
0: 
Oi 
o 
0 1 

0, 
0, 

0 1 
o 
0: 
o 
o 
o 
o 
o 
o 
o 
o 
D 
o 
o 

PAGE ONE 

PLEASE CONTINUE ON THE FOLLOWING PAGE C> ~npY"'C1HT ~ 1\175 BY LEONARD R. DEROGATIS. PH. 
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SCL-90-R 
HOW MUCH WERE YOU DISTRESSED BY: 

Desc:riptDI"I 

ONal.,.U 
1 AlIl1ie bil 

2 Moda .... IV 
3 Quite. bit 

4 El<1l11mely 

53. A lump in your throat .........••••..•..••••. 

54. Feeling hopeless about the future ..•..••...•..•••• 

55. Trouble concentrating •••.......••....•.•.••• 

56. Feeling weak in parts of your body •.........••.•• 

57. Feeling tense or keyed up •..•.........•...•... 

58. Heavy feelin!JS in your arms or le!JS .•..••.•.....•• 

59. ThoughU of death or dying .....•.•...•..•.....• 

60. Overeating 

o 
o 
o 
o 
o 
o 
o 
o 

61. :~~~~~:~~~ ~h~~ .~~~I~ .a~. ~~~c~i.n.g.~r.t~l.k~n.g .•.•• 0 
62. Having thoughU that are not your own ............. 0 
63. Having urges to beat. injure. or harm someone ....•.. 0 
64. Awakening in the early moming ................. 0 
65. Having to repeat the same actions such as touching. 

countIng. washing .......................... . 

66. Sleep that is restless or disturbed ................ . 

67. Having urges to break or smash thin!JS ............. . 

68. Having ideas or belie1s that others do not share .•..... 

69. Feeling very self·conscious with others ............ . 

70. Feeling uneasy in crowds. such as shopping or at a 
movie .................................. . 

o 
o 
o 
o 
o 
o 

HOW MUCH WERE YOU DISTRESSED BY: ~ 
DNa. nail 
1 A 11111. bit 

2 Modlr.taly 

3 Quite. bit 
4 Extremely 

71. Feeling everything is an effort ..•.•.............• 

72. Spells of terror or panic •.•••••..••....•....... 

73. Feeling uncomfortable about eating or drinking in public. 

74. Gening into frequent arguments •.......•.••..... 

75. Feeling nervous when you are left alone ......•.•..•. 

76. Others not giving you proper credit for your achievements 

77. Feeling lonely even ~en you are with people 

78. Feeling so restless you couldn't sit still .....•.....•. 

79. Feelin!JS of worthlessness •...•••..••.•......•. 

80. The reeling that something bad is going to happen to you 

Bl. Shouting or throwing thin!JS 

82. Feeling afraid you will fnint in public .......•........ 

83. Feeling that people will take advantage of you if you 
let them •................................. 

84. Having thoughts about sex that bother you a lot ...... . 

85. The idea that you should be punished for your sins .... . 

86. Thoughts and images of a frightening nature 

B7. The idea that something serious is wrong with your body .. 

88. Never reeling close to another person .............. . 

89. Feelin!JS of guilt ........•......•............. 

90. The idea that something is wrong with your mind ..... . 

o 
o 
o 
o 
o 
o 
o 
o 
o 
[J 

o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
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KAS BEHAVIOR INVENTORIES 
R FORl-1S 24 
By Martin M. Katz 

_ r.:~ Hos~ital Subiect Period Rater 

Nalle of subj ec t ____ _ 

Na~e of respondent 

Respondent's relationship to the sUbject --------------
Date 

Interviewer __ _ --------

Please wait for instructions before oe5inning. 

