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ABSTRACT

Clients, experiencing problems in living, who 
seek mental health treatment at an organized mental health 
center are generally socialized into the "sick role" to 
varying degrees. This study was designed to investigate 
the impact of two group approaches, traditional and class
room, on sick role behavior of outpatients at one com
munity mental health center. ,

Twenty-one outpatients participated in assertive
ness training or counterdepression concept groups util
izing either a traditional therapy or classroom approach. 
These persons completed a series of measurement instru
ments which determined changes in dependency, assertive
ness, and social adjustment. The statistical analysis, 
although not significant, showed that the classroom 
approach tended to promote greater decreases in dependency 
and increased assertiveness than did the traditional group 
approach. Changes in social adjustment were slightly 
positive for both the groups and classes.

viii



CHAPTER I

INTRODUCTION

Since 19S>5 a number of striking transformations 
have occurred in the realm of mental health treatment in 
the United States„ Between 1955 and 1969j the number of 
patients with mental disorders under institutional treat
ment more than doubled, rising from approximately 1.7 to 
3.7 million. Changes in institutional treatment resulted 
in declining patient populations in state, county, and 
private hospitals and considerable increases in general 
hospitals and the Veterans Administration systems (Freedman, 
Kaplan, and Sadock 1975, P» 2524)° The demand for inpa
tient and outpatient treatment reversed. In 1955, almost 
78 percent of all patients treated for psychiatric epi
sodes were in institutional settings. In 1972, inpatient 
treatment was provided to only 45 percent of all patients 
and outpatient treatments increased from 22 to 55 percent.
It is evident that the demand for treatment services out
weighs the availability of professionals to supply those 
services. In 1972, for example, there were only 500 
established community mental health centers and approxi
mately 26,000 psychiatrists engaged in private practice.

Another change also occurred during this same period. 
The seekers of psychotherapeutic services assumed a more

1



independent and vociferous role in communicating their 
needs for therapy and their evaluation of the conduct of 
that therapy„ They demanded a wider variety of services 
and a re-evaluation of the stigma associated with the seek
ing of assistance for mental problems.

As the need for psychotherapy continues to exceed 
the manpower supply and because present treatment tech
niques are far from ideally meeting the needs of our so
ciety, mental health professionals are constantly faced 
with the need to be innovative in exploring all possibili
ties for treatment as well as prevention in mental health. 
One of the possibilities to be considered is the increased 
usage of various group approaches, especially the use of 
classroom techniques to reach larger numbers of individuals 
and to promote increased independent functioning. However, 
current research regarding the use of classroom techniques 
in psychotherapy is minimal. Consequently, as the trend 
demanding increased outpatient services continues, it is 
imperative that the use of and impact of classroom tech
niques on the behavior of the individuals treated in an put- 
patient setting be researched as an innovative group 
approach and contrasted with existing traditional group 
approaches.
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Statement of the Problem 

This investigation attempted to answer the follow
ing questions:

1. Will dependency behaviors decrease in individuals 
treated using either a traditional group approach 
or a classroom group approach?

2. Will assertive behaviors increase in individuals 
treated using either a traditional group approach 
or a classroom group approach?

3. Will social adjustment improve in individuals 
treated using either a traditional group approach 
or a classroom group approach?

Statement of Purpose.
The purpose of this research was to investigate the 

effects of a traditional group approach and a classroom 
approach on the sick role behavior manifested by individuals 
treated in the outpatient unit of a community mental health 
center.

Theoretical Framework .
As all psychotherapy approaches involve some sort 

of systematic efforts to help patients change their behavior. 
Prank (1968) identified learning as a common element. How
ever, the amount of emphasis learning receives in the dif
ferent techniques of psychotherapy varies„ Figure 1' ' ' . i
illustrates the theoretical framework.

In traditional approaches, the role of learning is 
minimized as behavior deviations are frequently considered 
the derivatives or "symptoms" of underlying disease processes
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' 5which disrupt social functioning in a manner analogous to
that in which toxic substances affect the functioning of
the body. This symptom-imderlying analogy is reflected in
the use of terms such as "mental health," "mental disease,"
in the labeling of persons exhibiting atypical behavior as
"patients," or "sick," and in diagnostic procedures that
employ the terms of "diagnosis," "signs and symptoms," and
"prognosis," This is further reflected in the following
definition of traditional psychotherapy by Harper (1959,
p, 1) who stated:

Psychotherapy means treatment of the psyche. The 
goal of this treatment is to make the patient’s 
thoughts, feelings, and/or actions more desirable, 
acceptable, and comfortable to him and his associ
ates.

It is apparent that once an individual is labeled 
"patient" he is socialized into the role of someone who is 
"sick," This pattern is predominate in the operation of 
most community mental health centers, Practices reflective 
of this pattern are the use of diagnostic procedures and 
the conduct of individual and group psychotherapy. In these 
practices, the therapist is defined as the "helper" or "one 
who can provide a cure" and the individual seeking assistance 
is defined as the "patient" who assumes, or is often en
couraged to assume, characteristics of the "sick role."

The social implications accompanying entry into the 
"sick role" have been researched by Parsons (1951). Parsons
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identified four institutional expectations related to the 
sick role (p. :

1. Exemption from normal social responsibilities»
2. The sick person cannot be expected by pulling 

himself together to get well by an act of will 
or decision; i.e., he is in a position where he 
must be taken care of.

