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ABSTRACT 

Despite the demonstrated efficacy of psychotherapy in the treatment of a variety of 

psychological difficulties, a persistent problem is resistance to and noncompliance with 

that treatment. Cognitive-Behavioral therapists theorize that clients' negative beliefs and 

attitudes about the effectiveness of treatment, their ability to complete therapeutic 

assignments, and so on, are primary underlying causes of noncompliance. This 

dissertation tested this model. Twenty eight individuals experiencing high levels of 

perceived stress completed a six week stress management training course. Measures of 

stress, beliefs about making changes, and compliance with treatment directives were made 

at regular intervals. The statistical technique called mediational analysis was used to test a 

causal linkage from negative attitudes and beliefs to treatment compliance, and from 

compliance to outcome. Although participants' mean levels of stress and distress showed 

significant reductions, there was little support for the proposed beliefs-compliance-

outcome model. Alternative explanations for these results were considered. Support was 

expressed for continued development of the Negative Beliefs about Changing measure. 
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NEGATIVE THOUGHTS ABOUT MAKING CHANGES: 

TESTING A COGNITIVE-BEHAVIORAL THEORY OF NONCOMPLIANCE 

I. OVERVIEW OF THE STUDY 

Resistance to and noncompliance with the directives and suggestions provided by 

psychotherapists seriously reduces the efficacy of psychosocial treatments. Virtually all 

systems of therapy recognize these occurrences, and explain them in ways that are 

consistent with their theories of behavior and change. 

This research addressed noncompliance as it is conceptualized by cognitive-

behavioral therapy (CBT). CBT explains resistance in a manner consistent with its central 

theory - that the beliefs and attitudes of clients determine their behavior in treatment and 

the symptoms they display. However, the CBT theory of noncompliance has never been 

adequately tested. One approach to testing noncompliance theory from a CBT 

perspective is presented here. A cognitive measure of the theoretical causes of resistance 

was employed to test the idea that negative beliefs held by therapy clients cause treatment 

noncompliance. 

Prior use of measures of cognitive phenomena in clinical research will be described 

to support this study's application of such an approach. In addition, the efficacy of both 

cognitive-behavioral therapies and self-help styled treatment approaches will be discussed, 

to support their use. Finally, the efficacy of stress management treatment will be 
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reviewed, in support of the use of such an approach as a paradigm in which to test the 

CBT theory of noncompliance. 
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II. THE PHENOMENA OF RESISTANCE AND NONCOMPLIANCE 

Around 1960, Eysenck (1961) challenged the practitioners of psychotherapy to 

demonstrate the value of their labors with his assertion that the provision of no treatment 

at all was as likely to provide relief as the therapies then available. Since that time, and 

partially in response to his challenge, research has accumulated at an increasing rate, 

confirming the efficacy of psychosocial treatments for a number of disorders (Lambert & 

Bergin, 1994). That is, for a specific diagnosis, if the identified treatment is provided 

competently by the clinician and engaged in by the client, there is a high probability that 

the client's symptoms will be reduced, often to subclinical levels. 

Unfortunately the "real-world" process of therapy often does not proceed so 

smoothly. Clients frequently fail to show up for sessions, or drop out of treatment before 

the benefits are realized, or fail to cooperate with the treatment recommendations in 

important ways. They may become sleepy or argumentative, or assert that they have 

changed their mind about the necessity of treatment, despite little change in their 

symptoms. They might suddenly decide that they would prefer a different sort of 

treatment. Sometimes clients find these events puzzling, and just acknowledge that 

although they are not doing what they have agreed with the therapist would be helpful, 

they cannot say why. 

This class of obstacles to treatment has been recognized and labeled "resistant 

behavior" or "treatment noncompliance" by clinicians subscribing to diverse schools and 
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theories of therapy. Resistance and noncompliant behavior are phenomena that have 

perhaps been recognized for centuries. In the modem era of psychotherapy (i.e., twentieth 

century), they have been acknowledged as important impediments to efforts to reduce 

human suffering. The deleterious effects of resistance and noncompliance are variable 

across a wide range of intervention."?, psychological and otherwise; some treatments may 

be robust enough that they can provide relief despite substandard engagement, while 

others may be seriously compromised by even a limited failure to follow directives. In 

general, however, treatment effects are attenuated by the degree of noncompliance 

encountered in their application. 

In medicine, noncompliance is well-known but not well understood. Overall, 

estimates of noncompliance range from 4% to 92%, with a rate of 30% to 60% 

representative of most studies (data summarized by Meichenbaum & Turk, 1987). In the 

case of asymptomatic conditions such as hypertension, noncompliance rates range from 

65% to 70%. Appointments are frequently missed - 20% to 50% of patients just don't 

show up. When medication is prescribed, 20% to 60% of patients discontinue its use 

without consulting the physician, 19% to 74% do not comply with directions for its use, 

and 25% to 60% make errors in taking the medication (and a third of those errors are 

serious enough to endanger the patient's health). 

Although such detailed data do not exist for resistance and noncompliance in 

psychotherapy, it is unlikely that the situation is better. In many psychosocial treatments 

the therapist-client relationship is necessarily collaborative and thus makes demands on 
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clients to take responsibility for a good part of their therapy. Noncompliance may occur 

simply because of clients' nusunderstandings about why various requests are being made, 

and what the therapist is attempting to accomplish - another way of stating this is that 

therapists may not understand their clients' understanding. In many cases the goals of the 

therapist are somewhat different from those of the client; the client wants relief and the 

therapist desires that the client engage in the sometimes uncomfortable activities that the 

therapist believes offer the best chances for relief Unless carefully handled, these 

divergent desires and expectancies may undermine the collaboration and produce 

noncompliant behavior. 

It should be noted that while resistance has traditionally been considered a within-

client, personality variable, it is usually an oversimplification or even completely inaccurate 

to identify it as such (Meichenbaum & Turk, 1987). Psychotherapy entails an interaction 

of client variables, therapist variables, treatment variables, and variables related to the 

disorder, plus other influences (such as financial or political considerations). What is 

labeled resistance may have its roots in any or several of these factors. To illustrate, it 

appears that intensive flooding therapies are as effective as more gradual systematic 

desensitization treatment for some anxiety disorders (Emmelkamp, 1982), but the 

aversiveness of flooding appears to produce a higher number of dropouts from treatment, 

an important form of resistant behavior (Litz, Blake, Gerardi, & Keane, 1990). In this 

case resistance might be attributed to a technique factor; but it is likely possible to also 

identify particular client and therapist factors that are also related to dropouts from 
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flooding treatment. A complete theory of resistance/noncompliance would include all 

major variables, and the character of their interactions. Such a theory has not yet been 

published, let alone subjected to empirical test. 
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111. CLINICAL THEORIES OF RESISTANCE AND NONCOMPLIANCE 

The terms "resistance" and "noncompliance," while sometimes used 

interchangeably, are not truly parallel and reflect the theories and traditions from which 

they emerged. Resistance has its roots in Freud's theory of psychoanalysis, while 

noncompliance is a more contemporary concept (at least in psychotherapy) with somewhat 

different connotations. Broadly speaking, to psychoanalytic, psychodynamic and 

expressive/experiential schools of therapy, "resistance" is an unconsciously motivated self-

protective behavior - the patient cannot understand the resistance, or perhaps even 

recognize it as such, without the enduring efforts of the therapist. Overcoming resistance 

is a matter of helping the patient to let his or her guard down, so that the underlying 

conflict can be revealed, or to exhaust the patient's unconscious efforts to avoid awareness 

(Schlesinger, 1982). 

In contrast, behavioral and cognitive behavioral schools emphasize therapeutic 

change as driven by the modification of attitudes and beliefs that are assumed to be more 

available to consciousness (since they are not presumed to be actively protected from 

conscious recognition by a motivated psyche). Behavioral and cognitive-behavioral 

therapists are thus more likely to endorse the term "noncompliance." Practitioners 

identified with these orientations would offer a different explanation for the behavior of a 
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client' who did not follow treatment suggestions, emphasizing cognitive constructs such as 

attitudes and beliefs (Goldfried, 1982). Their response to noncompliance would be more 

psychoeducational in nature. Starting from this broad distinction of resistance as either 

unconsciously motivated or a function of learned beliefs, the differences in the conception 

of resistance between the major schools of therapy are noteworthy, 

Psvchodvnamic Models of Resistance 

For those who apply psychodynamic models in treatment, a fundamental source of 

the symptoms of neurosis is believed to be intrapsychic conflict which is repressed and 

therefore unconscious. These conflicts characteristically concern "a wish and a fear" - the 

sexual/aggressive instinctual wishes regarding some significant other are in conflict with 

internalized cultural or personal standards. The patient is assumed to reveal the 

unconscious conflict symbolically, perhaps acting it out repetitively or dreaming of it in 

disguised form. However, because of the repressive forces of the psyche, he or she is 

doomed to symptomatically recapitulate the conflict over and over without insight or 

resolution. 

The terms "patient" and "client" will be used here essentially interchangeably. 

Traditionally, different therapies and therapists have favored one term or the other, and 

they will be applied consistently throughout (e.g., psychodynamic therapists see patients, 

while cognitive-behavioral therapists work with clients). 
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The general strategy of psychodynamic treatment is to allow a "transference 

neurosis" to develop, in which the patient begins to recapitulate the conflictual relationship 

with the therapist. It is assumed that without therapist interpretations the transference 

would remain opaque to the patient; however, once the nature of the conflict has been 

recognized, the therapist can provide the patient with opportunities to acquire insight into 

the source and nature of the conflict. Dream interpretation, interpretation of the patient's 

emotional reactions to the therapist, and interpretation of free associations are some 

common methods designed to overcome the active repression of insight. 

Once the repressive forces of the psyche have been overcome or outflanked, a 

patient can consciously associate the components of the conflict, and "work through" an 

emotionally appropriate reaction. In the psychodynamic model, resistance is identified as 

intrapsychic - resistance is fundamentally the expression of the patient's characteristic 

defense mechanisms, transferred into the relationship with the therapist (Schlesinger, 

1982). 

The patient's resistant behaviors, such as changing the subject during productive 

free association, or "forgetting" sessions, or anything else that interferes with the central 

task of bringing the repressed conflict into awareness, is considered inevitable and yet 

essential to successful therapy. Thus for the psychodynamic theorist, managing resistance 

is central to the process of change - it provides the essential information about the 

repressed conflict, and the central technical obstacle. "Working through resistance is the 

therapy" (Anderson & Stewart, 1983, p. 5). 
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Direct confrontation of resistant behavior is rarely effective, and so for 

psychodynamic therapists a primary challenge is to balance the necessary provocation of 

the repressive forces with the possibility that this will result in termination of therapy (a 

strong expression of resistance). If resistance is not appropriately challenged through 

appropriate confrontations, clarifications, interpretations and so forth, therapy will not 

succeed. 

Resistance as Internal Struggle - Expressive/Experiential Conceptions 

Experiential/expressive therapists apply a model of change which is in many ways 

reminiscent of the psychodynamic approach. However, many experiential therapists reject 

the use of the term "resistant" (Engle & Holiman, 1996), as it implies an expertise and 

authority about the client's inner experience that the experiential therapist is not willing to 

claim, and can be interpreted as implying an adversarial relationship between therapist and 

client. However, both dynamic and experiential theories endorse the concept of 

intrapersonal conflict lying outside of the client's awareness as important for both 

symptomatic difficulties and resistant behaviors. The experiential therapist does not 

attribute therapeutic change to insight alone but rather to choice, facilitated by increased 

intrapersonal awareness. It is the role of the experiential therapist, like their 

psychodynamic counterparts, to facilitate - but in a more collaborative manner - the 

integration of "split off' parts of the self, such that a client perceives him- or herself as 
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having integrated formerly disowned parts of the self (Daldrup, Beutler, Engle, & 

Greenberg, 1988). 

For example, a client who thinks of himself as a gentle, caring person may be 

puzzled by but unwilling to explore why he is excessively aggressive in some situations. 

For the experiential therapist, such noncompliant behaviors may be considered a "marker" 

of the client's intrapersonal struggle (Greenberg, Rice, & Elliott, 1993); the therapist may 

describe what he or she observes as a discontinuity in the client's ongoing processing of 

experience, rather than as resistance to change (Engle & Holiman, 1996). The 

noncompliant client is believed to be struggling with opposing desires for stability and for 

change, but is not yet clearly aware of the conflict, only that there is something distressing 

and/or uncomfortable about the experience. An experiential therapist may point out to the 

client what they are noticing about the individual's (resistant) behavior, respectfully 

express their curiosity about it, and suggest a therapeutic experiment designed to increase 

the client's awareness of the underlying struggle. These experiments are designed to help 

an individual sort out clearly and to experience fully the emotions attached to the conflict, 

and to construct meaning for what may previously have been an unclear jumble of 

thoughts and emotions. 

A typical therapeutic experiment for the exploration of ambivalence is the two-

chair procedure (Arkowitz & Engle, 1996; Greenberg, Rice & Elliott, 1993) - essentially 

an intrapersonal version of conflict resolution between two estranged individuals. Two 

chairs are placed across from one another, and the conflicted client is asked to psychically 
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locate each of her sides in one of the chairs. The therapist directs her engagement in an 

emotionally rich, meaningful dialogue between the sides, moving from one chair to the 

other as the moment-by-moment salience of each side dictates, experiencing and 

expressing fully each side of the conflict, and expressing that experience to the opposing 

side. A successful resolution is indicated by a perception of wholeness and resolution -

once the two sides are no longer experienced as in conflict, the client can choose an 

appropriate course of behavior (Greenberg & Webster, 1982). Thus, the experiential 

therapist does not directly confront the resistant behavior, but rather uses it as a means to 

provide the client an opportunity to clarify their awareness of their internal experience. 

Svstemic Perspectives on Resistance and Noncompliance 

A qualitatively different approach to therapy is represented by the various and 

diverse family systems approaches to therapy (Nichols & Schwartz, 1991). Although 

these different systemic schools embrace divergent theories of behavior, change, and 

interventions, they are largely united by a common emphasis on the family or other system 

as the basic unit of intervention, in contrast to the individualistic orientation of the 

dynamic, experiential and cognitive-behavioral schools. Family systems approaches 

specify the theoretical importance of the individual on a continuum ranging from none, to 

a degree almost equivalent to individualistic schools (Anderson & Stewart, 1983). 

Conceptions of resistance are, likewise, diverse. Assumptions regarding the contribution 
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of individual processes to the phenomena of resistance varies widely across schools; 

however, the systemic approaches all recognize the role of systemic dynamics in the 

origins of resistance. 

While it is beyond the scope of this discussion to consider all of the systemic 

schools, it is useful to consider some implications of a systemic approach to therapy. 

Systems theories have their roots in several different sources, not the least of which is 

General Systems Theory (Nichols & Schwartz, 1991), a multidisciplinary theory advanced 

in an attempt to understand universal organizing principles of complex phenomena across 

many fields. Therapists typically conceptualize families and other complex social systems 

as cybernetic in nature: causality is reciprocal and complex, and negative feedback 

processes create homeostasis (self-regulation) within the system. Systems tend to remain 

dynamically stable (i.e., demonstrate variability in a consistent, constrained manner) 

despite the outside pressures of the larger systems within which they are set, as well as the 

internal stresses of developmental processes. Systemic change may be characterized as 

either first-order or second-order; the former is largely contained by negative feedback and 

results in perhaps minimal adaptation of the system, while the latter is characterized by 

systemic disruption that leads to the formation of a new equilibrium, producing new 

patterns of behavior and interaction (Watzlawick, Weakland, & Fisch, 1974). 

Family systems therapists' intervention strategies likewise often originate from 

cybernetic philosophy. For example, a family's rules concerning deviant behavior might be 

conceptualized as negative feedback within the system; family structures (e.g., sets of 
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parents, siblings, or grandparents) are conceptualized as important subsystems within a 

larger whole. Pathology associated with a family member is identified not as an individual 

phenomenon, but as a function of the system - individual dysfunction helps maintain the 

stability of the family (maintenance of homeostasis). While stability is essential families 

also need flexibility to change and adapt to the influences of larger systems in which they 

exist. The normative trajectory of family development also demands adaptability - some 

elements of the family may be rapidly developing and changing, but if the negative 

feedback is too rigid, the system may become "stuck," producing what is labeled 

psychopathology by outside observers and nonsystemic therapists. Systemic interventions 

are not designed to change dysfunctional individuals, but rather to modify the operation of 

the family's system. It is the job of the therapist to join the system, and disrupt the 

homeostatic equilibrium, usually by influencing patterns of communication and/or the 

family structure, or introducing positive - or accelerating - feedback. Once the dynamism 

has been disrupted to a second-order level, the system can reorganize in a more adaptive 

form. The therapist must then disengage in a manner that does not result in the old 

patterns returning. 

Resistance, from a systemic perspective, is to be expected - the homeostatic nature 

of the system ensures that attempts to change the family will not proceed smoothly. A 

basic procedure for minimizing resistance is effective "joining" - the more that a therapist 

can insinuate him or herself into the system, the more influence he or she can wield (e.g., 

Minuchin, 1974). Other approaches to resistance are strategic in nature. Paradoxical 
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interventions, such as symptom prescription (directing the family to do more of the 

resistant behavior) and restraining (e.g., "I recommend that you quit changing so fast") are 

often effective for overcoming impasses (Rohrbaugh, Tennen, Press, & White, 1981; 

Shoham-Salomon, Avener, & Neeman, 1989). 

Different orientations within the family systems models advocate different 

approaches to engaging resistance; often these originate from their unique theoretical 

differences (Anderson & Stewart, 1983). Those schools that have evolved from more 

linear, individual approaches (e.g., psychodynamic, behavioral, experiential) often 

conceptualize resistance in a manner that is descended from their original theory. Schools 

that are historically grounded in cybernetic theories tend to have more explicitly systemic 

theories of resistance (e.g., structural and strategic family therapies). 

At least one systemic approach has explicitly rejected the notion of resistance -

resistant behavior is instead considered information that the therapist should use to better 

understand the organization of the system (e.g., de Shazer, 1984). Armed with that 

knowledge, the therapist can, it is proposed, influence the system in ways that are 

consistent with its organizing process, and may therefore increase his or her effectiveness. 

Thus, these schools have shifted the locus of responsibility for change and managing 

resistance entirely from the client to the therapist (Anderson & Stewart, 1983). 
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rV. RESISTANCE AND NONCOMPLIANCE; 

THE COGNITIVE-BEHAVIORAL PERSPECTIVE 

In contrast to the systemic therapies, the cognitive and behavioraliy oriented 

approaches consider the individual to be the basic unit of intervention, a definition shared 

with the dynamic and experiential approaches. Beyond that elementary similarity, 

however, cognitive-behavioral therapy largely diverges from psychodynamic and 

experiential theories of behavior and change. A basic assumption of CBT is that mental 

states mediate behavior. While psychodynamic theory focuses on drives and motivations, 

and experiential approaches are organized around awareness and perception, cognitive 

therapies are most concerned with the beliefs, attitudes, and expectancies that are 

presumed to produce clients' mental and emotional distress, as well as maladaptive 

behavior. 

According to social cognitive psychological theory, the beliefs that shape an 

individual's behavior are organized into "schemas": mental structures that represent 

knowledge about a concept, the concept's attributes and the relations among those 

attributes, and the relation of that concept to other concepts (Fiske & Taylor, 1991). The 

social world is complex, but the use of mental schemas imposes order and predictability 

upon that complexity, at least so long as the appropriate schemas are available. Schema 

theory is well elaborated and has substantial empirical support. It provides solid theory 

for understanding the attitudes and beliefs considered so important by CBT. 
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A number of different types of schemas have been classified (Fiske & Taylor, 

1991); for example, role schemas provide expectancies and guides for appropriate 

behavior in different social roles - an individual's behavior varies greatly depending on the 

currently active role schema. The behavior elicited by the divergent roles of "prison 

guard" and "prisoner" are very different, and may exert povverfijl influence over behavior, 

even when one is merely acting out the role (e.g., Haney & Zimbardo, 1977). Event 

schemas allow for prediction and interpretation of ambiguous occurrences, and socially 

appropriate action at different kinds of events. Behavior that is proper for a spectator at a 

football game usually is not appropriate at a funeral. Self-schemas are particularly 

important in the clinical field. A substantial part of what people present as their "true" 

nature is determined by their beliefs about who they are and of what they are capable. 

Much of the practice of CBT is designed to directly or indirectly alter maladaptive self-

schemas, although other kinds of schemas are certainly also important to psychological 

well-being. 

A fundamental assumption of CBT is that the behavioral, emotional and cognitive 

aspects of psychopathology are largely determined by the content and organization of an 

individual's schemas, i.e., their mental model of the world and their relation to it. The task 

of the CB therapist is to help clients examine and change their beliefs, attitudes, 

expectancies, assumptions and interpretations so as to reduce symptoms and allow for a 

greater, more flexible range of adaptive behavior. It is assumed that as schemas change, 

so will a client's behaviors and emotional reactions to the world. 
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For example, an individual who believes making mistakes is a confirmation of low 

worth, and who also believes that he should be perfectly competent, will suffer the 

consequences every time he uses this self-schema to evaluate his less than perfect 

performance. Changing his self-schema to accept that perfection may be impossible, and 

that mistakes have nothing to do with worthiness, should result in a reduction in the 

amount of distress he feels in the course of day-to-day life, where mistakes and 

inefficiency is part of the human condition. The methods of CBT are intended to produce 

schematic change; some techniques may be very cognitively oriented (such as a verbal 

challenge to the rationality of a belief), and others may be very behavioral in nature (such 

as testing out the veracity of a belief by acting in some specific way). 

When a person working with a CB therapist does not follow the recommended 

treatment, the therapist looks for underlying beliefs or attitudes that are producing the 

noncompliant behavior. A client who does not believe that change is possible, for 

example, or assumes that there is some unacceptable cost to changing, is less likely to 

follow the therapist's suggestions. If the beliefs underlying noncompliance can be 

identified and changed, then the process of changing the primary beliefs (that are assumed 

to be responsible for the symptoms and distress) may proceed. In either case, the methods 

used to modify the beliefs are the same. To some degree, the method chosen is dependent 

upon the specific school of CBT in which the therapist has trained. While they all 

generally make similar assumptions about the importance of schemas and their influence in 

behavior and pathology, and the necessity of changing beliefs to effect therapeutic change. 
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the different schools of CB therapy diverge stylistically regarding the application of 

technique. 

Beck's Model of Cognitive-Behavior Therapy 

The model ofCBT originated by Beck and his colleagues [i.e.. Cognitive Therapy 

(CT); Beck, Rush, Shaw, & Emery, 1979] regards therapy clients' maladaptive beliefs to 

be idiosyncratic in form - individuals' difficulties are the result of sets of negative beliefs 

unique to each person. In CT the therapist's task is to help the client identify those beliefs 

that produce unpleasant emotional states and interfere with adaptive behavior. Once the 

beliefs have been clearly identified, they are treated as hypotheses. They may be tested for 

their veracity by verbal questioning of the client by the therapist, and mutually agreed 

upon behavioral experiments, usually in the form of homework assignments. 

For example, if a depressed client states "I've lost all enjoyment in going fishing, 

and it was the only thing that made life worth living" the therapist would question the 

client as to why this is as catastrophic as she believes, with the intention of demonstrating 

that while it might be disappointing, it is not cataclysmic. A homework assignment might 

be to go fishing to see if aH the enjoyment has actually disappeared, or more precisely 

some part of it, as well as to assess whether this problem is truly as important to the 

client's overall happiness as was asserted. Through the therapist's questions, and an 

ongoing set of experiments, a client learns that many of the things he or she has been 
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telling him or herself are not true, or not exactly so, at least. This allows for a more 

accurate assessment of the state of one's perceptions of the world, leading to a more 

realistic set of beliefs and commensurate psychological functioning. 

CT also encourages the engagement of the client in devising the experiments and 

challenging the negative beliefs. It is intended that once the individual has acquired these 

skills in therapy, he or she will be able in future to apply them prophylactically to prevent, 

or at least attenuate, future episodes of the disorder. 

The interaction between therapist and client in CT is Socratic in nature - the 

questions that form a large proportion of the therapist's verbalizations are not just for 

information gathering. Responding to the questions allows the client to evaluate the 

reasonableness of his or her assumptions and self-appraisals, and to be responsible for the 

re-evaluation of beliefs that follow. 

Beck's Model of the Treatment of Noncompliance 

When a client is "difficult," and displays noncompliant behaviors, CT emphasizes 

application of the standard techniques to remediate the difficulty so that the primary 

therapeutic work may continue (Beck, et al., 1979). In some cases the appropriate 

intervention is a simple matter of changing client beliefs through re-education. For 

example, if a client talks incessantly, not letting the therapist get a word in edgewise, it 

may be because the client has learned that therapy is a matter of fi'ee association, as in 
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psychodynamic approaches. A short reorientation to CT's rationale and the roles of each 

of the participants may be enough to allow progress to resume. 

More difficult idnds of noncompliance are assumed to be based in beliefs that are 

more complex or difficult to modify. For clients whose counter-therapeutic behaviors do 

not respond to the simple educative approach, it is suggested that more therapist creativity 

may be needed, but the basic technique still revolves around identifying and testing the 

beliefs that drive behavior. 

In other cases, simple behavioral interventions are suggested merely to allow the 

process of cognitive therapy to continue - the client whose incessant talking does not 

respond to simple role re-induction might respond better to a time limit being Imposed on 

how long he or she may speak. Interventions of this sort must be delivered tactfully, and 

humor often helps. Some sorts of noncompliant behavior are attributed by Beck et al. 

(1979) to the client's anxiety, and they note that at times the best approach is to allow the 

client to learn to tolerate the emotion by developing ways of constructively coping with 

and reducing it. 

Ellis' Model of Cognitive-Behavioral Therapv 

Standing in contrast to the Socratic method of Beck, Ellis' (1962; Ellis & Dryden, 
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1997) Rational Emotive Behavior Therapy (REBT)- specifies a stylistically different 

approach to modifying maladaptive schemas. Where CT conceptualizes the problematic 

beliefs as idiosyncratic, REBT identifies a specific set of "irrational" beliefs - although the 

form they take varies from client to client, they are considered to be variations on about 

10 to 12 specifiable, recurrent themes. Instead of CT's gentle Socratic encouragement to 

reconsider the validity of the problematic beliefs, once the practitioner of REBT has 

identified the basic irrationality presumed to underlie the client's problems, those beliefs 

are directly and forceflilly challenged. Ultimately, the client is taught to identify and 

challenge his or her own irrational beliefs as needed, in-vivo. 

A standard component of REBT is the "A-B-C" technique for identifying and 

modifying irrational beliefs. The client is taught that his or her "emotional Consequences 

("Cs") are not the result of the "Activating event" ("A") but rather the result of the 

"Belief ("B") that is activated by A. Clients are taught to attend to the B component of 

the A-B-C chain when problematic situations arise, and then engage in self-talk based on a 

more rational and useful B. Thus when a client makes a mistake (A), instead of internally 

berating herself [based on the irrational B(elief) that "I must be perfect all the time"] she 

may substitute the B that "nobody is perfect," resulting in the C(onsequence) that she be 

REBT was originally called Rational Therapy (RT); it was later renamed Rational Emotive 

Therapy (RET) to emphasize that emotional states were not neglected, and recently was 

reclassified as Rational Emotive Behavior Therapy (REBT) to clarify that the method 

recognizes the importance of behavioral methods. 
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more self-accepting, with the result that she becomes less angry and distressed than she 

used to. With enough practice, the new beliefs are expected to become as automatic as 

the old irrational and problematic beliefs. 

Although originally developed as a traditional dyadic and group therapy, REBT 

has been presented as a self-help approach in a number of books for a variety of different 

problems. The methodological clarity and directness of REBT makes it appropriate for 

this application for at least two reasons. First, REBT has been described as an educational 

approach to therapy (Ellis & Dryden, 1997); the basic method consists of teaching clients 

to identify their automatically activated irrational beliefs that result in problematic 

emotions and behaviors, and to dispute them rationally. This straightforward formula may 

be produced in book form with relative ease. 

Second, Ellis acknowledges the importance of some of the "common factors" in 

the application of REBT, but argues (without supporting data) that the specific method is 

of primary importance for a successful outcome (Ellis & Dryden, 1997). The common 

factors found in all therapist-conducted approaches, which are classified in one taxonomy 

as support factors, learning factors, and action factors (Lambert & Bergin, 1994) have 

been offered as one explanation for the general equivalence of outcome found across many 

different therapies and disorders - i.e., practices which are standard across all schools of 

therapy are the potent factors, by this appraisal. By comparison, one of the common 

beliefs specified by REBT as irrational is a conviction of the need for others' unconditional 

positive regard. The practice of REBT is expected to obviate the need for such support. 



Hence, at least in theory, REBT lends itself well to self-directed interventions. 
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Ellis' Model of the Treatment of Noncompliance 

Like other schools of therapy, REBT recognizes the problems of working with 

clients who resist the therapist's efforts. Consistent with CT and other cognitive 

approaches, REBT's adherents consider noncompliant behavior to have the same origins 

as any other problematic behavior - irrational and self-defeating beliefs are the source of 

the problem. Again in parallel with CT, the fundamental response to resistance in REBT 

is to apply the same basic methods used to address any other problem a client presents. 

Ellis (1985) identifies a number of specific types of resistance, such as fear of 

discomfort or disclosure, hopelessness, reactance, and so on; he then elucidates the 

specific irrationalities that underlie each of these so that they can be disputed and changed. 

Ellis also specifies a wide range of techniques that REBT therapists might use with 

resistant clients. Many are fairly standard cognitive behavioral techniques, such as 

modeling or exposure; some are REBT specific, such as the use of the A-B-C heuristic; 

and some reflect Ellis' personal stylistic preferences, such as the use of vigorous and 

forceful exchanges with clients, or a preference for exhibiting unconditional acceptance of 

clients without a reliance on interpersonal warmth. 

The Health Belief Model of Decision Making and Noncompliance 



35 

Another cognitive model concerned with compliance is the Health Belief Model 

(HBM; M. H. Becker, 1990; Rosenstock, 1974). The HBM makes use of psychological 

theory to predict physical health-related behavior. This behavior may take either the form 

of preventative behaviors or, once disease has been diagnosed, sick role behaviors. The 

HBM was designed to model both the motivational factors underlying health related 

behaviors, and the decision process regarding the specific form that those behaviors might 

take. 

The dependent variable of the model is the probability of an individual or 

individuals engaging in some recommended action that is intended to either prevent 

damage to health, or to result in improved health. The probability of such action is 

directly influenced by the perceived threat of some specific disease. The degree of 

perceived threat is in turn influenced by beliefs about a) the individual's susceptibility to 

the disease, and b) the seriousness of the disease. High susceptibility and high seriousness 

both contribute to a high perceived threat, and increase the likelihood of action being 

taken. Susceptibility and severity are considered motivational variables - although they 

may energize the individual's behavior, the specific action taken is determined by other 

beliefs. 

In the HBM, perceived barriers to action are subtracted fi-om the perceived 

benefits of taking action to model the decision making process regarding the specific form 

of action that might be chosen. For example, a typical benefit might be perceived as 
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slightly improved health as a result of taking some sort of medication, but only at the cost 

of relatively severe side effects. In such a case an individual might decide to consider 

whether other approaches would be more usefijl, or they might just decide the benefit/cost 

ratio is unacceptable, with the result that they simply do not act - which might be 

interpreted as noncompliance. Beliefs about barriers and benefits act directly upon the 

dependent variable (action), and are not moderated by the motivational perceptions of 

susceptibility and seriousness. 

In summary, the direct influences modeled by the HBM start with the motivational 

factors of susceptibility and seriousness, which result in beliefs about the degree of threat 

posed by the disease, which in turn influences the probability of action being taken. The 

probability of action is also directly influenced by the perceptions of benefits minus 

barriers; these perceptions are responsible for directing the form of action taken. 

Two other constructs are also included in the HBM; these are indirect influences, 

but have been found to be important for prediction. First, demographic variables such as 

age, race, sex, etc. affect a) the perceptions of susceptibility and seriousness (the 

motivational construct), b) the central construct of perception of the threat of the disease, 

and c) the perceived benefits and barriers to action (the construct that determines the form 

of behavior). 

A second indirect influence is a contextual construct called "cues to action." The 

cues to action are triggers of the decision making process about health-related behaviors. 

These cues, which may range from the advice of a health care professional to a public 
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relations campaign, directly influence an individual's beliefs about the threat of the 

specified disease. 

The HBM is thus a cognitive model of beliefs that are important for compliance 

and noncompliance with medical and other health related behavior. It has been extensively 

applied in empirical investigations of health-related behaviors in acute and chronic disease, 

prevention efforts, and with diverse populations and settings (M. H. Becker, 1990). 

However, the model usually accounts for only a relatively small proportion of the total 

variance (Meichenbaum & Turk, 1987); various factors other than beliefs and attitudes 

(e.g., habits, economics) affect compliance and behavior, and so are not accounted for by 

this model. Nevertheless, the HBM has provided useful information about noncompliance 

with medical regimens, as a consequence of patients' beliefs. 
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Within the cognitive perspective exist several different but related models of 

change, and compliance and noncompliance. They are in basic agreement that changing 

the beliefs of clients/patients is of primary importance for behavioral change and 

symptomatic relief They agree that the primary source of noncompliance lies in the 

beliefs and attitudes held by clients about making changes, and that to increase compliance 

these beliefs must be modified - this is accomplished by interventions that are either 

cognitive, behavioral, or frequently a combination of the two. However, concerning 

resistance and noncompliance, despite theoretical agreement little empirical support exists. 

Cognitive theories of noncompliance are based in plausible assumptions, often 

extrapolated from research in other areas. However, to date, there has been no research 

that has attempted to demonstrate that negative beliefs and attitudes mediate resistant and 

noncompliant behaviors. 

A possible contributor to the absence of research into cognitive components of 

resistance and noncompliance has been the lack of a specific measure of the negative 

beliefs that are suspected to be responsible for noncompliance. Such a measure has 

recently been developed (Arkowitz, et al., 1995; discussed in detail below). It was 

employed in this study to attempt to clarify the role of such beliefs in noncompliance 

exhibited by individuals attempting to make a desired change. It was hypothesized that 

the Negative Beliefs about Changing Questionnaire (NBC, Arkowitz, et al., 1995) would 
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allow prediction of participants' compliance with treatment recommendations in an 

intervention designed to help reduce stress that they perceived was becoming 

overwhelming. 

Further, this study was designed to fill a gap by exploring the basic assumption that 

negative attitudes and beliefs about making changes actually do cause the noncompliant 

behaviors exhibited by persons engaged in attempts to make a desired change. It was 

hypothesized that a mediational analytic strategy applied to a successful treatment 

program would show that reducing the negative beliefs of participants resulted in 

increased compliance with treatment recommendations, which in turn produced a 

reduction in their symptoms. 
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VI. THE EMPIRICAL UTILITY OF MEASURING BELIEFS 

Measures of cognitive constructs for the purposes of prediction and outcon^e 

measurement have been applied productively in clinical research. Many measures of 

cognitive constructs have been developed, in an attempt to assess the contents, products, 

processes or structures of the human cognitive apparatus (Glass & Amkoff, 1997). Most 

of these instruments use the method of endorsement, in which research participants are 

provided a structured set of exemplars and an associated rating scale of frequency, 

intensity etc. 

An alternative to endorsement-style measures are those that use a production 

strategy, in which the respondent is given an open-ended opportunity to represent his or 

her phenomenal experience. However, while production measures have been used for 

more pure cognitive research, they have not been much adopted in clinical research. The 

production method is more commonly used during the empirical development of the items 

for endorsement-style instruments. While the highly structured endorsement method may 

not capture the full richness of cognitive operations or contents, it is an efficient method of 

tapping into the inner experience of individuals, and is well-suited to the investigation of 

psychopathology and treatment. The endorsement approach is almost exclusively used for 

research into cognitive qualities of psychopathology and treatment. 

In their review of 28 endorsement-style inventories of self-statements, i.e., inner 

speech or automatic thoughts. Glass and Amkoflf (1997) conclude that despite some 
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limitations of such measures "the evidence is that clients are still telling us something 

meaningful about themselves" (p. 917). Further, they note that the various instruments, 

although not fully evaluated, overall show good content, criterion and construct validity 

(with an exception to be noted), and are sensitive to the effects of treatment. A problem 

with these instruments has been typically low correlations between production- and 

endorsement-style measures of what are ostensibly the same constructs, resulting in 

failures of convergent validation. 

Besides the measures of self-statements just discussed, a variety of measures of 

cognitive processes and structures are also in widespread use. Many of them have 

received extensive validation as well. In sum, cognitive measures have demonstrated their 

utility in clinical research. Two representative instruments will be discussed below for an 

illustration of the development and application of measures of cognition. The first 

assesses automatic thoughts that co-occur with depression, and the second is intended to 

measure the depressogenic schemas that are theorized to influence information processing 

in depressed individuals. 

The Automatic Thoughts Questionnaire (ATQ; Hollon & Kendall, 1980) is a 

measure of the fi^equency of automatic thoughts of the sort called "negative self-talk" by 

CB therapists. It was developed by asking individuals to recall the cognitions associated 

with dysphoric mood, in order to generate a representative sample of involuntary thoughts 

typically experienced by those who are depressed. These collected thoughts were then 

used to construct a measure of the frequency with which the thoughts occurred to an 
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individual in the prior week. Higher scores on the ATQ indicate that an individual 

experiences a greater frequency and/or intensity of negative self-evaluative thoughts. The 

ATQ has been found to reliably differentiate between depressed and non-depressed 

individuals, and to be a useful indicator of psychosocial and psychopharmaceutical 

treatment success. 

A second measure with a cognitive pedigree is the Dysfunctional Attitude Scale 

(DAS; Weissman & Beck, 1978). In contrast to the more purely empirical item generation 

of the ATQ, items for the DAS were generated based on suggestions provided by 

practicing clinicians of the beliefs characteristic of depressed individuals, and flirther 

refined to be consistent with Beck's (1967) theory of susceptibility to depression. In 

contrast to the ATQ, which attempts to measure products of cognition, the DAS was 

designed to assess cognitive schematic structure - specifically, the inflexible and 

absolutistic attitudes theorized to predispose individuals to depression (Beck, 1967). 

Beck's diathesis-stress model hypothesizes that individuals with specific schemas, as 

assessed by the DAS, would be prone to develop depression when subjected to stress. To 

date, this idea has failed to bear fruit, as the DAS has generally failed to predict the 

development of depression. However, this negative finding is itself informative, and 

additionally the DAS has proven useful in other ways. The DAS does function as a 

reliable indicator of current depression, as well as an indicator of treatment efficacy, since 

scores decline with successful treatment. 

The ATQ and the DAS have been used with both children and adults to conduct 
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both outcome and process research in depression. They have proven useful for evaluating 

the efficacy of diverse treatments for depression. The ATQ and DAS are being used in 

studies examining cognitive processes occurring in depression, personality variables and 

their possible role in susceptibility to depression, the relation between stress and 

depression, the relation between affect and depression, and the similarities and distinctions 

between depression and other disorders. These two measures, and others of cognitive 

constructs, undoubtedly will continue to be widely applied in clinical research. 