Copyright M.M.Katz, 197~ 
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KAS-R, Revised Form A 
Rl, Part 1 

1 2 3 4 
almost some- ofte~l almost 

never times always 
Card 01 

l. !;ias trouble sleepins 0 0 D D col. 19 

2. Gets very self critical, starts 
to ~la~e himself for things 0 U LJ D col. 20 

3. Cries easily '-1 I ! D !...-l col. 2l 

4. Feels lonely '0 0 ! I :.-.-J col. 22 

5. Acts as if he ;las nu intere s t 
in things 0 D D D col. 23 

LJ 
-.- C ----, 

6. Is restless ---' L-.i col. 24 

7. Has periods where he can't 
stup moving or doing something C I I 0 l..-J col. 25 

8. Just sits D 0 0 0 col. 26 

9. Acts as if he doesn't have 
much energy D D L ~ col. 27 

10. Looks worn out 0 CJ r- 0 COl. 28 L-. 

ll. Feelings get hurt easily D D D D col. 2':1 

12. Feels that people don't care 
about him D U C D col. 30 

13. Does the same thing over and 
over again without reason 0 0 0 0 col. 31 

14. Passes out 0 0 C CJ col. 32 

15. Gets very sad, blue 0 0 ..--, 0 col. 33 L-J 

16. Tries too hard D 0 C ;:] col. 34 

17. Needs to do things very sLowly 
to do them right 0 C C L..l col. 35 

13. Has strange fears 0 r-r L I 0 col. 36 ----
19. Afraid something terrio1e is 

0 going to happen D L......i D col. 37 

20. Gets nervous easily 0 0 0 0 coL. 38 

2l. Jittery 0 0 0 0 col. 3'7 

Copyright M.M.Katz, 1979 
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KAS-R, Revised Form A 

1 2 3 4 
almcst some- often almost 

never times always 

22. Worries or frets 0 0 0 C col. 40 

23. Gets sudden fright for no reason 0 0 0 U col. 41 

24. Has bad dreams D D 0 l...-- col. 42 

25. Acts as if he sees people or 
things that aren't there D L-l U L-J COL. 43 

26. Does stran5e things without 
D 0 D ...... -

reason L- col. 44 

27. Attempts suicide D [..J 0 L-....; col. 45 

26. Gets angry and breaks things 0 '-'" r--
col. 46 L-J L.J .:-J 

2c. ~ . Talks to himself 0 L~ 0 I I col. 47 

30. Acts as if he has no contrel 
over his emotions D I I D L...i col. 48 

3l. Laughs or cries at strange times 0 0 0 C col. 4c" 

32. Has mood changes without reason 0 0 0 D col. 50 

33. Has temper tantrums 0 C-j CJ '---- COL. 51 

34. Gets very excited for nCJ reasc..n 0 I"'" 0 ~ col. 52 L-1 L..J 

35. Gets happy for no reason 0 ~ I I 
r---

cel. 53 very ~.J -' 

36. Acts as if he doesn't care 
about other people's feelings D Li I I D co1. 54 

37. Thinks only of himself 0 0 C] [::J col. 55 

38. Shows his feelings 0 C 
col. 56 -39. Generous C L-J n ~ co1. 57 

40. Thinks people are talking about 
him D 0 0 0 col. 58 

41. Complains of headaches, stomach 
trouble, other physical ailments D D Ci LJ col. 5<; 
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KAS-R, Revised Form A 
1 2 3 4 

almost some- often almost 
never times always 

42. Bossy 0 0 0 I I col. 60 

43. Acts as if he's suspicious 
of people D 0 0 LJ col. 61 

44. Argues r---r 0 D C col. 62 L...J 

45. Gets into fights with people C U D r---: col. 63 L-J 

46. Is cooperative , I 0 C C col. 64 

47. Does the opposite of what he 
is asked l. I D 0 C col. 65 

48. Stubborn 0 0 LJ I ; col. 66 

49. Answers when talked to 0 D 0 U col. 67 

50. Curses at people [= D I I 0 col. 68 

51. Deliberately upsets routine D [ I D L: col. 6Y 

52. Resentful D D I ! 0 col. 70 

53. Envious of other people r 0 Ci L.,; col. 71 

54. Friendly 0 CJ 0 C col. 72 

55. Gets annoyed easily LI 0 --, I I col. 73 L-.J 

56. Critical of other people 0 D [-~ 0 col. 74 

57. Pleasant C D D 0 col. 75 

5e. Gets along well with people C D [J 0 col. 76 

59. Lies C 0 ~ col. 77 

60. Gets into trouble wi th ldw e D D '-- col. 78 

6l. Gets drunk Q 0 D L.J col. 79 

62. Is dependable D D D 0 col. 80 
Card 02 

63. Is responsible D D 0 ::J col. l~ 

64. Argues (talks) back D 0 0 !:J col. 20 

65. Obedient D 0 0 r-.... ..J col. 21 



KAS-R, Revised Form A 

1 2 
almost some
never times 

66. Shows good judgment o 
67. Stays away from people LJ 
68. Takes drugs ot~er than recom

mended by hospital or clinic c=J 
6~. Shy c=J 
70. Quiet c=J 
71. Prefers to be alone 