3. The state of illness is defined as undesirable 
and carries with it an obligation to get well.

If. The sick role carries with it the obligation to 
seek technical assistance.

Expectations three and four set the basis for defining the 
"sick" individual as a patient who occupies a complimentary 
dependent role to the physician, therapist, or provider of * 
technical assistance.

Characteristics of. the sick role are further elabo
rated by Wu (1972). Wu included a withdrawal from one’s 
usual daily activities which may reflect changes in employ
ment, home and personal adjustment, and social activities.
In the area of exemption from social responsibilities, 
social roles and responsibilities have been researched by 
Barrabee, Barrabee, and Finesinger (1955) as social adjust
ment .

Another characteristic of sick role behavior is 
regression evidenced by an increase in dependent behaviors. 
Dependency behavior occurs in three general areas; (a) com
pliance or conformity to demands of others, (b) the need for



physical assistance in the activities of daily living, and, 
(c) the need for emotional support (to 1972).

Compliance is a subclass of dependency behavior and 
is to some degree a necessary requirement for recovery as 
the "side” individual must follow the prescribed medical 
regime if he is to regain his health (Wu 1972), As recovery 
proceeds, the patient begins to show signs of readiness to 
resume previously held responsibilities, such as making 
decisions or choices, and taking initiative. This behavior 
may be classified as either independent behavior (Seller 
1955) or as assertive behavior (Rathus 1973).

As traditional approaches in psychotherapy tend to 
minimize educational techniques and foster sick role behav
ior, current approaches, especially those based on behavior 
theory, can possibly be adapted to include more educational 
techniques. The process of education can be viewed as an 
extension of behavior therapy, or vice versa, since it is 
based on the principles of learning and motivation. Kubie 
(1968) suggested it might be easier for an individual to 
change maladaptive behavior if he regarded himself as a 
student. As a means of reducing stigma, he farther sug
gested that all individuals need to begin regarding deviant 
behavior not as sick behavior but as problems in living for 
which the individual needs re-education rather than treat
ment. He believed elimination of the "sick role" through



the use of an educational model would encourage individuals 
to assume a more independent role regarding their ability 
to deal with problems of living, rather than hoping a 
professional will cure them.

Assumptions
1. Clients entering and engaging in therapy at 

the community mental health center used in this investi
gation assumed characteristics of the ’’sick role.”

2. Behavior change as the result of group psycho
therapy could occur during a short interval of time— six 
weeks.

3. Behavior in clients could be measured through 
the completion of subjective scales.

4. Clients would respond honestly and to the best 
of their ability in completing the subjective scales.

Limitations
1. The sample was composed of . English-speaking 

clients involved in therapy at one community mental health 
center.

2. Clients participating in the groups were 
referred to the group by their primary therapist. This 
referral may have been based on the therapist’s suggested 
preference regarding treatment rather than the client’s, 
expressed desire to be in a therapy group.



3o The format used in the classroom groups varied 
according to the therapist?s conceptualization of a class
room approacho

ij.» The length of the study, i.e., pro- and post
scale administration was limited to the six-week intervals 
corresponding to the adult class scheduling used at the 
mental health center,

5» Class and group scheduling prohibited concur
rent scale administration to the subjects in the groups and 
classes„

Definitions
1„ Traditional group approach;group approach 

based primarily on interpersonal and discussion techniques „ 
Involved are the sharing of personal problems and/or experi
ences „

2, Classroom group approach;— group approach based 
on the use of educational techniques such as didactic pre
sentations^ reading materials, and tests or other evalua
tive procedures„

3. Dependency behavior; — dependency is defined as 
a characteristic of the sick role and included specific 
behavior as defined according to the concepts developed by 
Wu (1972). These include; compliance or conformity to the 
demands of . others, need for physical assistance with the 
activities of daily living, and the need for emotional sup
port . •



10
lj.« Assertive behaviors— compliancy and conformity 

to demands of others are defined as a subclass of depen
dency behavior which is characteristic of the sick role 
(Parsons 195>1, Wu 1972). Assertive behavior is assumed 
to develop as the individual proceeds toward recovery and 
includes such behavior as making decisions and taking 
initiative (¥u 1972).

5>. Social adjustments^— refers to the performance 
of usual daily role responsibilities including activities 
related to employment, home and personal responsibilities, 
and social activities.



CHAPTER II

SELECTED REVIEW OF THE LITERATURE

; For the purposes of this investigation, a selected 
review of the literature concentrated on the use of edu
cational techniques in group psychotherapy integrating 
comparative research regarding the effectiveness of various 
group approaches in promoting behavior change.

Educational Techniques 
The use of educational techniques in psychotherapy 

was defined by Yalom (1975s p. 9) as the. "imparting of in
formation, including didactic information about mental 
health and general psychodynamics given by therapists, as 
well as advice, suggestions, or direct guidance about life 
problems." The use of such educational techniques has 
received varying attention in group theory, research, and 
practice. Early proponents of group treatment with psychi
atric clients often preferred to refer to their groups as 
therapeutic classes or lectures rather than psychotherapy. 
Marsh (1931) developed a series of 30 lectures for clients 
at a state, institution. The classes were held three times
a week and covered such topics as adjustment, behavior and

./mental disorders, anatomy and physiology, how to raise 
children, and self-evaluation leading to personal change.