The ATQ and DAS, and other measures of cognitive products, structures or 

operations (Ingram & Kendall, 1986) are important and useful tools for the study of 

change and other clinical phenomena. The success of so many cognitive instruments 

supports the development of a measure of the cognitive structures (i.e., attitudes and 

beliefs) that are thought to interfere with individuals' attempts to make changes in their 

lives, whether those changes are self-initiated or assisted by a clinician or other change 

agent. 

A measure of the beliefs that negate the initiation of efforts to change, or diminish 

a determined effort to carry those efforts through, has potential theoretical and practical 

utility. Such an instrument might broaden the current theoretical understanding of the 

cognitive roots of noncompliance (e.g., what parts of these cognitions are consciously 

accessible?), as well as linking cognitive aspects of noncompliance to other constructs that 

might be important in understanding why clients and patients do not act in ways that seem 

to be in their best interest. Practically speaking, a measure of the specific beliefs that 



underlie resistance might aid in the development of more effective applications of 

psychosocial treatments, and treatments in other health care fields. Most pragmatically, 

confirmation of negative beliefs that interfere with efforts to change would support the 

implementation of cognitive behavioral methods to challenge and change those beliefs. 
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VII. THE EFFICACY OF COGNITIVE-BEHAVIORAL 

AND SELF-HELP THERAPIES 

As stated, cognitive behavioral therapies assume that thinking is important to the 

origin and maintenance of psychological disorders, and consistent with those assumptions 

CBT is designed to modify maladaptive beliefs and attitudes and provide new skills in 

information processing (Hollon & Beck, 1994). It should be noted that while the theory is 

cognitive, the practice of CBT strongly relies on behavioral methods - modification of 

cognitive structures and processes is often best accomplished by engaging the client in 

action (Beck, et al., 1979). 

Therapist-administered CBT has been repeatedly verified as an effective treatment, 

and especially for certain disorders (Hollon & Beck, 1994). For unipolar depression, CBT 

has been shown to be generally as effective as alternative psychosocial and 

psychopharmaceutical treatments. There is also evidence that CBT uniquely provides 

some protection against relapse (Elkin, 1994). For anxiety disorders, CBT may even be 

more impressive (Hollon & Beck, 1994) - in the treatment of panic disorder, a specific 

form of CBT (Barlow & Cemey, 1988) has been shown to substantially outperform 

pharmacotherapy; additionally the long-term treatment effects of CBT are very durable, 

while persons administered anxiolytic drugs show high rates of relapse. CBT is also 

effective with other subtypes of the anxiety disorders. CBT has been demonstrated 

empirically to be an effective primary or supplemental treatment for many other disorders 
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including personality disorders in adults and children, eating disorders, problems faced by 

(appropriately medicated) persons with schizophrenia, and persons with developmental 

disabilities (Hollon & Beck, 1994). 

In summary, CBT is an effective treatment when delivered by a therapist to an 

individual suffering from certain specific disorders; it is also an effective general approach 

to psychotherapy. Although the literature of psychotherapy research has noted the 

important contribution of therapist factors to outcome (Beutler, Machado, & Allstetter 

Neufeldt, 1994), it is plausible that for a motivated client, the therapist is not as important 

as the methods applied [and, as noted above, Ellis and Dryden (1997) claim that in REBT 

the method factors are preeminent]. Self-help treatments make it possible in principle for 

a person to direct their own treatment, while research has demonstrated the utility of a 

number of self-help programs. 

Scogin, Bynum, Stephens and Calhoon (1990) conducted a meta-analysis of 40 

self administered treatments (defined as those administered with little or no contact with a 

clinician or other expert), for five different target problems (habit control, depression and 

anxiety, phobias, skills training and "other" - e.g., sleep difficulties, sexual problems). 

They concluded that self-help programs are clearly more effective than no-treatment 

controls, with self-administered treatments producing an effect size of 0.96 compared to 

these controls. They found little difference in outcome between self-administered and 

therapist administered versions of the same treatments, although the comparisons used in 

the studies surveyed would not allow Scogin et al. to conclude that self-help treatment is 
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as effective as therapist administered treatment (since the therapist administered versions 

of self-help programs were notably different from conventional therapist-administered 

treatment). Scogin et al. also noted that the relatively circumscribed problems for which 

the treatments were designed limited the degree to which generalizations could be made. 

Another meta-analysis by Gould and Clum (1993) generally supported the findings 

of Scogin et al. (1990). Again, 40 studies were assessed for a total of nine target 

problems, similar in nature to those of Scogin et al. (eight studies were selected for both 

analyses). Gould and Clum reported an effect size of 0.76 for self-help compared to no-

treatment controls; they also found no significant difference between self-help and 

therapist-assisted versions of the same treatments. 

In summary, both meta-analyses found that self-administered treatments work for a 

number of specific problems, and have effect sizes comparable to that reported for 

psychotherapy in general [i.e., 0.96 and 0.76, compared to Smith, Glass and Miller's 

(1980) effect size of 0.85 for a large sample of therapist-administered treatments]. Both 

meta-analyses found that habit control treatments showed more poor outcomes than other 

target problems such as skills acquisition or clinical difficulties such as aaxiety and 

depression. Both found that adding therapist assistance did not improve outcome much, if 

at all. Scogin et. al (1990) note that the specificity of self-help treatments does not allow 

for generalization of these results across the spectrum of treatable disorders, and Gould 

and Clum (1993) note that a problem inherent in self-treatment is misdiagnosis, resulting 

in the possibility of inappropriate treatment. The type of treatment provided by the self-
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help manuals was not explicitly coded in either meta-analysis, but the authors of each did 

state that they were primarily behavioral in nature. 

While the issue of noncompliance in self-help treatments is certainly important, the 

compliance data available in these two meta-analyses was limited. Scogin et al. (1990) 

stated that they found the data on drop-outs to be extremely unreliable and of little use. 

Gould and Clum (1993) found the noncompliance data in their collection of studies to be 

minimal, but did note that for a limited set of studies in which compliance was high (i.e., 

75-100% compliance, as reported in seven studies), the effect size was more than three 

times greater than for studies reporting less than 75% compliance (four studies). While 

neither meta-analysis suggested that clinician-assisted self-help programs were more 

effective than those that were purely self-administered, Gould and Clum (1993) argue that 

the addition of a "formal therapeutic component" (p. 180) offers the possibility of 

improving efficacy. There are a number of ways in which the addition of skilled 

facilitation might enhance the effectiveness of self-help interventions. One that is 

immediately obvious is the assistance a therapist might provide to self-changers in 

complying with the self-help protocol. 
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VIII, STRESS MANAGEMENT TREATMENT AS A RESEARCH PARADIGM 

The use of stress management for a compliance study is appropriate because of 

several characteristics of this form of treatment. First, although there are numerous 

approaches to stress management available, the literature has consistently identified two 

components of stress management training that are related to good outcome. Second, 

successful stress management treatment requires that participants comply with treatment 

directives - if they do their homework, they tend to find their levels of stress reduced. 

The research literature identifies two major components that reliably produce a 

good outcome in stress management treatment (Lehrer & Woolfolk, 1993; Matheny, 

Aycock, Pugh, Curlette, & Silva Canella, 1986). First, Progressive Muscle Relaxation 

(PMR) was initially developed by Jacobsen (1938), and has been further refined by 

Bernstein and Borkovec (1973). PMR provides persons seeking stress management a 

method of coping v^rith the physical manifestations of stress. PMR is relatively 

straightforward, involving only the repeated tensing and relaxing of groups of muscles, but 

it requires practice for practical application. 

The second stress management skill found to contribute to a successful outcome is 

cognitive restructuring (CR). A variant of cognitive therapy, CR teaches participants to 

modify their negative automatic thoughts in response to stressful situations. CR neatly 

complements the use of the physical skill of PMR. 

There have been several fairly recent reviews of stress management programs. 
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Matheny et al. (1986) conducted a meta-analysis of 54 studies of general stress 

management programs, and found an overall effect size of 0.57 between treatment and 

control conditions across diverse combinations of interventions. PMR and CR were found 

to be the most efficacious interventions, with each producing an individual effect size of 

0,62. Matheny et al. also found PMR and CR to work well together; where other 

interventions showed decreases in effect size when applied as part of a package, CR and 

PMR were robust in their effectiveness. 

Nicholson, Duncan, Hawkins, Belcastro, & Gold (1988) conducted a meta-analysis 

of 18 general stress management programs, using more stringent standards for inclusion 

than did Matheny et al. (1986). This latter meta-analysis produced an overall effect size of 

0.75; the authors' conservative conclusion was that stress management works, but that 

more uniformity in measures and constructs would help sort out how and for whom it 

works best. Nicholson et al. did not address the question of efficacy of specific treatment 

components. 

Baum, Heberman, & Cohen (1995) qualitatively reviewed stress management for 

behavioral health concerns. They concluded that CR and PMR were the most successful 

components included, and together were central elements in the successful interventions. 

Murphy (1996) qualitatively reviewed the literature of work site stress management 

programs. He appraised PMR and CR in combination as the most effective approaches 

across multiple outcome measures of stress (both self-report and physiological). 

In summary, "stress management" has been shown to be an effective approach to 
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reducing stress, especially when a combination of PMR and CR is applied. This satisfied 

the need for an efficacious intervention. 

The second requirement, as previously stated, is that compliance with the 

intervention mediates the outcome - if participants do their homework, they experience 

less stress. Although none of the literature reviews of stress management assessed 

compliance directly, there is some support for a mediational role of the interventions. 

First, the fact that all the meta-analyses were conducted on studies that used a no-

treatment or minimal-contact control indicate that the stress management interventions 

worked better than nothing - if it is reasonable to assume that the participants in the active 

treatment groups were engaged to some degree, it appears that there were treatment-

specific effects. 

Second, studies do demonstrate a link between compliance with a specific 

technique and a positive outcome. Hoelscher, Lichstein and Rosenthal used an innovative 

approach for clandestinely measuring compliance with treatment for aaxiety (1984) and 

hypertension (1986). Both of these studies used PMR as the primary intervention. 

Although participant self-report did not correlate with outcome, the more objective 

measure of PMR practice - a timer hidden in a tape recorder containing the relaxation 

practice tape - did correlate significantly with successful change. Thus, those who 

followed the directions to practice PMR were likely to reduce anxiety and blood pressure. 
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IX. A NEW COGNITIVE MEASURE OF COMPLIANCE-RELATED BELIEFS 

Since it is reasonable, based on the literature cited, to consider a PMR- and CR-

based stress management intervention an effective treatment, and since there is at least 

some evidence that compliance is the primary mediator of outcome, it was decided to use 

a stress management paradigm to answer the basic research questions posed earlier. To 

restate, can a cognitive measure of negative beliefs about making changes be used to 

demonstrate that such negative beliefs play a causal role in the noncompliant behaviors of 

people attempting to make a desired and personally relevant change? 

A Measure for Predicting Noncompliance 

An initial step in answering these questions was the development of the measure of 

negative beliefs that might interfere with making changes. To that end, an endorsement-

style self-report questionnaire was devised to assess as many of the reasons that a person 

engaged in psychotherapy or self-directed change might report when asked about his or 

her noncompliance. Item development for the Negative Beliefs about Changing 

questionnaire (NBC) started with a survey of a diverse set of books about clinical practice 

containing chapters and sections on client resistance and noncompliance. Although the 

NBC is conceived of as a cognitive measure, the works surveyed were dynamic, 

experiential/expressive, family systems, and eclectic approaches to therapy, in addition to 
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cognitive-behavioral. A large number of reasons that clients might offer for not changing 

were culled from these books. The NBC presents these reasons with instructions for a 

respondent to endorse any that were true of his or her past efforts to make changes; they 

are keyed to a scale ranging from "agree strongly" to "disagree strongly" (see Appendix 

A). 

The NBC was intended initially to provide a predictive measure of noncompliance 

- it was expected that those who scored more highly on the NBC would be less likely to 

engage in change-related activities, either those specified by a therapist or other facilitator, 

or in efforts at self-directed change. In a preliminary application of the NBC, it was issued 

to participants in a small, uncontrolled study of facilitated self-help cognitive therapy for 

depression. The NBC correlated negatively with outcome - those who endorsed more 

reasons for not changing, or agreed more strongly with a few, tended to receive less 

benefit from the treatment (Arkowitz, 1997). Thus, the initial trial of the NBC produced 

the expected results. 

If over the course of the NBC's validation, exploratory and confirmatory factor 

analyses demonstrate the existence of multiple factors, such structure might provide 

information about the nature of the beliefs held by persons who are noncompliant with 

treatment directives. It is conceivable that subscales might eventually be extracted from 

the NBC, to allow a more fine-grained understanding of the correlates of noncompliance. 

For example, it might be that there are factors best characterized as "reactance," 

"hopelessness," etc.; or perhaps factors might reflect beliefs that interfere with different 
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stages of compliance (e.g., initiation of, versus perseverance with, efforts to comply). If 

such patterns were revealed, they might well be useful in a clinical setting. 

The NBC may also provide a measure of change for therapy studies. If the NBC 

shows that negative beliefs that interfere with treatment compliance are available via self-

report, it will likely be possible to use the instrument to measure shifts in those beliefs in 

response to some intervention. A demonstration that the negative beliefs vary 

systematically in response to treatment, that changes in beliefs precede changes in 

compliance, and are inversely related to outcome, would argue in favor of a mediational 

role for these beliefs. 

If a link between negative beliefs and treatment noncompliance were established, it 

might be possible to identify clients unlikely to benefit flilly from treatments of known 

efficacy because of identified problematic beliefs. Supplemental treatments for these 

individuals could be focused on changing the specific beliefs that result in noncompliant 

behaviors (interfering with the effectiveness of the primary treatment), resulting in 

improved outcome for therapies of known efficacy. 
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This study used a largely self-directed stress management skills training class as a 

prototypical change intervention. Assessments were conducted at pre-, mid- and post-

treatment, and there was a two month follow-up by mail. All participants were scheduled 

to receive six sessions of facilitated small classes in an educational (not therapeutic) 

format; each received a commercially available book on stress management techniques and 

a relaxation training tape; all received assignments to use the book and tape to learn PMR 

and CR skills. 

The study was conducted as a one-group design. All participants were provided 

with the same stress management treatment program, designed around relaxation training 

and cognitive restructuring skills, since these were the components identified as most 

efficacious by the scientific literature. Measures were taken at multiple time points, i.e., 

pre-, mid-, and post-treatment, and at two months following the post-treatment session. 

This approach was designed to facilitate the application of the statistical technique called 

mediational analysis (Baron & Kenny, 1986; West & Aiken, 1997). 

Between a psychosocial intervention and its outcome lie intermediate mediators, 

through which the intervention exerts it influence. An intervention is typically designed to 

produce changes on these hypothesized intermediate variables, which then cause the 

change in outcome. For example, CBT is intended to modify a client's maladaptive beliefs, 

and the changed beliefs are hypothesized to produce the reduction in symptoms. 
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Mediational analysis provides a means for testing the influence of the hypothesized 

intermediate variables on measures of outcome (West & Aiken, 1997). 

The primary question this design was intended to address was mediational; would 

compliance with treatment play a mediational role between negative beliefs and outcome? 

Participants holding beliefs that interfere with their practice of the stress management 

skills were not expected to achieve outcomes as positive as those who changed such 

beliefs. Thus, it was first predicted that negative beliefs would predict outcome. Second, 

negative beliefs should also have predicted noncompliance with treatment 

recommendations. When the outcome variance accounted for by (non)compliance was 

extracted, the negative beliefs-outcome link was expected to be reduced, thus 

demonstrating a partial mediating effect. 
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Participants 

To be eligible for the study, prospective participants needed to experience a level 

of personal stress high enough that they responded to media advertisements for stress 

management training. Two participants were referred by their physicians, but agreed that 

they were invested in finding ways to reduce their stress. A total of 35 people ultimately 

qualified for this study. Seven dropped out following their initial assessment, resulting in a 

total of 28 participants who completed the entire procedure. This group ranged in age 

from 21 to 60, with a mean age of 44. There were 3 men and 25 women in the final 

sample; 3 were single, 18 were married, 1 was separated, and 6 were divorced. High 

school diplomas were the highest level of education for 7 of the sample, 5 had some 

undergraduate education, 10 possessed bachelor's degrees, 2 more had some postgraduate 

education, and 4 possessed postgraduate degrees. The final sample was preponderantly 

Caucasian - 27 participants were white and I was Hispanic. 

Potential participants were to be excluded if they reported being suicidal (see 

Appendix B, Telephone Screening Protocol, for specific criteria regarding suicidality); 

however, no calls were received fi-om individuals who met criteria for suicidality or other 

crisis. Had this occurred, the individuals would have been referred to local therapists and 

followed up until they made contact. One individual dropped out after two sessions to 
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pursue grief counseling as more appropriate to her needs. She was given referrals to 

several local therapists, and assisted in making contact and arranging treatment. 

Potential participants were also to be excluded if their pre-treatment Perceived 

Stress Scale score (PSS, described in the measures section below; S. Cohen, Kamarck, & 

Mermelstein, 1983) was less than 15, to ensure that they were experiencing enough stress 

for the intervention to demonstrate efficacy. One individual did not meet the PSS stress 

criteria; her primary difficulty was assessed as panic attacks and she was given information 

about treatment, but declined a referral. The mean score at pre-treatment on the PSS was 

32.86 (SD = 3.52), indicating that participants were on average experiencing a great deal 

of stress. The pre-treatment mean score on the Profile of Mood States (POMS; described 

below in the measures section) Total Mood Disturbance scale was 101.74 (SD = 41.06) 

which demonstrated that the sample was experiencing a substantial amount of distress. 

Any participant who reported currently being engaged in psychotherapy was asked 

to discuss with their therapist whether it would be appropriate for them to participate. 

Potential participants were asked about current use of prescription medication, to assess 

whether medication might confound outcome results. However, these individuals were 

not excluded from participation due to medication use, as long as they were stabilized on 

the medication for the duration of the study. Persons with less than an eighth grade 

education were to be informed of the demands made by reading in this study (informed 

consent, measures, the self-help book, etc.), and given the opportunity to choose whether 

or not to participate. None of those who called failed to meet this criterion. 
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Treatment Compliance 

Compliance with treatment recommendations was assessed session by session 

using several different indicators of engagement and participation. First, participants' class 

attendance was recorded, since showing up is perhaps the most salient indicator of 

compliance. Second, at each of the class sessions participants' compliance with homework 

was assessed. At the end of the pre-treatment assessment session, participants were given 

their first assignment, which was to read two chapters in their workbook. At the first 

meeting a six question "pop quiz" over material covered by the assigned readings was 

issued (see Appendix A). At class sessions one through five a pencil-on-paper cognitive 

restructuring homework exercise was assigned. These were scored for compliance at the 

session which followed, i.e., sessions two through six (Appendix A). Participants received 

scores of 0 for "not completed," 1 for "partially completed," and 2 for "fully completed" to 

the level assigned in class. These measures were used to quantify participants' compliance 

with the prescribed treatment. (The Pop Quiz was re-scored on a three point scale, to 

make it equivalent to the cognitive restructuring measures.) 

Behavioral Relaxation Scale. 
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Another indirect indicator of compliance was participants' competence at applying 

the relaxation skills taught in conjunction with the cognitive restructuring. Progressive 

Muscle Relaxation training was provided at the first two class sessions, and relaxation 

practice was assigned at all six of the classes as homework, both verbally and in written 

form. Participants were reminded repeatedly of the importance of practice for the mastery 

of this skill (Bernstein & Borkovec, 1973). The Behavioral Relaxation Scale (BRS; 

Poppen, 1988) was used to assess participants' compliance with relaxation practice. 

The BRS is an observational rating system of 10 behaviors that may be expected to 

change as a result of training in relaxation. The behaviors are classified as related to the 

head, eyes, mouth, throat, shoulders, body, hands, feet, vocalizations, and breathing. The 

BRS was designed to be scored in real time, with the rater sitting near the participant; this 

method was intended to be used by a therapist with a client, rating the client's progress in 

the acquisition of the skill over multiple occasions. During preliminary investigation of the 

use of this rating method for the present study, it was found that the person relaxing 

tended to experience a level of evaluative apprehension that interfered with relaxation. In 

addition, scoring in real time complicated reliability ratings - some of the pilot study 

participants noted that while being observed by one person was uncomfortable, two was 

almost too much to allow an adequate degree of focus. For this reason it was decided that 

videotaping the participants would facilitate participants' producing a more valid relaxation 

score. In addition, the use of videotaping would allow a more effective reliability check. 

During the BRS procedure, participants were seated in a bean bag chair, and 
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instructed to support all extremities. A video camera was mounted above and facing the 

participant, aimed down their midline. The participant was instructed to relax as fully as 

possible, and the experimenter activated the videocamera. A sign showing the participant 

number, and the session (i.e., "pre," "mid," or "post") was held between the participant 

and the camera for about three seconds, and the experimenter then left the room. All 

participants were monitored from the adjoining room, to allow intervention in case of 

relaxation-induced panic attacks (Bernstein & Borkovec, 1973). No one experienced 

panic during the relaxation assessment. Participants were instructed to relax as deeply as 

possible (without the use of tensing and releasing), and left alone for seven minutes before 

the procedure was ended. 

Videotapes from the BRS pilot study (discussed below) and from several 

volunteers were used to train the BRS raters. Each rater was given at least 20 hours of 

training in ratings, as described in Poppen (1988), but adapted to rating from videotape 

rather than in-vivo. Raters were trained to a minimum criterion of 90% reliability on the 

training tapes. 

The modified rating system focused on 8 behaviors instead of the 10 used by 

Poppen (1988; see Appendix A, for the BRS Observer Scoring Form). The participant's 

rate of breathing was not used because the videotape did not allow an accurate assessment 

of breathing. The mouth was also not scored since the videotape did not allow 

observation of the detail necessary for an accurate assessment to be made. The remaining 

eight behaviors - head, eyes, throat, shoulders, body, hands, feet, and quiet - were scored 



62 

as either relaxed or unrelaxed, consistent with Poppen's criteria (see Appendix C for the 

BRS Scoring Guidelines developed for this study, to supplement Poppen's original 

guidelines). 

Videotape scoring was conducted as follows. The videotape was run forward two 

minutes from when the sign with the participant number left the frame. From that point 

observation periods of 15 seconds alternated with recording periods of 15 seconds. 

During the observation periods the rater watched the participant's eight postures and 

assessed whether each was relaxed or not. During the 15 second recording period the 

relaxation scores for the previous period were entered onto the score sheet. A total of six 

30 second observation-recording intervals were used per BRS session. In summary, the 

participant was allowed to become relaxed for two minutes, and then was rated for a total 

of 1 '/: minutes out of a three minute period (six 15 second observation intervals alternated 

with six 15 second recording intervals). 

The BRS was initially developed as an assessment method for Behavioral 

Relaxation Training, an alternative to the more widely applied tense-and-release method 

originated by Jacobson (1938). In a comparison of behavioral relaxation training, 

progressive muscle relaxation, firontalis biofeedback training (all efficacious methods) and 

a music relaxation placebo, significant reductions in BRS scores were found for the three 

active relaxation conditions but not for the placebo in seven sessions of training (Schilling 

and Poppen, 1983). On self-report measures of relaxation, however, all four methods 

were found to be equivalent. Thus it appeared that the BRS could provide information 
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about outcome that would not be detected with self-report data. In addition, where the 

PSS and POMS assess changes in stress and distress respectively, rather than compliance 

with treatment directives (which is assumed to mediate outcome), the BRS provides a 

more direct measure of compliance with one of the central components of the intervention. 

Poppen asserts, and his published data supports, that if participants practice relaxation as 

assigned, it will be revealed by the BRS. 

It would have been possible to attempt to assess relaxation practice using self-

reports, but evidence suggests that social desirability contamination is extremely 

problematic. Hoelscher, et al. (1984; 1986) covertly monitored relaxation practice using 

timing devices concealed in tape players used to provide relaxation instructions, and found 

self-reports of practice to exceed actual practice by 91% in one study, and 126% in 

another, with only one quarter to one third of participants actually practicing once per day, 

as assigned. Thus, it was decided for the current study not to attempt to directly assess 

relaxation practice, but instead to rely on the BRS as a performance measure to assess 

compliance with the relaxation assignments. 

That the BRS would reveal compliance was evaluated using 18 undergraduate 

counseling psychology students who had no direct experience with relaxation training. 

They were initially videotaped after being given instructions to relax, and then given the 

same training the study participants were to receive. They were instructed to practice for 

"a couple of days" and then returned for another videotape measurement session 

(returning on average after 2.5 days). Substantial increases were noted for BRS scores 
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across virtually the entire sample. Precise change scores for the pilot sample are not 

available, as the scoring system had not been finalized at that time. 

As far as indicators of validity are concerned, Schilling and Poppen (1983) provide 

evidence of "procedural validity" for the BRS; that is, compared to other validated 

approaches to relaxation [Bernstein and Borkovec's (1973) Progressive Muscle 

Relaxation, and electromyographic (EMG) biofeedback] and placebo (music relaxation 

tapes), the BRS can clearly distinguish effective from ineffective approaches. Two other 

studies provide information about additional aspects of validity. Poppen and Maurer 

(1982) used EMG measures of muscle tension to assess whether the BRS's rating system 

accurately captures relaxation and tension. Their results showed significant differences in 

muscle tension in relevant muscle groups between the postures the BRS rates as "relaxed" 

and "unrelaxed," providing evidence of concurrent validity for the measure. Norton, Holm 

and McSherry (1997) compared outcomes on the BRS for participants receiving 

Progressive Muscle Relaxation or an attention control. Between-group differences on the 

BRS provide evidence of discriminant validity, and construct validity was supported by 

correlations between BRS scores and outcome measures. In addition, the latter study was 

conducted by a lab at least partly independent of that which developed the measure, 

providing some evidence that Poppen and colleagues' results are not attributable to loyalty 

effects. 

Outcome Measures 
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The Perceived Stress Scale. 

The Perceived Stress Scale (PSS; S. Cohen et al., 1983; Appendix A) is a self-

report measure of participants' appraisals of stress in the past month. It provides 14 

questions about one's experience of stress, such as "In the past month, how often have you 

been able to control irritations in your life?", with a rating scale consisting of 0 ("never"), 

1 ("almost never"), 2 ("sometimes"), 3 ("fairly often"), and 4 ("very often"). The PSS was 

developed as an alternative to earlier, more objective stress scales based on life events or 

hassles, in recognition of the subjective nature of the experience of stress. It is designed to 

assess respondents' experience of life as unpredictable, uncontrollable and/or 

overwhelming. It has outperformed life event scores in prediction of affective and 

physical symptoms (S. Cohen, et al., 1983). The PSS has been demonstrated to possess 

adequate reliability and validity in a small number of studies. It was issued at pre-, mid-

and post-treatment and at follow-up. The PSS served both as a criterion for participant 

selection and as an outcome measure of change in perceived stress. 

The short form of the PSS (PSS-SF) includes the four items from the PSS that 

correlate most highly with the fiill scale (S. Cohen et al., 1983). The coefficient alpha 

reliability of the PSS-SF was .72, and test-retest reliability over two months was .55. The 

PSS-SF was administered verbally during the initial phone screening to ensure that 

prospective participants were experiencing enough stress to justify bringing them in for the 
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Profile of Mood States. 

Another measure that includes stress-related symptoms is the Profile of Mood 

States (POMS; McNair, Lorr, & Droppleman, 1981; Appendix A), a well-validated scale 

consisting of 65 adjectives, to be rated on a 5-point Likert scale ranging from "not at all" 

to "e.xtremely". The POMS produces a Total Mood Disturbance score, and six subscale 

scores. For this study, the POMS Total Mood Disturbance score, based on all 65 items, 

was used as a primary outcome measure. The validated subscales of the POMS are 

Tension-Anxiety (POMS-TA), Depression-Dejection (POMS-DD), Anger-Hostility 

(POMS-AH), Fatigue-Inertia (POMS-FI), and Confusion-Bewilderment (POMS-CB). 

The POMS can be used with different instructions for the time period of mood 

assessment; in this study respondents were instructed to rate their moods for "the past 

week including today," a standard instruction. The POMS was administered at the pre-

and post-treatment assessments. 

The Profile of Mood States, Brief Form (POMS-B: Cella, Jacobsen, Orav, 

Holland, Silberfarb, & Rafla, 1987) is a much shorter (11 item) version of the POMS that 

has been normed for cancer patients. In that population Cronbach's alpha for internal 

consistency of the fiall POMS (for the Total Mood Disturbance score) was .93, where for 

the brief version the alpha was .91. In a replication sample, POMS-TMD and POMS-B 
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correlated highly, r (294) = 0.92, g < 0.001. It appears, therefore, that the full and brief 

versions of the POMS Total Mood Disturbance scores are comparable although the 

POMS-B does not produce any subscale scores. The POMS-B was issued at mid-

treatment and at follow-up. 

Negative Beliefs about Change Questionnaire. 

Assessment of participants' beliefs about making changes is an essential part of a 

test of a CBT model of noncompliance. The Negative Beliefs about Change 

Questionnaire (NBC; Arkowitz, et al., 1995) is a 22 item questionnaire designed to assess 

beliefs held by a person that interfere with his or her attempts to change some problematic 

aspect of his or her life. Items for the NBC were collected from various books discussing 

resistance/noncompliance in psychosocial treatments, and by surveying individuals about 

the reasons they had been unsuccessful at making desired changes. Each item thus 

consists of a statement of a reason a person might provide for not changing, or not trying 

to change (e.g., "I felt hopeless about making the change"). The respondent rates each of 

the 22 items on a six point scale, including I ("Agree Strongly"), 2 ("Agree Somewhat"), 

3 ("Agree Slightly"), 4 ("Disagree Slightly"), 5 ("Disagree Somewhat"), and 6 ("Disagree 

Strongly"). In an uncontrolled study of facilitated cognitive-behavioral self-help therapy 

for depression, the NBC demonstrated some predictive validity. Those whose negative 

beliefs were reduced showed good results at post-treatment (Arkowitz, 1997). The NBC 
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was reworded slightly for this study. Where items on the original refer to the generic 

"change" an individual is attempting to accomplish, the version applied here focused 

specifically on "reducing my stress" (or similar kinds of wording). The NBC was issued at 

pre-, mid- and post-treatment and at the two month follow-up. 

Exploratory Measures 

University of Rhode Island Change Assessment Scale. 

It was reasonable to expect that individuals recruited for the study would vary in 

their degree of readiness to engage in the prescribed treatment methods. The University 

of Rhode Island Change Assessment Scale (URICAS; McConnaughy, Prochaska, & 

Velicer, 1983) was issued to all participants at the pre-, mid-, and post-treatment 

assessments, to assess their readiness to follow the prescribed stress management 

treatment. The URICAS is a well-validated 32 item questionnaire that measures 

individuals' preparedness to make changes as conceptualized by the Transtheoretical Stage 

Model of change (Prochaska & DiClemente, 1992). People who make personal changes 

are proposed to go through five stages, with different implications at each stage for the 

probability of adaptive behavior (and thus the likelihood of success). 

Briefly, the stages and their characterizations are as follows. In the 

Precontemplation stage the individual does not even recognize any need for change, and 
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so does nothing that would change the situation. In Contemplation, the person is thinking 

about their need for and the demands of making changes, but little of their behavior is yet 

change-oriented. The Preparation stage includes the first few tentative/exploratory 

attempts at making changes, although most of the activity is cognitive, centering around 

information gathering. The Action stage is characterized by active efforts to produce 

change. In Maintenance the individual has surmounted most of the negative aspects of 

their problem or has discontinued a problematic behavior, and acts to preserve the changes 

that have been accomplished. The process of relapse consists of the individual cycling 

back from Maintenance to an earlier stage; thus the Transtheoretical model considers 

change to be a cyclic process. 

It was expected that most people responding to an advertisement for Stress 

Management Training would be in the Contemplation, Preparation or Action stages. 

However, different amounts of compliance with prescriptions for managing stress could be 

expected to occur across these three stages. The closer a participant to Action, the more 

active (and treatment compliant) it was expected that they would be. It was also expected 

that URIC AS scores would allow a comparison of how much of participants' observed 

compliance and outcome was due to stage of change as opposed to their negative beliefs. 

The URICAS is composed of four sets of eight items that load theoretically on the 

Precontemplation, Contemplation, Action and Maintenance stages. The Preparation stage 

lies between Contemplation and Action and is considered to be captured by a relative 

equivalence of endorsement of Contemplation and Action items, but none of the 32 total 
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statements load on Preparation. Thus, the URICAS produces four subscale scores. 

However, rather than assigning each participant to a discrete stage, the URICAS scores 

generated were transformed to a continuous form, to allow a more fine-grained analysis of 

movement toward Action (S. E. Becker, personal communication, December 12, 1999). 

This was done by weighting each of the subscale scores by a different constant, such that 

the constants totaled zero across the scale. Precontemplation scores were multiplied by -

3, Contemplation scores by +1, and Action scores by +2, since -3 + 1 +2 = 0. 

It is unclear that the Maintenance stage is theoretically consistent with all the other 

stages - while the first three reflect increasing movement toward action. Maintenance 

apparently is more complex, and may not be as consistent across different forms of 

change. For example, remission of depression may be experienced as an absence of the 

emotional and cognitive features with behavior change typified by a return to adaptive 

functioning. However, remission of smoking may be characterized by a distinct behavioral 

change (absence of smoking) but with the clear experiential effects of cravings. Thus the 

maintenance stage of change may be substantially different for depression and smoking. 

However, it was not expected that the application of a stage classification would 

place anyone who responded to a solicitation for treatment into the Maintenance stage of 

coping with stress, and this was in fact the case. All participants were clearly classifiable 

at pre-treatment as Precontemplators, Contemplators, Preparers, or Actors, using the 

highest subscale score. Preparation was operationalized as raw scores for Contemplation 

and Action being within three scale points of each other, for purposes of pre-treatment 
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stage classification. 

Self-Efficacv for Stress Management Practice. 

A concept fundamental to this study is that negative beliefs about making changes 

interferes with the process of psychotherapy, which originated from the cognitive-

behavioral therapeutic model. The similarity of the concept of negative beliefs to 

Bandura's (1997) construct of self-efficacy led to a decision to include measures of self-

efficacy regarding stress management techniques and participants' perceived ability to cope 

with stress, to allow a comparison with the NBC. 

A search of the literature did not reveal any stress-specific self-efficacy measures, 

and therefore two were created for this study, using guidelines provided by Bandura (n.d.) 

for the development of measures of self-efficacy. The first measure, Self-Efficacy for 

Stress Management Practice (SE-SMP) was designed to assess participants' perceptions of 

their ability to practice the prescribed stress management skills of relaxation and cognitive 

restructuring. 

The SE-SMP (Appendix A) is titled "Independent Practice Self-Assessment" and 

consists of two sets of seven statements about the stress management skills prescribed in 

this study's classes. The first set is oriented around progressive relaxation and the second 

set around cognitive restructuring. Each set of seven statements is arranged hierarchically; 

the statements describe practice skills that the participant might do, ranging from the most 
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simple to more complex and time consuming. For example, the relaxation skills items start 

with "Practice once per week (with or without the tape)" and progresses to "Practice 

twice per day, for 30 minutes each time while listening to the tape." The participants' task 

is to rate their confidence on a scale from 1 to 10 that they can engage in the described 

skill. The ratings are anchored at 1 ("Cannot do at all"), 5 ("Moderately certain can do") 

and 10 ("Certain can do"). The SE-SMP was issued to participants at pre-, mid-, and 

post-treatment and at the two month follow-up. Since participants had not had exposure 

to the skills at pre-treatment, a short description of each skill was included to give 

participants an idea of what they would be asked to do in the class. In addition, the two 

skills had been verbally described to all participants at the time of the telephone screening, 

to prepare them to complete this measure at pre-treatment. 

Self-Efficacv for General Stress Management. 

The second self-efficacy measure, Self-Efficacy for General Stress Management 

(SE-GSM) asked participants to evaluate their perception of their current ability to 

tolerate stressfiil events in their lives (Dye, Bishop, & Cann, 1999). Like the SE-SMP, it 

was developed for this study using Bandura's (n.d.) guidelines for self-efficacy measures, 

to permit an assessment of changes in participants' self-efficacy about coping with stressful 

events in their lives. 

The SE-GSM (Appendix A) was titled the "Stress Appraisal Inventory," and 
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consisted of a total of 60 brief descriptions of possible stressors that an individual might 

encounter in their day to day life. The 60 descriptions were distributed under the headings 

of "Home," "Work," "Health," "Social," "Financial," "Housing," Education," "Primary 

Support Group," and "Interaction with the Legal System." Participants were instructed to 

check all of the statements that applied to them (i.e., that they found contributed to the 

stress in their life). Then they rated each of the checked items on a scale ranging from 0 

("Cannot do at all") to 50 ("Moderately certain can do") to 100 ("Certain can do"). This 

facilitated an assessment of participants' responses to the stressors they experienced 

idiosyncratically. 

The SE-GSM was scored by calculating a mean score for all of a participant's 

responses (Bandura, n.d.). There was some concern that this conventional method would 

not capture changes in participants' responses to specific stresses over time, so an 

alternative scoring method was devised and tested. This involved calculating change 

scores from pre- to mid-, mid- to post-, and pre- to post-treatment using only those 

particular items that the participant endorsed at both of any given time periods. This 

resulted in change scores, but not self-efficacy scores for given times (i.e., pre-, mid- and 

post-treatment). These change scores correlated highly and significantly, r = .954, p < 

.01, 2-tailed) with change scores calculated from the more typical mean scoring method as 

advocated by Bandura, confirming the ability of the mean score method to capture 

changes in self-efficacy, even if participants did not endorse precisely the same stressors 

on each occasion. 
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Group Climate Questionnaire - Short Form. 

The Group Climate Questionnaire - Short Form (GCQ; MacKenzie, 1983; 

Appendix A) is a 12 item measure that assesses several aspects of small groups that are 

important to individuals' experiences in the group, and thus the benefits derived from that 

group. The GCQ was originally devised as a 32 item general measure of the therapeutic 

climate of treatment groups, and was later shortened to provide a more convenient 

measure for administration after each session of group therapy. The shortened version has 

demonstrated its adequacy as a measure of shifts in the social environment in group 

therapy, as well as its appropriateness as a general measure of group affiliation (as will be 

the application here). Exemplifying the latter application, Braaten (1989) found significant 

correlations between early session GCQ scores and measures of positive symptom 

reductions and goal attainment, for 110 subjects participating in therapy groups and 

therapist training groups. 

The GCQ provides short statements (e.g., "The members revealed sensitive 

personal information or feelings") with a 7 point Likert scale for each, ranging from 0 

("not at all") to 3 ("moderately") to 6 ("extremely so"). The GCQ was distributed at the 

post-treatment assessment session, to provide a comparison of the groups' influences on 

outcome. The GCQ was scored as recommended by Hurley and Brooks (1987); this 

method produces a single "affiliation" score rather than the three factors originally 
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proposed by McKenzie (1983), and is more psychometrically valid. 

The GCQ was selected to provide a comparison of the experience of each of the 

groups, to assess whether any of the groups had a substantially better or worse experience 

of the stress management training. This would allow for statistical control, if necessary, of 

group experience on outcome. 

Class evaluation. 