72. Needs a lot of attention 

73. Behavior is childish 

74. Acts helpless 

75. Is independent 

Rl, Part 11 
1. Moves about very slowly 

2. M~ves about in a hurried way 

3. Clumsy; keeps oum?ing into 
things or dropping things 

4. Very quick to react to some
thing you say cr do 

5. Very slow to react 

[J 

o 
D 
D 
L.: 

c 
o 
D 

D 
6. Gets into peculiar positions c=J 
7. Makes peculiar mJvements c:J 
8. Hands tre:nble 

9. Will stay in one position 
for a long period 

10. Loses track of day, month, 
or year 

11. Forgets his address or 
other places he knows well 

D 

D 

o 

[J 

D 

o 
u 
[J 

[J 

! i 

o 

o 
c 

D 
L 

U 

D 

3 4 
often almost 

always 

c 

D 
o 
~ 

: I 

LJ 

o 
o 

1 __ • 

[J 

o 
D 

o 
, 

----' 

L..J 

c 

n 

D 
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col. 22 

col. 23 

col. 24 

col. 25 

col. 26 

col. 27 

col. 28 

col. 29 

col. 30 

col. 31 

col. 32 

col. 33 

col. 34 

col. 35 

col. 36 

col. 37 

col. 38 

col. 3~ 

col. 40 

col. 41 

col. 42 
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1 2 3 4 
almost some- often almost 
never times always 