11



He frequently supplemented his lectures with textbooks to 
provide outside reading for his clients and ended his 
series of lectures with an examination. These classes were 
open to all patients at the hospital and were attended by 
20 to 500 clients„ In later work at another institution. 
Marsh (1933) condensed the number of lectures he gave to 
patients and added a community focus by offering the same 
classes to relatives of psychiatric patients, outpatients 
in community clinics., and to any "normals" who wished to 
attend. Despite a lack of controlled research regarding 
the efficiency of such lecture methods as compared to other 
existing therapy methods. Marsh cited numerous .examples of 
increased patient involvement in therapy and learning as 
a result of the process,

Lazell (1930) developed a similar program. He 
emphasized psychopathology and the psychodynamics of treat
ment and worked with psychotic individuals in groups of 16 
to 20, However, no systematic evaluation of the class 
effectiveness was done in comparison to the other methods 
of treatment offered at that time.

Both Marsh (1933) and Lazell (1930) thought that 
the psychiatrist should have broader training as an "edu
cator" and that institutions for mental disease should be 
considered schools rather than hospitals even to the extent 
of modifying the physical equipment and atmosphere so it



was schoollike„ Consequently, patients would be nstudents” 
and the focus of care would be re-education rather than 
treatment and cure,

Little has been actively done over the years in 
terms of widespread program development. However, this 
philosophy is currently shared by a number of prominent 
educators and mental health professionals such as Torrey 
(19714 Szasz (197^), Jones (1968), Wilson (1968), and 
Prank (1968)„ These individuals believe a merger or syn
thesis between psychology and education is needed to meet 
the preventive needs of society and to foster the inde
pendence of individuals coping with problems of living.

Individually, some therapists have created programs 
involving the philosophy of re-education. Jones (1968) 
used lectures to instruct patients in groups about the 
structure and function of the central nervous system and 
the relevance of this material to psychiatric symptoms and 
illness. Klapman (19li-6), in working with institutionalized 
patients, believed therapy was essentially a process of re
education that could be accomplished in either groups or 
individual psychotherapy. Klapman* s 21}. lectures focused 
on the stigma of mental disease, history and social de
terminants of* mental disease, mental development and struc
ture, and mental mechanisms. Each lecture began with an 
outline of the lecture to facilitate note taking by the
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patients and ended with a series of review questions„
Lectures then.proceeded to discuss the presented.materials 
and their application to each patient's life problems.

Klapman (1950) further refined his re-education 
therapy by developing didactic groups with outpatients.
In these groups he stressed the use of didactic lectures 
and textbook reading to initiate and enhance the group 
process. He believed textbook readings were particularly 
valuable in providing a planned and logical sequence of 
materials to stimulate members to actively participate in 
the group session. As in previous efforts using educational 
techniques, research was not conducted comparing the effi
ciency of such techniques with the existing models of treat
ment .

Since 1950, Malamud (I960) has conducted an adult 
education course in self-understanding at Hew York University 
on a noncredit basis. The course, designed as a workshop, 
met once a week for two hours for a total of 15 weeks and 
was open to any 60 adults who wished to register for it. 
Following the original course, two advanced workshops, one 
in self -understanding and one in self-exploration, for 20 
to 30 adults, was offered. Prerequisites for the advanced 
course included a beginning course in psychology and per
mission from the instructors. The workshops consisted of 
didactic information, use of diaries, group exercises, and 
audiovisual aids.
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More recently an unevaluated Consumer Health Edu

cation Program has been developed for psychiatric patients 
at Greys tone Park Hospital in New Jersey and is being 
extended to an inpatient unit of a community mental health 
center, The program consists of 2^ courses grouped in the 
four major developmental areas of home management, personal 
and physical health care, community adjustment, and human. 
behavior (Sclafani 1976).

Comparative Group Research 
The didactic methods used in the aforementioned work 

- shops' at Hew York University have been researched by Mala- 
mud and Machover (1965) as didactic groups were organized 
to prepare patients for group psychotherapy in an outpatient 
clinic. The workshops varied in size from 18 to 30 clients, 
consisting mostly of clients with neurotic or character 
disorders. The groups met once a week for two hours. Al
though the research was conducted from 1959 to 1962, con
trol groups were not formed and evaluation of the workshop 
effectiveness was conducted through self-report perceptions. 
The results of the self-reports indicated that as a stimulus 
to change the workshops promoted an increase in self- 
awareness, sense of well-being, and effectiveness in inter
personal relationships. As an adjunct to therapy, the 
workshops were seen as a stop gap intervention for clients 
awaiting entry into formal individual or group treatment.
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even to the point of precluding the need for further formal 
treatment, and in facilitating entry into therapy by pre
paring clients for a more active role in therapy.

Teaching clients the skills of interpersonal re
lating in a training sense was found by Pierce and Drasgow 
(.1969) to be significantly more effective than drugs, indi
vidual, or group therapy in increasing the interpersonal 
functioning of psychiatric inpatients. The training pro
cedure was conducted daily, 5 days a week for l̂ g hours for 
a total of 20 hours, and consisted of didactic and experi
ential approaches supplemented with selected video inter
action tapes. Carkhuff and others (Garkhuff 1971, Cark- 
huff and Banks 1970, Carkhuff and Bierman 1970) also found 
training in interpersonal functioning and problem solving 
to be a preferred mode of treatment in contrast to tradi
tional individual or group therapy in facilitating more 
effective interpersonal functioning.

Teaching family dynamics and communication skills 
to parents of emotionally disturbed children was proven 
significantly effective in increasing the amount of talk 
time between parents and such children. There was a posi
tive increase in the number of responses indicating a 
positive attitude of the children toward their parents 
(Durrett and Kelly 197-ij-).