In addition to an evaluation of the climate of each of the groups, an evaluation of 

the efficacy of the stress management classes was adapted from a form that was developed 

by the Teaching Advocacy Committee at the University of Arizona, for mid-semester 

evaluations by class instructors (CEval; S. E. Becker, Treadway & Wetzel, 1993). It 

contains 22 statements regarding various aspects of the stress management class (e.g., 

"Did the instructor clearly explain weekly assignments?"). Each item is to be rated as A 

("Excellent"), B ("Above Average"), C ("About Average"), D ("Below Average"), and F 

("Very Poor"). This allowed for a comparison between class sections, and treatment 

groups, to ensure that the didactic instruction was delivered at an adequate level that was 

consistent across sections and groups. 

Design 

Procedure 
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This study employed a conventional design for facilitation of an analysis of 

proposed mediational variables. All participants received the same well-established 

standard treatment for stress management (see Appendix D, Treatment Manual). Most of 

the people recruited participated in small groups of two to five individuals. 

Because participant recruitment proceeded slowly, several of the participants were 

administered the treatment in individual sessions instead of asking them to wait for enough 

participants to respond to advertisements to form a group. This was done to prevent 

attrition. Individual sessions were held in the same format as the groups. Research 

assistants sat in as "observers" in both the groups and with those participating in individual 

sessions. For the individuals this provided an opportunity for discussion similar to those 

held in the groups. 

Assessments of the relevant constructs were completed at four time points around 

the six session treatment package. Participants were seen individually for assessments 

before treatment, at the midpoint (i.e., between treatment sessions three and four), and 

after the intervention. They were also sent a package of questionnaires two months after 

the post-treatment assessment session. Measures of compliance with treatment 

recommendations were made at each of the six sessions of stress management training. 

Recruitment 

The study was conducted in a small town in the Western United States (population 
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about 45,000). Targeted for recruitment were local adults, and students from a small 

(enrollment of 4,600 students) state college. The study was open to any person older than 

17 years of age, who felt that stress was causing them enough concern that they wanted to 

act so as to reduce that stress. Exclusion criteria included a score below 15 on the 

Perceived Stress Scale, acute crisis, or any previous diagnosis of personality disorder. 

Participants were recruited using a number of different media to advertise "Stress 

Management Skills Training" for people finding their lives to be too stressful. 

Announcements were placed and maintained in as many public locations as possible (e.g., 

libraries, grocery stores, photocopy shops, post offices, etc.). Print advertisements were 

placed in a local daily newspaper, a local monthly business-oriented newspaper, and the 

college newspaper. Letters were sent to all local family practice physicians, internists, and 

psychiatrists, providing information about the study and inviting referrals. Presentations 

were made to various local organizations (day care centers, private schools, hospice, etc.) 

about the benefits of stress management training, with invitations to participate extended 

to those in attendance and to those in the personnel departments. An interview with the 

primary investigator was arranged with a local radio station. Despite these intensive 

attempts at recruitment, participants were only recruited slowly, and sometimes after 

substantial intervals. However, those recruited were clearly qualified on measures of 

stress and distress (see the results section). 

During the design phase of the study, a power analysis was conducted to evaluate 

how many participants would be needed to allow sufficient statistical power to detect an 
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effect. Using the two meta-analyses of stress management interventions discussed earlier 

it was concluded that stress management interventions using cognitive restructuring and 

progressive relaxation produced effect sizes ranging from 0.57 (Matheny, et al., 1986) to 

0.75 (Nicholson, et al., 1988). Using J. Cohen's (1992) guidelines, it was determined that 

this could be considered a medium effect size. For a one-group regression analysis to 

produce a conventional beta of .80 (i.e., a 4 in 5 chance of not producing a Type II error), 

an N of 68 is called for. Thus, with an N of 28, this study suffers from a lack of statistical 

power. To help insure that important effects would not be missed, it was decided that 

while analyses should be declared significant at the conventional £ = .05 level, trends 

towards significance would be noted and highlighted. It is likely that if real effects are 

being assessed that there will be trends toward significance, reflected in the g values and 

beta weights found in the regression analyses. 

Description of the procedure 

Any prospective participant who called for information was given a brief 

description of the project, informed of the cost ($20), and asked if they would like to 

participate. Those who expressed interest in continuing were given a standard telephone 

screening (see Appendix B, Telephone Screening Protocol). The phone screener 

requested information including the respondents' age, education, potential scheduling 

difficulties that might interfere with participation, current level of stress (using the PSS 
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short form), and suicidality or "in crisis" status. Those who did not pass the interview 

were provided with referral information as appropriate. Those who did pass were 

scheduled for a pre-treatment assessment interview. 

The pre-treatment interviews were conducted individually (see Appendix E for the 

Assessment Protocols). They were conducted by either an advanced graduate student (the 

author of this document) or an undergraduate research assistant. When the undergraduate 

research assistant conducted the assessment, they were overseen by the advanced graduate 

student. 

At the pre-treatment assessment, prospective participants were welcomed upon 

arrival, and given the Consent Form to read and fill out (Appendix F). After completing 

the consent form, they were issued a packet of pencil-on-paper measures to complete. 

This included the PSS, the POMS, the NBC, the SE-SMP, the SE-GSM, and the 

URICAS. The PSS was scored immediately to check that each individual conformed with 

inclusionary criteria (i.e., produced a PSS score of at least 15); they were also interviewed 

to assess for suicidality or other acute crisis, or for a prior DSM Axis II diagnosis 

(American Psychiatric Association, 1994). Anyone not meeting the criteria was debriefed 

about the reasons for their dismissal, given appropriate referral information, and thanked 

for their assistance. 

Those individuals who fitted criteria for inclusion and consented to participate 

were then asked to relax while being videotaped, for BRS scoring. They were directed to 

sit on a bean bag chair and spent seven minutes relaxing alone while the videocamera 
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recorded them. 

Following the BRS, participants were welcomed into the study, and issued a copy 

of The relaxation and stress reduction workbook. 4th Ed. (Davis, Eshelman, & McKay, 

1995), and the Participant Packet. This Packet contained an Information Letter (see 

Appendix F) providing details about the classes, expectations regarding participation, what 

participants could expect from the instructor, a reminder of the $20 fee, etc. The Packet 

also provided participants with their first stress management class assignment, to be 

completed before the first class meeting, consisting of three short chapters to read on 

breathing and relaxation skills. The Research Assistant explicitly informed participants of 

this assignment. The fee of $20 was collected at either the initial assessment or the first 

class session. 

At the beginning of the first class, participants were issued a "Pop Quiz" consisting 

of six questions about the reading assignment they were given at the Pre-Treatment 

assessment session - this constituted the first assessment of compliance with treatment. 

After participants had completed this, the stress management training proper began, as 

outlined in Appendix D. 

The stress management training was held at weekly intervals for six consecutive 

weeks. Sessions lasted about 1 V2 to 2 hours each. At each session participants were 

assigned homework to put into practice the cognitive restructuring skills they had learned 

at that session. These homework assignments were the basis for the following weeks' 

measurement of compliance with reconunended treatment. Assessment of compliance was 
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completed in a semi-covert manner; participants were told "we'd like to look over your 

homework to see if you are doing it properly, and to see if we are assigning it properly." 

The research assistant discreetly recorded compliance scores away from where 

participants were meeting. 

After the first three sessions of stress management training, participants returned 

for an individual mid-class assessment session. They were issued the same measures as at 

pre-treatment, except for the measure of distress. At mid-treatment they were given the 

POMS-B instead of the POMS. They also relaxed while being videotaped, for BRS 

scoring. 

Following the mid-class assessment, the stress management training sessions 

continued for another three weeks. Participants continued to receive cognitive 

restructuring instruction with a homework assignment, and the amount of homework 

completed continued to be assessed at each of the sessions. 

In the week following the sixth and final stress management class session, all 

participants returned for a post-class assessment session, again conducted individually. 

This consisted of the completing of a set of measures identical to those completed at pre-

treatment, with the addition of a measure of the cohesion of treatment groups (the GCQ) 

and a stress management class evaluation form (the CEval). Participants also relaxed on 

video for BRS scoring. They were debriefed about the reasons for the study and any 

questions were answered. Finally, participants were asked if they were willing to be sent a 

small packet of questionnaires in two months for the collection of follow-up data. They 
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were given a consent form to complete if they were willing to receive the follow-up packet 

(see Appendix F). 

Two months after participants completed the post-assessment session, those that 

had given their permission were mailed a follow-up assessment packet. This consisted of 

a cover letter of instructions and a final word of thanks. Copies of the PSS, the POMS-B, 

the SE-SMP, and the NBC were included. A stamped, addressed envelope was also 

included to ensure as high a return rate as possible. 
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Comparison of Participants Who Completed the Study to Those Who Dropped Out 

It can be informative to compare the characteristics of people who drop out of 

research studies to those who complete them - this is especially true when the focus is 

treatment compliance. The seven participants who dropped out of the study were 

compared to the 28 who completed it on a number of dimensions measured at pre-

treatment (see Table I). No significant differences at an alpha of £ = .05 were found 

between the two groups using between-subjects comparisons in a Multivariate Analysis of 

Variance (MANOVA) procedure for all interval level measures. Note: a conventional 

alpha level of .05 for statistical significance will be adhered to in all analyses in this study. 

In addition, no significant differences were found between the groups on 

categorical level variables - these comparisons were made using a chi-square analytic 

approach. However, the low N limited the ability of the analysis to capture significant 

differences, so differences will be described here. Of the 35 participants recruited, 32 

were women. All three male participants completed the study. For marital status, three 

participants were single, and all completed. Of 21 married participants, 18 completed and 

3 dropped out. There were three separated participants, of whom one completed while 

two dropped out. Six divorced participants completed, while one dropped out. One 

participant was widowed, and dropped out. She requested and received a referral for grief 
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Table 1 

Pretreatment Comparisons of Participants Who Completed the Study to Participants Who 

Dropped Out 

Completion Status 

Measure Completed (N=28) Dropped Out (N=7) F E 

Age M 44.61 44.00 0.024 878 
SD 9.82 6.11 

PSS 32.57 34.00 0.918 .345 
SD 3.01 5 26 

NHC M 6S.61 74.29 0.301 .587 
SD 24.21 25.79 

L'RIC.VS (continuous transformation) M 58.75 60.71 0.059 809 
SD 19.48 17.17 

BRS \t .739 694 0.409 .507 
SD .156 .207 

POMS Fatigue-Inertia 14.86 17.43 0.867 359 
SD 6.44 6.95 

POMS .Anger-Hostility .M 16.07 15.57 0.014 907 
SD 10.08 9.85 

PO.MS Vigor-.Activity .M 13.29 12.29 0.169 .683 
SD 6.01 4.42 

POMS Confu-sion-Bcwildcrmenl .\1 12.68 13.57 0.148 .703 
SD 5.31 6.21 

POMS Depression-Dejection M 20.07 18.71 0.051 .822 
SD 14.17 14.31 

PO.MS Tension-.Aaxiety M 18.32 20.86 0.533 .471 
SD 8.41 7.34 

POMS Total Mood Disturbance M 100.71 105.86 0.085 .772 
SD 41.85 40.59 

SE-SM? M 112.68 123.00 1.455 .236 
SD 20.29 20.08 

SE-GSM M 50.75 45.39 0.801 .377 
SD 14.52 12.63 

Note. PSS = Perceived Stress Scale; NBC = Negative Beliefs about Changing inventory; 
URIC AS = University of Rhode Island Change Assessment Scale; BRS = Behavioral 

(Table 1 Note continued on next page) 
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Relaxation Scale; POMS = Profile of Mood States; SE-SMP = Self-Efficacy for Stress 
Management Practice inventory; SE-GSM = Self-Efficacy for General Stress Management 
inventory. 

counseling. 

Of the seven participants who dropped out, three did so immediately following the 

pre-treatment assessment, three dropped after the first class session, and one discontinued 

after the second class session. Four of these participants cited a lack of time as their 

reason for termination. One felt too overwhelmed by grief for her deceased spouse to 

continue (this was the participant referred for individual grief therapy). Two more were 

unable to be contacted for an assessment of why they dropped out - these individuals both 

discontinued following the pre-treatment assessment. In summary, about half of those 

who dropped out of the study left before their stress management classes began, and the 

others completed only one or two classes. None of the participants who dropped out 

cited the treatment itself as their reason for discontinuing. 

Interrater Reliability of Behavioral Relaxation Scale fBRS) Scores 

The Behavioral Relaxation Scale (BRS) is an observational measure of relaxation 

devised by Poppen (1988) to assess an individual's progress in acquiring progressive 

muscle relaxation skills. It was used in this study as a measure of compliance, since 

Poppen found that practicing relaxation was strongly associated with improved scores on 



the BRS. 

For this study participants were videotaped while relaxing, in contrast to Poppen's 

live scoring procedure. During BRS assessments they were instructed to relax as fully as 

possible, and to not use the tense-release procedure that was presented in the stress 

management classes and prescribed for practice (as this would have confounded BRS 

scoring). A modified version of Poppen's (1988) BRS rating system was developed 

(Appendix C), since Poppen's system is designed for in-vivo observation, and it was 

impractical for multiple observers to be in the room while participants relaxed, which 

would have been required for measurement of interrater reliability. 

BRS raters were trained using Poppen's (1988) protocol to a criterion level of 90% 

agreement. One third of the BRS tapes were selected randomly, and scored by a rater 

different from the individual who scored the first pass. Overall interrater reliability was 

adequate but not as high as reported by Poppen, r (28) = .762, g < .01. 

Comparison of Treatment Group Sections 

Participants completed the stress management training in nine small groups of two 

to five participants, and four received the same intervention but in an individual format. 

Two measures were selected to compare the delivery of the training, and the effects of 

group influence. 

The first of these measures was the Group Climate Questionnaire (GCQ), and the 
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second was an evaluation of the stress management training, called the Class Evaluation 

(CEval). Because of the large number of groups, and the relatively low number of 

participants in each of the groups, the statistical comparisons of equivalence between the 

groups are not particularly illuminating (Table 2). An ANOVA for the Class Sections by 

GCQ scores showed no significant differences, F (12, 23) = 0.834, 2 = 622. 

The GCQ was included to assess equivalency between sections on group 

affiliation. In the literature, the GCQ is primarily used to assess group developmental 

processes; unfortunately GCQ scores have not been anchored to other indicators of 

affiliation, and thus no empirically derived inferences may be made about the cohesion of 

the class sections. A consideration of GCQ scores in view of its individual items 

(Appendix A) suggests that the groups were congenial but not close-knit, which is what 

the study's psychoeducational format was intended to accomplish. 

An ANOVA for Class Sections by the CEval also indicated no significant 

differences between sections, F (12, 27) = 1.237, £ = .344. The CEval includes a number 

of statements about the class and the instructor, to which participants were to provide 

letter grades (i.e., A - F, with points for scoring assigned in a manner identical to standard 

grade point averages). Based on this scoring system, it may be inferred that the 

participants awarded an overall grade of "B" to the classes. 
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Table 2 

Class Evaluation and Group Climate Scores by Stress Management Class Section 

Measure 

Class Evaluation (CEval) Group Climate Questionnaire 
(GCQ) 

Scction 
No. 

n (M) (SD) (M) fSD) 

1 1 84.00 -- -- --

2 4 83.50 3.87 15.75 4.03 

3 2 86.00 2.83 12.50 4.95 

4 2 74.00 11.31 11,00 5.66 

5 1 76.00 - -- --

6 2 86.50 2.12 24.00 4.24 

7 4 84.00 4.08 17.00 3.83 

8 2 82.45 6.43 8.50 12.02 

9 1 80.00 -- ~ --

10 3 79.33 7.64 11.00 4.36 

11 1 86.00 - -- -

12 2 7'9.50 9.19 10.00 5.66 

13 3 73.67 4.16 9.33 7.51 

Total: 
CEval 
GCQ 

28 
24 

81.14 6.15 13.50 6.41 

Note. The GCQ was not administered to participants who received the stress management 
training individually. 
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The Relationship Between Pre-Treatment Negative Beliefs. Primary Measures, and Initial 

Compliance 

As discussed earlier, the NBC was developed as a measure of negative beliefs 

theorized to interfere with treatment compliance, with the ultimate goal of producing an 

instrument that would facilitate cognitive-behavioral compliance research. Therefore it is 

important to compare the NBC to measures of other similar and dissimilar constructs to 

establish convergent and discriminant validation. It will also be helpflil to explore the 

NBC's predictive validity - does it predict noncompliance? 

The NBC consists of 22 statements of agreement/disagreement about diverse 

things that can make it difficult for an individual to make changes to manage stress. For 

each statement, respondents choose one of six levels of agreement or disagreement. For 

this study the NBC was scored using the sum total of agreement for all 22 items. Note 

that participants' scores were reversed from their NBC raw form for the tables and 

analyses, since on the NBC issued to participants "Agree Strongly" is anchored to "I" and 

"Disagree Strongly" is anchored to "6" (see Appendix A, the NBC). Thus, the NBC 

scores reported here have been converted so that a high score indicates that the participant 

believes that making changes is diflRcult, and a low score reflects a perception that changes 

are easily made. Theoretically, persons scoring higher hold more beliefs that would 

contribute to treatment noncompliance. 

Correlations between pre-treatment NBC scores and other measures at pre-
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treatment are presented in Table 3, to allow assessment of concurrent validity. Negative 

beliefs correlated significantly and positively with all of the measures of distress (six of the 

seven POMS subscales), and significantly and negatively with the two indicators of self-

efficacy. These correlations are consistent with the theory that negative beliefs about 

being able to make changes dispose individuals to low self-efficacy beliefs and increased 

distress. Scores on the NBC did not correlate with participants' perceived stress, nor with 

their URICAS (stage of change) scores. 

Table 3 

Correlations Between Negative Beliefs at Pre-Treatment and Other Pre-Treatment 

Constructs 

Measure 1. 2. 3. 4. 5. 6. 

1. NBC - -.049 .579** 31\* .559»« .493*« 

2. PSS - -.122 .164 -.201 -.129 

3, POMS-Totai Mood Disturbance - .671»* . 904*'» .917»» 

4. POMS Fatigue-Inertia - .481»* .651«» 

5. POMS Angcr-Hostilit>' - .156** 

Measure 7. 8. 9. 10. 11. 12. 

1. NBC 

2. PSS 

.559*» Ml** -.382* -.336^ -.406» -.030 

-.118 -.113 .142 -.045 .093 .435** 

(Table 3 is continued on next page) 
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Measure 7. 8. 9. 10. 11. 12. 

3. POMS-Total Mood Disturbance .9I6»» .867** -.556»« -.210 -.605*« .141 

4. POMS Fatigue-Inertia .595»^ .442*» -.273 -.183 -.401* .489** 

5. POMS Anger-Hostility .793»* .745** -.563** -.257 -.643** -.041 

6. POMS Tension-An.\iety .862»» .132** -.502«» -.172 -.565** .205 

7. POMS Confusion-Bewilderment - .762** -.490»» -.201 -.666** .108 

8. POMS Depression-Dejection ~ -.216 -.165 -.364* .106 

9. POMS Vigor-Activit>- ~ .012 .452** .131 

10. SE-SMP - .158 .092 

11. SE-GSM -.043 

12. URICAS (continuous form) — 

Note. N = 35 (Includes participants who subsequently dropped out); NBC = Negative 
Beliefs about Changing questionnaire; PSS = Perceived Stress Scale; POMS = Profile Of 
Mood States; SE-SMP = Self-Efficacy about Stress Management Practice; SE-GSM = 
Self-Efficacy about General Stress Management; URICAS = University of Rhode Island 
Change Assessment Scale. 

* = £ < .05 (two-tailed) 
** = B IQ (two-tailed) 

Correlations between the NBC and early indicators of compliance, for the purpose 

of establishing predictive validity, are presented in Table 4. The NBC did not significantly 

predict any of the measures of pre- to mid-treatment compliance. The low correlations 

among the compliance measures may also be noted. The composite compliance measure 

correlated with the other three, as it necessarily should have, but among the remainder 
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Table 4 

Correlations Between Negative Beliefs at Pre-Treatment and Initial fPre-Mid Treatment) 
Compliance Scores 

Measure I. 2. 3. 4. 5. 

1.NBC ~ .241 -.255 -.027 -.083 

Compliance Measures 

2. CR ~ .048 .518*» .612«» 

3. BRS ~ ,092 .620*» 

4. Altendance ~ .803** 

5. Composite Compliance — 

Note. NBC = Negative Beliefs about Changing Questionnaire; CR = Cognitive 
Restructuring; BRS = Behavioral Relaxation Scale 

** B < 01 (two-tailed) 

only cognitive restructuring and attendance correlated significantly^. 

Another correlational analysis was conducted to examine any relationship between 

individual items on the pre-treatment NBC and various measures. These measures 

included pre-treatment stress, distress, self-efficacy about managing stress, self-efiRcacy 

about completing prescribed treatments, and stage of change; compliance measures 

Scoring the cognitive restructuring homework was normally completed the week 

following its assignment. To prevent a spurious correlation between homework and 

attendance (i.e., due to only recording scores for those who attended), extra efforts were 

made to keep track of homework completion by participants who missed sessions. 
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including cognitive restmcturing, relaxation and attendance from pre- to mid-treatment; 

and the outcome measures of pre- to post-treatment residualized change scores for stress, 

distress, and stage of change. 

Although the full 34 by 34 correlation matrix will not be presented here, several 

potentially relevant results were discovered. First, significant intercorrelations among the 

22 NBC items were numerous, M = 12.59, ^ = 3.81, with a range from 4 to 18 

significant correlations with other items. Three items correlated with 18 others, four with 

15 others, and four with 13 others. Thus there appears to be significant overlap between 

many of the items, although the N of this study was not adequate for a factor analysis; 

such an analysis is currently in the planning stages (H. Arkowitz, personal communication, 

November 2000). 

For the pre-treatment measures, none of the individual NBC items (see Appendix 

A, the NBC) correlated significantly with stress (PSS) scores. However, 13 NBC items 

correlated significantly and positively with pre-treatment POMS TMD scores. 

Examination of these 13 suggest that they may cluster around several themes: 

Hopelessness (items I, 2, 8, 21), Avoidance (4, 5, 17), Social Appearances (10, 14, 16), 

Feeling Overwhelmed (7), and Other Fears (13, 19). (It should be noted that the 

suggested themes are exploratory and impressionistic, and not presently supported by 

data.) 

Seven NBC items correlated significantly and negatively v^th stress management 

self-efFicacy (SE-GSM) scores. These may cluster around themes of Avoidance (items 4, 
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5, 8), Self-image Concerns (9, 10, 13), and Hopelessness (21). 

For the measure of self-efficacy regarding stress management skills practice (SE-

SMP) only three NBC items correlated significantly and negatively. These suggest themes 

of Social Appearance (items 10 and 16) and Feeling Overwhelmed (7). 

For several other measures there were limited numbers of significant correlations; 

there is a strong possibility that these were spurious correlations that capitalized on 

chance, given the substantial number of correlations calculated. On the stage of change 

measure only item number 18 was found to correlate significantly and negatively at pre-

treatment, and then only for the continuous-transformation version of the URICAS, and 

not for a stage model. 

Correlations between NBC items and compliance scores were limited to one item 

each. For cognitive restructuring and attendance, NBC item 9 correlated significantly and 

negatively with each. For relaxation scores, item 6 correlated significantly and positively. 

There was also little relationship between NBC items and pre- to post-treatment 

change scores. Four items correlated significantly and negatively with residualized stress 

(PSS) scores: these items were numbers 4 and 5 (possible theme: Avoidance) and 15 and 

16 (possible theme; Fear of Increased Demands). None of the pre-treatment NBC items 

correlated significantly with residualized distress (POMS) change scores. For the 

continuous version of the stage of change measure (URICAS), only NBC item number 20 

correlated significantly and negatively. 
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While the primary research questions of interest concern a proposed mediational 

role for compliance with treatment recommendations, a prerequisite for the demonstration 

of mediation is an effective intervention. If there is no effect, there obviously can be no 

mediational effect (Baron & Kenney, 1986). Therefore, the first question concerns the 

efficacy of the stress management treatment - did the intervention reduce participants' 

stress and distress to a significant degree? Means and standard deviations of the major 

measures used in this study, across four time periods, are presented in Table 5. 

Table 5 

Means for Major Measures at Four Time Points 

Time Relative lo Stress Management Treatment 

Construct (Measure) Pre Mid Post Follow-up 

Stress (PSS) 32.64 33.92 21.36 21.76 
(3.01) (3.32) (7.33) (7.25) 

Distress (POMS-B) 19.68 16.88 10.16 11.52 
(10.71) (8.72) (7.76) (7.04) 

Distress (POMS) 100.71 
(41.85) 

60.93 
(31.28) 

Fatigue-Inertia (POMS) 14.86 
(6.44) 

8.57 
(5.34) 

Anger-Hoslilitv- (POMS) 16.07 
(10.08) 

9.89 
(7.52) 

(Table 5 continues on next page) 
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Time Relative to Stress Management Treatment 

Construct (Measure) Pre Mid Post Follow-up 

Confiision-Bcwildcrment (POMS) 12.68 
(5.31) 

- 7.32 
(4.04) 

-

Dcpression-Dejcction (POMS) 20.07 
(14.17) 

- 10.57 
(9.98) 

-

Tension-An.\iet>' (POMS) 18.32 
(8.41) 

- 10.21 
(5.12) 

-

Vigor-Activity (POMS) 13.29 
(6.01) 

- 17.64 
(6.09) 

-

Negative Beliefs about Changing (NBC) 67.18 
(23.97) 

50.45 
(16.80) 

41.32 
(13.57) 

48.59 
(18.95) 

Compliance: Relaxation (BRS) .746 
(.154) 

.782 
(.157) 

.793 
(.132) 

-

Compliance: Cognitive Restructuring (Total 
scorc of completed homework) 

• Pre-Mid 
3.39 

(1.50) 

Mid-Post 
2.14 

(1.63) 

~ 

Compliance: Attendance (Number of sessions 
attended) 

Prc-Mid 
2.43 

(0.63) 

Mid-Post 
2.50 

(0.58) 

• 

Compliance: Total (Composite z score of 
homework, relaxation and attendance) 

- Prc-Mid 
0.111 

(0.619) 

Mid-Post 
0.106 

(0.513) 

• 

Self-EfTicacv' for Stress Management skills 
Practice (SE-SMP) 

112.61 
(19.61) 

91.57 
(28.57) 

79.83 
(31.91) 

62.87 
(38.19) 

Self-Eflicacy for General Stress Management 
(SE-GSM) 

50.75 
(14.52) 

61.91 
(17.44) 

71.58 
(11.26) 

-

Stage of Change (URICAS. transformed to 
continuous form) 

58.75 
(19.48) 

59.07 
(28.30) 

62.79 
(17.06) 

-

(Table 5 Note on next page] 
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Note. PSS = Perceived Stress Scale; POMS-B = Profile of Mood States, Brief: Total 
Mood Disturbance score; POMS = Profile of Mood States; Total Mood Disturbance 
score; BRS = Behavioral Relaxation Scale; NBC = Negative Beliefs about Changing 
questionnaire; SE-SMP = Self-Eflficacy for Stress Management Skills inventory; SE-GSM 
= Self-Efficacy for General Stress Management; URIC AS = University of Rhode Island 
Change Assessment Scale. 

Stress was operationalized as scores on S. Cohen et al.'s (1983) Perceived Stress 

Scale. Paired samples comparisons revealed that pre- and mid-treatment mean stress 

scores did not differ significantly from each other, t (27) = -1.346, n.s. (means and 

standard deviations are presented in Table 5). Likewise, post-treatment and follow-up 

stress scores were not significantly different, t (24) = -0.291, n.s. 

However, pre- and post-treatment mean stress scores were significantly different, t 

(27) = 7.827, p < ,001. Mid- and post-treatment mean stress scores were significantly 

different, t (27) = 8.698, p < .001. Mid-treatment and follow-up scores were significantly 

different, t (24) = 7.934, p < .001. 

In summary, mean stress scores did not change in the first half of the study, but 

were significantly reduced by the end of treatment, and these changes were maintained at 

follow-up. Participants' initial PSS scores were fairly high, compared to reports in the 

literature. Their post-treatment mean score was comparable to initial mean scores 

reported by S. Cohen et al. (1983) for college undergraduates (M = 23.18 and 23.67) and 

participants in smoking cessation classes (M = 25.00); substantially lower than that 

reported by Hewitt, Flett, and Mosher (1992) for a sample of mixed psychiatric patients 

(M = 29.07), and a bit higher than means reported by Pbert, Doerfler and DeCosimo 
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(1992) for a university hospital employee health promotion sample (M = 19.61) and a 

group of cardiac rehabilitation patients (M = 18.26). 

Although it may not be concluded that the intervention was responsible for this 

change (since there was no control group for comparison purposes), the reduction in PSS 

scores was comparable to others reported in the literature that used a similar intervention 

(e.g., Matheney, et al., 1983; Nicholson, et al., 1988). Therefore, the intervention very 

likely had positive effects on participants' perceived stress. 

The Profile of Mood States (POMS) was issued to participants as a measure of 

distress. Although the full 65 item POMS was issued to participants at pre- and post-

treatment, the brief version of the POMS (POMS-B) was used to compare Total Mood 

Disturbance scores at pre-, mid-, and post-treatment and at follow-up. At pre- and post-

treatment, the 11 items used for the POMS-B Total Mood Disturbance score were 

extracted from the 65 item POMS, to facilitate a comparison at all four time points. 

There was a general downward trend for the POMS-B mean scores from pre- to 

mid- to post-treatment, reversing slightly from post-treatment to follow-up. The mean 

difference between pre- and mid-treatment was not significant, t (27) = 1.509, £ = . 143. 

The difference between mid- and post-treatment was significant, t (27) = 5.684, g < .001. 

Pre- to post-treatment means were also significantly different, t (27) = 5.168, £ < .001. 

For the post-treatment to follow-up means, the trend was reversed, i.e., participants' 

distress increased; this difference was not significant, t (24) = -0.977, £ = .339. However, 

participants' follow-up mean scores were still significantly different from their mid-
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treatment mean scores, t (24) = 3.741, p = .001. Thus, the pattern identified here for the 

POMS-B mean scores parallels that found for the PSS. In both cases the changes were in 

the predicted direction. 

As noted above, the more extensively validated 65 item POMS was issued at pre-

and post-treatment (with the POMS-B scores extracted from these POMS scores). The 

POMS produces a Total Mood Disturbance score (POMS TMD), as well as a number of 

subscale scores, as reported in Table 5. The POMS TMD was the primary distress score 

used to compare participants at pre- and post-treatment. The difference between 

participants' POMS mean scores at pre- and post-treatment was significant, t (27) = 5.477, 

p < .001, and in the predicted direction, in parallel with the POMS-B score. Compared 

with adult norms for the POMS TMD (Nyenhuis, Yamamoto, Luchetta, Terrien & 

Parmentier, 1999), participants in this study were very distressed, falling more than two 

and one-half standard deviations above the adult mean at pre-treatment, and at post-

treatment still elevated more than a standard deviation above the normative mean. 

The means for all six of the POMS subscale scores were significantly different at 

pre- and post-treatment, and all in a direction that indicated therapeutic success. For the 

Fatigue-Inertia subscale, t (27) = 4.779, g < .001; for Anger-Hostility, t (27) = 3.539, e = 

.001; for Confusion-Bewilderment, t (27) = 5.639, g < .001; for Depression-Dejection, t 

(27) = 4.069, £ < .001; for Tension-Anxiety, t (27) = 5.679, g < .001; and for Vigor-

Activity, t (27) = -3.526, £ = .002. 
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The pre-treatment POMS score correlated significantly with the pre-treatment 

POMS-B; r (35) = .941, g < .01, 2-tailed); the post-treatment POMS score correlated 

significantly with the post-treatment POMS-B, r (28) = .917, g < .01 (2-tailed). These 

two correlations suggest that the POMS-B TMD scores adequately captured participants' 

distress, given the extensive validation data available for the POMS, and literature 

indicating POMS/POMS-B correlations very similar to those found here. For example, 

the developers of the POMS-B, Cella, et al. (1987), reported a POMS TMD/POMS-B 

TMD correlation with a much larger sample, r (618) = .93, e < 001. 

It may not be inferred that the stress management training produced the reductions 

in participants' POMS and POMS-B scores, for the same reason presented in the 

discussion of the PSS (i.e., no control group was used here). However, like the PSS, the 

reductions found in distress scores are comparable to those found in the literature for 

controlled studies using a similar intervention, and thus it appears likely that the classes 

contributed strongly to the outcome. 

The measures of stress and distress showed roughly similar patterns of longitudinal 

change, with the greatest reductions found from mid-treatment to post-treatment (Table 

5). A bivariate correlation analysis showed a strong relationship between residualized pre-

to post-treatment change scores on the PSS and the POMS, r (28) = .679, g < .01. 

However, Table 3 reveals little relationship between perceived stress and any of the 

POMS subscales at pre-treatment. 
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Patterns of Change: Comparisons of Other Measures Across Time Points 

Three different sets of measures were collected longitudinally as individuals 

proceeded through the six sessions of treatment. First, negative beliefs about making 

changes were assessed by the NBC at pre-, mid-, and post-treatment, and follow up. A. 

second set included the three measures of compliance with treatment recommendations; 

these were supplemented by an additional composite of the previous three. The 

compliance measures were taken either during the six class sessions (homework and 

attendance) or at mid- and post-treatment (relaxation skills - note that the pre-treatment 

score was used as a baseline to calculate change scores). The third set of longitudinal 

measures were the two supplementary measures of self-efficacy, and the measure of stage 

of change. These were collected at pre-, mid- and post-treatment. The patterns of 

changes in the scores of each of these three sets of measures provide a vantage point for 

the observation of the change process. 

Changes in Negative Beliefs about Making Changes 

The Negative Beliefs about Changing (NBC) measure was used in this study to 

assess beliefs and attitudes that are proposed to interfere with attempts to make changes. 

The NBC showed a distinct downward trend over the course of the study - that is, 

negative beliefs about making changes came down as the study progressed (Table 5). 
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However, at the two month follow-up the trend had reversed and NBC scores had risen 

again, although not to their initial levels. 

Paired comparison t-tests found mid-treatment NBC scores to be significantly 

lower than pre-treatment scores, t (27) = 5.100, £ < .001. Post-treatment NBC scores 

also were significantly lower than were mid-treatment scores, t (27) = 3.286, g = .003. 

Post-treatment scores were significantly lower than were pre-treatment scores, t (27) = 

6.408, g < .001. As noted, mean NBC scores reversed their trend and increased again 

after two months - the difference between means at post-treatment and follow-up was 

significant, t (24) = -2.763, p = .011. 

Changes in Measures of Compliance with Treatment Recommendations 

Poppen (1988) demonstrated that scores on the Behavioral Relaxation Scale 

(BRS) increased as a fiinction of practicing relaxation skills, both using his method and the 

more commonly applied method described by Bernstein and Borkovec (1973). The BRS 

was selected for the present study to measure relaxation compliance under the rationale 

that those who complied with the relaxation component of the prescribed treatment (i.e., 

those who practiced relaxation) would show increases in BRS scores. 

BRS scores indicate a proportion of relaxed postures accomplished across six 15 

second measurement periods within a three minute period, and theoretically can range 

from 0.000 to 1.000. In this study the range was 0.420 to 1.000. A comparison of BRS 
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scores from pre- to mid- to post-treatment (Table 5) showed no significant differences in 

means, using paired samples t-tests. For the pre- to mid-treatment comparison, t (27) = -

1.003, 2 = .325; for mid- to post-treatment, t (27) = -0.359, g = .723; and for pre- to post-

treatment, t (28) = -1.835, = .078. The pre- to post-treatment change approached 

statistical significance, and an examination of the means shows that although small, this 

change was in the desired direction, i.e., participants became more proficient at relaxing. 

Another approach to comparing relaxation skills involves a comparison of changes 

in BRS scores. Residualized change scores (RCSs) from pre- to mid-treatment were 

compared to mid- to post-treatment RCSs, and from this perspective it appears that 

participants' relaxation skills (and by extension, their practice) increased to a level almost 

attaining significance in the second half of the study, t (27) = 2.048, £ = .051. 

In contrast to the BRS, where compliance was operationalized as an increase in 

demonstrated competency with the skill, cognitive restructuring compliance was assessed 

by rating how much of the assigned homework each participant completed. Homework 

assignments were rated as "not attempted" (and given a score of "0"), "partially 

completed" (scored as "1"), or "fully completed" (scored as "2"). Thus, possible total 

scores across six stress management class sessions ranged from 0 to 12; pre- to mid-

treatment and mid- to post-treatment possible scores ranged from 0 to 6 (see Table 5 for 

means and standard deviations). It appears that participants were consistent about their 

level of compliance with the cognitive restructuring homework; the pre-mid compliance 

mean score correlated with the mid-post mean score significantly, r (28) = .553, g = .002. 
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Participants also consistently did a bit less homework during the second half of the six-

session intervention. The difference between the pre-mid and mid-post means was 

significantly different, t (27) = 4.465, £ < .001. 

The third indicator of compliance was attendance at stress management class 

meetings. Attendance scores were originally calculated by scoring two points for on-time 

attendance, one point for late attendance, and zero for a missed session. However, 

participants were rarely late, and prior experience (Arkowitz, 1997) indicated that a simple 

dichotomous scoring system was adequate for attendance-as-compliance. Attendance was 

scored from pre- to mid-treatment, and from mid- to post-treatment (Table 5). A paired 

samples comparison of attendance scores for the pre-mid period with the mid-post period 

revealed no significant differences, t (27) = -0.570, g = .573. In addition, participants' 

attendance in the first half of the study correlated significantly with their second half 

attendance, r (28) = .405, £ = .033. It appears that participants were fairly consistent 

about their attendance, and did not much alter their attendance over the course of the 

study. 

A final measure of compliance collapsed cognitive restructuring, relaxation and 

attendance scores into one composite score, after converting each into z-scores. A pre- to 

mid-treatment composite compliance score was calculated, as was a mid- to post-

treatment composite (Table 5). For cognitive restructuring the total number of points 

completed in each time period (i.e., pre-mid or mid-post) was used to calculate the z-

score. For attendance the number of classes attended was used. For relaxation the BRS 
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residualized change score was selected, as a change in relaxation competence would 

provide the best indicator of participants' practice of the skills. 

Participants' pre-mid and mid-post mean composite compliance scores were not 

significantly different, t (27) = 0.034, g = .973. Further, their pre-mid and mid-post 

composite compliance scores were substantially correlated, r (28) = .361, g = .059. Thus 

mean compliance scores did not change much from the first to the second half of the 

study, and individuals did not substantially vary their degree of overall compliance. 

Chances in Supplementary Measures 

Two provisionary measures of self-efBcacy were provided to participants to 

supplement the primary measures (i.e., PSS, POMS, NBC, and compliance scores). The 

SE-SMP assessed participants' expectancies about being able to complete the prescribed 

stress management treatment. The SE-GSM assessed participants' perceptions of their 

abilities to manage stressful events in different parts of their lives. 

Across participants, there was a steady downward trend for mean scores on the 

SE-SMP from pre- to post-treatment (Table 5). This suggests that there was a decline 

over the course of treatment in participants' beliefs that they could successfully practice 

the prescribed stress management skills (i.e., cognitive restructuring and relaxation). 