12. Remembers the names of people 
n he knows well 0 L:J D col... 43 

13. Acts as if he doesn't know 
CJ w:,ere he is D D [] col. 44 

14. Remembers important things 0 D I I 0 col. 45 

15. Ac ts as if he's confused about 
things; in a daze D D I I 0 col. 46 

16. Acts as if he can't get certain 
thoughts out of his mind 0 0 D LJ col. 47 

17. Acts as if he can't concentrate 
on one thing D [J 0 0 col. 48 

18. Acts as if he can't make 
decisions C D [J ;--

col. 49 L....J 

19. Talks without making sense : I 0 0 I I col. 50 

20. Hard to understand his words D LJ 0 ! I col. 51 

2l. Speaks clearly 0 CJ LJ I I col. 52 

22. Refuses to speak at all for ---. ~ ,....--
C periods of time ~ LJ L.J col. 53 

23. Speaks so low you cannot hear him I I CJ ~ 
~ 

54 L- U col. 

24. Speaks very loudly 0 0 .--- D col. 55 L_I 

25. Shouts or yells for no reason 0 D [J 0 col. 56 

26. Speaks very fast 0 L.J D 0 col. 57 

27. Speaks very slowly ~ C 0 0 col. 58 

2!L Acts as if he wants to speak 
but can't C C --..! CJ col. 57 

29. Keeps repeating the same idea LJ CI D CI col. 60 

30. Keeps changin5 from ::me subject 
to another for no reason 0 0 D G col. 61 

3l. Talks too much 0 0 D D col. 62 



KAS-R, Revised Form A 

1 2 3 
almJst some- often 
never time,s 

32. Says that people are talking 
about him c:J 

33. Says that people are trying to 
make him do or think things he 
doesn't want to c=J 

34. Talks as if he committed the 
worst sins c=J 

35. Talks about how angry he is 
at certain people =:=J 

36. Talks about people or things 
he's very afraid of r-l 

37. Threatens to injure certain 
people c=J 

38. Threatens to tell people off c:J 
3~. Says he is afraid that he 

will injure somebody c=J 
40. Says he is afraid that he will 

not De able to contrul himself~ 

41. Talks about strange things 
that are going on inside his 
body 

42. Says how oad or useless he is 

43. Brags about how gOud he is 

44. Says the same thing over and 
over again 

45. Complains about people dnd 
things in general 

46. Talks about big plans he has 
for the future 

u 
D 
D 

D 

o 

D 
47. Says or acts as if people are 

after him r:J 
48. Says that something terrible 

is going to happen 

49. Believes in strange things 

o 
o 

D 

o 
D 

o 

o 
o 
u 

1---1 

o 

o 

D 

o 

o 

D 

o 
o 
o 
o 
D 

D 

! I 

U 

Li 

o 

D 

D 

D 

o 
CI 

4 
almost 
always 

D 

o 
D 

o 
o 

o 
D 

L.J 

o 
I I 

D 

o 
o 
D 
D 
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col. 63 

col. 64 

co::'. 65 

co1. 66 

col. 67 

col. 68 

col. 6~ 

COl.. 70 

col. 71 

col .. 72 

col. 73 

col. 74 

col. 75 

col. 76 

col. 77 

col. 78 

col. 7~ 

col. 80 
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KAS-R, Revised Form A 
1 2 3 4 

almost so:ne- often almost 
never times always 

Card 03 
50. Talks a':lout suicide 0 D 0 ...----: co"l,l"g LJ 

5.l. Talks about strange sexual ideas LJ D [J 0 col. 20 

52. Gives advice without being asked U D Ll \ I col. 2! 
Rl,Part 111 1 2 3 4 

;1al1e not bothers bothers bothers him 
had this him a him quite almost all 
comolaint little a bit the tim,~ 

l. Soreness of m'Jscles ODD 0 col. 22 

2. Numbness or tingling in parts of the 0 0 LJ I I col. 23 
body 

3. Heavy fee lings in the arms or legs 0 D D 0 col. 24 

4. Weakness in parts of the body 0 D 0 0 col. 25 

5. Pains in heart or chest 0 D [J LJ col. 26 

6. Hot or cold spells D 0 CJ 0 col. 27 

7. Pains in lowar back n 0 ,..--
L.J n cul. 28 

8. Tro~ble gettin; his breat;l D J I 0 D col. 29 

9. Faintness or dizziness 0 D C C col. 30 

10. A lump in his thro3t D C L.J C col. 31 

11. Headaches D 0 D C col. 32 

12. Nausea or upset stomach 0 CJ 0 0 col. 33 

13. Heart po~ndin~ or racini D LJ U D col. 34 

14. Trouble falling asleep 0 n 0 0 col. 35 

15. Tro~b1e awakening in the early morning D 0 C 0 col. 36 

16. Sleep that is restless or disturbed D D ,:=1 0 col. 37 

17. Ol1er-eatin~ D 0 LJ U col. 33 

18. Poor appetite D 0 0 D col. 39 

19. Constipation 0 L1 D ! I col. 40 

20. Loss of sexual interest [J D L.J ,-1 col. 41 
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KAS-R, Revised Form A 

R2 

1 2 3 0 
is not is doing is doing does not 
doing so:ne regularly appl.y Card O~ 

l. Helps with household 
~ ! I r- 0 chores ~ I_-.J col. 22 

2. Visits his friends i I 0 L.! LJ cul. 23 

3. Visits his relatives D -1 LJ I I 0 cul. 24 

4. Entertains friends 
at ho:ne I J Ii [-1 LJ col. 25 

5. Dresses and takes care 
of himse If 

,- D LJ L-J col. 25 L-. 