Signell (1976) found that teaching parent-child 
communication courses in a community mental health center
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fostered the development of a network of nohprofessional 
manpower that offered low cost preventive care to an entire 
community. For participants in the course, reports of in
creased self-confidence, esteem, and skills in c ommunic at ion 
were noted as well as increased involvement in community 
action programs.

Other preventive approaches have been designed to 
teach nonprofessional individuals the same relationship 
skills that have been traditionally taught to members of 
the helping professions. Huggins, Ivey, and Uhlemann 
(1970) developed a programmed approach to teaching behav
ioral skills that used a programmed text on communication 
skills, videotape recordings, and modeling that was re
searched to be more effective than just a programmed text 
or reading materials alone. Monoghan and McCarthy (1970) 
developed a self-instructional course in interpersonal 
communication that employed the use of mass media tech
niques. Results of this study seemed to indicate that mass 
media techniques could be effectively used to modify inter
personal behavior without employing the direct guidance of 
a professionally trained mental health worker.

The effectiveness of the usage of learning tech- 
uiques in psychotherapy has been documented in additional 
studies by Goldstein, Heller, and Sechrest (1966), Lazarus 
(i960), and Parrino (1971)• Effectiveness was attributed
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to the fact that directed learning techniques developed 
in behavior therapy provided better structure for treat
ment as individuals are told how their problems were 
acquired by learning principles, how these problems eon-1 
time to be maintained, and how learning principles or re
education principles can be used to modify them.

The difficulty with the stated documentation of 
learning (re-education) methods and their treatment 
results is that the limited studies conducted have 
lacked adequate control groups and have not been dupli
cated to the extent that they provide conclusive evidence 
that, learning (re-education) approaches are more effective 
and efficient with most patients over long periods of 
time. In addition, most comparative group studies have 
been conducted in inpatient settings contrasting major 
group theories rather than specific techniques. The use 
of educational techniques is not limited to any one .group 
theory and to date comparative group research involving 
the effectiveness of educational techniques as opposed to 
other techniques in outpatient settings is minimal.

Compounding the lack of research and its duplica
tion, results of research comparing the efficiency of 
different therapeutic approaches have been inconclusive 
(Ends and Page 1957s Eysenck. 1965).



CHAPTER III

method OP THE s t h d t .

This chapter describes the research design, the 
sample, the method of data collection, and the measurement 
instruments „

Research Design 
In order to explore the previously stated research 

questions, a correlational descriptive study was conducted 
with clients in an outpatient unit of a community mental 
health center. The clients were engaged in therapy util
izing either a traditional group approach or a classroom 
approach. The same therapist conducted both the class and 
the group to decrease the impact of the therapist’s per
sonality in producing behavior change as noted with the 
measurement instruments. Pre- and post-session data were 
collected over four 6-week intervals during the months of 
January, February, March, and April of 1977, using self 
report measurement instruments. Score differences between 
pre- and post-session administration were analyzed using 
a series of t-tests and analysis of variance.

19



Sample
The sample was obtained from English-speaking 

individuals seeking or engaged in individual.or gpoup 
treatment at a southwestern community mental health center 
outpatient unit.. Verbal permission to conduct the study 
was obtained from the director of the outpatient unit and 
the director of the mental health center» Clients were 
referred by their primary therapist to depression or 
assertiveness training concept groups utilizing either a 
traditional or classroom group approach. The classes 
used in this study were conducted as a part of the Adult 
Education Program offered at the mental health center. 
Potential participants were told that the study was being 
conducted to determine the effectiveness of various types 
of groups in providing treatment to clients in outpatient 
settings. The potential participants were also told the 
measurement instruments to be used in the study and the 
amount of time required to complete them. It was stressed 
to the potential participants that their participation in 
the study was voluntary, that the information obtained 
from the measurement instruments would be reported in 
group rather than individual responses, and that the 
measurement instruments actually completed by each client 
would be confidential and accessible primarily to this 
principal investigator. The potential participants were
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told their identity would be preserved through the use of 
a coded numeral system and that they could withdraw from 
the study at any time without effect on their continued 
participation in the groups or on relations with any staff 
member at the mental health center. Those subjects that 
were willing to participate in the study were then asked 
to read and sign a "Subject’s Consent Form" (see Appendix 
E). The subject population completing both the pre- and 
post-session administrations of the measurement instruments’ 
was used in an analysis of the data.

Method of Data Collection 
During the week prior to and the first week of the 

class or group sessions, the investigator arranged time to • 
describe the nature of the study to potential participants 
individually and in small groups. Following discussion of 
the study, the clients wishing to participate in the study 
were provided with a Subject’s Consent Form to sign and 
arrangements were made for the completion of the measurement 
instruments. Participating subjects were allowed to com
plete the measurement instruments in privacy. • The investi
gator or secretary for the outpatient unit was available 
during the completion of the measurement instruments to 
answer questions posed by the subjects that Were of a tech
nical nature, i.e., interpretation of directions on the 
measurement instruments, definitions of words appearing in
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the measurement instruments, or clarification of informa
tion needed on the personal data profile„ Completion time 
for the instruments was anticipated and allowed to be 60 
minutes although most subjects completed the instruments 
in 20 to i{.0 minutes o The week after completion of the 
class or group sessions, i.e., six weeks following pre
test administration, the measurement instruments were re- 
administered to the subjects.