Comparisons of means using paired samples t-tests showed significant differences between 

all means except for mid- and post-treatment scores. For pre- to mid-treatment, t (27) = 
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4.225, g < .001; for mid- to post-treatment, t (27) = 1.264, g = 0.217; for post-treatment 

to follow-up, t (22) = 3.323, g = .03. For pre- to post-treatment, t (27) = 4.644, g < .001; 

for mid-treatment to follow-up, t (22) = 2.835, g = .01; and for pre-treatment to follow-

up, t (22) = 5.343, £< .001. 

In contrast to the SE-SMP, mean scores on the SE-GSM showed a positive trend 

(i e., mean self-efficacy scores increased) from pre- to post-treatment, suggesting that 

participants' perceived ability to cope with stressful situations increased over the course of 

treatment (Table 5). Mean scores on the SE-GSM were significantly different when 

compared at all time points, increasing in a linear fashion. For the pre- to mid-treatment 

difference, t (26) = -3.007, g = .006; for mid- to post-treatment, t (26) = -3.455, g = .002; 

and for pre- to post-treatment, t (27) = -8.317, g < .001. Scores for the SE-GSM were 

not collected at the two month follow-up. 

Although the treatment provided to participants was not specifically designed to 

modify their standing on the Transtheoretical Stage of Change model (Prochaska, 

DiClemente & Norcross, 1992) such a shift would be a noteworthy indicator of change. 

However, using paired samples t-tests, no significant differences were found on 

participants' mean URICAS scores (transformed to continuous form, as discussed 

previously) from pre- to mid- to post-treatment (Table 5). Comparing pre- and mid-

treatment means, t (27) = -0.063, g = .950; comparing mid- and post-treatment means, t 

(27) = -0.818, £ = .421; and comparing means fi"om pre- to post-treatment, t (27) = -

1.146, £ = .262. In sum, participants did not show much change in their Stage of Change 
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scores. 

An alternate metric for the URICAS assigned participants to one of the five 

different stages of the Transtheoretical Model (Prochaska, DiClemente and Norcross, 

1992). This was completed by assigning participants to one of the four stages (i.e., 

Precontemplation, Contemplation, Action and Maintenance) according to their highest 

raw scale score; if their Contemplation and Action raw scales were within three points of 

each other, they were assigned to the Preparation stage (which theoretically falls between 

Contemplation and Action, but is not assessed by URICAS items). 

Using this assigned stage approach, 17 participants (60.7%) showed no change in 

stage from pre- to post-treatment. Eight participants (28.6%) moved up one stage: seven 

moved from Contemplation to Preparation, and one from Preparation to Action. Three 

participants (10.7%) moved up two stages, all three from Contemplation to Action. No 

one regressed from pre- to post-treatment according to the stage assignment approach. 

Mediational Analyses 

Cognitive-behavioral therapists assume that negative beliefs and attitudes are 

primarily responsible for their clients' noncompliance. That is, certain beliefs are 

responsible for the degree of clients' compliance, and in turn compliance with the 

treatment produces the therapeutic benefits. Restated from the perspective of 

noncompliance, negative beliefs cause the noncompliance, which in turn hinders successful 
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outcomes. 

To test this hypothesis, the statistical technique called mediational analysis was 

employed. Three regression equations were generated for each of the mediational 

analyses, as recommended by Baron and Kenny (1986; see Figure 1). In the first step the 

proposed mediating variable (PMV) is regressed on the independent variable (IV). In the 

second step, the dependent variable (DV) is regressed on the IV The third step 

simultaneously regresses the DV on the PMV and on the IV, For a mediational 

relationship to be supported, three conditions must be met, according to Baron and 

Kenny's (1986) model (Figure 1). In the first equation, the IV must significantly predict 

the PMV; note that in all cases the sign of the relationship (i.e., positive or negative) must 

correspond to the theoretical relationship. In the second equation, the IV must 

significantly predict the DV. Finally, in the third equation when both the proposed 

mediator and the IV are simultaneously regressed upon the DV, there are two 

requirements: a) the proposed mediator must be found to significantly influence the DV, 

and b) the influence of the IV upon the DV is reduced in the third equation relative to the 

second. 

In the present study, if negative beliefs (IV) affect outcome (DV), when the 

influence of compliance (PMV) is extracted from that relationship, the observed influence 

of negative beliefs should be reduced. This would indicate that compliance is mediating 
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Figure 1 
Conceptual Model of the Three Regression Analyses Used in a Mediational Analysis 

A. First Regression 

B. Sccond Regression 

C. Third Regression 

Independent 
Variable 

Independent 
Variable 

Dependent 
Variable 

Dependent 
Variable 

Proposed Mediating 
Variable 

Proposed Mediating 
Variable 

Proposed Mediating 
Variable 

To conclude that the proposed mediating variable (PMV) does in fact mediate the 
relationship between the dependent and dependent variables requires that: 

A. the P is significant for the first regression 
B. the p is significant for the second regression 
C. in the third regression, the P for the PMV-DV is significant and the p for the 

IV-DV is reduced in C., compared to B. 

Note. Arrows represent regression analysis. Variable "pointed to" is regressed on variable 
"pointed from." 
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the effect between negative beliefs and outcome. If the effect of negative beliefs were 

reduced to zero, then mediation could be said to be complete - all of the effect of negative 

beliefs would exert their influence on outcome by way of compliance. However, partial 

mediation is a much more typical outcome, and was predicted here. 

Eight mediational analyses were conducted, necessitated by the use of four PMVs 

and two DVs. The four measures of PMVs were cognitive restructuring homework, 

relaxation practice, attendance at stress management classes, and a composite variable 

incorporating the previous three. The two dependent measures were change in stress and 

change in distress. In all cases the IV was the measure of negative beliefs. 

To model the temporal relationships of the proposed causal chain, the change 

scores were derived from different periods of time within the study. The IV scores were 

calculated from the pre- to mid-

treatment NBC scores, so that later changes in mediators and outcome could be inferred 

from earlier changes in beliefs. The change scores for the PMVs were calculated from 

mid- to post-treatment, as were the change scores for the two DVs, stress and distress. 

Since the outcomes of interest were hypothesized to result from changes in the 

theoretically prior variables, residualized change scores (RCSs) were calculated for entry 

into the mediational analyses. These scores were calculated as described by J. Cohen and 

Cohen (1983), so that the influence of the residual variance contributed by each 

participant's initial score was removed from their total change score. All residualized 

change scores were compared to the corresponding initial scores (from which the residual 
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variance had been removed) using a correlational analysis. In all cases the correlation was 

nonsignificant and essentially zero, confirming that the residual variance had been 

extracted. 

Does Compliance with Cognitive Restructuring Homework Mediate the Relationship 

Between Beliefs about Changing and Outcome? 

To answer this question, two mediational analyses were conducted. The first 

analysis assessed the role of compliance with cognitive restructuring homework as a 

mediator between negative beliefs about changing and changes in stress (Figure 2). The 

second assessed the role of compliance with cognitive restructuring homework as a 

mediator between negative beliefs and changes in distress (Figure 3). That is, the two sets 

of analyses were identical except for the dependent variable of stress or distress. 

The first equation regresses cognitive restructuring compliance upon change in 

negative beliefs, and is identical for both of the mediational analyses (Figures 2 and 3, Part 

A.) Results indicate that there was no significant relationship between the IV and the 

PMV, and little predictive power. Further, the sign for the beta and the t value was 

positive, where it was expected to be negative. That is, it was predicted that as negative 

beliefs are reduced, compliance should increase. 

Since the independent variable must, by definition, significantly predict the 

proposed mediator in a mediational chain, with a correspondingly theoretically appropriate 
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Figure 2 
Mediational Analysis Results: Does Cognitive Restructuring Mediate a Relationship 
Between Negative Beliefs about Making Changes, and Changes in Perceived Stress? 

A. 

P = 0.170 . 1=0.879. E= -388 

NBC Prc-Mid 

NBC Prc-Mid 

PSS Mid-Post 

CR Compliance 
Mid-Post 

P = 0.413. t =2.309. e=.029 

C. 

P = 0.334. t= 1.935. E= 064 

NBC Pre-Mid PSS Mid-Post 

CR Compliance 
Mid-Post 

P = 0.356, t = 2.064. b= .050 

Note. NBC = Negative Beliefs about Changing questionnaire; CR = Cognitive 
Restructuring; PSS = Perceived Stress Scale 
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Figure 3 
Mediational Analysis Results: Does Cognitive Restructuring Mediate a Relationship 
Between Negative Beliefs about Making Changes, and Changes in Distress? 

A. 

P = 0.170. NBC Pre-Mid 

CR Compliance 
Mid-Post 

P = 0.170. t = 0.879. B= .388 

B. 

NBC Pre-Mid POMS Mid-Post NBC Pre-Mid POMS Mid-Post 

(3 = 0.257. t = 1.356. e= .187 

C. 

CR Compliance 
Mid-Post P = 0.119, t = 0.609, 2 = 548 

NBC Pre-Mid POMS Mid-Post NBC Pre-Mid POMS Mid-Post 

P = 0.237, t= 1.216, e= -235 

Note. NBC = Negative Beliefs about Changing questionnaire; CR = Cognitive 
Restructuring; POMS = Profile of Mood States 
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valence, it may be immediately concluded that the measure of cognitive restructuring 

applied here did not capture any mediational relationship between changes in negative 

beliefs and changes in outcome. Without this precondition, the two subsequent 

component analyses of the mediational analysis are moot. However, the remaining two 

regressions were run to extract any available information. 

The second equations (Figures 2 and 3, Part B.) show the predictive value of 

residualized changes in beliefs upon the dual outcome indicators of residualized stress and 

residualized distress (and are respectively identical throughout all eight of the mediational 

analyses). With stress as the DV, the second equation indicates that changes in negative 

beliefs in the first half of the study were significantly predictive of changes in stress scores 

in the second half of the study (Figure 2, Part B). For distress, the second equation did 

not show that changes in negative beliefs in the first half of the study predicted changes in 

distress in the second half (Figure 3, part B.). However, it is possible that the beta of 

0.257 represents a trend toward significant predictive power. 

The final regressions of this first pair, in which residualized stress/distress scores 

were simultaneously regressed upon residualized compliance and residualized negative 

beliefs, were consistent with the pattern which follows fi'om a mediational relationship 

despite the failure of the IV-PMV link to reach significance. The predictive power of the 

IV relative to the DV decreased when the PMV was included in a simultaneous regression 

(Figures 2 and 3, Part C.). Further, the PMV approaches significance in its ability to 

predict changes in stress (Figure 2, Part C.) although it fails to do so for changes in 
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distress (Figure 3, Part C.)-

To sum up these first two mediational analyses, although it appears that changes in 

beliefs are predictive of later changes in perceived stress, and possibly of changes in 

distress, the overall pattern of results does not support the theory that cognitive 

restructuring mediates the relationship between changes in beliefs and changes in stress or 

distress. 

Does Compliance with Relaxation Training Homework Mediate the Relationship Between 

Beliefs about Changing and Outcome? 

In the previous pair of mediational analyses, compliance was operationalized as 

completion of the homework assignments organized around cognitive restructuring. The 

next set of analyses used skills development in Progressive Muscle Relaxation as the 

measure of compliance with the recommended treatment. 

Poppen (1988) found that observable relaxation skills develop as a function of the 

practice of PMR training. Poppen's work suggests that BRS scores would indirectly 

measure compliance with the recommended treatment - competence in relaxing indicates 

that the participant has practiced the skill. The next two mediational analyses were 

conducted using residualized BRS scores in the proposed mediator position. 

As shown in Part A. of Figures 4 and 5, change in negative beliefs only minimally 

and non-significantly predicted change in relaxation scores. In addition, the sign of the 



Figure 4 
Mediational Analysis Results: Does Practicing Relaxation Skills Mediate a Relationship 
Between Negative Beliefs about Making Changes, and Changes in Perceived Stress? 

1 1 6  

A, 

BRS Compliance 
Mid-Post 

P = 0.207. NBC Pre-Mid 

B. 

NBC Pre-Mid PSS Mid-Post NBC Pre-Mid PSS Mid-Post 

= 0.413. t = 2.309. 2 = 029 

C. 

P =-0.127. t =-0.679. E = .504 

NBC Pre-Mid PSS Mid-Post 

BRS Compliance 
Mid-Post 

P = 0.447. t = 2.385. g = 025 

Note. NBC = Negative Beliefs about Changing questionnaire; BRS = Behavioral 
Relaxation Scale; PSS = Perceived Stress Scale 
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Figure 5 
Mediational Analysis Results: Does Practicing Relaxation Skills Mediate a Relationship 
Between Negative Beliefs about Making Changes, and Changes in Distress? 

A. 

P = 0.207. t = NBC Pre-Mid 

BRS Compliance 
Mid-Post 

P = 0.207. t= 1.057, e= .301 

NBC Pre-Mid POMS Mid-Post NBC Pre-Mid POMS Mid-Post 

P = 0.257. t= 1.356. e=.187 

C. 

BRS Compliance 
Mid-Post 3 = -0.145, t =-0.709, E= .485 

N'BC Pre-Mid POMS Mid-Post N'BC Pre-Mid POMS Mid-Post 

(3 = 0.160. t = 0.782. E = -442 

Note. NBC = Negative Beliefs about Changing questionnaire; BRS = Behavioral 
Relaxation Scale; POMS = Profile of Mood States 
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equation was positive, when it was predicted to be negative - it was expected that as 

negative beliefs dropped, compliance would increase. Given the non-significant result, it is 

possible that the reversed sign is an artifact of low predictive power (only if the beta had 

been large enough to have achieved statistical significance would it have presented a 

challenge to interpretation). In sum, as in the previous set of mediational analyses the first 

requirement for a demonstration of mediation was not met - there was no significant 

relationship between the independent variable and the proposed mediator. However, as 

before, all three analyses were completed and will be reported for heuristic purposes. 

The second equations (Part B of Figures 4 and 5) show the predictive value of 

residualized changes in beliefs upon the outcome indicators of residualized stress and 

residualized distress scores, and as noted are respectively identical throughout all eight of 

the mediational analyses. To recapitulate, change in negative beliefs in the first half of the 

study significantly predicted changes in perceived stress in the second half Negative 

beliefs did not significantly predict change in distress, but showed a possible trend toward 

such prediction (£ < .20). 

The third equations regressed changes in stress (Figure 4, Part C.) and distress 

(Figure 5, Part C.) simultaneously on the relaxation RCS scores and the negative beliefs 

RCS scores. The inclusion of relaxation scores resulted in an increase in the beta for 

negative beliefs when stress was the DV. This is the opposite of what would be expected 

if compliance had mediated changes in stress. Thus there is no evidence suggesting that 

relaxation practice mediated an effect of negative beliefs upon changes in stress. 
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For changes in distress, however, the beta for negative beliefs showed a large 

reduction when relaxation compliance was included in the model. This is consistent with 

mediation, although the failure of the prior two regressions to reach significance 

undermine such a conclusion. 

Does Compliance with Treatment Attendance Mediate the Relationship Between Beliefs 

about Changing and Outcome? 

A third compliance indicator was attendance at stress management class meetings. 

In these two mediational analyses the RCS for attendance from mid- to post-treatment 

occupied the proposed mediator position. 

The results of the regression of compliance upon negative beliefs (Figures 6 and 7, 

Part A.) indicate that reductions in negative beliefs over the first half of the study 

contribute somewhat to increases in attendance in the second half, although the beta was 

not large enough to reach significance. Therefore mediation of the beliefs-outcome 

relationship by attendance cannot be claimed here. 

The second equation, once again, demonstrates that changes in negative beliefs in 

the first half of the study significantly predict second half changes in stress (Figure 6, Part 

B .). It is also possible that there is a trend toward prediction of changes in second half 

distress (Figure 7, Part B.). 

For both stress and distress, when the DV is simultaneously regressed on the FV 
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Figure 6 
Mediational Analysis Results: Does Attendance at Stress Management Classes Mediate a 
Relationship Between Negative Beliefs about Making Changes, and Changes in Perceived 
Stress'' 

A. 

p = -0.202. NBC Prc-Mid 

Attend. Compliance 
Mid-Post 

P =-0.202. t =-1.049. 2= 304 

B. 

NBC Prc-Mid PSS Mid-Post NBC Prc-Mid PSS Mid-Post 

P = 0.413. 1= 2.309. e=.029 

C. 

Attend. Compliance 
Mid-Post P =-0.162. t =-0.885. E=.384 

NBC Prc-Mid PSS Mid-Post NBC Prc-Mid PSS Mid-Post 

p = 0.380. t = 2.074, E= .049 

Note. NBC = Negative Beliefs about Changing questionnaire; PSS = Perceived Stress 
Scale 
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Figure 7 
Mediational Analysis Results: Does Attendance at Stress Management Classes Mediate a 
Relationship Between Negative Beliefs about Making Changes, and Changes in Distress? 

A. 

P =-0.202. t =-1.049, E= .304 NBC Prc-Mid 

NBC Prc-Mid POMS Mid-Post 

Attend. Compliance 
Mid-Post 

P = 0.257, t = 1.356, E= .187 

C. 

|i= -0.090. t = -0.457. e=.651 

NBC Prc-Mid POMS Mid-Post 

Attend. Compliance 
Mid-Post 

P = 0.239, t= 1.215. E= .236 

Note. NBC = Negative Beliefs about Changing questionnaire; POMS = Profile of Mood 
States 
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and the PMV there is a reduction in the beta weight (and g value) for the IV, compared 

with the regression of DV upon IV (Figures 6 and 7, Part C. compared to Part B.). 

Although the lack of significance in the first equations, and a finding of significance in only 

one of the two second equations prevents the conclusion that mediation has been revealed, 

the pattern of results is at least not wholly disconfirming of such a conclusion. The results 

presented in Figures 6 and 7 are the most consistent with mediation of any pair completed. 

Although statistically significant results were not obtained, the overall patterns were 

consistent with mediation. 

Does Total Compliance with Treatment Mediate the Relationship Between Beliefs about 

Changing and Outcome? 

Since this study used a multi-component treatment package, not unexpectedly 

scores on each of the three kinds of compliance varied among participants. It is plausible 

that although the specific degree of compliance with each of the components might vary 

idiosyncratically, some overall level of compliance might be necessary to produce a 

successfijl outcome. To investigate this possibility a composite compliance score was 

developed. 

Z scores were calculated for each measure of participants' compliance in the 

second half of the study (fi'om mid- to post-treatment). The composites included 

attendance and cognitive restructuring homework scores for class sessions 4 through 6, 



123 

and residualized change scores for changes in relaxation skills (i.e., BRS scores) from mid-

to post-treatment. The composite compliance scores were generated using the mean of 

these z scores, and were used in a final pair of mediational analyses. 

As with the three prior pairs of mediational analyses, the initial regression of the 

PMV on the IV produced a very small beta and a non-significant result (Figures 8 and 9, 

Part .A ). Therefore, it may be immediately concluded that mediation was not 

demonstrated between changes in beliefs and changes in outcome using the composite 

indicator of compliance. 

Figures 8 and 9, Part B., restate the predictive power of changes in negative beliefs 

upon changes in stress and distress, respectively. To review, changes in negative beliefs 

were significantly predictive of changes in perceived stress, and there was a possible trend 

towards prediction of changes in distress as well. 

For both stress and distress, the addition of the composite compliance score to the 

regression of the DV upon the IV had very little effect on the predictive strength of the IV 

(Figures 8 and 9, Part C. compared to Part B.). In both cases the composite compliance 

score did not demonstrate much predictive power toward change in either stress or 

distress. Overall, the composite compliance change score showed little relationship to 

either prior changes in negative beliefs or subsequent changes in outcome. 
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Figure 8 
Mediational Analysis Results: Does Overall Compliance Mediate a Relationship Between 
Negative Beliefs about Making Changes, and Changes in Stress? 

A 

Composite Mid-
Post Compliance 

P =-0.016, NBC Prc-Mid 

B. 

NBC Prc-Mid PSS Mid-Post NBC Prc-Mid PSS Mid-Post 

P = 0.413, t = 2,309. b= .029 

C. 

P =-0.114, t =-0.663,^= .533 

NBC Pre-Mid PSS Mid-Post 

Composite Mid-
Post Compliance 

P = 0.411. t = 2.272. b = .032 

Note. NBC = Negative Beliefs about Changing questionnaire; Composite Compliance is 
the mean of the z scores for compliance with cognitive restructuring exercises, relaxation 
exercises, and attendance; PSS = Received Stress Scale 
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Figure 9 
Mediational Analysis Results: Does Overall Compliance Mediate a Relationship Between 
Negative Beliefs about Making Changes, and Changes in Distress? 

A. 

P = -0.016, t = -0.083, E= .934 NBC Prc-Mid 

NBC Prc-Mid POMS Mid-Post 

Composite Mid-
Post Compliance 

P = 0.257. t= 1.356. e = .187 

C. 

(} =-0.073. t =-0.381. E= -707 

NBC Pre-Mid POMS Mid-Post 

Composite Mid-
Post Compliance 

13 = 0.256. t= 1.327. e = .197 

Note. NBC = Negative Beliefs about Changing questionnaire; Composite Compliance is 
the mean of the z scores for compliance with cognitive restructuring exercises, relaxation 
exercises, and attendance; POMS = Profile of Mood States. 
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The eight mediational analyses revealed no evidence that compliance with 

treatment, either cognitive restructuring, relaxation, treatment attendance, or a 

combination of the three, partially or completely mediated the relationship between 

participants' changes in negative beliefs, and their levels of stress or distress. None of the 

first step regressions (i.e.. Part A in Figures 2-9) produced a significant relationship 

between the IV and the PMV. Attendance was most strongly predicted by negative beliefs 

(P = -0.202), but the relationship still failed to reach statistical significance. Changes in 

negative beliefs from pre- to mid-treatment significantly predicted changes in stress scores 

in the second half of the study, but changes in negative beliefs only showed a possible 

trend for predicting subsequent changes in distress (Part B. of Figures 2-9). Therefore 

only the changes-in-beliefs producing changes-in-stress relationship was solidly supported, 

as required for the demonstration of mediation. 

Seven of the eight mediational analyses produced the predicted decline in the beta 

weight for the predictive power of the IV upon the DV when the PMV was included in a 

simultaneous regression, which is one of the primary conditions required to demonstrate 

mediation (Figure 1, Part C.). The exception was the analysis assessing relaxation as a 

mediator between beliefs and stress, where inclusion of the PMV led to an increased beta 

weight for the effects of beliefs on stress (Figure 4). However, in the seven analyses that 

did produce a pattern consistent with mediation in the third equation (Figures 2, 3, and 5-
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9, Part C.), none of the PMVs contributed significantly to prediction of the DV. 

Cognitive restructuring compliance did approach significance for prediction of changes in 

stress (P = 0.334, g = .064) but the sign was positive where an inverse relationship was 

predicted (i.e., increased compliance was expected to be associated with reductions in 

stress). 

Exploratory Analyses 

Several exploratory analyses were conducted. One set was an alternative approach 

to structuring the mediational analyses. The others were primarily concerned with the 

predictive abilities of the NBC, to evaluate its utility as an instrument for the study of 

noncompliance with cognitive-behavioral therapy. 

Exploratory Mediational Analyses 

The eight mediational analyses discussed above were run as specified by the theory 

being tested - that changes in negative beliefs would impact specific forms of compliance, 

producing an effect on outcome. However, an additional eight mediational analyses were 

conducted for exploratory purposes. In these exploratory mediational analyses, negative 

beliefs were treated as a static variable. That is, negative beliefs at pretreatment (rather 

than change scores) were used as the independent variable. 
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Specification of the PMVs was similar to those used in the mediational analyses 

previously reported, i.e., three different compliance scores and a composite. However, in 

the exploratory analyses the time frame for these compliance scores was fi^om pre- to mid-

treatment, in contrast to the earlier analyses where they were assessed from mid- to post-

treatment (to allow for the influence of earlier changes in beliefs). The DVs were identical 

to the prior analyses - change on the PSS and POMS-B fi-om mid- to post-treatment. 

These results were even less consistent with mediation than the analyses conducted 

with change scores. In step one (PMV regressed on IV), none of the measures of 

compliance were significantly predicted by pre-treatment negative beliefs. The closest fit 

was the prediction of BRS scores by the NBC, p = -0.255, t = -1,320, g = . 199. None of 

the other scores showed even the slightest trend toward significance 

In step two (DV regressed on IV), pre-treatment NBC scores trended toward 

predicting mid- to post-treatment PSS residualized change scores, P = -0.277, t = -1.470, 

£ = 154. For the outcome DV of distress (POMS RCS), however, the NBC's predictive 

power was much lower, p = -0.059, t = -0.300, g = .767. 

Finally, for the third step (DV regressed simultaneously upon the IV and PMV), 

none of the eight analyses produced the pattern of results that would be predicted if the 

relationship was characterized by mediation. In only two of the regressions was the IV -

DV link reduced in comparison to step two (for cognitive restructuring as a PMV for the 

outcome of perceived stress, and for relaxation practice as a PMV for distress). However, 

in both of these regressions the sign of the PMV-DV linkage was the reverse of that 
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predicted, and in neither did the PMV-DV linkage approach a trend for significance. 

None of the six other third step regressions' patterns were consistent with mediational 

effects. 

Comparison of the NBC to the Measures of Self-Efficacv 

The NBC is conceptually similar to measures of self-efficacy For that reason, two 

provisional measures of self-efficacy were created for comparison purposes. The first, the 

Self-Efficacy about Stress Management Practice inventory (SE-SMP), was designed to 

assess participants' perceptions of how likely they would be to complete the homework 

prescribed in the stress management classes. The second self-efficacy measure was 

intended to assess how well participants thought they could cope with a variety of 

stressful situations in their life - this was the Self-Efficacy for General Stress Management 

inventory (SE-GSM). Table 6 presents correlations among the provisional self-efficacy 

measures and the NBC. 

The NBC and the SE-SMP correlated significantly and negatively at pre-treatment 

(Table 6), suggesting that initially participants with higher levels of negative beliefs also 

possessed low self-efficacy about their abilities to complete the treatment assignments. 

Although the NBC and SE-SMP showed similar decreasing trends over the course of the 

study, the correlation between the NBC and the SE-SMP disappeared by the mid-

treatment assessment, and there was no correlation between residualized change scores for 
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Table 6 

Correlations Among Measures of Self-Efficacv and Negative Beliefs 

Time Relative to Stress Management Treatment 

Measures 
Compared 

Residualized 
Change Scores 

Pre Mid Post Prc-Post 

SE-SMP .158 .008 .341 -.386* 
and 
SE-GSM 

SE-SMP -.336» .082 .076 .036 
and 
NBC 

SE-GSM -.406« -.336 -.496** Ml* 
and 
NBC 

Note. Pre-Post indicates residualized change score calculated from pre-treatment to post-
treatment; SE-SMP = Self-Efficacy for Stress Management Practice; SE-GSM = Self-
Efficacy for General Stress Management; NBC = Negative Beliefs about Changing 
questionnaire. 

the two measures. 

There was also little relationship between the two self-efficacy measures (Table 6). 

Thus, there was not much evidence that a perception of being able to complete the stress 

management homework was necessary for participants to conclude that their stress was 

manageable. It is clear that the two measures captured different aspects of self-efficacy, 

consistent with Bandura's (1997) assertion that self-efficacy is a very specific construct. 

Although it was predicted that the two measures would be inversely related, this was 
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based on the assumption that compliance with the prescribed treatment would produce 

stress relief, and that perceptions of an ability to cope with stresses would then follow. It 

appears that participants shifted to higher self-efficacy about their ability to handle stresses 

independently of stress management skills practice. Of course, the SE-SMP assessed 

practice of the skills - although by extension objective measurement of practice was 

intended to capture participants' ability to apply the skills, that connection was not tested 

here. It is certainly possible that participants were not practicing as prescribed, but were 

using the skills with some efficacy. 

The NBC and the SE-GSM measures correlated significantly at pre- and post-

treatment and on measures of change, and the mid-treatment correlation approached 

significance. Thus there is evidence that the NBC and the SE-GSM either measure some 

of the same constructs, or are both caused by a third, prior variable. 

Comparison of predictive ability of negative beliefs, self-efficacv and stage of change 

The similarity of the NBC to measures of self-eflRcacy was noted in the discussion 

of the NBC, and in the discussion of the rationale for and development of the provisional 

self-efficacy measures for this study. It was decided to compare the NBC to the Self-

Efficacy for General Stress Management measure (SE-GSM) for their respective abilities 

to predict the four indicators of compliance and two of outcome. This would provide 

some indication of whether the NBC can be considered a variant on measures of self-
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efficacy. Unfortunately, since no well-validated measures of self-efficacy and stress have 

been published (the reason for the development of the SE-GSM), such a determination 

must necessarily be qualified by recognition of an untested assumption that the SE-GSM is 

a measure of self-efficacy. 

Unlike the NBC and the SE-GSM, the University of Rhode Island Change 

.A.cceptance Scale (URICAS) is well-validated. The URICAS has shown its ability to 

predict change related behavior in a number of studies over diverse realms of attempted 

change. For this reason, a comparison of the predictive ability of the URICAS to the 

NBC and the SE-GSM has the potential to provide additional information about the latter 

two measures. Two approaches to these comparisons were used. 

In the first approach the influence of changes in negative beliefs, self-efficacy and 

stage of change on temporally subsequent changes in compliance and outcome were 

assessed (Table 7). In the second approach, negative beliefs, self-eflRcacy and stage of 

change were considered more statically; the influence of these constructs' pre-treatment 

levels upon total pre-post compliance and changes in outcome were assessed (Table 8). 

When change scores for the NBC, SE-GSM, and URICAS were used as predictors 

of change scores in compliance and outcome, something of a pattern of differential 

predictive abilities emerged (Table 7). For the four measures of compliance, with one 

exception, neither changes in the NBC nor changes in the SE-GSM during the first half of 

treatment were predictive of participants' later compliance. The exception was that 

changes in self-efficacy did significantly predict later changes in relaxation (BRS) scores. 
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Table 7 

Comparative Prediction of Changes in Compliance and Outcome Based On Changes in 
Negative Beliefs. Self-Efficacv. and Stage of Change 

Prcdictors; Pre- to Mid-Treatment Residualized Change Scores 

NBC SE-GSM URICAS 

P t e P t P t U 

Comoliance Indicators rResidu/=!i/ed Mid- to Post-Treatment Chanec Scores) 

CR 
Homework 

0.170 0.879 .388 0.063 0.316 .754 0.361 1.976 .059 

BRS 0.207 \.05l .301 0.407 2.180 .039 0.013 0.064 .949 

Attendance -0.202 -1.049 .304 0.097 0.490 .629 0.336 1.822 .080 

Composite 
Compliance 

-0.016 -0.083 0.214 1.095 .284 0.323 1.741 .094 

Outcome Indicators (Residualized Mid- to Post-Treatment Chanee Scores) 

PSS 0.413 2.309 .029 0.173 0.879 .388 -0.018 -0.093 .926 

POMS 0.257 1.356 .187 -0.012 -0.512 .613 0.232 1.216 .235 

Note. NBC = Negative Beliefs about Changing questionnaire; SE-GSM = Self-Efficacy 
for General Stress Management inventory; URICAS = University of Rhode Island Change 
Acceptance Scale (transformed to continuous scale); CR = Cognitive Restructuring; BRS 
= Behavioral Relaxation Scale; PSS = Perceived Stress Scale; POMS = Profile of Mood 
States. 

In comparison, the URICAS's predictive ability trended toward significance for three of 

the compliance measures, but it was almost entirely nonpredictive for relaxation scores. 

Thus the URICAS was much more predictive of treatment compliant behavior than were 

the NBC and the SE-GSM, with the exception of changes in relaxation skills. 
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Table 8 

Comparative Prediction of Total Compliance and Change in Outcome Based On Initial 
Negative Beliefs. Self-Efficacv and Stage of Change 

Predictors: Prc-Treatmcnt Scores 

NBC SE-GSM URICAS 

P t B P I S P t 

Comoliancc Indicators (Pre- to Post-treatment) 

CR 
Homework 

0.243 1.275 .214 -0.057 -0.290 .774 0,017 0.087 .931 

BRS' 0.113 0.581 .566 0.033 0 168 868 0.012 0.060 .952 

Attendance -0.077 -0.440 .633 0.236 1.238 .227 0.046 0.234 .817 

Composite 
Compliance 

0.000 -0.002 .998 0.185 1.067 .294 0.025 0.143 .887 

Outcomc Indicators fPre- to Post-treatment Residualized Change Scores) 

PSS -0.246 -1.292 .208 0.269 1.426 .166 -0.027 -0.135 .893 

POMS -0.004 -0.018 .986 0.010 0.051 .960 0.183 0.947 .353 

Note. NBC = Negative Beliefs about Changing questionnaire; SE-GSM = Self-Efficacy 
for General Stress Management inventory; URICAS = University of Rhode Island Change 
Acceptance Scale (transformed to continuous scale); CR = Cognitive Restructuring; BRS 
= Behavioral Relaxation Scale; PSS = Perceived Stress Scale; POMS = Profile of Mood 
States. 

* A Residualized Change Score was used to assess change in relaxation competence as an 
indicator of compliance. CR and attendance compliance scores are total pre- to post-
treatment scores. 

For outcome measures, the participants' change scores on the NBC from pre- to 

mid-treatment out-predicted both the self-efficacy and stage of change measures. For 
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changes in stress (PSS) the NBC's superiority was most clear (Table 7). The URJCAS 

approached the NBC's predictive power for changes in distress (POMS), but the sign was 

reversed from that predicted - reductions in readiness to change were associated with 

subsequent reductions in distress. 

The alternate approach to making these comparisons used pre-treatment scores 

rather than residualized change scores (Table 8). The NBC, SE-GSM and URJCAS pre-

treatment scores were assessed as predictors of total (i.e., pre- to post-treatment) 

compliance and total change in the outcome measures. These regression analyses resulted 

in neither a differential pattern of prediction, nor even significant predictive abilities. The 

SE-GSM at pre-treatment showed a trend toward prediction of change in perceived stress 

scores from pre- to post-treatment, but the sign was reversed from that which was 

predicted. Pre-treatment NBC scores showed a trend towards significance only in 

prediction of perceived stress scores, but again the sign was in the direction opposite of 

what was expected. In sum, treating the pre-treatment measures of negative beliefs, self-

efficacy and stage of change as static predictors revealed little about subsequent 

compliance or outcome. 
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This study was designed to address two broad questions. The first concerned the 

cognitive-behavioral model of noncompliance with therapy, which asserts that clients' 

negative beliefs prevent them from following the specified treatment. Failure to comply 

with treatment results in poor outcome. Modifying those negative beliefs should result in 

improved outcome. The mediational analyses were applied to address this question. 

The second question concerns the utility of the Negative Beliefs about Changing 

questionnaire, its ability to predict compliance and outcome, and its relationship to 

measures of self-efficacy. These two topics will be addressed in turn. 

Treatment Compliance as a Mediator between Negative Beliefs and Outcome 

The intervention provided to participants in this study appeared to successfully 

reduce both their stress and distress to a significant degree, consistent with the substantial 

literature on stress management. It must be reiterated, however, that since there was no 

control condition history effects cannot be ruled out as contributing in part or wholly to 

the differences found across the course of the intervention. 

Six sessions of small group training with an emphasis on cognitive restructuring 

and relaxation skills resulted in significantly lowered scores on well-validated measures of 

stress and distress, to a degree comparable to those reported in the literature. This 
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successful outcome was an essential precondition for answering one of this study's specific 

central questions: "does an improvement in clients' negative attitudes and beliefs about 

making changes result in their increased compliance with a treatment of known efficacy, 

resulting in subsequent improvements in outcome?" Stated another way, "is the 

relationship between clients' initial beliefs about making changes and their subsequent 

success mediated by their compliance with a prescribed treatment''" 

Despite the substantial reductions in participants' measured levels of stress and 

distress, little evidence was found favoring the hypothesized mediational model. Support 

for the model failed at a number of points in the mediational analyses. 

The first regression of a mediational analysis as proposed by Baron and Kenny 

(1986) tests the assumption underlying the first causal link in a mediational chain, i.e., that 

the independent variable will be found to significantly predict the proposed mediator. 

Changes in participants' beliefs in the first half of the study did not significantly predict 

compliance in the second half for any of the three measures of compliance, nor for the 

composite measure of compliance. Of the four, the strongest association that fell in the 

predicted direction was between negative beliefs and class attendance compliance (Figures 

6 and 7), but the beta weight did not even approach statistical significance. 

The second regression of a mediational analysis simply assesses the prediction of 

outcome by an independent variable. Reductions in negative beliefs did in fact 

significantly predict participants' reductions in stress. The NBC's prediction of changes in 

distress, while not significant, showed a trend in the direction of prediction. These results 
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are consistent with the study's broad patterns of outcome, in which there were significant 

reductions in stress, distress and negative beliefs across the sample from pre- to post-

treatment. Since the temporal relationship between changes in beliefs and changes in 

outcome was controlled experimentally, it appears likely that a reduction in negative 

beliefs is meaningfully related to successful outcome. 

The third regression in a mediational analysis provides information about the 

strength of the mediational effect of the proposed mediator, if the previous two 

regressions have conformed to the pattern discussed by Baron & Kenny (1986). Since 

that initial pattern was not displayed by the first regressions in each analysis, and only 

partially met in the second regressions, mediation of the effects of beliefs on outcome by 

compliance cannot have been said to have been supported in this study. However, the 

expected reduction of the beta weight for the IV upon the DV when the PMV was 

included was found in seven of the eight mediational analyses (although the reductions 

when the composite compliance measure was used as the PMV were so insignificant as to 

essentially equal zero). The inconsistency of the signs (positive or negative) indicating the 

direction of the PMV-DV relationship, however, prevents any straightforward 

interpretation of this pattern. It may be noted that the two mediational analyses using 

attendance as the PMV (Figures 6 and 7) were the only ones that showed the predicted 

pattern of signs and changes in beta weights. 

In summary, the mediational analyses produced little evidence to support the 

study's hypotheses regarding treatment noncompliance. Although the intervention was 
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successful, there was no support for the theory that a reduction in negative beliefs resulted 

in increased compliance, which in turn produced a more positive outcome. It appears that 

something else was probably responsible for the pre- to post-treatment reductions found in 

participants' levels of stress and distress. 

Why Might Treatment Compliance Fail to Be Supported as a Mediator of Treatment 

Effects'^ 

There are at least five possible explanations for the hypothesized mediational role 

of compliance to fail to be supported. The first, of course, is that the proposed 

mediational pathway is incorrect - that is, that clients' consciously accessible beliefs do not 

determine (partially or completely) their compliance with the prescribed treatment, and/or 

that treatment compliance does not contribute substantially to outcome. Another potential 

reason for the lack of mediational effects may be the existence of alternative mechanisms 

for change. It is possible that while in some circumstances the beliefs-compliance-

outcome chain is accurate, under the present circumstances a different causal pathway (or 

multiple paths) produced the observed outcome. A related third possibility may lie with 

the change paradigm utilized, i.e., stress management. For different or more severe 

problems, successful outcome might in fact follow the hypothesized mediational pathway. 

The final two reasons that mediation failed to be demonstrated could be methodological; 

inadequate statistical power or a failure to adequately operationalize some of the central 
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constaicts might have played a role. These possibilities are not distinct and mutually 

exclusive; any one or several may have been operative. Each of these reasons will be 

discussed below. 