6. Helps with the family 
budgeting i ! D D ~~ 

col. 27 

7. Remembers to do impurtant 
things on time I .J 

r---; : ] r-i col. 2!:! ~' L-.l 

8. Gets along with family 
members LJ C 0 ~I coi.. 2S 

9. Goes to parties and other 
social activities rJ L- 0 CJ col. 30 

10. Gets along with neighbors 0 L~ 0 LJ col. 31 

11. Helps with fanily shopping D n D 0 col. 32 

12. Helps in the care dnd 
training of children D D I_i D col. 33 

13. Goes to church 0 C [J 0 col. 34 

14. Takes up hobbies 0 --, C 0 col. 35 1--J 

15. Works 0 0 n 0 col. 36 

16. Supports the family 0 D I I U col. 37 
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KAS-R, Revised Form A 

R3 
1 2 3 a 

did not expected expected does not 
expect him him to be him to be apply 

to be doing doing some d;,ing 
regularly 

l. Helps with household 
chores 0 0 I I I 1 col. 3b 

2. Visits his friends II 0 : I D col. 39 

3. Visits his relatives U 0 I ! Ii col. 40 

4. Entertains friends at 
home '-I LJ 

.--, , J col. 41 L.j 

5. Dresses and takes care 
of himself 0 D ~ 0 col. 42 L--I 

6. Helps with the family 
oudgeting 0 0 r- CJ col. 43 ~ 

7. Remem!>ers to do important 
things on time D I I LJ r- col. 4~ !....-.J 

13 • Gets along with fallily 
memtlers 0 0 I I r-. col. 45 LJ 

9. Goes to parties and other 
social activities 0 W 0 0 col. 46 

10. Gets along with neighburs D D [J [-1 col. 47 

11. Helps with family shopping CJ 0 0 Ii col. 4b 

12. Helps in the care and 
training of children [~ D Ci 0 COl. 49 

U. Goes to church I : LJ D .---
col. 50 L.J 

14. Takes up ho~bies D 0 0 LJ col. . 51 

15. Works C:J D 0 D col. 52 

16. Supports the family D 0 D 0 col. 53 
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KAS-R. Revised Form A 

RS4 
1 2 3 0 

frequently sometimes practically does not 
never apply 

l. Work in and around the 
house 0 0 CJ [~ coL54 

2. Work in the garden or 
yard 0 Cl TJ [] col.55 

3. Work on some ho'Jby C] P 0 '1 1--..... col.56 

4. Listen to t~e radio 0 0 LJ L-...: col. 57 

5. Watch television D 0 L_J 0 col.5oS 

6. Write letters 0 CJ 0 LJ col. 59 

7. Go to the m:Jvies n _oJ 0 0 LJ col.60 

8. Attend lectures. 
theatre 0 0 I I C] col.61 

9. Attend clu; 10d~e. 
otl·er meetings Ci L_J D 0 col. 62 

10 Shop n D L_J L I col.63 

11. Take p3rt in comllunity 
or c'curch work C [I CJ -I col. 64 L-.1 

12 Bowl or . t·'.er sports 0 0 0 CI col.65 

13. Play cards or other 
table ga:nes D 0 0 I I c01.66 

14. Take rides 0 :=J 0 D co1.67 

15. Visit friends 0 0 D D c01.68 

16. Entertain friends D D [J 0 col.69 

17. Sew. crochet or knit 0 r: D 0 col.70 

18. Read D 0 0 0 col. 71 

19. Go to the library 0 c: LJ [J col. n. 

20. Just sit and think D 0 [] L_J col. 73 

2l. Take courses at ho:ne D 0 n 0 col. 74 

22. Go to school 0 L_J 0 0 col. 75 

23. Other (What?) D ~ 

LJ 0 LJ col. 76 
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KAS-R, Revised Form A 

R5 
1 2 3 0 

satisfied would like w.)uld like does not 
witn what to see him to See him apply 

he does do more of do less 
here this 

1. Work in and around the 
house 0 G =:J L_.! col. 77 

2. Work in the garden or 
yard 0 I ~ -.J L- eal. n 

3. Work on some hobby ri LJ I i C col. 79 

4. Listen to the radio D LJ [J I : col. 80 

Card 05 

5. Watch television D CI U LJ col. 19 

6. Write letters 0 I I I J 0 Cal. 20 

7. Go to the movies 0 D D 0 col. 21 

b. Attend lectures, 
theatre D U I I D col. 22 

9. Attend club, lodge, 
other meetings D LJ L_ D col. 23 

10. Shop D [J 
'-' - D col. 24 

11. Take part in com~unity 
or church work LJ 0 [-1 0 col. 25 

12. Bowl or other sports D [J I : D col. 26 

13. Play cards or other 
table games LJ C L-.J D col. 27 

14. Take rides n _J 1---1 LJ CI col. 28 

15. Visit friends 0 D 0 0 col. 29 

16. Entertain friends 0 U D D col. 30 

17. Sew, crochet or knit D I-I 0 D col. 31 ~ 

18. Read D 1 I D 0 col. 32 

19. Go to the library I! D :J LJ col. 33 '----" 

20. Just sit and think [J C 0 LJ col. 34 

2l. Take courses at home L-! D r--
LJ :..-J col. 35 

22. Go to school I I U LJ i I col. 36 

23. Other (what?) --- i-J D L-_J n col. 37 
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