The Measurement Instruments
Sick role behavior manifested by individuals in 

both types of groups was assessed by the following instru
ments :

1. The Navran Dy Portion of the MMPIs The scale 
lists various examples of dependent behavior which the sub
ject identifies as true or.false as applied to him. The 
instrument was devised in 1958 by content validation of a 
16-member panel of judges and is pulled from other pre
existing scales in the Minnesota Multiphasic Personality 
Inventory (MMPI). The reliable of the scale is .91 for 100 
patients using the Kuder-Richardson Formula 20. The Uavran 
Dy Scale was scored by summing all the dependency indi
cating remarks. Each dependency remark received one point. 
All true responses, as well as false responses, for items 
9, 79, 107, 163, 170, 261|., and 369 indicated dependency 
responses. The total raw score was compared to
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predetermined sex adjusted values to arrive at a "t" 
score indicating the dependency level of the individual.
Pre- and post-dependency levels of the participants were 
analyzed using a series of t-tests to determine if sig
nificant levels of change occurred over the six-week study 
interval. (Information regarding this..instrument can be 
seen in Appendix A.) '

2. Rathus Assertiveness Schedule (RAS)s This 
schedule developed by Rathus (1973) contains a list of 30 
descriptive items measuring assertive responses to spe
cific behavioral situations. Reliability of the schedule 
was obtained through a test-retest procedure with 68 
undergraduate men and women, ranging in age from 17 to 
22 years. Reliability using this method was found to be 
> =  .7723.

Validity of the RAS was established by comparing 
the self-reported RAS to two. external measures of assertive
ness. These were the l7~Item Rating Schedule and an as
sertiveness situational que stion-response interview 
conducted by neutral interviewers. Significant correlations 
were obtained between the RAS and the subscales comprising 
the assertiveness factors of the 17-Item Rating Schedule: 
boldness (r = .612^), outspokenness (.6163), assertiveness 
(„ 34211-), aggressiveness (.5374), and confidence (.3294)»
The validity score obtained using the interview method was
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r = .9382. Written permission to use the schedule was ob
tained from Rathus. The HAS was scored by adding the 
numerical responses to each item, after changing the signs 
of the reversed items. Reversed items as designated by 
Rathus were 1, 2, !{., 5? 9, 11, 12, 13, 111-, 15, 16, 17, 19, 
23, 21}., 26, and 30. The resultant total indicated the level 
of assertiveness„ (A copy of this instrument can be seen 
in Appendix B„)

3o Social Adjustment Scales This was a descrip
tive questionnaire containing 27 items adapted from "A 
Normative Social Adjustment Scale” developed by Barrabee 
et al„ (1955) and constructed by'this investigator. Items 
on the scale were grouped under the major areas of employ
ment, home and personal adjustment, and social behaviors„ 
Content validity was established by a panel of three mental 
health professionals (a psychologist, a social worker, and 
a nurse), although reliability was not established. The 
scale was constructed as an itemized rating scale with 
responses rated from one to five to measure quantitative 
changes in employment, home and personal adjustment, and 
social behaviors over the six-week therapy interval.
Scores were established in each of the major.areas by 
summing the responses indicated. A total overall score 
was not computed as differences in family structure, i.e., 
married or single, caring for children, etc., would have



produced distorted scores between subjects„ Due to the 
differences in family structure, wide variation did occur 
in the. scores in the area of home and personal adjustment „ 
Analysis focused on changes in pre- and post-scale scores 
in the areas of home and personal adjustment, and social 
adjustment. Employment was not used in the final analysis 
due to the limited time period and the small sample size. 
(This scale can be seen in Appendix C„)

I}.. Personal Data Profile? This form was con
structed by the investigator and used to obtain the follow
ing information from each participant in the investigation? 
age, sex, marital status, and time in treatment at the 
mental health center (see Appendix D). Diagnosis was ob
tained from the participant1 s file along with the number 
of missed therapy sessions.

(



CHAPTER IV

ANALYSIS OP DATA

This chapter provides a description of the sample 
and presentation of the resultant data of the study. The 
data were analyzed using a series of t-tests of signif
icance between the means to determine the significance 
between pre- and post-session instrument scores in the 
various groups,. The differing content groups were then . 
compared to see if the method of presentation influenced 
sick role behavior of the clients as evidence in the 
instrument results, Analysis of variance was used to de
termine the effects of the influencing variables on the 
findings. The variables of age, sex, marital, status, time 
in treatment, and diagnosis were considered.

Characteristics of Sample 
The sample, was drawn from English-speaking and 

writing individuals, participating in counterdepression 
and assertiveness training concept groups and classes con
ducted in the outpatient unit of a community mental health 
center during the months of January through April 1977•
The subjects completed both pre- and post-session admini
strations of the measurement instruments.

26
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The pretest sample consisted of 29 individuals> 17 

in the classes and 12 in the groups. Table 1 illustrates 
the original membership, the dropout rate, reasons for drop
out, and the post-session membership, The assertive class 
had a 33 percent dropout rate due to relocation and personal 
difficulties. The assertive group showed the largest drop
out rate of S>0 percent. Dropout in this group was due to 
physical illness, inability to complete the measurement 
instruments in a usable manner, and for reasons unknown.
With a 10 percent dropout, the depressive class had the 
smallest dropout rate of any class or group. Dropout in 
this class was due to failure to follow through in com
pleting the post-session measurement instruments. The 
depressive group had a 2j? percent dropout due to inability 
to complete the measurement instruments in a usable manner. 
The dropout rate from the classes and groups resulted in a 
post-session sample of 21 individuals, four in the assertive 
class, four in the assertive.group, ten in the depressive 
class, and three in the depressive group.