The Proposed Mediational Chain Does Not Exist 

If consciously accessible attitudes and beliefs do not determine therapy clients' 

compliance with treatment, and/or compliance with treatment is not the mechanism by 

which therapeutic change occurs, then a failure to find evidence of mediation is in fact 

usefully informative. The negative outcome, while certainly not sufficient for a radical 

rejection of the mediational hypothesis, supports at least partial acceptance of an 

alternative hypothesis. 

For example, if a psychodynamic theory of resistance more accurately described 

the participants' failure to engage in treatment, then measuring their consciously held 

attitudes and beliefs would provide no predictive power, since dynamic models claim the 

primacy of unconscious motivations for failure to act adaptively. Similarly, a cognitive 

theory of nonconscious beliefs might better explain noncompliance behavior. If all of the 

cognitive contents and processes that actually determine compliance are not available to 

conscious awareness, then a different mediational pathway is operative, and these 

mediational analyses' negative results would accurately convey the lack of predictive 

power. In this latter scenario, clients' detection of their operative attitudes and beliefs 
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would be necessary for accurate assessment of those beliefs. 

This idea that we may be unaware of many of our actual beliefs until we 

consciously discover them is accepted by clinical approaches as diverse as experiential 

therapy (Polster & Polster, 1973) and REBT (Ellis and Dryden, 1997). There is also well-

validated social psychological theory (e.g., self-perception theory; Bem, 1967) which 

demonstrates that under at least some circumstances attitudes are inferred by observation 

of one's own behavior. 

The non-accessible beliefs model constitutes one possible alternative hypothesis. 

Numerous others could also be specified of course, based on other theories of change and 

treatment. A major attraction of a cognitive-behavioral model lies in the validation which 

cognitive and behavioral models have received, unlike most other clinical theories. 

Multiple Pathways to Therapeutic Change 

A second possible reason for the failure of the compliance-as-mediator hypothesis 

lies in the concept of equifinality (Bertalanflfy, 1962). As systemic theorists argue, there 

may be many alternative ways for people to arrive at some defined state, such as 

"depressed" or "stressed." In parallel, changing that state may involve different causal 

pathways. Even when similar processes are operative across a population, it is possible 

that they will vary as a function of each individual within his or her unique context. 

Modeling such complex processes would be difficult at best; for that reason much research 
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is oriented around more linear models, such as the one employed here. 

The most empirically supported approach to managing stress, adopted for this 

study's treatment paradigm, makes use of cognitive restructuring and physical relaxation. 

The application of two distinctly different approaches to the management of stress - one 

mental, and one physiological - is consistent with what Davidson and Schwartz (1976) call 

the mode specificity of stress. Since stress impinges upon different aspects of human 

functioning, addressing each component of stress in a manner congruent with its 

manifestation makes sense from a linear perspective. 

However, it is also the case that interventions in one sphere affect stress in others. 

Humans do not function as linear assemblages of independent physiological and 

psychological systems. The process of change might best be characterized as reciprocal 

causality - the links between beliefs, behavior and the experience of stress that were 

theorized here may in fact exist, but be interactive, rapidly iterative and idiosyncratic. A 

study such as this, designed to show that changes in one area over one period of time lead 

to subsequent changes in other modalities, may be ill-suited to capturing the complexity of 

the change process across a number of individuals. 

Alternately, in contrast to a complex model, but still problematic for the design 

applied in this study, is the possibility of one or more change processes even more linear 

than the one specified in the beliefs-compliance-outcome hypothesis. It is perhaps possible 

that the successful outcome was accomplished by directly changing participants' negative 

beliefs. The reason the Perceived Stress Scale supplanted earlier, more objective scales of 
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stressors was because of the recognition of the subjective nature of stress (S. Cohen, et 

al., 1983). Although the literature suggests that cognitive restructuring and progressive 

relaxation are efficacious for the reduction of stress, and it is plausible that the reduction 

of negative beliefs about an ability to engage in treatment increases compliance, the 

intervention used in this study may have been capable of directly reducing participants' 

stress and distress. 

For example, it is possible that "common factors" were instrumental for many 

participants - the provision of hope, a chance to interact with sympathetic others and so 

forth may have been primarily responsible for their outcome. Other participants may have 

found the relaxation and cognitive restructuring skills as presented in class (but perhaps 

not extensively practiced) were enough to help them overcome the stress they 

experienced. In sum, different pathways may have produced similar end results, operating 

through more complex or more simple processes than were hypothesized. The existence 

of multiple pathways to the same result, either via simple causal paths or more complex 

interactive processes, could have obscured whatever variance was actually attributable to 

the hypothesized mediational model. A net result would be reduced effect sized for any 

causal path, and a need for a substantially larger sample to capture such effects 

empirically. These power considerations will be further discussed below. 

Differences Between Stress Management and Therapv for Clinically Significant 

Disorders 
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A third reason that the analyses might have not demonstrated a mediational role 

for compliance may be due to the nature of the change attempted. The style of cognitive 

behavioral therapy in this study was originally developed by Beck et al. (1979) for the 

treatment of depression. It is plausible that successful stress management interventions do 

not require challenging the maladaptive beliefs with the same duration and/or intensity as 

does depression or an anxiety disorder. That is, the maladaptive beliefs in perceived stress 

may be modified more easily or in more ways than those found in depression, in what 

would constitute a severity by treatment interaction. While the successful resolution of a 

clinically significant disorder might require a more circumscribed therapeutic path, the 

lower severity of perceived stress may respond via multiple pathways. 

For example, being overwhelmed by stress to the point where stress management 

training appears attractive (the situation by which this study's participants self-selected) is 

most likely a less severe situation than is the experience of a diagnosable mood or anxiety 

disorder. The remediation of stress might be equivalently accomplished by group support, 

therapeutic common factors, cognitive restructuring, or relaxation, either alone or in 

combination. For a diagnosable clinical disorder, on the other hand, it might be the case 

that the cognitive distortions of a depressive disorder, or the uncontrollable sympathetic 

arousal of an anxiety disorder, respond more productively to a focused, intensive 

application of CBT and relaxation. While the literature has revealed that relaxation and 

cognitive restructuring are the most potent interventions for stress management 

(Matheney, et al., 1986; Nicholson, et al., 1988), perhaps successful stress reduction does 
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not require that the acquisition and application of these skills be as intensive as required 

for depression and other disorders. 

Had this same treatment protocol been applied to participants selected for 

problems of clinically diagnostic significance, mediational effects might have been more 

readily apparent (assuming that the intervention was efficacious with those more severe 

problems). Although it is generally held to be true that psychopathology is continuous in 

nature, this assumption has been questioned (e.g., A. Heath, cited in Sher, 2000). Beyond 

severity, there may be qualitative differences between persons experiencing severe stress 

and those with a diagnosable disorder, with outcome implications best characterized by a 

disorder by treatment interaction. It is possible that the mediational effects hypothesized 

here were accurately inferred by researchers such as Beck (e.g.. Beck et al., 1979) during 

the development of their techniques with more severely affected clients, but that the nature 

of stress reduction resulted in such effects being obscured in the present study. 

The finding in this study that reductions in NBC scores significantly predicted 

reductions in perceived stress (i.e., PSS scores) suggests that the perception of being 

overwhelmed and out of control may be central for those to whom stress is the primary 

problem. It is possible that modification of negative beliefs alone, as reflected by the 

predictive strength of change in NBC scores, was responsible for a substantial portion of 

the outcome. These changes in negative beliefs may have resulted from cognitive 

restructuring, group support, or other common factor influences that participants 

encountered. 
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To summarily restate, the mediational theory of noncompliance in CBT was 

developed for depression and other forms of psychopathology. It is possible that studies 

of stress management are inadequate for the demonstration of mediational effects between 

negative beliefs and outcome, for theories developed to treat psychopathology. 

Statistical Power Considerations 

The final two potential problems for the demonstration of mediation lie in the 

domain of methodology. Recruiting participants for this study was complicated by the 

size of the town in which it was conducted (population 45,000). Although nine months 

were devoted to data collection, slow recruitment resulted in a rather small sample size 

compared to what a power analysis suggested would be needed to detect a medium-size 

effect (J. Cohen, 1992). Therefore a failure of statistical power to detect effects is the 

fourth reason that compliance may not have been supported as playing a mediational role 

between beliefs and outcome. 

However, none of the eight mediational analyses showed clear trends toward 

mediation. Only two produced a pattern of results consistent with mediation (Figures 6 

and 7). A higher N might have produced significant results consistent with mediation for 

attendance as the compliance indicator. This finding does present some hope for the 

model - attendance may have been the strongest compliance indicator since those 

participants who were at the classes received instruction in and opportunities to practice 
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the stress management skills. However, attendance also suggests the presence of common 

factor influences which cannot be ruled out as central causal factors in participants' 

reductions in stress and distress. 

Operationalization of the Major Constructs 

A final difficulty that may have obscured a mediational role for compliance was 

also methodological in nature. The central theoretical constructs appear to have been 

operationalized with varying degrees of success. Given the substantial validation of the 

two primary dependent variables, the PSS and the POMS, these two were very likely 

adequate measures of the constructs of stress and distress, respectively. 

The independent variable, the NBC, has not been extensively validated. However, 

it demonstrates good face validity, and upon inspection is not substantially different from 

other, more thoroughly validated measures of cognitive constructs such as the Automatic 

Thoughts Questionnaire (Hollon & Kendall, 1980) or the Dysfunctional Attitudes Scale 

(Weissman & Beck, 1978). In this study and one other uncontrolled pilot study of 

treatment for depression (Arkowitz, 1997) the NBC has been found to be moderately 

predictive of changes in measures of psychopathology. However, it will need substantially 

more validation before it can be used confidently as a measure of attitudes and beliefs that 

influence attempted change. The relationship of the NBC to measures of self-efficacy 

should also be further evaluated; nevertheless, even if the NBC does turn out to be best 
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conceptualized as a measure of a specific kind of self-efficacy, it may contribute usefully to 

research into noncompliance. In sum, while the NBC has not been well validated, there 

were no conspicuous reasons to suspect that it may have distorted the outcome of this 

study. 

The operationalization of the proposed mediators appears to be the most 

problematic aspect of the study's design. Reliably and validly measuring treatment 

compliance appears to be one of the most challenging aspects of studying the process of 

therapeutic change. The change paradigm of stress management was selected for this 

study in part because the two methods shown to produce reductions in stress lend 

themselves to measurement more than many therapeutic techniques. Nevertheless, the 

methods used to measure participants' use of cognitive restructuring and relaxation were 

relatively indirect, and may not have accurately gauged these processes' role in change. 

The measure of attendance was more straightforward, but again may have suffered by not 

measuring directly enough the theoretical causal effects. 

The "homework format" of the cognitive restructuring measure objectively 

assessed how much of the homework each participant completed. However, this method 

was insensitive to whether or how much each person used the skills in-vivo, and to their 

relative competence in applying the skills to cope with stressful situations. Comments 

made to the trainer in classes such as "I didn't do the homework, but I did notice my hot 

thoughts this week and realized how absurd they were" reflect the imprecision of this 

approach to measuring cognitive restructuring. However, given the notorious unreliability 
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of self-report measures, the relative objectivity of homework assessments appeared very 

attractive. 

Compared to the assessment of cognitive restructuring, it seems plausible that the 

BRS should have been a better measure of compliance, given the nature of the validation 

research reported for the measure. According to Poppen (1988), the BRS clearly 

correlates with the results of relaxation practice. However, it was not clear that in this 

study the BRS served its intended purpose. First, the interrater reliability of the BRS in 

this study was lower than the results reported by Poppen, despite the raters receiving 

training as specified to a minimum and consistent 0.90 criterion, and a successful piloting 

of the measure on undergraduate counseling psychology students. 

The lowered reliability may have resulted from Poppen's (1988) use of a different 

method of relaxation training for his participants than the more conventional Bernstein & 

Borkovec (1973) approach used in this study. Poppen's approach to relaxation training 

emphasizes postures instead of tension-relaxation, and thus may produce a more easily 

rated, but less generalizable form of relaxation. Poppen did present data that indicated 

that the BRS would capture relaxation proficiency for individuals trained in the Bernstein 

and Borkovec tense-and-release approach. However, it is very possible that piloting the 

measure for this study with counseling students provided an inflated estimation of its 

ability to measure the relaxation proficiency of a more diverse sample, such as the 

individuals who volunteered for the study. Although none of the counseling students had 

been trained in relaxation skills, most of them had been exposed to it in theory, and may 
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have responded by adopting relaxation postures closer to Poppen's "ideal" forms than did 

the study's participants. 

In retrospect, it appears that the BRS may be more a measure of skill in Poppen's 

(1988) method than it is of general relaxation skills, and thus once again the question of 

external validity must be raised. It is possible that participants were using relaxation skills 

effectively, but that the BRS only measured how closely they approximated Poppen's ideal 

posture for someone trained in his method. In the real world, it is possible that someone 

can relax effectively enough to make a difference in stressful situations subsequent to tense 

and release training, while not producing the relaxation postures advocated by Poppen's 

method. The literature on the BRS makes it appear to be plausibly a measure of relaxation 

skills, but in fact it may only be marginally related to one's ability to effectively relax. 

Attendance-as-compliance was the sole PMV to produce a pattern of results 

consistent with mediation (but not the concurrent statistical significance required to claim 

mediation). Attendance has been used successfully as a measure of compliance in other 

studies. It was assumed that measuring attendance would provide an indication of how 

committed to changing their stress each participant was, since time spent actively engaged 

is plausibly related to outcome. However, the number of sessions attended does not give 

information about how well the participant acquired the skills and information or 

subsequently used them. Again, the measure was relatively indirect compared to the 

mechanisms of change it was intended to capture. In addition, the provision of a self-help 

book that covered most of the material taught in the class may have led some participants 
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to rely on it instead of the classes, lowering attendance's predictive power. 

In summary, it appears that the measures of outcome (PSS and POMS) were 

probably adequately operationalized, due to their substantial validation. The measure of 

negative attitudes and beliefs about changing (NBC) is in need of further validation. 

However, it appears theoretically sound, since the construct it is designed to measure 

(consciously held beliefs) is straightforward, and even in an unrefined form most likely 

assessed participants' beliefs to an adequate degree. 

Almost certainly the weakest measures were the compliance indicators, which 

included the BRS, and Cognitive Restructuring homework compliance and attendance 

scores. Although objective, they were relatively indirect and inferential. This is a problem 

that pervades change research, and provides a substantial challenge. The processes that 

mediate change are largely covert and may not even be consciously accessible to the client 

(e.g., Nisbett and Wilson, 1977), and so indirect measures must necessarily capture only 

part of the variance. This situation may have interacted with the low N: if only part of the 

variance can be detected by a measure, the effect size is proportionately smaller and a 

larger N will be necessary to reveal effects. However, as noted, only two of the 

mediational analyses revealed even the basic pattern consistent with mediation by 

compliance. 

The NBC and Self-Efficacv 
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The NBC is conceptually similar to many measures of self-efFicacy, although it was 

developed to explore a topic (resistance and noncompliance) that is usually not considered 

from the perspective of self-efficacy. As noted earlier, self-efficacy measures must be very 

specific to be predictive (Bandura, 1997). The SE-SMP was therefore designed to be a 

very specific measure of participants' perceptions about practicing the prescribed stress 

management skills homework; the SE-GSM on the other hand was conceived as a 

measure of participants' perceptions of their ability to cope with the specific stressors in 

their lives\ In comparison, the NBC was designed to assess therapy clients' beliefs about 

their inability to control the change process. 

An examination of the means across time for the SE-SMP and SE-GSM in Table 5 

shows that there are opposite trends for these two self-efficacy indicators. Evidently 

participants came to the conclusion that the demands of the prescribed stress management 

skills training exceeded their ability to comply, since the SE-SMP showed a decrease over 

time, but concurrently shifted to a belief that they were capable of handling various 

stressors in their life more easily - thus the elevation in SE-GSM. Both of these results are 

consistent with the goals of cognitive-behavioral therapies. Ellis (1962; Ellis & Dryden, 

1997) asserts that a major goal of his approach to cognitive therapy is to increase clients' 

rationality with regard to problematic situations. Beck et al. (1979) state that a goal of 

The SE-SMP and SE-GSM are referred to here as measures of self-efficacy. However, 
while they closely comply with Bandura's (n.d.) guidelines for self-efficacy measures, they 
have not been validated and must therefore be considered provisional. 
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their approach to cognitive therapy is to increase the accuracy of clients' beliefs. The 

results of the two self-efficacy measures are entirely consistent with these intentions. 

Participants both perceived their capabilities more clearly, and experienced symptomatic 

relief 

These results are also consistent with the general idea that beliefs mediate 

outcomes - as participants acknowledge that they will not do much of the recommended 

homework (SE-SMP), they also evidently come to believe that they can do other things 

that will help them to change (NBC) and that they can manage their stress (SE-GSM). At 

some point(s) beliefs do change, although this study was not able to establish that the 

beliefs drive the behavior, which in turn modifies symptoms. 

Scores on the NBC and the SE-GSM were significantly but not highly correlated. 

This suggests that they measure somewhat different constructs. While the SE-GSM was 

designed to measure beliefs about managing typical stressors, the NBC was intended to 

reveal specific change-interfering beliefs reported by clients. Changes on the NBC were 

more predictive of outcome than was the SE-GSM (Table 7). To the (not yet assessed) 

degree that the SE-GSM is a measure of self-efficacy, this suggests that the NBC 

measures something different, and is perhaps more attuned to perceived stress and 

distress. 

Both the NBC and the SE-GSM were more predictive of outcome indicators than 

was the well-validated URICAS. In contrast, however, the URICAS was more predictive 

of two of the three basic indicators of compliance than were the NBC and SE-GSM 
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(Table 7). It might be tentatively suggested that perhaps the URIC AS is a better measure 

for prediction of what a therapy client will be willing to do to make changes, while the 

NBC taps into something about that client's experience that is related to distress and 

psychopathology. As cognitive theories of psychopathology predict, when the beliefs 

change, so do the affective symptoms. 

It should also be noted that although the participants' data suggested that they 

were not practicing the prescribed skills (SE-SMP), this did not mean they were not 

attempting to apply them to stressful situations. It may be that participants found that the 

skills acquired during the class sessions were adequate for managing their stress on a day 

to day basis, resulting in reduced stress scores. Alternately, perhaps individuals only really 

learned to apply the skills effectively in-vivo; a measure of practice would not detect who 

was learning to use skills by applying them appropriately. And, once again, the nature of 

this study's target population may be important. For persons suffering from more serious 

psychopathology rather than stress, six sessions of training in cognitive restructuring and 

relaxation skills might not be enough to impact symptoms to a degree that results in a 

beneficial outcome. 

Another possible interpretation is that depression, anxiety or other disorders are 

qualitatively different from stress. For those feeling overwhelmed by the stressors in their 

lives, but free of psychopathology, there may be no problem exporting the skills to the real 

world. It is possible that the nature of many psychological disorders make it important to 

practice the skills independently of the therapist or group for beneficial results; an effective 
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coached skills practice. 
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Final Conclusions 

Although the treatment program worked as well as expected, and was probably 

representative of effective stress management programs, little direct support was found for 

the hypothesis that changing negative beliefs results in improved compliance with 

treatment, which in turn produces successful outcomes. However, it cannot be said that 

the cognitive-behavioral theory of noncompliance has been disconfirmed. One quarter of 

the mediational analyses (those using attendance as a proposed mediator) demonstrated at 

least the basic pattern of results predicted by a mediational hypothesis. However, it 

appears that in this study the theorized causal path was not responsible for the change that 

was displayed in the outcome measures. It may be that the proposed change mechanisms 

are accurate, but that the interactions of beliefs and behaviors cannot be captured in the 

linear manner that this study was designed to assess. It is also possible that other 

processes may have been uniquely, jointly, or interactively responsible for the positive 

outcome; furthermore, these may have been potentiated by the problem chosen for 

investigation. 

The challenges presented by low statistical power and the non-clinical treatment 

population will be the most straightforward to address in future - these are resource issues 
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that may be addressed by grants and a larger population from which to recruit. Perhaps 

the most problematic concern is the operationalization of compliance. The valid 

measurement of such processes as the effective acquisition and utilization of progressive 

muscle relaxation, cognitive restructuring, and so on, especially in a generalizable "real 

world" manner, is a challenge that is central to research into change and psychotherapy 

process. The application of the BRS as an attempt to overcome the limitations of self-

report unfortunately did not live up to expectations. However, other indirect measures of 

the acquisition of relaxation skills, such as electromyography, might work much better. 

The measurement of cognitive restructuring skills acquisition might be further refined, and 

the use of attendance, while somewhat broad and blunt, apparently captured more of the 

effective ingredients of the intervention than the other measures. 

The most interesting challenge is perhaps to devise ways to assess what 

participants do with their skills in-vivo. Acquisition without application constitutes an 

important form of noncompliance, and finding ways to assess how often and competently 

clients use their relevant skills could pay off handsomely (e.g., Schmidt & Woolaway-

Bickel, 2000). 

The relative success of NBC change scores for the prediction of reductions in 

participants' subsequent stress and distress suggests that the measure is worthy of 

continued development. Consciously accessible negative beliefs are likely an important 

source of clients' noncompliance with effective methods, as theorized here. Further 

development of the NBC could contribute to research into this aspect of noncompliance. 
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Validation efforts will reveal whether the NBC warrants further development and 

application, and a factor analytic study may reveal underlying dimensions that can 

contribute to more fine-grained understanding of some of the foundations of 

noncompliance. 

Understanding the causes of resistance and noncompliance, whether cognitive, 

motivational or of some other variety, is vitally important to the continuing refinement of 

psychotherapy and its effective application. As a more complete understanding of these 

phenomena emerges, the benefits may extend well beyond psychotherapy and into many 

different realms. 
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APPENDIX A: Copies of Measures Issued to Participants 

MEASURES OF COGNITIVE RESTRUCTURING TREATMENT COMPLIANCE 

A1: Session 1 - Pop Quiz Over Chapters 3 and 4 159 
A2: Session 2 - SAW (Stress Awareness Worksheet) 161 
A3: Session 3 - FAT (First Automatic Thoughts exercise) 162 
A4: Session 4 - EHT (Identifying Hot Thoughts exercise) 163 
A5: Session 5 - EAT (Evidence that supports or does not support Automatic 
Thoughts exercise) 164 
A6. Session 6 - GBT (Generating Balanced Thoughts exercise) 165 

MEASURES OF OUTCOME 

A7; Perceived Stress Scale (PSS) 166 
AS: Profile of Mood States (POMS) 168 
A9: Profile of Mood States - Brief (POMS-B) 170 

MEASURE OF PREDICTOR VARIABLE 

A10: Negative Beliefs about Changing (NBC) 171 

MEASURE OF RELAXATION PRACTICE COMPLIANCE 

A l l :  B e h a v i o r a l  R e l a x a t i o n  S c a l e  ( O b s e r v e r  s c o r i n g  f o r m )  1 7 3  

EXPLORATORY MEASURES 

A12: University of Rhode Island Change Assessment Scale (URIC AS) 174 
A13: Self-Efficacy for Stress Management Practice (SE-SMP) 176 
A14: Self-Efficacy for General Stress Management (SE-GSM) 178 
A15: Group Climate Questionnaire (GCQ) 180 
A16: Stress Management Class Evaluation (CEval) 182 



A1: Session 1 - POD Quiz Over Chapters 3 and 4 fp. 1) 

Parudpant Name: Date; 
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" P O D  Quiz" over the Stresi Worfcfaook reidine mignmeoti 

THIS IS NOT REALLY A TEST: I just want to know if certain things from the book were likely to be remembered Please answer 

each of the questions as well as you can. If you really don't remember the correa response, don't e\'en bother to answer the question! 

(Just leave it blank.) 

THIS IS NOT REALLY A TEST - BUT PLEASE - DONT SHARE YOUR ANSWERS WTTH ANYONE ELSE. 

And if you didn't read the chapters, just check here: , and hand in this sheet 

CIRCLE THE LETTER IN FRONT OF THE CORRECT ANSWER: 

1. Which of the following is {nie of what the Stress Workbook says about the section called 'How to get the most out of this 
workbook?" 

(a) Having an intellectual understanding of the stress management techniques you are using is more important than 

experience with them (in other words, knowing about them is more important than doing them) 

(b) It is unlikely that you can really teach yourself to eflectively manage stress with a workbook - professional training is 

essential 

(c) Practicing the techniques presented in the workbook is only important if you plan to train other people to use them 

(d) Regular practice of the techniques presented in the workbook is essential if you hope to use them to manage your stress 

2. Which of the following is not a source of stress, according to Chapter 1 (How You Reaa to Stress)? 

(a) The environment in which we live (e.g., noise, trafBc, weather, etc.) 

(b) The social stressors we encounter (e.g., dradliiiw. disagreements with others, finances, etc.) 

(c) Our physiological makeup (e.g., illness, aging, injury, poor sleep, etc) 

(d) Our thoughts (e.g., how we interpret what is happening to us as stressfiil or not) 

(e) All of the above are important sources of stress 

3. According to Chapter 1 (How You Reaa to Stress), which of the following is true? 

(a) Researchers have found no particular links between chronic stress and disease 

(b) Becoming fiiUy aware of the kind and amount of stress we experience can allow us to cope with that stress, and avoid 

becoming ill <n>m it 

(c) The 'fight or flight response' is the same as the 'relaxation response' 

(d) Stress is always a negative thing, and is to be avoided or reduced whenever possible. 

4. What is the basic idea found in Chapter 2 (Body Awareness)? 

(a) Most people are not as aware of the effect of stress on their bodies as they could be. 

(b) Most people are too aware of the effea of stress on their bodies, and this causes more stress. 

(c) Most people are very precisely aware of the effect of stress on their bodies, and thus can tell when stress management 

skills are working. 

(d) Being aware of the effea of stress on our bodies in not particularly important in stress management 

(Continue on back of this sheet) 



A1: Session 1 - Pop Quiz Over Chapters 3 and 4 (p. 2) 
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5. What ait the two basic fonns of brathing, aocording to Chapter 3 (Breathing)? 

(a) 1. shallow, relaxed breathing, and 2. deep, labored breathing 

(b) 1. chest breathing (also called thoiacic), and 2. ihitnininal breathing (also called diaphngmatic) 
(c) 1. inhale and 2. exhale 

(d) 1. shallow, slow breathing, and 2. deep, £at breathing 

(e) 1. in and out breathing, and 2. tide to side breathing 

6. According to Oiapler 4 (Progressive Relantioa), Progressive Muscle Relaxatioa was develaped: 

(a) By anciem Egyptians. 

(b) As pan at mnditation by Tibetan monks. 

(c) By a physician in Chicago in the eaity pait of the 20ih centuiy. 
(d) In the 1960s as pan of NASA's space flight tnining. 

7. That wasn't so bad, was it? 

(a) No. I enjoy exams (visits to the dentist, too) 

(b) Yes, never give another pop quiz in this Stress Management class again 
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A2: Session 2 - SAW TStress Awareness Worksheet) 

STRESS AWAREWESS WORKSHEET 

DAY/TIME STRESSFUL EVENT/SITUATION EFFECTS fMOODS. THOUGHTS. PHYSICAL SYMPTOMSt 
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A3: Session 3 - FAT rFirst Automatic Thoughts exercise) 

FIRST AUTOMATIC THOUGHTS EXERCISE 

srruATioN 
Who7Wl«t7 
Where? When? 

MOODS* AUTOMATIC THOUGHTS 
Thmiefta, images, monohes - •ocorapany tbe mood 

% 

* Describe your mood ia one DOid: tlmtte the inieaiiiy of the oiood fiom IS to lOOSk Esunplei cfMoodc Aflgiy Amiraf 
Aehamed Oiwrfiil Tkyn-mmt rM.TnyY{|iH«5 VmttwwirA nmlly H«ppv Hnmflillfll 
Hurt losecoR Ininted Laving Mad Nenoas Puidgr Pioad Sad Scutd (and maqrodmO 
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A4: Session 4 - IHT (Identifying Hot Thoughts exercise") 

roENTTFYINC HOT THOUGHTS EXERCISE 

srruATioN 
Who? Whit? 
Where? When? 

MOODS' AUTOMATIC THOUGHTS 1 
Tboughtx, images, menionei • acconipany Uie 1 

HOTNESS 
OF 
THOUGHT 

_ * 

' Describe your mood in ooe mrd: thea me (Ik ittfCBSiQr of (be oood fitx& IK lo 100%. Pwfwpi#* of Moods Anpy Amaoos 
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Hurt Inseaire IrriflUed Lovmg Mid Nervoia Prood Sad Saied (tad *w«y olherrf) 
 ̂ bow cxDocioG that would cmc yw lo e3n*rieooc 



EVIDENCE THAT SUPPORTS OR DOES NOT SUPPORT THE HOT AUTOMATIC THOUGHTS 

SITUATION MOODS AUTOMATIC THOUGHTS 
Thoughts, inuget, memoriec 
CIRCLE THE HOT THOUGHTS 
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A7: Perceived Stress Scale (TSS') Tp. 1) 

Panicipant Name: Date: 
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STRESS SCALE 

The quesuons in this scale ask you about your Tcelings and thoughts dunng the last month. In each case, you will be asked 
to indicaic hov often you felt or thought a certain way. Although some of the questions are similar, there are difTerences between 
them and you should treat each one as a separate question. The best approach is to answer each question fairly quickly. That is. 
don't irv' to count up the number of limes you felt a particular way, but rather indicate the alternative that seems like a reasonable 
csumate 

For each question, circle the number that matches the best answer for you. 

1 In the last month, how often have you been upset 
because of something that happened unexpectedly? 0 1 2 3 4 

Sever AJmotf Never Sotnetmwx Fufiy Often Very Often 

2 In the last month, how often hase you felt that you were 
unable to control the important things in your life? 0 1 2 3 4 

Never Aimoit .Never Sometimea Fairly Often Very Oflen 

) In the last month, how often have you felt nervous 
and'stressed"' 0 1 2 3 4 

Sever Aimosi Never Somctifnei Ftu iy Often Very Often 
, « 

4 In the Last month, how often have you dealt 
successfully with irhtaung life hassles? 0 1 2 3 4 

Never Ainwtf Never Sometima Ftuiy Often Very Often 

5 In the last month, how often have you felt that you 
wi;rc effecuvely coping with important changes that 
were occumng in your life? 0 1 2 3 4 

Never Ainwsl Never Somcumes Fairty Often Very Often 

6 In the last month, how often have you felt confident 
about your ability to handle your perwnal problems? 0 1 2 3 4 

Never AlmaA Nevo Somcuma Fttrfy Often Very Often 

In the last month, how often have you felt that 
things were going your way? 

In the last month, how often have you found that you 
could not cope with all the things that you had to do? 

In the last month, how often have you been able to 
control imtations in your life? 

0 1 2 3 4 
Never AlmoM New Someunws Ftirty Often Very Often 

0 1 2 3 4 
Never Almort Never Sccnetunes Fftirty Often Very Often 

0 1 2 3 4 
Never Afanort Never Socnebmes Fatrty Often Very Often 

(Please continue on other side) 



A7: Perceived Stress Scale CPSS) (p. 2) 

(Stress Scale: continued &oin previous page) 

10. In the last tnonth, bow oAen have you felt that you 
were on top of thin^? 

11. In the last month, bow oflen have you been angaed 
because of things that happened t^ were 

outside your control? 

12. In tbe last month, how oflen have you found younelf 
thinking about things that you have to accomplish? 

13. In tbe last month, bow often have you been able to 
control the way you spend your time? 

14. In the last month, bow oflen have you felt 
difficulties were piling up so high that you 
could not overcome them? 

0 1 2 3 4  

Nc^ AteosNcw Somaimri FtirtyOAca VeryOflm 

0....... 1 2. ...3 4 
N«wr AlaoilKcw FiiriyOAa VaryOftm 

0 1 2 3 4 
Never AfaDOANew SooMliBHi Ftirty Oflen VeryOflm 

0 1 4 
Ntw AkmKcw SnominMi Faarty Oflen VcryOfla 

a. 1 J 3 4 
Srftr AlmaH Never I'Wnitifw Ftirty Ofla Very Oflm 
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A8: Profile of Mood States fPOMSl (p. 1) 

Paitidpant Name: Dale: 

P O M S  

Oa this are a niunber of words that describe different feeling and emotions. For each one, circle the number that the 
amount that you felt that way during the oast week. 

not at all a little bit moderately quite a bit extremely 

1. friendly 0 

2. tense 0 

3. angiy 0 

<. worn out 0 

5. unhappy 0 

6. clear headed. 0 

7. lively 0 

8. coofiised. 0 

9. soriy for things done 0 

10. shaky 0 

11. listless. 0 

12. peeved. 0 

13. considerate. 0 

14. sad. 0 

15. active. 0 

16. on edge. 0 

17. grouchy 0 

18. blue. 0 

19. energetic. 0 

20. panicky 0 

21. hopeless. 0 

22. relaxed 0 

23. unwonhy. 0 

24. spitefiU 0 

25. sympathetic. 0 

26. uneasy. 0 

27. restless. 0 

28. unable to conceatrate. 0 

29. fiitigaed. 0 

30. helpfiil 0 

31. annoyed 0 

32. discouraged. 0 

(Please continue on other side) 



A8: Profile of Mood States (POMS) (p.2) 

(POMS pg. 2) 
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oocuall 

33. resentlul 0 

34. nervous — 0 

35. looely 0 

36. miserable. 0 

37. muddled. 0 

38. cfaeeiful 0 

39. bitter. 0 

40. exhausted. 0 

41. anxious. 0 

42. ready to fight. 0 

43. good natuicd 0 

44. gloomy 0 

45. desperate. 0 

46. sluggish. — 0 

47. rebellious. 0 

48. helpless. 0 

49. weary 0 

50. bewildered. 0 

31. aleiL 0 

52. deceived. 0 

53. furious. 0 

54. cffidenL 0 

55. trusting. 0 

56. full of pep 0 

57. bad tempered. 0 

58. worthless. 0 

59. forgetfiiL 0 

60. carefixe. 0 

61. terrified. 0 

62. guilty 0 

63. vigorous.... 0 

64. uncertain about things. 0 

65. bushed. 0 

«little bit moderately quite a bit extremely 

2 

2 

2 

2 

2 

2 



A9: Profile of Mood States - Brief (TOMS-B) 
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Paxtidpaiu Name: 

Date: 

F O M S - B  

On this tfaeet are a number of woidc that describe diflaent tedingg and emotiou. For etch one, circle tlkc number 
that tnafchct the amoont that you felt that way 

not at all 

1. unhappy 0 

2. sad,. 0 

3. on edge. 0 

4. blue. 0 

5. uneasy. 0 

6. discottiaged. 0 

7. fflisetabfe. 0 

8. muddled. 0 

9. g)oaiiiy..„ 0 

10. wcaiy. 0 

11. bewildered. 0 

a little bit moderately quite a bit extremely 

12 3 4  

I ' 2 3 4  
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A10: Negative Beliefs about Changing rNBQ ("p. 1) 

Putidpant Ntme: Dale: 

STSISS MANAGEMENT QIIESTIONNAIBE: DOnCDLTlES IN MANAGING STRESS 

• People ofiea have difficultiei when tbey By to leducethdr level of fOCH. Lined below are a number of reasons that people have 
given for difficulties in diess. 
• For each reason, circle the nunte tto is tiue fi)r your sttempa to manage your Oiesi over the past week. 

Use the foUowing scale lo respond to each item: 
Disagree Sinmgiy (6) 
Disagree Somewhat „(5) 
Disagree Sligfatly „.(4) 
Agree Slightly — „....(3) 
Agree Somewhat (2) 
Agree Strongly — (1) 

1. I felt lilce there was nothing I could do that would help me reduce my ctress. fit (2') (Tl (4) rS) 
AptaumM Dimgnmmt 

2. I felt hopeless about making changes to nduoe stress. fU (It (3) f4) (S) fS) 
A^aaaoK 

3. I didn't think rd be able to do the things I needed to do in Older to reduce my stress. rn f3t f4t rst f6) 

4. I kept pulling offdoing the things I needed to do to reduce my Oress. fU (2) (3) (4) (5) (6) 

5. 1 kept fbigetting to do the things I needed to do to reduce my flresa. (1) nt f3t f4t f6> 

6. I didnt know exactly what I needed to do in otder to reduce my stress. (11 (2) (J) f4) (!) (6) 

7. I was too busy to do the things I needed to do in Older to reduce my stress. fl) (3t (4) (!) (6) 

8. licit like I just couldnt get myself to do the things I needed to do 10 reduce my stress. fl) f?) f?) (*) ffl ffl 

9. I didnt like admitting to myKlfthat I needed to make changes to reduce my stress. (H (21 (3'> W (5) 

10. I didn't like admitting to otheis that I needed to make changrs to reduce my stress. fU f2> (31 f4'> fg> 

11. I didnt feel like doing what I needed to do in Older to (educe my stress. (U (21 (31 W ffl 

12. Although I knew I needed to make changes to leduce my stress, there were many times 
that I just didnt want to. (11 (21 (31 (41 (SI (61 

13. I was afiaid that I would get upset with myself if I tried to make changes to reduce 
my stress and didnt succeed. (11 (21 (31 (41 (51 (6) 

(Please continue on other side) 



A10: Negative Beliefs about Changing fNBO (p. 2) 
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Use tl>e following tcale to respond to och item: 
Disagree Strongly (6) 
Disagree Somewfaat — (5) 
Disagree Slightly (4) 
Agree Slightly — (3) 
Agree Somewhat (2) 
Agree Strongly (1) 

14. I was afiaid that othen would get upset with me ifl tried to make changes to reduce 
myonxsanddidatwooeed. <n m m (4'> (St 

15. I was afiaid that I would demand more of myself if I wocesdiiUy made changes that 
reduced my itress. fn m m f4) fS) f6) 

16. I was afiaid that otben would demand more of me if I Biccessiully made changes that 
reduced my stress. CH (21 (3) W fSI fe'l 

Apwmmi Din^MBaa 

17. 1 didat want to do things that ttmioded me that I needed to reduce my suess. M) (2^ f3) (4) (5^ 
A^teutei 

18. I thought that ifl did successfully leduce my stress by making changes, it might have a 
bad effea on a relationship that was impoitant to me. fO f2) (31 W fg) 

- * AyiuM OiaymM 

19. I was afiaid that ifl did make changes to leduce my stress, itmight make my life 
worse in some ways. (11 (21 (31 (4> (SI (61 

ApmimM 

20. I was afitaid that to itduce my flzttt might mean that I would have to 
give up some of the things that I enjoyed. (11 (21 (31 (41 (51 (61 

21. I didn't think rd be sucoessfiil in making the changes to reduce my stiesi if I 
triedtodoso. fll m ni (41 (S\ <e\ 

22. I was afiaid that in some ways Td &el wone and not belter if I made changes to 
reduce my stress. (11 (21 (31 (41 (51 (61 



A l l :  B e h a v i o r a l  R e l a x a t i o n  S c a l e  ( O b s e r v e r  s c o r i n g  f o r m ' )  
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Par-ticipan^ Number: 

Rater: 

Behavior 

Head 

Eyes 

Throat 

Body 

Shoulders 

Hands 

Feet 

Quiet 

- + 

- + 

+ 

- + 

+ 

- + 

Assessment; n Pre Q Mid • Post 

Validation rating? • yes 

Intervals 

3 4 5 6 

- + 

- + 

4-

- + 

- + 

- + 

- + 

-

- + 

- + 

- + 

•f 

+ 

+ 

•f 

- + 

- -f 

+ 

-f 

- + 

-f 

- + 

total Relaxed 

Total Observed 

Comments (if necessary): 
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A12: University of Rhode Island Change Assessment Scale (TJRJCAS't Cp. I) 

Pamcipant Name; Dale: 

CHANGE ASSESSMENT SCALE 

Each statement below descnbes how a person might feel when approaching problems in their lives. Please indicate the extent to 
which you tend to agree or disagree with each statement In each case, make your choice in terms of bow you Teel right now, not 
what you have felt in the past or would like to feel. For all the statements that refer to your 'problem,' answer in terms of the stress 
management classes you are here for. And 'here' refers to the place where the claws are held. 