Further descriptive delineation of the post-session 
sample showed that the assertive class comprised one male 
and three females with an average age of 28 years (see 
Table 2)„ Half of the members of the assertive class were 
married, while the remaining members were single. The 
members averaged 18 months in treatment prior to beginning
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Table 1. Humber and Percent of Subject Dropout for 

Classes and Groups

Group/Class Pre-Session 
Sample

Dropout
Rate
Percent

Reasons
for
Dropout

Post-Session 
Sample

Assertive 
Class 6 33f°

Reloca
tion,
Personal h

Assertive
Group 8 $0%

Illness, 
Inability 
to com
plete 
scale 

Unknown

k

Depressive
Class 11 1C$ Failure to 

complete 
scale

10

Depressive
Group ij- 2 ^

Inability 
to com
plete 
scale

3

Table 2. Descriptive Data of Subjects in Assertive Class

Average Age Sex Marital Status Months in Sessions
M F M S W/D Treatment Missed

28 1 3  2 2 18 2
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the study. The assertive class averaged two missed ses
sions out of the series of six offered.

The assertive group was. composed of four subjects, 
one male and three females, with an average age of 30 years 
(see Table 3). Fifty percent of the group were single, 
while 25 percent were either married or divorced. The mean 
time in treatment was 27 months. The mean number of missed 
sessions in the series of six for the participating sub
jects was one and one-half.

Table 3« Descriptive Data of Subjects in Assertive Group

Average Age Sex 
M F

Marital 
M S

Status
W/D

Months in 
Treatment

Sessions
Missed

30 1 3 . 1 2 2 27 Ik

The depressive class consisted of ten members, five 
males and five females, with an average age of 1|2 years 
(see Table I}.) . Forty percent of the class were married, 30 
percent were single, and 30 percent were widowed or divorced. 
The average time in treatment was 18 months. . The mean num
ber of missed sessions was one and one-half.
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Table ij.. Descriptive Data of Subjects in Depressive Class

Average Age Sex Marital Status Months in Sessions
M F M S W/D Treatment Missed

5 5 k 3 3 18 Ik

The depressive group consisted of three females 
with an average age of 37 years (see Table j?) „ One member

A
of the group was married, with the other members being 
single» Prior time in treatment averaged lj.6 months, while 
the mean number of missed sessions was one per series of 
six therapy sessions.

Table Descriptive Data of Subjects in Depressive Group

Average Age Sex Marital Status Months in Sessions
M F M S W/D Treatment Missed

37 3 1 2 ¥> 1

The diagnosis obtained from the records of the sub-
jects are categorized in Table 6, according to subject 
participation in groups and classes. The American Psychi
atric Association classification system was used to formu
late diagnostic categories.
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Table 6. Diagnostic Categories of Subjects

Oo55 Subjects' in Class/Group
APA
Number

Description of 
Diagnosis Assertive Class Group Depressive . Class Group

295-k Scbiz ophr eni a, Acute Type 1
295.6 Schizophrenia, 

Residual Type 1 ■
295.7 Schizophrenia, 

Schiro-Affective 
Type 1

300.0 Anxiety Neurosis 1
300.4 Depression Neurosis 5
301.2 Schizoid Person

ality 1
301.4 Obsessive - Compul

sive Personality 1 2
301.81 Passive - Aggressive 

Personality 1
301.89 Other Personality 

Disorder 2
303.0 Episodic Excessive 

Drinking 1
319.0 Diagnosis Deferred 2

Diagnosis Not 
Recorded 1 1
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t-Tests
Mean scores from the pre- and post-session instru

ment administrations were determined for the classes and 
groups (see Table 7) <> Score changes from pre- to post- 
session administration were greatest on the Havran Dy 
Portion of the MMPI and the Rathus Assertiveness Schedule. 
The assertiveness class and the depression class tended 
to show the greatest amount of change as decreased de
pendency and increased assertiveness were noted. The 
assertive class had an 8.75 decrease in the dependency 
score on the Havran Dy Scale, while the depressive class 
had a 6.60 decrease. On the Rathus Assertiveness Schedule 
the assertive class had a 22.0 point increase in assert
iveness and the depressive class an 8,.60 point increase. 
The depressive group showed a reverse trend on the scale 
scores with increased dependency, a 3.33 point increase, 
and decreased assertiveness, a -13.33 point change. The 
score changes were less noticeable on the Social Adjust
ment Scale with mean score differences on the subscales 
no greater than 3.33 points. The assertiveness class 
showed the greatest change in the home and personal sub
scale (2.0 points) with the depressive group showing the 
greatest change in the social subscale (3.33 points). .



Table 7- Pre- and Post-Session Mean Scores on All Scales

Class op Group Scores 
Scale Assertive Depression

Scale Administration Class Group Class Group

Havran Dy Pre-Session 57° 00 55.25 58.10 58.00Post-Session 140.25 54.25 51.50 61.33
Ratbus Assertiveness Pre-Session -29.75 -9.50 -6.40 -19.00

Post-Session - 7.75 -3.5o 2.20 -32.33
Home and Personal Subscale Pre-Session 

Post-Session
41.00
43.00

29.50
30.25

46.8046.10 33.66
34.66

Social Subscale Pre-Session
Post-Session 31.75

32.75
30.25
31.50

28.9030.20 28.6632.00

v>V)
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A reverse trend in the home and personal subscale
was noted in the depressive class as the mean score de
clined 70 points.