Circle the letter & number combination that corresponds to how much you agree or disagree wtth each statement: 

Strongly Disagree SD i 
Disagree D: 
Undecided U i 
Agree A4 
Strongly Agree SA > 

1. As Tar as I'm concerned. I don't have any problems that need changing. S D  1  D I  U) A  S A )  

2 I think 1 might be leady for some self-improvement S D .  0: U) A  S A  1  

3. 1 am doing something about the problems that had been bothering me. S D I  D I  Ui A  S A )  

4. It might be worthwhile to work on my probleoL S D I  D I  U) A  S A )  

5. I'm not the problem one. It doesn't make much sense for me to be here. S D I  D I  UJ  A  S A J  

6. It worries me that I might slip back on a problem I have already 

changed, so I am here to seek help. , S D I  D I  U) A  S A )  

7. I am finally doing some work 0 0  my problem. S D I  D I  Ui A  S A  J  

8. IVe been thinking that I might want to change something about myself. S D I  D I  U >  A  S A S  

9. I have been successfiil in working on my problem but Fm not sure I can 

keep up the effort on my own. S D  1  D I  U) A  S A I  

10 At times my problem is difficult, but Tm working on it S D I  D I  Ui A  S A )  

11 Being here is pretty much of a waste oC Ume for me because the 

problem doesn't have to do with me. S D I  D I  UJ  A  S A  S  

12 Pm hoping this place will help me to better understand myself. S D I  D T  U) A  S A  J  

13 I guess I have faults, but there's nothing that I really need to change. S D I  D I  Us A  S A J  

14 I am really working hard to change. S D I  D T  Ui A  S A  J  

15 I have a problem and I really think I should work on it S D I  D I  U) A  S A S  

16 Pm not following through with what I had already changed as well 

as I had hoped, and Pm here to prevent a relapse of the problem. S D I  D I  Ui A  S A )  

1 7  Even though Pm not always successful in changing, I am at least 

working on my problem. S D I  D I  U J  A  S A  J  

1 8 .  I thought once I had resolved the problem I would be free of it but 

sometimes I still find myself struggling with it S D I  D I  UJ  A  S A  J  

19. 1 wish I had more ideas on how to solve my problem. S D <  D I  UJ  A  S A )  

20. I have started working on my problems but I would like help. S D I  D I  UJ  A  S A J  

(Please continue on other side) 
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A12: University of Rhode Island Change Assessment Scale rURJCAS") (p. 2) 

Ciidetbe letter ftouotercambiaition that ooneqioiid* to how mncfa you agree or diagne with each oatemeiu: 

Strongly Diagree SD i 
Disagree D i 
Undecided U > 
Agree At 
Strongly Agree SA i 

21. Mayfoe this place will be able to help me. SOi Di UI A < SA ] 

22.1 may need a boost right now to help me maintain the changes rve 

already made. SDi Di UJ A 4 SAs 

23.1 may be part of the probleffl, but I don't really think I am. SD 1 Di U> A 4 SA s 

24.1 hope that tomeoae here will hav« tome good advice for me. SDi D> U> A 4 SAs 

25. Anyone FAN taiv about rhanging^ Pm actually doing about it. SD 1 Di UI A 4 SA J 
26. All this talk about psychology is boring. Why can't people ju0 forget 

about their problems? SDi D> UJ A4 SAJ 
27. rm here to prevent myself fiom having a relapae of my problem. SD 1 Di UJ A 4 SAs 

28. It is fiustrating, but I feel I might be having a rocurrcacc of a problem 

I thought I had reaotwd. SD 1 Di UI A4 SAs 

29.1 have WKiies but to does the noa guy. Why qxDd time thinkiiig 

about them? SDi D: UI A 4 SAs 

30.1 am actively woridng on my prabiem. SD 1 Di UJ A4 SAs 

31.1 would lather cope with my £iulli than tiy to change them. SD 1 D> UI A4 SAs 

32. After aU I had done to tiy and change my problem, every now and 

(gain it comes back to haunt me. SD 1 D> UI A4 SAs 
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A13. Self-Efficacy for Stress Management Practice CSE-SMP) ("p. 1) 

INDEPENDENT PRACTICE SELF-ASSESSMENT 

In the stress maiugement dass you are acquiring two main sidlls. Progressive Muscle Relaxation and 
Cognitive Restructuring. This form asia how confident you are about practicing these skills. For each statement, 
circle the number that matches the confidence you feel at the present time. 

PROGRESSIVE MUSCLE RELAXATION 

In the column below marked 'confidence* rate how sure you are that you can practice PMR as specified. 

Use this scale (circle the appropriate number after each statement): 

1 S 8 JO 
Cannot 

do at all 
Moderately 

certain can do 
Certain 
can do 

Practice once per week (with or without the tape) 

Confidence 
(1 - 10) 

0 1 2 3 4 5 6 7 8 9  1 0  

Practice a couple of times per week (with or without the tape) 0 1 2 3 4 5 6 7 8 9  1 0  

Practice every other day (with or without the tape) 0 1 2 3 4 5 6 7 8 9  1 0  

Practice once per day for a few minutes without the tape 0 1 2 3 4 5 6 7 8 9  1 0  

Practice once per day for 30 minutes while listening to the tape 0 1 2 3 4 5 6 7 8 9  1 0  

Practice once per day 30 minutes while listening to the tape, and once for a 
few minutes without the tape 0123456789 10 

Practice twice per day, for 30 minutes each time while listening to the tape 012345678910 

(Please continue on other side) 
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A13: Self-Efficacv for Stress Management Practice TSE-SMP) (p. 2) 

COGNmVE RESTRUCTURING 

In the column bdow marked 'confidence' rate how sure you are that you can do the CR worksheets as specified. 

Use this scale (cirde the appropriate number after each statement): 

Cannot 
do at all 

Moderately 
certain can do 

_10 
Certain 
can do 

Look at the worksheet and think about how to fill it in once per week 
(i.e., do the worksheet in your head) 

Confidence 
(1 - 10) 

0 1 2 3 4 5 6 7 8 9  1 0  

Look at the worksheet and think about how to fill it in every other day 
Ci e., do the worksheet in your head) 0  1 2 3 4 5 6 7 8 9  1 0  

Write on a worksheet adequately 0-e., 10 to 15 minutes) one time per week 0123456789 10 

Write on a worksheet thoroughly one time per week (i.e., 25 to 30 mimites) 012345678910 

Write on a worksheet adequately every second day (Le., 10 to 15 minutes, 
three or four days a week) 0 1 2 3 4 5 6 7 8 9  1 0  

Write on a worksheet adequately every day O-e-, 10 to 15 minutes) 0 1 2 3 4 5 6 7 8 9  1 0  

Write on a worksheet thoroughly every day (i.c., 25 to 30 minutes) 0 1 2 3 4 5 6 7 8 9  1 0  
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A14: Self-Efficacy for General Stress Management TSE-GSM) Cp. 1) 

STRESS APPRAISAL OKVKNTORY 

This form lists diSaent activities that niigbt cane you OitM. Put a dieck in the qaoe ia fniat of all that apply to you. In the qace after 
each situation (hat applies to you. me how mt you are, as of today, that you can •anafe yaw itreai (that is, keq> it within toleiable 
levels) ia the Btuatsonsdesciibed. Use this tale fix toakiat ntingt: 

0 10 20 30 40 50 60 70 go 90 100 
Cannot Modoately Certain 
doatall oenaincando cando 

HOME; 

When at home in a quiet tination, 

When I have fimily problems. 

When I have problems with child rearing. 

When I have disagreements with children. 

When I have disagreements with my wife, 
husband, or significant other. 

WORK 

On a Dormal day. 

When interacting with customen or clients. 

When several things aie demanding my 
atlentioa at once. 

When I have problems (ndi as a 
complaiiu firom a customer. 

When I have disagreements with nqr 
supervisor or boss. 

When I have schedule problems. 

When I have disagreements with 
co-worfcers. 

When I have a job change or 

When I have been threatened with 
job loss. 

When I am unemployed. 

Upon retirement. 

HEALTH; 

When I am fixling tired. 

When I am feeling anxious. 

When 1 am annoyed or angry. 

When I have inarfBqiiaie insurance. 

When I have inarfrqiiate health care services. 

When I have no transportation to health 
care services. 

SOCIAL: 

' When I am having lunch or dinner with 
fiieads. 

When I am having lunch or dinner with 
iomeoae other than a fiiend. 

When I am hiving lunch or dinner 
with business aoociates. 

Whealamatapaitywithfiiends 
indCunily. 

Wheal am at a party with 
bllCUKtt mocutcL 

When dealing with loss of a fiiendship. 

When dealing with diacrimination. 

When with torial isnlarion 

When with a culture difioent 
fiom my own, 

When living alone. 

When dealing with death of a firiend. 

(Please continue on back) 
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A14: Self-Efficacv for General Stress Management TSE-GSMl (p. 2) 

Put a check in tlie ipwe ia fraat of all that a|)piy to you. In the qMce after each ntuation that appliet to you, rate how me you aie, 
as of today, that you can aaaafe ywr Mfcai (t^ is, keep it within toierabie levels) in the situations described. Use this scale for 
malring ntiags: 

0 10 20 30 40 50 60 70 go 90 100 
rjniw Modcntdy Certain 
doatall ceitaincando cando 

FINANCIAL: 

On a day to day basis. 

Financial matten dining an emetgeacy. 

When thinking about finances in 
the loogtenn. 

When dealing with inarir>iiBte finances. 

When receiving wcUare suppoit. 

When experiencing maitrri poveny. 

HOUSING: 

When I have inadequate housing. 

When I have disagteements with landlords. 

When I have disagreesients with neighboa. 

Living in a dangerous adgtabofiiood. 

Dealing with homelessaeB. 

EDUCATIONAL: 

When having academic problems. 

When having disagrrnncnts 
with other OudenB. 

When having disagreemems with teactas. 

In a test situation. 

When dealing with iUiteiacy. 

Not having an oppottunity to attend idiool. 

PRIMARY SUPPORT GROUP: 

Disagreement with relative. 

Dlness of relative. 

Family disruption by separation 
or divorce. 

Parent's remarriage. 

Physical or sexual abuse. 

Death of a relative. 

INTERACTION WITH THE LEGAL SYSTEM: 

Victim of a crime. 

When &cing litiguioa. 

Due to an anesL 

Problems with incarceration. 
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A15: Group Climate Questionnaire CGCO) fp. 1) 

Paitidpam Name: Due: 

Croup Meeting Time: 

GROUP CLIMATE QOESTIONNAOU - SHORT FORM 

Inanictions: For each item dnJe tliemmiher tint voulhinlcbeadeKiibei TOUT group is i whole. (This is like desaibing the 

cfaancter of 1 qxxts team or • dub: consider how you see the group, nther than the individuals in it) 

I. The memben liked and caitd about each other. 

0 ! J 3 4 5 s 
NoCtf Atink Modanuty Quiut AOmt Ettmly 
All Bit Bk EM So 

2. The members tried to nrutrntami why they do tlx things they do, tried to reason it ouL 

0 ! J 3 4 J 6 
Not at Aliok Modmdy Quito t AOmt Ejaauaty 
All Bit Bit DHI So 

3. The mefflbeis avoided looking at impoftant issues going oa betweea tbemtcKei. 

0 I I 3 4 3 6 
Natal AliOk fi—i«tiat Modamaty Qoito* AOna Ettoaly 
An Bit Bk Dal, to 

4. The membeis felt what was '"rT*"'"C **** impoftant and then was a aenae of paiticipatioiL 

0 I J 2 4 J « 
N<*m AliBk Iti—wtl Uodmaly Qi^t AOnat Ettnty 

AO Bit Bk Dal (o 

3. The memben depended oa the group leadef<s)livdiiecliaiL 

8 I 2 1 i J S Nulm Atak IIMI Modnlaly Quito* AOMI PWih 
All Bk Bk IM la 

6. There was fiiction and anger between the memben. 

8 I 2 2 i 2 £ Natm AWk Modntoiy Qiitoa ACkol EMnaiy 
Afl Bk Bk CM to 

7. The memben woe dinant and withdrawn fiom each other. 

0 I 2 3 1 J £ Nottf AlkUt Uaiam^ Quito* AOna E«nlr 
AO Bk Bk IM So 

8. The memben challenged and confronted each other in their egbrts to sort things out 

0 I J I 4 J 6 
Natal Alial* SoocwM Modanuijr Qak** AOna FWift 
An Bil Bk Dtol Sa 

(Please continue on other side) 
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GROUP CUMATE QUESTIONNAIRE - SHORT FORM - Pige 2 

9. The members appeared to do things the way they thought would be acoepcable to the group. 

0 I 2 3 4 5 < 
Nocat Alial* Soomte Modmitjr 

AJl Bil 
Qiiiu> 

Bit 
AOna 

Dat 
EttMriy 

So 

10. Tbe mrmhen diflnisttd and rejected each other. 

0 1 1 J 4 5 6 
Nairn Aliolt SumkImi Mo^nrfy 

AD Bk 
q«it« 

Bit If
 

So 

11. The members revealed sensitive petsooal infonnatioii or feelings. 

0  1 1 3  4 5 6 
Not •! A link Soomtet Modenldy 
An Bit 

Qudat 
Bk 

AOim 
Dml 

Ettvady 
So 

12. The members appeared tense and anxious. 

0  1 1 3  4 5 6 
Not at A liSlc SoarMut Modnidy 

AU Bit 
Quut 

Bit 
AOraC 

. «D«I 
EMady 

So 
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A16: Stress Management Class Evaluation CCEval) 

(Please do not nut vour name on this fonn - to ensure that yoa majr answer ooiopieiely ofnily, your answcn will luc be available to 
the tnstnKtor.) (Note: if you were one of the people who paitidpaed individually, thii qurrtiwiiaire la optioMi - only fill U out if 
you do DOC miiKl if it is not confidentiaL) 

Oass Meeting Time (Day and Ttoie); 

STRESS MANAGEMEKT CLASS EVALUATION 

You can help the instructor improve bit/ber trarhing effectiveaesi by giving thoughtful responaes to the following items. 

Please rale the questions below on this sole: 
A - excellent 
B ° above aveiage 
C ° about average 
D - below average 
F" very poor 

1. Overall, was The Relaxation and Stress Reduction 
Woridxxjk easy to follow and understand? 

A4 Bi G Di F« 
2. Were the class matrriali (other than The Relaxation 

and Stress Reduction WofUxMk) well oiganized and 
easy to follow? 

A4 Bj G Di Ft 
3. Was the class set op in a way that made senae (that 

is, did the way the class was preaented make Iqpcal 
tense as a way to oope with stitsi)? 

At BJ O DI FF 

4. Was the instructor kaowiedgeaUe about stress 
mazugeoKot? 

AD BI CI DI FI 

5. Was the instnctor well aoquainted with Tbe 
Relaxation and Stress Reduction Wotidxiak? 

Ai Bi G Di Fi 
6. Were the lectures varied eoough in the style in which 

tbey were pteseated (L&, oat too fiut or slow, not too 
boiin&etc.)? 

At Bi G Di Ft 
7. Was more cnmptif tfd material in the lecnnes 

Ai & G Di F« 
8. Were the classdemonstiaiiaai(e.g^ deep bteathing) 

effective in conveying the inlbrniatioa on bow to nae 
the fifff 

A< Hi G Oi Ft 
9. Were the classexBrcises(e.c.,woridiig on creating 

stress coping statements) efiectivc in helping to 
clarify tbe stress management techniques they were 
intend to help teach? 

A« Bi G OI Fi 
10. Did das discussioiis (Le^ «fnnng (he participants) 

soppoit the learning of sneaa manageaieat 
techniques? 

A4 Bi G Di Fi 
11. Did the instructor present the cUsamateiiai 

enthusiasticaQy? 

A4 HI G OI FO 

12. Did the instructor make good use of examples during 
lectures? 

At BI G DI FT 

13. Did the instnctor clearly explain weekly 
issignments? 

AI B) G OI Fa 
14. Did the instructor respea the participants? 

A* BJ G DI Ft 
15. Did the instructor lespondeffixtively to participants' 

questions? 
AI B> G DI Ft 

16. Was the instructor patient tteut making 
erplanatinns? 

AI BI G DI Ft 
17. Did the itttnucttir relate the fubject matter to *ieal 

life' fiMMging tMl wnrM 
A< BI G OI Ft 

18. Was the uaefiilness of the stress iMiwptn^nt dnHc 
that were preaented made dear? 

A< BJ G OI Ft 
19. Were the ""g*"""" relevant to stres? 

A4 B) G OI Ft 
20. How wen did the instnictor make use tbe 

blackboard/dty-oaae board? 
At BJ G OI Ft 

21. How well did the insouctor make use of tbe waU 
charts? 

At BJ G DI Ft 
22. Were the research pattsofthedasa kept fiom 

interfering with niesa w«anagww^»it skills? 
At BJ G DI Ft 

If yon have any fiirtber comments or uggestioiis on how the 
dass may be improved, please fed &ee to write them in on 
the remainder of this page, and/or on tbe bade of this sheet 
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APPENDIX B: Telephone Screening Protocol 

TELEPHONE SCREENING: 
INTERVIEW FOR STRESS MANAGEMENT SELF-HELP STUDY 

(Note; if you arc making calls from home, you can use *67 before dialing so your number is not listed by 
Caller ID. If the person will not take the call, make a note on the "Dates of Contact" sheet, and call them 
later from the lab phone.) 

Hello, my name is . / am calling about a message that you left stating that you 
would like more information about the stress management program that we have been advertising. 

It Mill lake about 10 minutes for me to explain the study to you - then, if you are interested in 
participating, I would like to ask you a few questions to see if you are eligible to take part. 

Do you ha\'e time now? 

If no: IChen would be a good time for me to call you back? 
(Take down contact information - put on the data sheet) 

1. CALLER'S NAME (this should come from the message left on answering machine) 
2. PHONE NUMBER(S) (ditto the above) 
3. GOOD TIMES TO CALL/OK TO LEAVE DETAILED MESSAGES AT THISAHESE NUMBER(S)? 

(cither on a machine or with someone) 
4. DATE OF ALL CONTACT(S) 

If vcs: 

(PRIMARY SCREENING) 

We will be providing training in several very effective methods of stress reduction. We're going to give 
participants skills for: 

1. - reducing overall stress levels on a day-to-day basis 
2. - reducing the stressfulness of problematic situations as they happen. 

Does this sound like the kind of thing that you are looking for? 

If NO: What kind of stress management are you looking for? Assess whether what we are offering is what 
they want 

If YES: 

/ haxe a couple of initial questions that we can take care of right away: 

1) Do you expect to be living in the Grand Junction/Grand Valley area for the next three months? 
(Exclude if NO) 

2) Highest level of education completed? 
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(Exclude if below 8th grade level, unless they can be responsible for a substantial 
amount of reading materials and measures written at that level) 

3) Can you attend class sessions at one of the following times: 
Mondays, 2-4 PM (start June 7) 
Tuesdays, 7-9 PXf (start June I) 
Wednesdays, 10 am - noon (start June 2) 
Wednesdays, 5-7 FX/ (start June 2) 

(Tel! them that classcs are currently forming, and that these times are a bit 
tentative. We will work to accommodatc their needs and to get them into a 
class if these won't work for them or us) 

If They Fail: 

1. Explain why they do not qualily to be in the study. 
2. Part of this study is a self-help based approach to stress management. We are using what we think is 

an excellent book that can teach people a great deal about stress management. I'd be happy to 
give you the reference for that book, so you could use it if you chose to. (Reference is in the 
Appendix on the last page of this protocol.) 

Answer any further questions they may have. 
- If they give the impression that they are in distress and seeking help, provide the 
referral information that we have available. If they are suicidal, inform Bruce 
immediately, and make sure that they are followed up to the point of making contact 
with an appropriate resource. (Follow the directions re. suicidalitj', on pg. X of this 
form) 
- If they are seeking more e.\tensive stress management tlian the Stress Workbook 
provides, give them the referral information that we have available. 

If They Pass: 

Did you see our advertisements? 
(If NO. explain that this is a scientific study, sponsored by professors of psychology at Mesa State 
and the University of Arizona. However, we are not testing new methods of stress management -
we are using the best methods available for stress management.) 

I. Purpose of this scientific study; to evaluate some new ways of measuring stress reduction, and to 
evaluate the specific methods of stress management we are using. 

II. The methods we are using are not ex-perimental - we are teaching the best stress management methods 
available, according to earlier scientific research. 

III. Although we can't make guarantees, it is likely that anyone who uses the methods we present will find 
that they e.\perience less overall stress and an improved ability to cope with stress. 

IV. What you will receive: 
A. Stress Management workbook (worth $18 commercially); 
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B. A relaxation training cassette tape worth $8; (ask if they have a cassette deckAVaikman, or are 
willing to get one - this is essential) 

C. Six sessions of training in stress management (1 '/: to 2 hours per class, once per week for six 
weeks) 

V. What it costs; 
A. Money - $20 
B. Time - three visits for individual sessions to fill out questionnaires and to be videotaped while 

relaxing (to allow us to track their progress - explain that it is confidential, and the tapes 
will be erased after scoring) 
"Visits" - One hour visits before and after the classes, and a half-hour visit after half the 
classes. 

"Is that clear'" (If nccessary, summarize: they give us $20 and three visits, and we give them a book, a 
tape, and six classes) 

VI. After today's phone conversation I'll ha\'e a pretty good idea if you are likely to qualify for the study. 
If that is the case, we would ask you to come in for the first one hour session to fill out some 
questionnaires. At this time we will determine whether you qualify for the study or not. If the 
questionnaires show that you fit our criteria, u'e would be very happy to ha\>e you participate in 
our training. 

Do you ha\'e any questions? 
(If you don't have an answer to a question, say "I'm sorry, I don't know the answer to that, let me 

check on it and get back to you") 

. ire you interested in participating in this study? YES NO 

If "NO": 

ask them "May I ask whyT and write briefly why tliey chose not to. Offer to tell them about the stress 
workbook we are using: 

Part of this study is a self-help based approach to stress management, l^'e are using what we 
think is an excellent book that can teach people a great deal about stress management. I'd be 
happy to give you the reference far that book, so you could use it if you chose to. (Reference is in 
the Appendix on the last page of this protocol.) 

Thanks for your time and your interest. 

If "YES": 

I'd like to ask you a few questions to check to see if you are likely to be eligible for the study. 

First. I want to tell you that the information you give us is completely confidential, whether or not you 
participate in the study. 

.\'ou' I need to get some information about how to contact you. 
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Get; 
1. CALLER'S NAME 
2. PHONE NUMBER(S) 
3. GOOD TIMES TO CALL 
4. DATE OF ALL CONTACT(S) 

(TELEPHONE SCREENING QUESTIONS) 

Xext, I hme a few questions that relate to our criteria for participation in this study: 

1. liliat is your age? (OK to participate if they are 18-75; consult with Brucc if you think there could be 
an exception - e.g.. a 15 year old who is very mature and could benefit, older people who arc hale 
and hearty) 

2. Do you hax'e any medical conditions that might interfere with your participation? (Write down and 
consult with Brucc if there is a question about a condition) (Note: the office is wheelchair 
accessible) 

3. Arc you currently receiving any kind of counseling or psychotherapy for stress or other problems? The 
reason we ask is to make sure that anyone who participates does so after discussion with their 
therapist or counselor. (It is not neccssary for them to discuss with a support group such as AA, 
Parents Without Partners, etc. - just individual or group therapy, where others might be affected 
indirectly) 

If "YES" ask "will you discuss your participation with your therapist or counselor before you 
begin participation?" 
- If "NO" (to discussing with a therapist) continue with the screening but let them know-

that a staff person (Bruce) will be giving them a call. 

4. K'hy do you want to participate in this class? 

(If their answer is clearly about reducing stress that thev are currently e.\Dcriencing. continue 
w ith the four questions below. If their answer indicates that they just want to learn the techniques, or take 
a class, or be in a research project, or something else, keep probing them about w hether they are stressed 
out. 

Don't e.\plicitly say "you need to be stressed to participate" or say anything tliat might affect the 
way they respond to the four questions below. If there is some question about motivation, consult with 
Bruce after completing the interview) 

•Vexf. / am going to give you a sort of telephone questionnaire. 
I am going to ask you four questions about your feelings and thoughts over the past month. 

Although the best way to answer these questions is to respond fairly quickly, please feel free to ask me to 
repeat questions if need be. You don't need to count up how many times you felt some way - just give the 
answer that seems like a reasonable estimate. 

I would like you to answer each one as (recite slowly) "never," "almost never," "sometimes," 
"fairly ofien," or "very often." Any questions? 

(A good way to clarify this is to give it to them as never or almost never; sometimes; fairly ofien or very 
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often. If the person seems to be having difficulty with using one of 5 different responses, is to break it 
dow n into "almost never," "sometimes," and "often" - then if they ans\ver "almost never" or "often." 
prompt them to choose bct^veen "never" and "almost never," or "fairly often" or "ver\- often.") 

(When tlie person responds, circle the number under their response) 

Note: flEAD THESE QUESTIONS VERBATIM; if they need clarificaUon READ THEM VERBATIM 
AGAIN, SLOWLY; if they still aren't clear, describe them with as little changing of the meaning 
as possible 

( 1 )  I n  t h e  l a s t  m o n t h ,  h o w  o f t e n  h a \ ' e  y o u  f e l t  t h a t  y o u  w e r e  u n a b l e  t o  c o n t r o l  t h e  i m p o r t a n t  t h i n g s  i n  
your life? 

almost fairly very 
never never sometimes often often 

0 12 3 4 

(2 )  In the last month, how often have you felt confident about your ability to handle your personal 
problems? 

almost fairly ver\-
nc\cr never sometimes often often 

0 12 3 4 

(3) In the last month, how often have you felt that things were going your way? 

almost fairly very 
never never sometimes often often 

0 12 3 4 

(4) In the last month, how often have you felt difficulties were piling up so high that you could not 
overcome them? 

almost fairly very 
ne\er never sometimes often often 

0 12 3 4 

(Add up the numbers for all four questions: 

o If their total is equal to or greater than 5, proceed with the interview. (Use QUALIFIES at end 
of this protocol unless there is another reason to disqualify) 

o If their total is 2-4, they might not qualify for the study at the pre-treatment assessment. They 
should be informed at the end of this interview that they might not meet our criteria for level of 
stress, but if they choose to, they may come in for the pre-class interview. (If they say they are 
very stressed out, but that these four questions just don't accurately capture the stress that they 
e.xperience, probe for other indicators of stress - why do they say they are they stressed? How 
does their stress manifest itself? Consult with Bruce, if necessary.) (Use OUAm- tfcS at end of 
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this protocol unless there is another reason to disqualify) 

o If their total is 0-1, they almost certainly won't qualify for the study at the pre-treatment 
assessment. They should be informed at the end of the interview that they aren't likely to meet 
our criteria, but if they choose to, they may come in for the pre-class interv iew. (If they say they 
are very stressed out, but that these four questions just don't accurately capture the stress that they 
e.\pcriencc, probe for other indicators of stress - why do they say they arc they stressed? How 
docs their stress manifest itself? Consult with Bruce, if necessary.) (Use DOESNT OUALIFy at 
end of this protocol unless they have convinced you they really are stressed despite the low PSS-
SF score) 

5. / ha\'L' one final question. Have things in your life recently been so bad that you were thinking a lot 
about death or that you would be better off dead? llTiat about thinking of hurting yourseip (Note: 
Appendix 2 at end of this document is crisis/suicidality and other resources list) 

If YES: Did you do anything to hurt yourself? 

If the person docs not have a specific plan, no history of attempts, and doesn't indicate suicidal intent, they 
can participate (even if they have recurrent thoughts of death or think of suicide - however, if they are that 
severe, tell them that w e have a list of other resources that would be more appropriate for them; encourage 
them strongly to consider getting immediate, individualized help) 

If you are concerned about suicide, e.\cludc them from the study, but continue to assess the risk. Ask the 
following questions: 

1. .-1 re you thinking of hurting yourself or killing yourself at this point in your life? (Get 
c.xamples of thoughts.) Were they fleeting thoughts, or hard to dispel? 

2. (If they report that they are thinking of hurting themselves) Have you thought of how you 
would do it? (Assess for specificity of plan and availability of method) 

3. Have you made any suicide attempts in the past? 

If from the above or from consulting with Bruce or Susan, you are concerned about imminent suicide risk, 
make sure that they go to an ER or someplace for treatment, asking them to contact a friend or family 
member to accompany them if possible. You need to be reasonably sure that they are going to follow 
through and might want to maintain some form of contact until you arc reassured that they do. 

If the person refuses to seek help, you may have to phone 91 land have them intervene. 

If you are reassured that the suicide risk is not imminent, your task is to get them to a source of help. You 
might say: "It sounds like things are pretty severe for you right now. Sometimes when a person feels that 
way it is hard to see other options, but there are other options available. Our study is not designed to 
help with stress as severe as you seem to me to be experiencing. Let me give you a phone number you 
can call to get help more quickly." 

Summary: 
Persons with suicidal thoughts but no specific plan can participate, but should be 
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encouraged to seek immediate help elsewhere - offer the list of resources we have, and ask if you 
can call back to sec how they are doing. 

Persons with suicidal INTENT (as reflected by having a plan) will be excluded from the 
study, and will need to be followed up until they make contact with a responsible resource. 

6. If you have made it to the end of these questions, you will be either; 

a) confident the person qualifies (see "QUALIFIES" below) 

b) uncertain if the person qualifies (see "UNCERTAIN" below), due to: 
age, refusal to discuss with therapist or therapy group, unclear reason for wanting to participate 
(i.e.. not purely because they want stress relieO. personal crisis of uncertain magnitude 

c) ccrtain that the person does not qualify (see "DOESNT QUALIFY" below) due to: 
PSS-SF = 0-1 with no other evidence of stress, acknowledging that they want the class for 
reasons unrelated to stress relief, crisis, suicidality 

QUALIFIES: 
Tell the person we would like to invite them to come to an interview which will be done 

individually and in person. If they want to come, either set up a time right now (if time slots arc 
available) or tell tliem someone will call them back soon to set up a time. Make it clear that we are not 
sclccting our participants until after the interview, so there is still a possibility that they may not be able to 
participate (note: do not tell them that the PSS is the criterion for qualifying, or we will get some inflated 
PSS scores!). If their PSS-SF is 5 or above, indicate that it is very likely that they will be able to do so. If 
their PSS-SF is 2-4, tell them it is possible that they won't qualify, but that they are welcome to schedule 
an appointment to see if they will. 

Remind them that there is a S20 fee for participating, and that they can pay at the assessment, 
after they have qualified for the study. 

Thank them for their time, and hang up. 

UNCERTAIN: 
Tell the person that you are not sure that they qualify, and you would like to consult with the 

project director. Tell them you will get back in touch with them very soon to either schedule an interview, 
or to let them know they have not been selected. Thank them for their time, and hang up. Consult with 
Bruce about what questions you have. 

DOESNT QUALIFY: 
Tell the person you are sorry, but they don't qualify for the study. E.\plain briefly why they don't, 

and answer any questions they have. You can tell them that if they want a self-help based approach to 
stress management, we are using what we think is an excellent book that can teach people a great deal 
about it. "I'd be happy to give you the reference for that book, so you could use it if you chose to" - give 
them the reference, from the Appendix at the end of this protocol. (If they would like to speak with the 
project director, or have questions or anything else that needs to be handled, tell them you will have him 
call them back.) 

In the case of disoualiiication because of crisis or suicidalitv. follow the instructions above about 
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providing resources, following UP. etc. 

Thank them for their lime, and hang up. 

Appendi.x 1; Stress Workbook reference 

(The relaxation and stress reduction workbook. 4th ed., by Martha Davis (& Elizabeth Robbins 
Eshelman & Matthew McKay). 

Appendi.x 2: Resources in case of SUICIDALITY/CRJSIS or a need for OTHER RESOURCES; 

911 - for very dangerous situations (e.g.. actively planning to commit suicide in near future) 

Colorado West Mental Health Center - 740 Gunnison 
241-6022 (24 hr. emergency/crisis line) 
(listed in yellow pages under "suicide prevention") 

Hilltop Community Resources Inc. - 2897 North Ave. 
241-6704 (or 241-0324) (24 hour crisis line) 
(listed in yellow pages under "crisis intervention") 

Saint Mary 's Hospital Emergency Center 
244-2551 
"General Information" at Saint Mary's: 244-2273 

Other Resources: 

consult the Mental Health Resource Guide - available at the lab (tell the person you will call back as soon 
as you have the information - then do so, ASAP). 

the U S West Grand Junction phone book has usefiil numbers in the "Community Service Numbers' pages, 
near the front of the book 

Local Therapeutic Resources; 

• See the up-to-date list posted in the lab 
• Consult with Bruce 

TELEPHONE SCREENING FOR STRESS MANAGEMENT - DATA SHEET: 

Interviewer; 

CALLER'S NAME; 
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DATE OF CONTACT(S): 

PHONE NUMBER(S) (Home & Work): 

BEST TIMES TO CALL: 

ADDRESS: 

PRIMARY SCREENING 

Li\ing in GJ/Grand Valley for 3 months: YES NO 

At least eighth grade education: YES NO 
(If yes, but didn't exclude -

why? ) 

Can attend at least one of the scheduled class times? YES NO 

Primar\- Screen Result: PASS FAIL 

If PASS, interested in participating?: YES NO 

If YES - continue with "Telephone Screening Questions ' 

If NO a) why not: 

b) told them about Relaxation and Stress Reduction Workbook? 

YES NO 

TELEPHONE SCREENING QUESTIONS 

1) Age: 

2) Medical Conditions YES NO 
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What conditions?: 

3) Counseling or Therapy YES NO 

Agreed to consult %vith counselor or therapist; YES 

If NO; Bruce needs to be told to give them a call: 

4) Rcason(s) for wanting to participate; 

Telephone Stress Survey (PSS-SF) 

(1) 0 1 2 3 4 (2)4 3 2 1 0 

(3) 4 3 2 I 0 (4)0 1 2 3 4 

Total; (5 or more; they probably will qualify - don't need to inform them of that) 
(2-4: inform them they might not quality ) 
(0-1; they almost ccrtainly won't qualify' - probe as to why they would 
describe themselves as "stressed") 

5) Suicidal Thoughts; YES NO 

(If yes - assess for degree of suicidality; suggest alternate treatment) 

Suicidal Intent: YES NO 

(If yes - intervene to the extent necessary to get them quick help) 

6) Decision; 

QUALIFIES DOESNT QUALIFY 

UNCERTAIN (why; 

) 

NO 

• done 

DATE OF COMPLETED PHONE SCREEN; 

REFERRAL INFORMATION PROVIDED; YES NO 
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APPENDIX C: Behavioral Relaxation Scale (BRS) Administration and Scoring Guidelines 

BRS ADMINISTRATION 

PREPARATION FOR THE BRS: 

EXPLAIN THE PROCEDURE (this allows us to track your progress at learning to relax, need to have all 
parts of body supported, don't use tension even if you know how. just become as relaxed as you 
can for about 6-7 minutes: "I will let you know when time is up"; warn them that there might be 
some distracting sounds from next oCfice, but they should just let them be there while they relax) 

LAB LIGHTS OUT (turn on the torchiere light softly if you can't see the person well on the TV monitor) 

POST THE DOOR SIGN (the one that tells anyone who shows up to stay out, or to come in and sit on the 
couch to the immediate left) 

MAKE SURE CAMCORDER IS RECORDING (it will say "REC" and arrows will be moving across the 
screen, both on the eyepiece and on the TV monitor - if it is in paused mode, there will be two 
vertical bars in the middle of the screen) 

HOLD UP THE SIGN WITH THE PARTICIPANT'S # AND THE ASSESSMENT SESSION NAME 
(e.g.. 23 PRE) - then head into ofiicc and close tlie door 

START THE TIMER FOR SIX MINUTES 

UNPLUG THE TELEPHONE. TURN DOWN THE SOUND ON THE ANSWERING MACHINE 

CHECK PARTICIPANTS PACKET OF MEASURES (make sure they filled them all in completely - if 
not, have them finish immediately after the BRS) 

AFTER THE BRS: 

PLUG IN PHONE, TURN UP SOUND ON ANSWERING MACHINE A LITTLE BIT 

AROUSE THE PARTICIPANT GENTLY! 

TURN OFF THE CAMCORDER (push the red button to stop it, turn off the toggle s\vitch on top, put the 
lens cap back in place) 

LAB LIGHTS BACK ON 

TAKE DOWN THE DOOR SIGN 

Note: standard text quotes Poppen (1988). Italicized text reflects specific decision rules for the Stress 
Management study. 
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1: Head 
Relaxed. The head is motionless (i.e., both the head as a whole, and the muscles of the head) and 
supported by the recliner with the nose in the midline of the body. Body midline can usually be 
determined by clothing features such as shirt buttons or apc.>: of V neckline. Part of the nostrils and the 
underside of the chin are visible. See Figure 2.1-A. 
Unrela.\ed. (a) Movement of the head - either overall, or of muscles located in the head, e.g., jaw or facial 
muscles, (b) Head turned from body midline; the entire nose is beyond midline (Fig. 2.1-B). We'll do 
"nose is substantially more than "one nose-length " off to one side - i.e.. if they are clearly lilting their 
head, and it obviously is not just the distortion caused by the camera angle and the beanbag chair, (c) 
Head tilted downward: the nostrils and underside of the chin are not visible (Fig. 2.1-B). Some forv,-ard 
head tilt is OK - the beanbag is throwing our picture off - see note after point (e). (d) Head unsupported 
by the bcanbag/pillow. (e) Head tilted upward; the entire underside of the chin is visible. .Vote re. head 
tilt: if some any part of nostrils andor underside of the chin is visible, score as relaxed (just want to make 
.sure head isn't too far forward or back - the main point is that it should be supported by the chair or a 
pillow). 

2: Eves 
Rela.xed. The eyelids arc lightly closed with a smooth appcarance and no motion of the eyes beneath the 
lids. See Figure 2.2-A. 
Unrclaxcd. (a) Eyes open, (b) Eyelids closed but wrinkled or fluttering (Fig. 2.2-B). (c) Eyes moving 
under the lids. 

3: Mouth (NOTE: MOUTH WILL NOT BE SCORED IN THIS STUDY) 
Relaxed. The lips are parted at the center of the mouth from one-quarter to one inch (7 to 25 mm), with 
the front teeth also parted. See Figure 2.3-A. 
Unreia.xed. (a) Teeth in occlusion (closed up), (b) Lips closed (Fig. 2.3-B). (c) Mouth open greater than 
one inch (25 mm); in most cases the comers of the mouth ;vill separate when the mouth is open beyond 
criterion (Fig. 2.3-C) (d) Tongue motion, e.g.. licking lips. Note: the mouth may present problems as it is 
difficult to see on video. If it is just not possible to decide whether the mouth is relaxed or not, don't 
score it at all. 

4: Throat 
Rela.xcd. Absence of motion. See Figure 2.4. 
Unrclaxed. Any movement in the throat and neck, e.g.. swallowing or other laryn.\ action, twitches in the 
neck muscles. Any movement of the entire head automatically constitutes throat movement fi.e., score 
throat movement as "-"for head and throat). Any movement of the throat alone (e.g., swallowing, 
twitches) scores as "-"just for the throat - head is scored independently. 

5: Shoulders 
Rela.\ed. Both shoulders appear rounded (note: arms that rest high on the trunk produce non-rounded 
shoulders - see (c) below) and transect the same horizontal plane. They rest against the recliner/beanbag 
with no motion other than respiration. See Figure 2.5-A. 
Unrelaxed. (a) Movement of shoulders. Movement of entire arms constitutes unrelaxed shoulders, (b) 
Shoulders on a diagonal plane (Fig. 2.5-B). iVe will allow them to be scored as relaxed (i.e., if their 
shoulders are tilted off of level, but are on the same plane (since beanbag and camera angle throw them 
off) .AND their arms are both supported on their lap or the chair. If shoulders are moderately -
substantially tilted, and an arm is hanging off the side of the beanbag, they are scored as However, if 
they are clearly tilted on a diagonal not attributable to the chair or camera, they are unrelaxed, even if 
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arms are supported, (c) Shoulders are raised or lowered so as not to appear rounded (Fig. 2.5-C). 

(Continued on back) 
6: Body 
Rela.xed. The body is relaxed when the torso, hips, and legs are symmetrical around midline, resting 
against the chair, with no movement. See Fig. 2.6-A. Note that if legs are crossed A T ANKLES and body 
would be otherwise symmetrical (if legs were uncrossed), score body as relaxed (i.e., ") (feet, however, 
score as ; see "Feet,"section 8 below). 
Unrela.\ed. (a) Any movement of the torso, e.\cluding respiration, (b) Twisting of torso, hips, or legs out of 
midline (Fig. 2.6-B). Mote that beanbag/camera angle might cause apparent twisting - therefore, the 
twisting must be substantial to result in an "unrelaxed" (i.e., score, (c) Any movement of the hips, 
legs, or arms, which docs not result in movement of feet or hands (these arc scored separately), (d) Any 
part of the back, buttocks, or legs not supported by the recliner/beanbag chair. 

7: Hands 
Rela.\ed. BotJi hands are resting on the armrest of the chair/side of the beanbag, or on the lap, with palms 
down and the fingers curled in a claw-like fashion. The fingers are sufllciently curled if a pencil can pass 
freely beneath the highest point of the arc (e.\cluding the thumb). Sec Fig. 2.7-A. li e will allow hands to 
be higher on the body than the lap, or on cushions to the side of the beanbag - if they are both visible 
they can he scored as relaxed or not (if one hand is not visible, don't score hands). 
Linrela.xed. (a) Hands gripping the armrest. If hands are grabbing or pushing into the fabric of the 
beanbag, they are unrelaxed. (b) Fingers e.\tended and straight (Fig. 2.7-B). (c) Fingers curled so that 
nails touch the surface of the armrest^canbag chair/lap (Fig. 2.7-C). (d) Fingers intertwined, (e) 
Movement of the hands. 

8: Feet 
Rela.Ncd. The feet are pointed away from each other at an angle between 60 and 90 degrees. See Fig. 2.8-
A. 
Unrela.\cd. (a) Movement of feet, (b) Feet pointing vertically or at angle less than 60 degrees (Fig. 2.8-B). 
(c) Feel pointing out at an angle greater than 90 degrees (Fig. 2.8-C). (d) Feet crossed at the ankles (Fig. 
2.8-D). (c) One heel placed more than one inch (25 mm) fore or aft of the other. 
Sole: feet are scored as unrelaxed due to being crossed - however, body might be scored as relaxed (see 
"Body," section 6 above). 

9: Quiet 
Relaxed. No vocalizations or loud respiratory soimds. 
Unrelaxed. Any verbalization or vocalization, such as taking, sighing, grunting, snoring, gasping, 
coughing. 

Notes: 

Note re. UNOBSERVABLE POSTURES; unless enough detail is visible to make a clear decision, do not 
score the posture (i.e., just leave blank). Do not make inferences/guesses about what you caimot see. 
Note; if part of a body part is not visible, then the whole posture is unscorable (even if another part is 
clearly visibly unrelaxed). This is especially likely to be true of the hands. (Rationale: scoring if one 
unrela.\ed part is visible introduces a negative bias into the scoring). 

If you would like to review a posture, just run the segment again. If you would like to consult 
with someone, put a question mark between theand the"+" (whether you have scored it or not), then 
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remember to consult ASAP (and note: if you have a question, it is probably about something that others 
are finding confusing - discuss it with the other scorers, and come to a resolution if possible - that way 
we'll be more consistent/reliable). 

Note re. SUBSTANTIAL MOVEMENT OF BODY; clearly this means body is unrelaxed, but note that 
other postures may have been involved (head, shoulders, throat, hands, feet, etc. - the best thing to do is 
review that entire 15 sec. interval and confirm what actually moved, and score appropriately). 

BEHAVIORAL RELAXATION SCALE (BRS) TRAINING OVERVIEW 

HOW THE BRS WILL BE SCORED FOR THIS STUDY 

a) We will score all participants from videotape (this removes the stress of observation during the 
procedure), 
b) Scoring will start e.vactly 2:00:00 minutes after the RA has held up the sign with the participant's 
number and session (i.e., pre-, mid-, or post-treatment). 
c) We will not be scoring breathing. 
d) We will score 6 intervals: i.e., 15 s of observation, 15 s of recording; repeat 5 more times. This means 
scoring will require 3 minutes per participant per BRS. (Note how this differs from using breathing. 
w hich requires twice the time, plus establishment of a baseline.) 

SEQUENCE OF TRAINING ON THE BRS 

1. Introduction to the BRS & Memorization of BRS items - must pass test by scoring 100% (familiar with 
items, general understanding of procedure, etc.) Basic concepts: BRS is a way of observing specific 
behaviors during short time periods, and making a judgement about whether they get a or a we 
arc not making judgements about whether they arc relaxed or not. We arc also not influenced by anything 
that happens during the non-scoring intervals. 

2. Group practice scoring individual items - use "BRS Training Tape #1 -Individual Items" - each trainee 
scorcs each item as it comes up, for a series of all ten. Then stop, compare scores, go back and discuss 
each as necessary. Proceed to the next set, for at least five sets (e.g.. one full BRS). Stop and discuss. Go 
on to the ne.vt batch of five sets, and repeat the procedure. 

3. Analog Rela.\ation Observations #1 - use "BRS Training Tape #2" - Single Individuals." Play tape for 
15 sccond intervals, let observers score; then compare/discuss scoring. 

4. Analog Rela.xation Observations #2 - use "BRS Training Tape #3 - Single Individuals." Score a regular 
five-minute (i.e.. five interval) BRS. Compare scores, calculate reliability- of the group. Discuss intervals 
as necessary. 

5. Recalibration. Bet\veen Pre- and Mid-, and Mid- and Post-treatment conduct scoring sessions as much 
as necessary to make stire that scoring is reliable and valid. 
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APPENDIX D: Treatment Manual for the Stress Management Classes 

TREATMENT MANUAL FOR THE STRESS MANAGEMENT PROGRAM 

GENERAL GUTOELINES AND PHILOSOPHY 

1) This is a minimalist stress management intervention; the trainer's job is to introduce and demonstrate 
the basic techniques, and to ensure that all participants are performing them correctly, to the degree that if 
they arc practiced and applied as prescribed, they will be effective. 

The most important thing to keep in mind is that participants should be a) practicing PMR, 
and b) working on identifying/modifying their stressful thinking. These t\^'0 things are the heart of 
the intervention. 
2) Noncompliance: if a participant is not compUing: 
a) in ciasscs; 
they will be allowed to do so, so long as they are not disruptive to other participants; they can be 
rcspcctfuUy asked to consider why they are here and what they hope to accomplish (sec #4, Class 
Atmosphere, below). If their noncompliance is disruptive, they will be helped to bccome aware of their 
disruptive influence (if necessary), then asked respectfully to change their beha%ior and/or to reconsider 
(heir participation, and as a last resort will be asked to leave. 
b) with homework; participants will be referred to the REBT compliance skills that are being emphasized. 
Again, the group may be utilized as a resource, as long as they are providing feedback about identifying 
and challenging the irrational beliefs that are presumed to underlie the noncompliance. 
3) Confidentiality and the need for trust are the primary ground rules; they must be continually 
emphasized and modeled by the trainer. 
4) Class atmosphere will be light, with an openness to discussion. Pressure to participate will not be 
applied to anyone; all participation will be openly completely voluntary' and self-regulated. (There is no 
need to make the class a stressful e.\perience!) 
5) The general presentation of the materials will be: simple, straightforward, respectful - the trainer will 
operate from a position of basic collaborative equality (e.g., say "... these techniques allow us to relax ..." 
rather than "allow you to relax..."). It is desirable for the trainer to come across simply as a person who 
has more e.xpertise, rather than "the e.xpert." If there is an "expert," it is The Relaxation and Stress 
Reduction Workbook . 4th Ed., (hereafter referred to as the "Stress Workbook"; Davis, Eshelman & 
McKay. 1995), and the accompanying Leader's Guide to The Relaxation and Stress Reduction Workbook. 
4th Ed. (hereafter referred to as "Leader's Guide"; Davis, 1995) - these will be the ultimate arbiters of 
what should be done to manage stress. Note, however, that some of the Cognitive Restructuring material 
is being adapted from Mind Over Mood (MOM, Greenberger & Padesky, 1995). 

Lectures are primarily given not to convey a lot of complex info, as in a college classroom, but 
rather to give participants enough understanding to make the stress management program coherent and 
credible; i.e., to persuade them that it will be effective if they work at it. 
6) Participants will be given specific assigiunents from the Stress Workbook to complete; if a 
participant(s) wants to do more from the book, they should be allowed to do so, but with the clear 
understanding (especially for all others) that this is outside the parameters of the Stress Reduction Class, 
and that class time will not be spent on their e.\tracurricular activities (in a friendly, non-harsh way!). If 
necessar>-, they may be reminded that this is a research project, and that it is thus important that the 
specific protocols be followed; and that any questions about the research will be ans%vered at the debriefing 
at the post-treatment assessment session. 

BASIC TREATMENT PLAN 
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1. Relaxation skills: 
Session 1: Basic Relaxation Procedure - train participants to effectively use tape for tense and 

relax procedure. 
Session 3. Introduce the desirability of practicing without the tape (to enhance generalization). 
Session 4: Shorthand Relaxation Procedure (from Stress Workbook) - 4 muscle group tense and 

relax. 
Session 5: Recall-based Relaxation procedure, to enhance coping-in-vivo. 

2. Cognitive Restmcturing; 
Sessions 1-3: psychoeducation about the importance of stress as primarily a mental construct 
Sessions 1 - 6: identifying automatic thoughts, exploring evidence for and against, creating more 

balanced thoughts - worksheets will be used extensively 
3. Stress Awareness: 

Session 1: Modified Stress Awareness Diary (includes situation, mood, and automatic 
thoughts\images\mcmories) to identify stressful situations and the resultant thinking and other 
symptoms 

4. Stress Education: 
Session 1: Intro to stress as a transaction between events and thoughts 
Session 2: "What stress is" 
Session 3: "Coping with stress" 
Session 4: "Coping in-vivo" 
Session 5: "More coping in-vivo: putting all the skills together" 

SESSION 1: INTRODUCTION AND OVERVIEW 
Class Preparation Note: need Pop Quizzes ready to go; SAW pages (adapted from Stress Workbook's 
"Stress Awareness Dian") ready to hand out; Outlines for Session 1 ready to hand out. 
Compliance Measure: 
- RAs will : 

A) unobtrusively note/score attendance for each participant at everv- session (on the 
Attendance/Compliance Scorc Sheet) as part of measurement of compliance with treatment. 

(- Pop Quiz follows Welcome and Introductions) 
Welcome & Introductions: (20-30 min) 
(Compliance continued) Pop Quiz over the readings assigned at the pre-lreaiment assessment session 

-Did anyone feel any kind of a stress response when I said "pop quiz?" (discuss stress as a 
learned response) 

- After the quizzes have been handed in, go over the main points it was intended to 
convey/reinforce: 

1. Regular practice of skills is essential. 
2. Lots of different sources of stress e.\ist, but our mind/thinking is the critical point. 
3. An awareness of stress and our reactions is essential - with that we can use the 
effective skills that we will soon have. 

Lecture: 

• Ground Rules: 
All participants need to agree verbally to be bound by these rules; 
A. confidentiality: all transactions between group members, or group members and the instructor, either 
witliin the classes or outside them, are strictly confidential. £: participants can discuss what is said by 
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olhcrs in classes only with each other, not with persons outside the class. 
(Note that it is OK to discuss the content of the class with anyone you want - in fact, e.\plaimng 
something to other people is a good way to learn it better) 
B. respect for other participants and their efforts 
- part of respect is being on time and ready to work 
C. Giving advice is generally inappropriate here - we are here to work on learning how to manage stress. 
Therefore, any advice should be organized around how a participant might use the techniques to cope with 
stress. 
D. we are at the seminars to work on stress management; therefore, won't be socializing (e.\cept at breaks) 
E. Life is stressful enough - this class should not add to that stress! So, let's keep this class light and 
informal. Laugliing about our stress is one good way to deal with it - so feel free to make fun of your 
stressors. 
F. Stop me if^when you want to lake a break, have a stretch, use the restroom, etc. (or I'll just be an 
Energizer bunny and keep going...) 

• Ov erv iew of the Class: what we will do, and why 
A. Analogy of stress management skills to learning other skills (PMR like riding a bike - effortless once 
learned; CR like poker or chess - very calculating, instead of emotional). Your skills at the end of 6 weeks 
will depend on how consistently and well you practice during the training. 

Analogy of stress management skills to tools - give you something to use to fi.\ the problem! 
(Thanks Cassandra) 

- Reframe stress; 
1. Issue a challenge to work at it for at least these 6 weeks 
2. Stress is an opportunity during this time! Welcome it! 

B. Basic Elements: discuss PMR and CR in conte.\t of the stress cycle: 
- PA/7? takes practice, practice, practice (steady improvement, perhaps with plateaus; also note -
there may be no real effects for about 2 weeks) 
- CR is best learned in stages, because habits of thinking are not quickly modified - compare 
with other complex skills, e.g., driving a slick shift car - we must do these things thoughtfully, 
until they become automatic: a. become aware of automatic thoughts b. identify which are "hot" 
(i.e., tied to mood, aa\iety) c. learn to challenge them d. substitute more balanced thoughts 
(improvement in a step-wise fashion) 

C. Structure of the Classes: 
- lectures 
- demonstrations 
- exercises 
-homework (emphasize its vital importance) - note that we will be looking at homework pages 
- research activities 

• Overview of Roles: 
Mine: to present the info, and help you learn the skills. I will support you. but I won't push 
anyone any more than they agree to let me. 
Yours: to work as much as you desire to acquire these skills; to support your groups' efforts. 
Note that many of these skills are founded on those that were learned earlier, and thus missing 
classes may set you back (we will help you make up lost ground if you must miss a class). 
Group's: to provide support to each other to acquire and apply skills; to share experiences to 
maximize each individual's learning. 
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• Discuss and assign the Stress Awareness Worksheet (straight out of Stress Workbook). (Hand out 
SAWs - explain the procedure) 

- example of a SAW entry: Stress Workbook, p. 19 
Exercise: (20 min) 

• PMR Rationale: 
A. Developed by Edmund Jacobson - 1920s & '30s 

B. Rationale for PNIR; musclc tension part of the Stress Cvcle: 
stressful/aaxious thoughts -> 

muscle tension -> 
stressful/anxious thoughts -> etc. 

C. Rela.xation is incompatible with tension - both in muscles and in the mind 
- replace the stress restwnse with the rela.\ation response 

D. PMR is what we leam first because it is the foundation for stress management skills - very effective 
\\ hen mastered 

- importance of PMR: 
1. "Strategic relaxation" - reduce overall levels of stress, allow relaxation to occur so you 
can rejuvenate 
2. "Tactical Relaxation" - allows coping with specific stressful situations, making them 
less stressful 

E. Regular practice is essential: PMR is a skill 
- practicing twice per dav is recommended 

- can practice in a better setting than we have here 
- can focus on any problematic areas, give them extra attention 

- after about two weeks of practice people start to really be proficient 
- also, many don't notice any real benefits for a couple of weeks 

• Demonstration of diaphragmatic breathing (basically from the Stress Workbook) 

• Demonstration of PMR basics (for successful use of the tape); 
- Tensing: a) "running start" to relaxation 

b) provides a contrast to how a relaxed muscle feels - noticing this is important 
- Release the tension quickly, and notice how it feels - just let it get more and more relaxed (have 
everyone try with an arm muscle) 

PMR essentials: 
1. Support all parts of body - demo some of the BRS postures (e.g., feet not crossed, 

body symmetrical). (3an do it fully or partly reclined. 
2. Do not practice in anything but a quiet setting, with little chance of disruption -

relaxation practice should be your private time. How to deal with external 
noise: first, control it; second, just let it be there, notice it and go on with the 
PMR (note: if it is so loud it interferes with hearing the tape at a low level, it is 
too loud) 

3. Suggest doing some diaphragmatic breathing before begirming - e.g., five deep, slow 
breaths to get into the rhythm, then start the tape, or do on your own. 

4. Do not over-tense muscles - especially the calves and feet, and back muscles! Do not 
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tense these muscles for more than about five seconds. If you do cramp up, 
massage the crampcd muscles, then spend at least one minute scanning yourself 
for tension and returning to an over, all relaxed state before resuming relaxing. 

5. Moving around is OK - but if you are fidgeting and squirming, you are not relaxing, 
and we need to work on how to fix that. 

6. Practice with the tape; after a few runs you will know where any diflicult-to-relax 
muscles are. Take a few minutes while still relaxed to tense and relax those 
further. I am happy to discuss solutions to relaxation problems with you (one 
of the weaknesses of the Stress Workbook - no troubleshooting guide!) 

Weekly Homework Assignment: 
1. Practice PMR twice daily to tape. 
2. Read Chapter 15. 
3. Work on the Stress Awareness Worksheet every day - or at least try to get two weekdays and one 
weekend day. 
4. Use diaphragmatic breathing as necessary when tense. 

Class Session Follow-up Note: Telephone any participant who missed the session - tell them we arc 
mailing them information they need. Immediately mail them the SAW with instructions, a class outline 
(including homework assignment). 

SESSION 2: STRESS EDUCATION AND IDENTIFYING OUR AUTOMATIC THINKING 

Class Preparation Note: Need Automatic Thoughts Worksheets to hand out; "Questions to Help Identify 
Automatic Thoughts" ready to hand out; Outlines for Session 2 ready to hand out; NBC-SM2 ready to 
hand out; prep, from MOM pp. 49-53. Also useful to review MOM Chapter 2 (re. automatic thoughts, 
and the cfTect of thoughts on mood, behavior, physical reactions). 

Compliance Measure: 
• Check participants' SAWs (full compliance is scored as a minimum of five entries) 
• NBC-SM2 
• Attendance 

Follow-up on previous session/group interaction: 

• SAW: problems or questions? Anyone learn anything new? 

• PMR: Problems with or questions about? 
PMR TROUBLE SHOOTING: 

1. Spasms & Tics - are an indication that relaxation is proceeding well, and not a cause 
for concern (often occur during sleep when they are not noticed - now you are 
awake but very relaxed, so you notice them) 

2. Intrusive or unwanted thoughts - Note: a "blank mind" is not necessary for PMR. If 
intrusive thoughts are problematic, relaxer can choose an alternative set of 
thoughts to focus on - should be neutral or pleasant, but not arousing (e.g., 
lying on the beach, listening to the waves, feeling the warm stm). 

3. Sleep - although PMR can be useful for falling asleep, it is important to practice to 
completion (only then will the skills be completely learned). Don't practice 
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during "sleepy" limes of day. yMtemately, when practicing on own, reduce the 
lime spcnl on each muscle group - focus on gelling ihrough (paradox - how lo 
do this and stay relaxed!). 

4. Inability to relax specific muscle groups; best to consult witli the trainer - call and 
discuss it, rather than waiting until the next class meeting. 

5. Strange feelings (e.g., warmth, coolness, floating sensations, disorientation) - are 
normal (reassure the individual - these arc signs that relaxation is progressing 
normally). If necessary, can reorient self; open eyes, look around room and at 
o\vn body, then continue (don't move around, unless absolutely necessary). 

6. "Losing control" - requires a) more PMR preparation (discuss what client may expect 
during relaxation); b) individual sessions conducted by Trainer to get started 
(see Bernstein & Borkovec, 1973, p.50) 

7. "Internal arousal" - a feeling of tension or lightness internally; normalize, explain 
that these arc probably muscles that are not under voluntary control, and they 
are being felt as a result of the contrast with the relaxation of voluntary 
muscles. These will relax with further practice. 

8. Failure to follow directions - a) reiterate basic instructions (see Session 1 notes), b) 
meet with person individually and assess other possible reasons for 
noncompliance, intervene appropriately 

9. Failure to practice at home - assess why this problem occurs, and suggest appropriate 
steps (e.g., read/use time management chapter in Stress Workbook; post notes 
to self, use a chart at home, enlist someone to provide reminder). If necessary, 
consult with client and intervene appropriately. 

10. Soreness; from tightening muscles too hard, too much - back offl 

Lccture: "What Stress Is" 
A. What stress is; defmition; "Stress is any change that we must adapt to" (compare to "stress is when 
environmental demands e.xceed our ability to cope" - another useful definition). 

- Metaphor of cars & trucks stressing the bridge; stress "piles up" and wc tend to e-vperience it as 
stress when it crosses some threshold 

- Sources of Stress (from Stress Workbook); 

1. environmental stressors - weather, noise, etc. 
2. social stressors - deadlines, interviews, expectations, conflicts with others, various demands, 
finances, etc. 
3. physiological stressors - growth & maturation, sleep deprivation, aging, poor physical 
condition, illness, etc. 

- all of the above are "changes that we must adapt to" - things that are outside us. 

/ 4. our thoughts - all the other stressors are run through the filter of thoughts: beliefs and 
attitudes result in more or less stressful interpretations of events. (Elaborate on this; make sure 
participants understand that the mind is vitally important in understanding our reactions to 
stress.) 

B. Reactions to stress; 
- The nervous system (brief overview) 
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Central - Peripheral 
Somatic - Autonomic 

SYMPATHETIC - PARASYMPATHETIC 

- Flight or fight response; the sympathetic division of the nervous s>'stcm "turns on" to prepare to fight 
or run like heck - a survival mechanism 

- activation; heart rate, muscle tension and breathing rate ail increase, hypcrvigilance occurs, 
blood directed away from digestive tract and extremities; also, stress hormones are sccreted that 
interfere with immune functions 

-and -

- when threat is removed, parasympathetic system takes over, to restore the normal (relaxed) 
functions - the relaxation response: so, the parasympathetic and sympathetic systems in balance 
is "normal." 

- important point re. learning; while most of the Jlight/fight responses are automatic, the 
triggers for those responses are learned - a major reason for the excess stress is because we 
have learned to turn on the stress response for less than llfe-and-death reasons. And just as we 
learned those old maladaptive responses, ue can learn new wavs of responding to stress - which 
is what ue will be doing in this class. 

H e will be learning: 

a) what has been called "The relaxation response," and 
b) how to change our interpretations of situations from overwhelming, or life-or-death, 
to merely a hassle that can be much more easily coped with. 

-Symptoms of Stress; refer to the Stress Workbook, pp. 10-11 (Physical Symptoms of Stress); 
point out how ail these symptoms can be attributed to activation of the fight/flight response. 
Note that stress responses can be: 

1. Physical 
2. Psychological 

3. Behavioral (e.g., avoidance) 
- Questions? 

• Stress Thinking; 

E.xample; (tell the group to consider what each of them would feel in the situation they are about 
to hear - but keep it to themselves) 

- you meet a person who you find attractive, but who does not look you in the eye while you 
converse: 

- note that there are a number of different thoughts a person could have, and different moods may 
follow; 
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a) Thought: "this person is rude - he/she is just wasting my time" 
Mood you would experience? (irritated sad nervous caring) 
b) Thought; " this person thinks I am boring -1 bore everyone..." 
Mood you would experience? (irritated sad ner\'ous caring) 
c) Thought: "this person is very shy - he/she is probably too uncomfortable to look me in 

the eye" 
Mood you would ex-perience? (irritated sad nervous caring) 

Important point: what we think influcnccs what we feel - and ailects our responses (both 
behavior and physiological) 

- THE INTERPRETATIONS THAT WE GIVE TO EVENTS ARE IMPORTANT. BECAUSE 
THEY INFLUENCE THE MOODS WE THEN EXPERIENCE 

-then; our mood influences what we think next: If I feel depressed. I e.\pect things to go 
wrong (self-fulfilling prophecies!) 

- consider -
If I feel: Then the ne.\t thoughts might be: 
anger: "the ne.\t person who crosses me is going to get it!" (spoiling for a fight) 
anxietv: "what is going to go wrong ne.xt?" (worry, aavious apprehension) 
caring: "I'm going to try to get this relationship to develop." (openness and 

appreciation) 

Another important point: the environment tends to shape the thoughts we have - something that 
is harmless in a calm environment may seem terrible when we are stressed (e.g.. toddler 
spills milk when I'm in a rush. vs. not: the rush pushes me over the stress threshold) 

- AUTOMATIC THOUGHTS occur all the time, since we constantly are thinking: may be thoughts, 
images, or memories 

- auto thoughts that accompany stress - not reasoned, balanced or well-considered; rather may 
be anxious, pressured, self-protcctive, self-denigrating 

- but if we can become aware of them, we can change them - and thereby change our automatic 
reactions to stressors, and thus reduce our stress 

* Make sure participants understand the connection bet\veen 
En>1ronnient ] Thoughts <—> Moods <—> Behaviors <—> Physical Reactions 

• Becoming Aware of Automatic Thoughts e.\ercise (adapt from MOM pp. 49-53; hand out worksheets, 
do an e.xample. Emphasize that doing the exercise is what leads to the learning that we are seeking). 

Have participants imagine or remember a situation that evokes a strong emotional reaction. - Note what 
automatic thoughts arise. 

Hand out the "Questions to Help Identify Automatic Thoughts" sheets 

Hand out "Questions to Help Identify' Automatic Thoughts" sheet - discuss how to use it. 
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Have participants do one automatic thought entry in class (discuss if they are willing). 

Emphasize the importance of this exercise to the group! 

Assignment: complete at least one entry per day (this keeps us aware of our thinking processes). 

Note: no more reading will be "assigned." but - go through the Stress Workbook: note what you think 
would work for you. & give it a good try. Start becoming your own "stress coach." 

Weekly Homework Assienment: 
1. PMR twice per day to tape (still acquiring the basic skills) 
2. Do tlie automatic thoughts e.vercise daily: try to get at least one entry per day - shoot for at least five 
entries bv nc.xt week (10 if there is a week ofO. 

Class Session Follow-up Note: 
(1) immediately mail copies of the class outline with "we missed you" or some such handwritten message, 
as well as the Automatic Thoughts E.xercise materials & NBC-SM. to anyone who did not attend. 

SESSION 3: WORE STRESS EDUCATION, AND IDENTIFYING THE "HOT" THOUGHTS IN 
STRESSFUL SITUATIONS 

Class Preparation Note: need "Identifying Hot Automatic Thoughts" worksheets ready to hand out; 
Outlines for Session 3 ready to hand out; prep, from MOM pp. 55-58. 
Compliance Measure: 
• Check participants' Awareness of Automatic Thoughts Worksheets 
• Attendance 

FO IIOW-UD on previous session/group interaction: 
How IS PAfR going? Address any needs/conccms. 

Lecture: "Coping With Stress" 
A. Quick review of last time's lecture 

1. What stress is 
a) stress defmed: "any change that we must adapt to" (or "when demands e.\ceed our 
ability to cope") 
b) stress "out there" vs. in our minds: our interpretations of events are central to the 
stress process 

2. reactions to stress 
a) sympathetic (activation) vs. parasympathetic (restoration) 
b) stress is learned - what to react to 

- how intensely to react to it 
- and we can also learn to overcome that prior learning 

B. (Continue with) -> How to cope with stress: what we do in this class and why (note: need to elaborate 
on each point until all participants understand them): 

1. Breathing and Progressive Muscle Rela.xation (PMRV 
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Fight/flight rcxn. produces muscle tension and mental tension 
- but -

cannot have both tension and relaxation 
- so -

PMR and diaphragmatic breathing are direct ways to reduce the tension and thus reducc 
the stress 

- but! -
PMR and DB are not quickly and easily teamed (or we would all have figured out how 

to do them) 
- so -

Practicing is more important than talking about them (which is why we started out 
doing them, and saved the discussion until now) 

With practice they can become automatic and natural 

2. Cognitive Restructuring (CR): 

Our evaluations of stressful events shape our moods, result in the degree of stress 
experienced (why stressors arc so different for different people - e.g.. going to 
the mall during holiday season. Get examples from the grouoV 

Knowing that there is a normal tendency to over-respond to certain stressors is very 
important in understanding and reducing stress - e.g.. kids yelling and crying, 
people driving slowly when we are in a hurry.... (take examples from the 
group) 

These responses are not "natural" - they are learned. We learned to overreact to certain 
things, and now we usxally don't think about why we do that - we just do it! 
Automatically! 

Important Point; we can learn new ways to react, and we don't need to even know where 
learned the association between some event and a stress reaction. 

CR is a way to change the automatic habits of reactive thinking; 
- to more reasoned and balanced thoughts 
- finally, to more balanced reactions. 

Again • practice, practice is key. 

It is possible to do this on your own - can succeed with the Stress Workbook and 
willpower 

- but note -
The very automaticity of out stress responses makes it hard for us to do w hat we need to 

do. (Our response to stressors is a survival response, where acting is more 
important than thinking - but most stressors are not life and death!) 

3. Practicing for Stressful Situations; when we are stressed is precisely when it may be most 
diffioilt to remember that there are other things we can do! 

We do the S AWs to start the process of doing something else than what comes naturally 
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in stressful situations. 
It is important to start practicing PMR and CR in actual stressful situations; 

- use muscIc tension as a cue for relaxation 
(Elaborate: have participants scan bodies from head down, notice own current muscle 
tension - they should be able to do it, now that they have some PMR experience - and try 
to relax it out). 

Any Questions? 

• Identifying Hot Thoughts E.xercise: E.\ercise from MOM pp. 55-58. Emphasize just how important 
this step is! 

Need to e.xplain precisely what the exercise should look like (to facilitate scoring compliance): 1) 
fill in something in each column; 2) put a line under each entry; 3) Do at least one entry per day 
(this keeps us aware of our thinking processes). 

Review of Automatic Thoughts: 

- we always have automatic thoughts 
- in stressful situations Auto Thoughts are especially important in influencing our reactions, 
because THOUGHTS -> MOOD 

Last time: we noticed our automatic thoughts: identified them, listed them, etc. 

Now: w e will note that some thoughts arouse more of an emotional reaction than others - these are the 
HOT AUTOMATIC THOUGHTS 

To identify the "hotness" of your automatic thoughts, consider each one individually: 
- notice how it makes you feel - e.g.. angry, nervous, irritated, etc. - then rate the intensity of 
that mood. 

- E.xample; "I'm trapped in this lousy job" -> depression or dejection 
"I want to kill my idiot boss" -> anger 
"I don't think I can stand much more of this" -> aiLxiety, agitation 

Our eventual goal: to immediately identify the automatic thoughts that produce the negative 
emotions 

• PMR - start practicing without the tape to promote independence, increase skill and ability to adapt to 
various situations. 

- Shorter sessions, in different places or circumstances will improve your ability to apply PMR in 
a "tactical" sense. 
- Note; keep working with the tape (or at least doing complete relaxation sessions) once per day -
this ensures that your skills keep developing, and that the tactical applications are as effective as 
possible (it is also better for your health!). 

Weeklv Homework Assigiunent: 
1. PMR twice per day - once to tape, and once independently 
2. Scan for muscle tension at least twice per day, and consciously relax! 
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3. Do the Hot Automatic Thoughts exercise every day. Tr>- for at least one per day; at a minimum bring in 
fi\ e entries to next session (10 if we take a week off). 

Note: could do some/all of the scheduling of mid-class assessments at this time 

Class Session Follow-up Note: 
(1) immediately mail copies of the class outline with "we missed you" or some such handwritten message, 
as w ell as all the Hot Automatic Thoughts exercise materials, to anyone who did not attend. 

MID-TREATMENT ASSESSMENT goes here - participants need to schedule this so it won't interfere 
with their session for the week 

SESSION 4: GATHERING EVIDENCE ABOUT OUR AUTOMATIC THOUGHTS, AND 
PUTTING THE SKILLS TO WORK 

Class Preparation Note: need worksheets for In-Vivo Practice ready to go (Hierarchy Brainstorming 
Sheets and In-Vivo Plan sheets); need worksheets for "Hot Automatic Thoughts" exercise and "Evidence 
Against Automatic Thoughts" sheets (QHT) (MOM p. 70) ready to go; Outlines for Session 4 ready to 
hand out; prep, from MOM PP. 63-79. 80-81; prep from Barlow & Cemcy. 1988, pp. 110-111). 
Compliance Measure: 
• Check the Identi^ ing Hot Automatic Thoughts exercises 
• Attendance 
Follow-up on previous session/grouD interaction: 

Lecture: "Coping In-Vivo" (or "coping with stress in real-life") 

A. As pointed out last time, the automaticity of stress responses interfere with our attempts to substitute 
nev. responses (we react instead of acting). 

- This sometimes makes it hard to remember to use our skills, or to use them effectively 

B. We have spent a good deal of time learning some basic stress management skills. It is now time to 
start actively applying diaphragmatic breathing, PMR and CR in stressful situations (if you have not 
already been doing so) 

- with practice, PMR skills will now let you quickly reduce your muscle tension in stressful 
situations ("Tactical PMR"). 
- your CR skills are still being developed, but it is helpful to pay attention to the automatic 
thoughts that arise in stressful situations (are they accurate?). 

C. How to remember to use these techniques; Discuss Chapter 15 in the Stress Workbook. 

-> Stress Workbook's approach (from Chapter 15 - a version of Aaxiety Management Training): 
I. Learn to relax efficiently - what we have done with PMR. 
II. Stressful Events Hierarchy - increases awareness of stressfiil situations beyond what the 

SAD (i.e., what we called the SAW) provides, allows us to actively prepare for them. 
III. Relax to the Stressful Events on the Hierarchy - practice relaxing to stressful situations -

this takes away some of their threat (reduces the anticipatory worry). 
IV. Stress Coping Thoughts - this is a simplified version of what we are doing to change the 

%vay that we think about stressors. 
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V. In-Vivo coping - applying the PMR and CR to stressful situations, and using each 
experience to improve for the next time. 

V: This is an excellent, research-proven method - it can be recommended for those with 
high stress (esp. in specific situations). 

• * * This is a very important step in really making these skills work for you. We will discuss this more 
before the end of the class tonight. 

• Short hand PMR - if you have been practicing, you are getting good enough to start doing muscles in 
larger groups - this makes the procedure faster and more "portable." Discuss with references to 
Stress Workbook Ch. 4 (pp. 37-38). 

• Evidence For and Against Hot Automatic Thoughts Exercise 
Short but thorough review: Automatic thoughts influence our moods (they arc the attitudes, 

beliefs and evaluations that lead to the moods we feel) 
- in a stressful situation, it is common for one or a few hot thoughts to produce the mood 

we feel - change them. & we change the stress! 
Important to note: 

- Automatic thoughts are very RIGID: they don't leave a lot of room to think in other 
ways 

- We will start using some methods to make our thinking more FLEXIBLE - this will 
have effects on our moods (balance them out) 

2 CUES: - if you feel muscle tension - it is time to use relaxation 
now: - if you feel a negative mood - time to ask "Where is the evidence?" 

"Where is the evidence?" - we can think of a hot automatic thought not as an accurate representation of 
the way things are. but rather as: 

- an hvpothesis 
-a guess 
- speculation 
- an assumption 
-just an idea, which may or may not be true 

Example of a "hot thought" (pun intended, even though the story is true): nighttime, house on fire. 
friendly neighbors notice and start putting it out, angry homeowner comes out in boxer shorts 
with shotgun to "get whoever is trying to bum down my house!" 

Hand out the new worksheets (called "Evidence That Supports or Does Not Support the Hot Automatic 
Thoughts") - two new columns added this week: "Evidence That Supports the Hot Automatic Thought" 
and "Evidence That Doesn't Support the Hot Automatic Thought" 

Instructions: 
1. Fill in the Situation, Mood, and Automatic Thoughts columns 
2. Circle or otherwise identify the automatic thoughts that are hot - that is. that charge your 

negative emotions 
3. Fill in the "Evidence That Supports the Hot Thought" column - what evidence is there that the 

hot thought is true? 
- note: try to use facts rather than interpretations or inferences. E.g., "he had an angry 
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look on his face" is factual, but "he was angry" is an inference (maybe he had a stomach 
cramp!) 

(make sure participants understand this portion) 
4. (Hand out the OPTT sheets) Fill in ^e "Evidence That Doesn't Support the Hot Thought" 

column - this is the most important part of this week's exercise. 
- Use the "Questions to Help Find Evidence That Does Not Support Your Hot Thought" 
sheet (QHT) to find evidence that works against your hot thoughts. 

(Note; second to last item on QHT refers to "columns J & 4" - those are the 
"Auto Thoughts" and "Evidence That Supports..." columns.) 

- Another possibilitv': on rare occasions hot thoughts may be completely accurate! If that 
is the case, ask "is having this thought" (and the resulting feelings) useful - that is. does 
it help me accomplish my goals? (one of your goals is to reduce the negative effects 
stress has on you!). 

Reminder - at this stage of the process it is important to write down the evidence both for and against the 
automatic thoughts 

- this process will start out effortful - and with practice it will bccome much more easy and 
spontaneous 

For this week: 
1) nil in something in each column 
2) put a line under each entrv' 
3) Do at least one entry per day (this keeps us aware of our thinking processes). 
Use the QHT sheet (called "Questions to help find evidence that does not support your hot 

thought" from MOM, p. 70). 

• In-Vivo Practice of PMR and CR - participants are now probably ready to use the skills they have 
been developing in a stressful situation. Explain what we will be doing here before starting. 

Step 1: Identify stressful situations - make a list of low, medium and highly stressful events that 
happen regularly. Hand out the "Stressful Situations" brainstorming sheets (pg. I of 
vivoplan.wpd) 

• have participants notice what they are feeling as they do the exercise (why in-vitro 
approaches can be effective). 