Significance of the mean score change was com
puted using t-tests of significance. Score changes on 
the measurement instruments from pre- to post-session 
administration were not significant at the .Of? level. In 
the assertiveness class, mean changes on the Home and 
Personal subscale of the Social Adjustment Scale resulted 
in a t-value of 3.4&. Statistically, at the p .Of? level 
of significance, a t-value of 3.182 was required. Mean 
changes on the Navran Dy Portion of the MMPI in the depres
sive class resulted in a t-value of -2.75 as compared to 
a significant t-value, at the .05 level of significance, 
of -2.262. Table 8 illustrates the t-value obtained 
from the administrations of the measurement instruments.

Table 8. T-Values for Pre- and Post-Session Comparisons

Class or Group t-Values
Scale

Assertive 
Class Group

Depressive 
Class Group

Havran Dy -1.44 -.29 -2.75 1.64
Rathus Assertiveness 2.69 .69 1.21 -1.21
Home and Personal Sub
scale 3.46 CO CO -.33 .28

Social Subscale -43 . -84 1.49 1.39
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Analysis of Variance

An analysis of variance was conducted on the data 
from the pre- and post-session administrations of the 
measurement instruments. The P-values obtained from the 
analysis of variance were not significant and were at
tributed to the small sample. Consequently, the influ
ence of the variables of age, sex, marital status, time 
in prior treatment, and diagnosis on the measurement 
instrument score changes could not be determined. The 
interaction”between group content (assertiveness train
ing versus counterdepression concepts) and the methods of 
presentation (group versus class) on the resultant 
measurement instrument score changes was also not de
termined due to the small sample size and the P-values 
that were not significant at the .05 level.



CHAPTER V

FTHDITOS

The research questions of this investigation were 
based on characteristics of sick role behavior as defined 
by Parsons (19^1) and later elaborated by Wu (1972). 
Briefly summarised the research questions were: will
dependency behavior decrease, assertive behavior increase, 
and social adjustment improve in individuals treated using 
either a traditional group approach or a classroom group 
approach?. Changes in sick role behavior toward more inde
pendent functioning was measured by changes on the Navrdn 
Dy Portion of the MMPI, the Rathus Assertivenss Schedule, 
and A Social Adjustment Scale. The scales measuring 
behavior change were administered prior to and following 
a series of six therapy or classroom sessions.

The first two research questions focused on which 
therapy approach would decrease dependency behavior and 
which approach would increase assertiveness behavior. The 
mean score changes resulting from the administration of 
the Navran Dy and Rathus Assertiveness scales were not 
significant although some trends were evident. The 
assertive and depressive classes showed greater decreases 
in dependency on the Navran Dy Portion of the MMPI and

36



increased assertiveness on the Rathus Assertiveness 
Schedule than did the traditional therapy groups over the 
six-week study period. This' trend,.although not evi
denced in the analysis of variance, may have been due to 
the members of the classes having spent less time in 
prior treatment at thNe mental health center. The aver-r 
age time in prior treatment for the classes was 18 months 
as opposed to 27 for the assertive group and 1}.6 for the 
depressive group. Less time in prior treatment would 
seem to indicate less time to be socialized into the sick 
role as characterized by their decreased dependency and 
increased assertiveness. In contrast to the classes, the 
depressive group showed a reverse trend on the measure
ment instruments. The group scores indicated a decrease 
in assertiveness and an increase in dependency. Indi
viduals in the depressive group spent the most time in 
treatment prior to the onset of the investigation indi
cating much time to be socialized into the sick role.
This trend in the depressive group could be expected as 
the traditional functioning of groups, and mental health 
centers in general, tends to foster and perpetuate sick 
role behavior. In addition, the individuals in the 
depressive group were all female which may have had an 
impact due to cultural expectations that influence women 
to be the weaker sex and less able to cope with problems
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of living. Such expectations would enhance movement into 
the sick role.

The reverse trend as noted in the depressive group 
was not noted in the assertive group, although the assert
ive group showed less change than the classes on the 
measurement instruments. The members of the assertive 
group had spent less time in prior treatment than members 
of the depressive group but more time than members of the 
classes. Again the increased amount of exposure to the 
sick role in the assertive group may have been responsible 
for the small amount of change on the measurement instru
ments although not to the.extent of producing a reversed 
trend. As Kubie (1968) suggested, it might be easier for 
an individual to change maladaptive behavior if he re
garded himself as a student. Entering into a classroom 
atmosphere may have assisted individuals in the classes to 
decrease their rate of movement into the sick role behavior 
and to increase movement toward more independent function
ing. In summary, involvement in therapy using a classroom 
approach supported, although not to a significant degree, 
a decrease in dependency behavior and an increase in 
assertive behavior.

Changes in social adjustment tended to be slightly • 
positive for both the classes and the groups, although 
again not significantly. The depressive group showed the
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greatest amount of change from pre- to post-session 
administration of the social adjustment scale. , Tentative
ly, this might indicate that the traditional group approach 
Has more effective in changing social adjustment. However, 
the trend was not evidenced in the assertive group and 
because the trend in the depressive group was seen on a 
scale in which reliability had not been established con
clusions cannot be drawn.