Step 2: Choose one that is at least moderately stressfiil, but not overwhelmingly so. The 
participant should pick out the situation with the e.xpectation that he/she can successfully apply 
PMR and CR skills (and anything else thev can think ofl to the situation immediately before, 
during, and after it happens (be creative). If they can pick one that occurs several times during 
the week, that is preferred to one they will only encounter once. 

Step 3: Discuss with the class how they will institute their plan to use diaphragmatic breathing, 
PMR and CR to reduce the stressfiiiness of the situation. Make sure they have a clearly defined 
plan - write it down on the "In-vivo Stress Management Plan" sheet (pg. 2 of vivoplan.wpd). 

Note: this will be a good experience to put on the CR worksheet for this week - ask participants 
to please include it. 
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Weekly Homework Assignment: 
1. Practice PMR t^vice per day. once wth the tape and once without it - use shortliand if ready for it. and it 
is appropriate. 
2. Do the E\idence to support/not support hot automatic thoughts worksheets every day. Try to do one per 
day; at least five entries by the ne.\t time we meet (10 if we take a week off). 
3. Use your Stress Management Skills in the situation that you planned for. Include this in your 
worksheet for the week. 

Class Session Follow-up Note: 
(1) immediately mail copies of the class outline with "we missed you" or some such liandwritten message, 
as well as the Evidence to support/not support H.A.T.s e.\ercisc materials, to anyone who did not attend. 

SESSION 5: ADDING SOME BALANCE TO OUR THINKING ABOUT STRESS 

Class Preparation Note: have "Generating Balanced Thoughts" worksheet ready; have In-Vivo plan sheets 
ready; have "Questions to Help You Arrive at Balanced Thinking about Stressful Situations" (QBT) ready; 
Outlines for Session 5 ready to hand out; NBC-SM2 ready; prep, from MOM, pp. 91-95. 
Compliance Measure: 
• Check the Evidence for/against Hot Automatic Thoughts worksheets 
• NBC-SM2 
• .Attendance 

Follow-up on previous session/group interaction: 

• How did the "shorthand" PMR work out? Going more quickly? Still able to get just as relaxed? 

• How did the CR e.\ercisc work out (i.e.. Evidence for and Evidence against hot thoughts)? Problems? 
Discoveries? Successes? 

• How did the "in-vivo" applications work? What went well? What did not? How can you do better ne.\t 
time? 

Lecture: "More Coping In-Vivo: Putting all the skills together" 
Ask the class "y/ho has been using other chapters and techniques from the stress workbook to 

supplement what I have assigned? How has it worked for you? 
Reiterate that while the approach we are using is an excellent method on its own, it also is an 

e.xcellent core to more comprehensive, personalized approaches to managing stress. 
Encourage participants to keep looking at other options: 
- Stress Workbook, pp. 14-15: lots of different approaches to lots of different kinds of stressors. 

- Discuss some of them if appropriate; e.g., time management, assertiveness training, 
e.\ercise, etc. 

- Also some that are not in the Stress Woricbook - e.g., parenting skills training (or other 
specific skills for specific stresses), massage, rewarding yourself, religion/spirituality, 
psychotherapy to change the way we see the world. 

- Note Chapter 10: "Brief Combination Techniques." 
- Note Chapter 21: "When It Doesn't Come Easy." 
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• Recall-only PMR - for quick, "on the fly," "tactical" relaxation - discuss how to practice and use it 
(won't work nearly as well if fiill PMR has not been mastered to a greater degree) 
- discuss when to use it (e.g., when stressors can be predicted, such as getting audited by the IRS, 

or when they are une.\pected. such as getting called in to the office of your boss, with 
whom you share a mutual dislike). 

- practice to the tape O'ust remember the feeling of tension), and/or in shorthand form 

• E.\crcise: generating balanced thoughts (MOM pp. 91-95) 

Review: - certain automatic thoughts (based on our beliefs, attitudes, assumptions, whether 
accurate or not) result in problematic moods. 

- by balancing out our thinking, we can change the problematic moods - we are working 
to substitute logical thinking for the automatic, jump-to-conclusion thinking of 
automatic thoughts. 

Instructions: 
1. Fill in situation, moods, and Hot Automatic Thoughts columns (like you have been doing up to 

now). 

2. Fill in the "Evidence For" and "Evidence Against" hot thoughts columns. 

(Hand out the "Questions to Help You Arrive at Balanced Thinking about Stressful 
Situations" sheet) 

3. Fill in the "Balanced Thoughts" column: 
- look at tlie evidence in the "E\idence For" and "Evidence Against" columns - evaluate 
that evidence logically (can use Chapter 14 here - "Refliting Irrational Ideas") 
a) if the evidence docs not support your Hot Automatic Thought(s) - write an 

ALTERNATIVE \'iew of the situation (e.g.. the shotgun/bo.xer shorts guy!) 
b) if the evidence partially supports your Hot Automatic Thoughts(s) - write a balanced 

thought that summarizes the evidence for and against the truth of the automatic 
thought 

4. Rate your belief in that alternative or balanced thought, from 1 to 100% 

General Directions: I) fill in something in each column; 2) put a line under each entry; 3) Try to 
do at least one entry per day (this keeps us aware of our thinking processes). 

• Another In-Vivo assignment: 
- Hand out In-Vivo plan sheets (same as used last session). 
- choose another situation from your hierarchy that you filled out last week. Pick one that is a bit 

more stressful than last week's situation (increase your challenge!). 
- use what you learned from last week to design this week in-vivo e.xercise to work even more 

efficiently. 
- continue to be creative - what is dijGferent about this week's situation that could be exploited to 

reduce the stress levels? 

Weekly Homework Assignment: 
1. Do the Balanced Thoughts exercise everyday. Try to complete one per day; have at least five entries by 
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next time we meet (10 if we take a week off). 
2. PMR twice per day - use the shorthand and recall-only versions as appropriate. 
3. Look over the Stress Workbook, if you so desire - what else can you use to help you cope with the 
stressors in your life? 
4. Tr>' out your In-Vivo stress management plan for this week. Notice what works well or poorly or not at 
all. Figure out how to make it work better ne.\t time. 

Class Session Follow-up Note: 
(1) immediately mail copies of the "we missed you" letter, as well as the class outline. Balanced Thoughts 
c.xercise materials (including the QBT), the In-Vivo Plan sheet and NBC-SM. to anyone who did not 
attend. 

SESSION 6: SUMMING UP, CONCLUSIONS, GOODBYE 

Class Preparation Note: need full MOM-style Thought Record worksheets; Outlines for Session 6 ready to 
hand out; Trouble Shooting for CR guides (TSG) ready to hand out. 
Compliance Measure: 
• Check the Balanced Thoughts Exercise 
• Attendance 

Follow-up on previous session/group interaction: 

• How is shorthand and recall-only PMR working out? Are you able to use PMR "tactically" (i.e.. notice 
tension and relax it away)? 

- do a PMR TROUBLESHOOTING session (if necessary). 
- do a Diaphragmatic Breathing TROUBLESHOOTING session (if necessary). 

• How did the Balanced Thoughts Exercise work out? Are vour moods changing - becoming less 
problematic? 

(Hand out RRMBBT sheet - note the new piece: we re-rate moods because we can then clearly 
see progress - even if it is only 5% - 10% per sheet, it is a move in the right direction) 

- do a CR TROUBLESHOOTING session - hand out the TSG (Trouble Shooting for CR) form. 
- It is reasonable to e\-pect that your mood will change after completing a Balanced Thoughts 
Worksheet; and that it will continue to get easier (in time, mood will change just by thinking 
more balanced thoughts about the situation). 

- Note: some people find that using Chapter 14 (Refuting Irrational Ideas) in the Stress 
Workbook to challenge their automatic thoughts works very well: Identify the Hot Thought, and 
then challenge it (best if done in writing until you get really good at it). 

(note: I will talk a bit more about difficulties with CR changing moods in just a few minutes) 

• How did the in-vivo plans work out? What worked, or didn't? Did you leam anything that you could 
do better the next time, or in a different situation? 

• Anyone come up with bigger, better, more inclusive approaches to stress management (than just using 
the core skills I presented in class)? Why did you choose those? etc. What can you still do? 

- Make a plan; get support. 
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- Use Chapter 21 of the Stress Workbook (V/hen It Doesn't Come Easy) - at those times when it 
is most difficult, successfully doing the work is especially effective! 

Lecture: "Review, goodbye, and thanks" 
• Review: 

A. What stress is: primarily an interpretation of events that liappen in our lives. Our stress is mostly a 
LEARNED sympathetic nervous system response to certain events, and wc can learn to become less 
stressed. 

B. How stress is (brieO: 
1. Stress is partly physical, so we learned a physical skill to reduce stress (PMR). 
2. Stress is fundamentally mental, so we learned some new ways to think about stressors (CR). 

Note: the CR e.xcrcises have been shown to be very effective - if they have not worked as well as 
you would have liked, so far, there are several things to consider: 

a) you may not have done them thoroughly enough - keep practicing, do them precisely -
use the Troubleshooting Guide to make sure that you arc doing them properly 
(esp. re. finding all the hot thoughts, and the evidence against them). 

b) You may need to do some E.xpcriments: it is of^en the case that wc know something 
"intellectually" but don't really fully believe it. (Moods -> Thinking: therefore 
there is a bias toward not believing the balanced thoughts). With continued 
practice you will probably come around to fiill belief about the Balanced 
Thought. Also, to speed up this process there are ways to test really 
problematic automatic thoughts (referral to Mind CKer Mood). 

c) Sometimes our automatic thoughts arc truly accurate reflections of the way things are 
- if so, it is time to create a Plan for Action to resolve the situation (referral to 
Mind Over Mood). 

d) Sometimes we have fundamental. "Core Beliefs" that just override our efforts to see 
the world differently - these take more work to change, but can be modified 
with sometimes dramatic effects. Again - see Mind Over Mood, or consider 
working with a good therapist to find out what these core beliefs are and how to 
change them. 

C. Review of all that we have covered in the class: 

I. PMR: Strategic: breaks the cycle of stress, allows us to let go of the stress that we have been 
carrjing - and - Tactical: allows us to relax in direct response to stressors as we face them. We 
covered; 

a. full PMR to the tape 
b. shorthand PMR - faster and more efficient (requires more skill) - and, can make the 

shorthand even shorter, with more practice 
c. recall-only PMR - faster and more efficient yet (but requires most skill) 
d. practice, practice, practice is what improves the physical skill of PMR 
e. diaphragmatic breathing is an excellent and completely complementary to PMR. 



215  

- Ultimate Goal: to becomc less tense, more relaxed as a matter of routine. 

2. CR: become aware of the automatic thoughts and systematically replace them with new, more 
adaptive thoughts 

a. bccome aware of automatic, habitual thoughts in different situations 
b. become aware of which ones are tied to the "hot" emotions that are central in stress 
c. learn to challenge those "hot thoughts" with balanced thinking, and substitute cooler, 
more balanced thoughts 
d. a steady, structured approach is the best way to change habits -including habits of 
thinking; which is why we did this step by step. 

- Ultimate Goal; to realize that becoming stressed does not help, is not useful, and 
therefore we may as well be more balanced in our thinking and reactions to stress. 

D. Another important idea - continue to be your own stress management coach; PMR and CR are 
cxccllent starting points in stress management. 

But - It is almost certain that there arc other methods that will help each of us. and so 1 
encourage you to keep working on dc\'cloping an individualized approach that will serve you 
best. Remember - stress is necessar}-, but excessive stress is not. 

E. An\lhing we need to cover, or that anyone would like to say? 

• Thanks and goodbye; 
Thanks to each and everyone of you for attending these classes. I hope they will serve you well, 

and support you in doing the things that you want to achieve in life. Remember, although we have 
covered a lot in these past weeks, stress management is a skill that will continue to improve with practice. 
I encourage all of you to continue to enrich your skills, and to try other things, either in the book or not. 

Are there any final issues that need to be addressed before we are done? 
Thanks, you've been a wonderful class, etc.... 

Weekly Homework Assignment; 
1. Keep working on your stress management skills - use the balanced thoughts worksheet as necessary 
(e.g.. when you run into a new, unique stressful situation). Promote the use of the Mind Over Mood book. 
2. Keep trjing out some other things from the Stress Workbook, as appropriate. Arrange to learn the skill 
in a structured way, and get support from someone who will help you do what you need to learn the skill. 
3. Remember; muscle tension is your cue to relax, and negative moods are your signal to challenge the 
automatic thoughts that produce them. Be creative and fle.xible about challenging your stress! Excess 
stress just isn't worth it! 

NOTE; this would be a good time to schedule participants' Post-Class Assessment sessions (take about 1 
1/4 to 1 'A hours) (schedule in blocks of 1 'A hours) 

Class Session Follow-up Note: 
(1) immediately mail copies of the class outline with "we missed you" or some such handwritten message, 
as well as a reminder that they need to come to the Post-Treatment Assessment session, to anyone who did 
not attend. 
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APPENDIX E; Pre-treatment, Mid-treatment and Post-treatment Assessment Session 
Protocols 

PRE-TREATMENT AND POST-TREATMENT ASSESSMENT SESSIONS PROTOCOL 

PRE-STRESS CLASS ASSESSMENT SESSION 

Preparation for cach participant; 
1. All measures should be prepared and laid out in order. 
2. The video camera should be ready, and aimed properly. 
3. Other? 

"Thank you for coming today. \fy name is . If you have any questions at any time, 
please ask. Have a seat here and we 'II get started. 

The first thing I am going to do today is give you our consent form to read over - it describes the 
project, and asks if you are willing to participate. If you are, sign the form, and we'll go to the next step. 

For the second part I'm going to ask you to fill out some questionnaires - that should take 15 or 
20 minutes. Then I am going to give you a short interview, that will take about five minutes. The 
questionnaires and the interview will determine whether you qualify to participate in this study, although 
most people who pass the phone screening will qualify. 

After we hme finished the questionnaires and the interview, I am going to ask you to sit down 
over in that bean bag chair. IVe are using a procedure called the "Behavioral Relaxation Scale" to 
measure how relaxed people can become. I am going to ask you to relax as deeply as you can, while I 
run the video camera. This will take between five and ten minutes. 

.All of your answers to our questionnaires and the interview will be kept confidential, as will the 
videotapes. The only people who will have access to them are the staff of this research project. 

Do you have any questions? 

The first thing I'm going to give you is the consent form. Please read through it. and if you have 
any questions please ask. If you decide that you would like to participate, sign on the last page, and we'll 
get started." 

Consent Form: when they have read it, ans\ver any questions. Once they have signed, welcome them 
"officially" to the project, and proceed to the next step. 

Pencil-on-Paper Measures to be Issued; 
PSS; needs to be scored while they work on POMS; minimum score to participate is 10. Note: 

PSS items # 4, S, 6, 7,9,10 and 13 must be scored with the scales reversed. 
POMS; use Adjective Alternate Forms sheet if necessary. 
NBC-SM 
BB-SE 
BD-SE 
URICAS (to be filled out with "stress" as the problem) 

If they fail to qualify on the PSS (i.e., score less than 10); apologize to them -
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"I'm sorry, but you did not score high enough on our stress questionnaire to be in this study. 
This does not mean that we think that you are not experiencing a lot of stress; it just means that because 
of the way this study has been designed, your participation would not be appropriate. 

I would be happy to help you find some other resources to help you manage your stress. In the 
study we are using a very good book of self-help approaches to stress management, and I can show you 
that, if you would like to see it. It can be very effective in helping people to reduce their stress levels. We 
also have a list ofpeople in town that can provide you with assistance, if you would like to work with 
someone. .May I get that for you?" (Provide reference to the Stress Workbook, and let them look it over, 
also, if they request it. give them the list of local resources) 

Be kind, courteous, and help them to understand that they have not failed in some way. nor arc 
w c questioning that stress is a problem for them. It simply is a problem that they do not fit the kind of 
people that w e need to answer the research questions that we arc asking. 

Screening Questions: 
".Vow / would like to ask you a few questions about your health. Remember, your answers will be 

kept completely confidential. 
1. Which, if any, medications arc you currently taking? 
2. (a) Has anyone ever told you that you had mania or a bipolar disorder? 

(b) (If "yes") Who told you that? 
(c) Do you anticipate any problems in completing this class because of that disorder? 
(If "yes": continue the interview, but consult with Bruce about this person continuing. If Bruce is 
not immediately available, tell the person that the director of the project will be in touch soon for 
a few follow-up questions; don't lead them to believe that they will be disqualified) 

3. (a) Has anyone ever told you that you had schizophrenia or a thought disorder? 
(b) (If "yes") Who? 
(c) Do you anticipate any problems in completing this class because of that disorder? 
(If "yes": continue the interview, but consult with Bruce about this person continuing. If Bruce is 
not immediately available, tell the person that the director of the project will be in touch soon for 
a few follow-up questions; don't lead them to believe that they will be disqualified) 

4. a) Has anyone ever told you that you had a personality disorder, a character disorder or an A.\is II 
disorder? 
b) (If "yes") Who told you that, and can you tell me what specific disorder they told you that you 
had? 
(If "yes": continue the interview, but consult with Bruce about this person continuing. If Bruce is 
not immediately available, tell the person that the director of the project will be in touch soon for 
a few follow-up questions. If they have been diagnosed with Borderline Personality Disorder, or 
another of the Personality Disorders it is questionable whether they will be able to continue.) 

Assessment Procedure: BRS 

Now I am going to ask you to sit in this chair, and relax. This is called the "Behavioral 
Relaxation Scale" and is Just another kind of measurement. Most of the information we need can come 
from questionnaires, but for relaxing we use this procedure. 

This procedure will be videotaped - no one but myself and the other researchers will see the 
videotapes. IVe will use them to score how relaxed you appear, and when we are done with them we will 
erase them. 
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First, if you have a cell phone or a pager, please make sure it will not ring or go off - that will 
interfere with our scoring procedure! 

I am going to ask you to just sit and relax, as deeply and completely as you can. Do you know 
how to do "tense and release" relaxation? 

If NO: OK, that is what you will be learning in this class, but for now, just relax as deeply and 
completely as you can. 
If YES: l^e will be using that kind of relaxation in this class, but for this procedure I would like 
you to just relax as deeply as you can, without doing the tensing. Can you do that OK? 

Help the person to sit do\vn in the bean bag chair, with the big pillow under his or her feet. Explain that 
relaxation is best accomplished if all parts of the body are supported. Make sure that their head, arms and 
legs arc supported properly, and that they are comfortable. 

This will take a few minutes to complete. Your job is just to relax your muscles as completely as you can, 
and I'll tell you when we're done. I am going to start the camera, and then hold up this sign so we can 
identify this segment of videotape. (Show them the sign with their ID # and session ID on it.) Then I will 
lea\'e you to just relax as fully as you can. 

(Note that you do not ask them to be quiet, or dose tlieir eyes - don't give any cues about how they should 
relax - just let them do it their way.) 

Leave the room and START THE VIDEOCAMERA - reenter, hold up the ID sign in front of the camera 
for about 3 seconds. 

.Vovt' I am going to leave - just relax until I come back and tell you that you are done. 

Wait 6 minutes (time it) from leaving to re-entry. 

OK. we're all done with this. Thanks - take your lime getting up - or some such thing: some people should 
not just jump up after relaxing. Assist them in getting up if need be. 

Issue the Stress Workbook, and the Participant Packet (including the Information Letter) 

"There are just a couple more things to take care of today. I would like to set up a time for you 
to come to your stress management classes, and/ have a book on stress management and some other 
materials for you." 

Arrange a class lime, based on the treatment group thai the participant has drawn. Give the 
panicipant a copy of the Stress Workbook, and the Participant Packet. Tell them: 

a) there is an information letter inside the packet that they should read before the first class 
session (show them). Tell them that they should bring the Stress Workbook and the Participant 
Packet to all the class sessions. 
b) (reminder) we are charging them $20 to participate. They can pay now (preferred) or right 
after the first classroom session. Don't forget to give receipts for money coming in. 
c) there is a reading assignment ("How To Get The Most Out Of This Workbook" and Chapters 
1-4) to be completed before the first session (show them). 
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MID-CLASS ASSESSMENT SESSION 

Pcncil-on-Papcr Measures to be issued; 

PSS 
POMS-B 
NBC-SM 
BB-SE 
BD-SE? 
URICAS 

Videotaping Preparation: 
Find the participant's number on their file - put it on the dry-erase board with the word "MID" so it will be 
ready to go. Follow all the rest of the standard BRS procedures (e.g.. lights out. sign on door, phone 
unplugged, etc.) 

Assessment Procedure: BRS 

•Sow / ant going lo ask you to sit in this bean bag chair and relax, just like we did last time. You 
may recall that this is called the "Behavioral Relaxation Scale" and is Just another kind of measurement. 

Once again, this procedure will be videotaped - and I want to remind you that no one but myself 
and the other researchers will see the videotapes. We will use them to score how relaxed you appear, and 
when we are done with them we will erase them. 

First, if you have a cell phone or a pager, please make sure it will not ring or go off - that will 
interfere with our scoring procedure! 

In class, you have been learning to do the tense and release progressive relaxation procedure, 
but for this procedure / would like you to just relax as deeply as vou can, without doine the tensins. Can 
you do that OK? (If they ask if they can use the breathing methods, that is fine - just don't recommend 
that they do so). 

Just sit and relax, as deeply and completely as you can. 

Help the person to sit down in the bean bag chair, with the big piIlo%v under his or her feet. Ex-plain (if 
necessary ) that relaxation is best accomplished if all parts of the body are supponed. Make sure that their 
head, arms and legs are supported properly, and that they are comfortable. 

This will take a few minutes to complete. Your job is Just to relax your muscles as completely as you can, 
without tensing. I'll tell you when we're done. I am going to start the camera, and then hold up this sign 
so we can identify this segment of videotape. (Show them the sign with their ID if and session ID on it.) 
Then I will leave you to just relax as fully as you can. 

(Note that you do not ask them to be quiet, or close their eyes - don't give any cues about how they should 
relax - just let them do it their way.) 

Leave the room and START THE VIDEOCAMERA - reenter, hold up the ID sign in front of the camera 
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for about 3 seconds. 

\'ow / am going to leave - just relax until I come back and tell you that you are done. 

Wait 6 minutes (time it) from leaving to re-entry. 

OK. we're all done with this. Thanks - take your time getting up - or some such thing: some people should 
not just jump up after relaxing. Assist them in getting up if need be. 

Thanks for coming today - remember to keep on doing your homework! 

POST-STRESS CLASS ASSESSMENT SESSION 

Pencil-on-Papcr Measures to be Issued: 

PSS 
POMS 
NBC-SM 
BB-SE 
BD-SE 
URICAS 
GCQ 
CEval 

Videotaping Preparation: 
Find the participant's number on their file - put it on the dry-erase board with the word "MID" so it wll be 
ready to go. Follow all the rest of the standard BRS procedures (e.g.. lights out, sign on door, phone 
unplugged, etc.) 

BRS Assessment Procedure 

\ow I'd like to do the "Behavioral Relaxation Scale" measurement one more time. Again, / am 
going to ask you to just sit and relax, as deeply and completely as you can. 

First, if you have a cell phone or a pager, please make sure it will not ring or go off - that will 
interfere with our scoring procedure! 

In class, you have been learning to do the tense and release progressive relaxation procedure, 
but for this procedure I would like you to fust relax as deeply as vou can, without doins the tensing. Can 
you do that OK? (If they ask if they can use the breathing methods, that is fine - just don't recommend 
that they do so). 

Help the person to sit down in the bean bag chair, with the big pillow under his or her feet. If necessaiy, 
e.xplain that rela.\ation is best accomplished if all parts of the body are supported. Make sure that their 
head, arms and legs are supported properly, and that they are comfortable. 

This will take a few minutes to complete. Your job is just to relax your muscles as completely as you can, 
without tensing. I'll tell you when we're done. I am going to start the camera, and then hold up this sign 
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so ue can identijy this segment of videotape. (Show ihem the sign with their ID # and session ID on it.) 
Then I will leave you to just relax as fully as you can. 

(Note that you do not ask them to be quiet, or close their eyes - don't give any cues about how they should 
relax - just let them do it their \vay.) 

Leave the room and START THE VIDEO CAMERA - reenter, hold up the ID sign in front of the camera 
for about 3 seconds. 

.\bn' / am going to leave - Just relax until I come back and tell you that you are done. 

Wait 6 minutes (lime it) from leaving to re-cnity. 

OK. we're all done with this. Thanks - take your time getting up - or some such thing: some people should 
not just jump up after relaxing. Assist them in getting up if need be. 

Debriefine (Sec "Pre-, Mid- and Post-Class Assessment Checklist" below for Debriefing Outline) 

Wrap UP: 

Request permission to mail out a follow-up packet of short questionnaires in two months. 

- If they are agreeable, get name and address of where they will be in two months (if at some 
address other than the one we currently have), on the PERMISSION TO SEND FOLLOW-UP 
PACKET (PSFUP) sheet. 

FOLLOW-UP ASSESSMENT 

This assessment will be conducted by mail, of any participant who has agreed to let us contact them (see 
final part of Post-Stress Class Assessment Session). We will send them a cover letter, a stamped and 
addressed return envelope, and four measures: 

PSS 
POMS-B 
NBC-SM 
SE-SMP 

PRE-. MID-. AND POST-CLASS ASSESSMENT CHECKLIST 

Name: 

PRE-CLASS ASSESSMENT SESSION 

Date: 

0 Consent Form 
o PSS (need to be scored: minimum score to participate = 15) 
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o POMS 
o NBC-SM 
o BB-SE Form 1 
o BD-SE 
o URICAS 

Interview: 

I. Medication What For? Dosaee 

2. Dx of Mania or Bipolar disorder? YES NO 

If yes. who made Dx? 

3. Dx of Schizophrenia or thought disorder? YES NO 

If yes, who made Dx? 

4. Dx of Personality Disorder. Character Disorder or Axis II disorder? YES NO 

If yes, who made Dx? 

o BRS 

Materials Issued: 

o Stress Workbook 
o Participant Packet 

a) show them the Information Letter - tell them to read it soon 
b) show them the first Assignment (Readings in Stress Workbook) - tell them to have 

this done by the first class meeting 

o Reminder of $20 fee 

Paid? o Yes • No (if no - can pay at end of 1st class session) 

^^D-CLASS ASSESSMENT SESSION 
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o PSS 
o POMS-B 
o NBC-SM 
o BB-SE Form 2 
o BD-SE 
o URICAS 

o BRS 

POST-CLASS ASSESSMENT SESSION 

o PSS 
o POMS 
o NBC-SM 
o BB-SE Form 2 
o BD-SE 
o URICAS 
o GCQ 
o CEval 

0 BRS 

Debriefing Outline: 

I. Thanks for your help! 

II. Many effective psychosocial treatments have been identified. Examples: CT for depression. Barlow's 
treatment for panic, etc. 

III. A difficulty is NONCOMPLIANCE: often patients/clients do not follow the directions, and thus do not 
receive benefits. (Also a problem in medicine, dentistry, education, etc.) 

A. All schools of therapy have a theoretical rationale for noncompliance. 

E.g., psychoanalysis: when the hidden, unconscious reason for tlie person's symptoms is 
about to become conscious (through insight), the amount of aa\iety the person feels 
leads him/her to resist the therapist's efforts. 

IV. Cognitive therapy is a newer and very effective way of treating many problems. It is one of the few 
approaches to therapy and change that has been scientifically refined and developed. 

A. However, no one has tested the cognitive theory of noncompliance -

i.e., that people do not do what their therapist recommends because of their beliefs 
(cognitions) - that the homework will not help, that it is too hard, etc. (compare this to 
unconscious rationales). 

B. We are testing that theory 
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V. We have developed a measure based on the reasons that people give their therapists for not making 
changes - we call it the NBC (or "Negative Beliefs about Changing" questionnaire). 

A. The version you have received was titled "Stress Management Questionnaire: Difficulties in 
Managing Stress." 

VI. One set of research questions we are asking is: How well docs the NBC predict who will; 

A. learn to relax 
B. do the CR assignments 
C. rcduce their stress 

VII. Specifically, we hypothesize that 

high NBC scores will predict lower compliance with the suggested assignments, 
or else they will change from higher to lower as people successfully change the way they think 
about managing their stress (by doing the exerciscs). 

VIII. We want to know - docs changing people's conscious beliefs about wliat they cannot do result in 
higher compliance with treatment recommendations (and therefore the outcome of the treatment)? 

IX. Do you have any questions? 
Answer any questions they might have. 
o Answer any questions 
o Request permission to contact them for a mail-in follow-up in two months (sign up on sheet if yes). 
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APPENDIX F: Consent Forms and Information Letter to Participants 

CONSENT FORM: 

CONSENT TO PARTICIPATE: 
SMALL GROUP AND SELF-HELP INSTRUCTION IN STRESS MANAGEMENT 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE THAT I AM 
INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW I WILL PARTICIPATE 
IN IT, IF I CONSENT TO DO SO. SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN SO 
INFORMED AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN 
INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY SO THAT I CAN 
KNOW THE NATURE AND THE RISKS OF MY PARTICIPATION AND CAN DECIDE TO 
PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED MANNER. 

PURPOSE 
I am being invited to participate voluntarily in the "Small Group and Self-help Instruction in Stress 
Management" research project. The purpose is to evaluate the effectiveness of a combination of several 
stress managemenl procedures presented in a small-group and self-help formal. Another purpose of this 
study is to evaluate the usefulness of several measures of ps> chological functioning. 

SELECTION CRITERIA 
I am being invited to participate bccause I responded to an advertisement offering stress management 
skills that I believe would be useful to me. and I am currently not c.vperiencing serious life crises, or 
considering suicide. (If I am e.\pcriencing a crisis or considering harming myself, the staff of this project 
will refer me to appropriate resources for assistance.) If I do not wsh to participate in this study, or 
choose to discontinue my participation, I will be referred to a local health care provider, if I so choose. If I 
choose to discontinue, my $18 fee will be refunded when I return the book and audiotape that are provided 
to participants. 

PROCEDURE 
This study consists of six small group classes in stress management, with three individual sessions for 
research purposes. If I agree to participate, I will be asked to consent to the following; 

1) once before and once after participating in the stress management classes. I will come to an 
individual session lasting about one hour. Between the third and fourth classes I \vill come to an 
individual session lasting about one half hour. These individual sessions will consist of filling in 
questionnaires regarding my current symptoms and levels of stress, and about my beliefs about changing 
my levels of stress; I will also be asked to attempt to relax as completely as possible for five to ten minutes 
while being videotaped to allow scientific observation of my proficiency at complete relaxation. 

2) during the six stress management classes, lasting about 1 '/j to 2 hours each, I will be invited 
to participate in various exercises designed to teach me to completely relax, and to change the way that I 
think about stressors when confronted by them; I will be given homework assignments to practice the 
stress management skills presented in the classes; I will also be asked to evaluate the materials and 
activities provided in the stress management classes. I understand that I have the right to decline to 
participate in any part of the study, if I so choose. 

RISKS 
The risks of participation in this project are minimal. Learning relaxation skills on very rare occasions 
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results in an adverse reaction (called "relaxation-induced anxiety") this has been shown to occur in less 
than one percent of participants; muscle cramps also can occasionally occur when practicing relaxation. 

BENEFITS 
I understand that there are no guarantees that the stress management training wll be effective for me. 
The possible benefits of my participation in this projcct include but are not limited to relief from daily and 
long-term stress and distress, and improved physical and mental health. 

CONFIDENTIALITY 
Information provided by me will be kept strictly confidential. The only persons who will have access to 
the data will be the Primary Investigator. Assistant Professor of Psychology Susan Becker, Ph.D. (Mesa 
State College), Bruce Bishop M.A. (University of Arizona), and research assistants Barbara Dye, 
Cassandra Haywood, Yvette Underwood, Carolyn Lowdermilk, and Jason Tallcy (all of Mesa State 
College). AH data will be kept in locked file cabinets accessible only to the researchers and assistants 
listed above. Data will be transferred from the questionnaires to computer disk for purposes of analysis, 
with no identifying information attached to the data. The raw data (i.e., completed forms) will be retained 
in a sccure location for five years and then shredded. 

PARTICIPATION COSTS and PARTICIPANT COMPENSATION 
I will be asked to pay $20 to participate in this study, to cover a portion of the costs of the stress 
management skills training and materials which I will receive. I will also be asked to come to two. one 
hour sessions, and one, one-half hour session, for research measurement purposes. 

AUTHORIZATION 
IN GIVING MY CONSENT BY SIGNING THIS FORM, I AGREE THAT THE METHODS, 
INCONVENIENCES, RISKS AND BENEFITS HAVE BEEN EXPLAINED TO ME AND MY 
QUESTIONS HAVE BEEN ANSWERED. I UNDERSTAND THAT I MAY ASK QUESTIONS AT 
ANY TIME AND THAT I AM FREE TO WITHDRAW FROM THE PROJECT AT ANY TIME 
WITHOUT CAUSING BAD FEELINGS. MY PARTICIPATION IN THIS PROJECT MAY BE ENDED 
BY THE INVESTIGATOR FOR REASONS THAT WOULD BE EXPLAINED. I UNDERSTAND 
THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. 

Participant's Signature Date 

INVESTIGATOR'S AFFIDAVIT 
I have carefully e.xplained to the participant the nature of the above project. I hereby certify that 

to the best of my knowledge the person who is signing this consent form understands clearly the nature, 
demands, benefits, and risks involved in his/her participation and his/her signatim: is legally valid. A 
medical problem or language or educational barrier has not precluded this understanding. 

Signature of Investigator Date 

Note: This study was approved by the Human Subjects Committee at Mesa State College, Grand Junction, 
Colorado, on October 16,1998. Susan Becker, Ph.D., Assistant Professor of Psychology at Mesa State 
College, was identified as Primary Investigator, and provided oversight. The study was entirely designed 
and conducted by the author of this document. 
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INFORMATION LETTER (Provided to participants at the end of the Pre-Trealment Assessment 
Session): 

STRESS MANAGEMENT TRAINING CLASS - PARTICIPANT INFORMATION 

Dear Participant, 

Welcome to the stress management training program! This class will provide you with instruction in 
stress management methods that have been shown repeatedly in research to be the most effective available 
for both lowering your overall levels of stress, as well as providing you with ways to cope with stressful 
c\cnts as tliey arise. 

There will be a total of six classes of stress management training. Each class will build on the 
information and skills of the one preceding it, so it is important to try to be at all si.\ class sessions to 
recei\ e ma.vimum benefits. If you do miss a class, we will mail information to you to help you stay caught 
up with the program. 

I will provide instruction in three basic skills, all of which are ways of changing habits that increase 
tension at stressful times. I will provide some instruction in Diaphragmatic Breathing (also known as 
Abdominal Breathing) - this is a very useful way to produce relaxation in stressful situations. We will 
practice Progressive Muscle Relaxation, which will allow you to physically relax more deeply than you 
have probably ever been able to. We will also work on Cognitive Restructuring, which is a way to change 
habitual, stressful ways of mentally reacting to stressors to a more balanced, calm response. 

It is important to note that knowing ABOUT these skills is unlikely to help you reduce your stress. 
Knowing HOW to use these skills, which will only come with practicc, is what will make the difference. 
There will be homework assignments each week, which will allow you to work on improving the skills 
you arc learning. Stressful events thus become opportunities to get better at reducing stress. 

Howc\ er, there will certainly be no penalties for anyone who docs not do "enough" homework, and no 
pressure applied to do more. I assume that we are all responsible indi\iduals and thus can make 
appropriate decisions about how much to do. I also realize that time is a problem for many of the 
participants, and I appreciate how difiicult it can be to accomplish yet another thing in a short day! (See 
Chapter 16 in the Relaxation and Stress Reduction Workbook.) Part of the reason for holding classes is to 
help support participants in doing as much as they can to learn the procedures, but no one is obligated to 
do anything they don't want or carmot find time to do. 

I do encourage participants to do more than we are presenting in class. The Relaxation and Stress 
Reduction Workbook has many chapters full of usefiil approaches to reducing stress. The classes will 
present methods that are universal to stress management, but I encourage everyone to use the Workbook 
to become as expert as possible in any of the other methods that will help them to cope with the suesses 
tliey face. Becoming your own stress management expert is a worthy goal. 

I hope these classes will provide a great opportunity for all participants to reap the benefits of efifective 
stress management training. Therefore, please note these GROUND RULES FOR THE CLASSES: 

1. Confidentiality: all transactions between stress management class members, or members and 
the instructor, are confidential, and should not be discussed with non-group members or outside 
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the classes. (Note that it is certainly OK to discuss the content of the classes with anyone you 
want. You may help that person to learn about stress management skills.) 
2. Respect: all participants are expected to respect the other participants and their efforts to cope 
with and overcome stress. 
3. Advice: ginng advice is generally inappropriate in this class, unless it is about how to develop 
and apply stress management skills. I assume that participants know what they need to do wth 
their lives, and that the problems with stress are the result of modifiable habits. 
4. Class time: I am presenting these classes to focus on stress management skills, and thus 
socializing is inappropriate (except at breaks, of course). However, I hope the class atmosphere 
will be light and cordial. Life is stressful enough! 

Although I can't make any guarantees, I anticipate that tlAcse classes will help you to successfully reduce 
tlie stresses you face. If you have any concerns or questions at any time, please ask. I am also available 
for individual consultations if necessary - just arrange a time to meet with me. 

Thanks very much for helping us out with this research. 

Sincerely. 

Bruce Bishop, M.A. 
Doctoral Candidate, Clinical Psy chology 
University of Arizona 

263-0276 
1000 N. 9th St., Suite 18 
Grand Junction CO 81501 

The following "First Assignment" sheet, printed on bright yellow paper, was provided with the 
Information Letter: 

FIRST ASSIGNMENT! 

At this first meeting before the classes begin, you will be given several items: 

1. A copy of the Relaxation and Stress Reduction Workbook (4th Ed.) - this will generally be 
referred to in classes as the "Stress Workbook." 

2. A cassette tape of Hal Arkowitz providing rela.xation instructions (Hal is a professor of 
psychology at the University of Arizona. He has over 30 years of e.xperience as a psychologist; he 
is one of the few psychologists who has successfully integrated both the practice of psychology 
and psychological research into his career. He is also Bruce's Ph.D. advisor.) 
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3. This packet of information, with the Information Letter and this First Assignment sheet. 

We would like you to bring paper and something to write with to the sessions. However, if you forget, we 
can supply those materials. What is most important is not that you learn about managing stress, but 
rather how to manage stress. The homework that will be suggested each week wU provide you with 
opponunities to develop your skills. 

Howe\ er, it is important to learn some basic things about stress and its management. In addition, there 
are many useful ways to manage stress beyond what we can provide in si.x weeks. Therefore, we would 
like you to become familiar with the Stress Workbook and what it can oCfer you. 

So, your first stress management assignment, should you choose to accept it", is as follows: 

Before the first class meeting please read the following (mostly pretty short) chapters in the 
Stress Workbook: 

o "How to Get the Most out of this Workbook" (p. iii) 
o Chapter 1: How You React to Stress (p. 1) 
o Chapter 2: Body Awareness (p. 17) 
o Chapter 3: Breathing (p. 23) 
o Chapter 4: Progressive Rela.\ation (p. 35) 

NOTE: several of the chapters suggest certain e.\ercises. You may consider these optional - by 
all means do them if you think they will be helpful. We will be doing some of them when the 
classes start. 

' Although this is a line from the old "Mission Impossible" TV series, successfully managing stress is far 
from impossible! 
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