The impact of influencing variables such as age, 
sex, marital status, time in prior treatment and diagnosis 
could not be statistically determined due to the small 
sample size. The possible impact of prior time in treat
ment and sex on the results were discussed. The impact 
of age, marital status, and diagnosis on the findings was 
not discussed as trends could not be detected by this 
investigator.

The results of the investigation were not conclu
sive in indicating which therapy approach, classroom or 
traditional, was more effective in changing sick role 
behavior in clients treated in an out-patient unit of a 
community mental health center.



CHAPTER VI

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

Changes in sick role behavior as delineated by 
Parsons (1951) and ¥u (1972), through involvement in 
either a classroom or traditional therapy group, were 
investigated in a descriptive study with out-patients 
seeking treatment at a community mental health center. 
Participants were referred to the depressive or assert
iveness training concept groups or classes by their 
primary therapists and were required to complete three 
self-report scales measuring changes in dependency, 
assertiveness, and social adjustment, The scales were 
administered prior to and following completion of the . 
group or class sessions, which lasted six weeks. The 
scales used in this investigation were the.Navran Dy 
Portion of the MMPI, the Rathus Assertiveness Schedule, 
and a Social Ad jus tment Scale developed by this investi
gator. Pre- and post-session scores obtained on the 
measurement instruments were compared, using t-tests, 
to detect significant behavioral changes in either the 
classes or traditional groups. An analysis of variance 
was also utilized to determine the effects of variables 
such as age, sex, marital status, time in prior treatment, 
and diagnosis on the results obtained from the measurement
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instruments „ Due to the '.small sample size, the results . 
of the analysis of variance were not significant.

Limitations., of the study included the- small sample, 
size which made statistical, analysis difficult and the 
short period of time used for the conduct of the study.
It is debatable that significant behavior change, as 
measured by the self-report scales, could have occurred 
during a short period of time and that behavior change 
occurring over such a short period would be maintained 
for long periods of time. Another limitation was that 
individuals were referred to the class or traditional 
group by their primary therapist. Such referral may have 
been based on "the therapist's desires for the client 
rather than the client’s expressed desire to be in a 
group or class for treatment. Some individuals in the 
classes did sign up to be in the classes although this

■ ■ <swas not true for all the participants. The classes were 
conducted by therapists at the mental health center and 
the outline (class formats) used in the two classes varied 
according to the therapist’s conceptualization of a class
room approach.. The differing outlines created incon- 

1 sistency in the presentation of class material and 
possibly influenced the response of individuals on the 
measurement instruments. Another major limitation of 
the study was that the Social Adjustment Scale developed 
by this investigator was not pretested to determine or
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establish reliability prior to the onset of the study. 
Thus, the results obtained from the scale could not be 
judged as reliable and consistent indicators of behavior 
change that occurred in the study. Overall scale admini
stration was not consistent between the groups and their 
corresponding classes due to the Adult Class scheduling 
established at the mental health center and the forma
tion of the traditional therapy groups used in the study.

The results of the investigation were not statis
tically significant although the assertive and depressive 
concept classes showed greater trends toward decreasing 
dependency and increasing assertiveness behavior as com
pared to the traditional groups. Improved social adjust
ment to a slight extent was generally noted among both 
the classes and groups.

Conclusions
The trends revealed in this investigation seem 

to indicate that classroom groups have potential for 
treating individuals experiencing mental health problems 
(problems in living) by encouraging movement toward inde
pendent functioning and away from sick role behavior.

Recommendations
Future study is needed to determine if classroom 

groups can be significantly effective, in assisting
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individuals to cope more effectively with problems ofi • ' .

living while decreasing movement towards dependency in 
treatment which is characteristic of sick role behavior. 
Future study would need to involve longer periods of 
study to determine both.short-and long-range effects of 
a classroom approach as well as the use of objective 
reports of behavior change in addition to the use of self- 
report subjective scales. Diagnosis, time in prior treat
ment, age, and sex are all variables that need to be 
controlled more closely to minimize the impact they have 
on the study results which would have become apparent 
with the use of a much larger sample.



APPENDIX A

HAVRAN DY PORTION OF MMP-I

The Navran Dy portion of the Minnesota Multiphasic 
Personality Inventory (MMPI) consists of 56 items selected 
from pre-existing scales in the Minnesota Multiphasic 
Personality Inventory (MMPI)» Items included in this 
scale are:

9 lip. 30ij. 397
19 158 305 398
21 163 321 14.08
2k 165 337 kk3
Ip. 170 338 14-87
65 180 3k3 488
67 189 357 509
70 193 361 . 531
79 201 362 549
82 212 369 554
86 236 375 564
98 239 382

100 259 383
107 2614. 390
138 267 39k

kk .



The above items were used by permission for 
research purposes only. Copyright 1943, renewed 1970, 
by the University of Minnesota. Published by the Psy
chological Corporation. All rights reserved.

Since there is evidence to indicate that item 
responses obtained to selected items isolated from the 
context of a personality inventory may not be comparable 
to those obtained within the context, the results of this 
research should not be considered applicable to the 
standardized complete form of the inventory.



APPENDIX B

RATHUS ASSERTIVENESS SCHEDULE

Directions; Indicate Now characteristic or descriptive 
each of the following statements is of you 
by using the code given below,

+3 very characteristic of me, extremely descriptive
+2 rather characteristic of me, quite descriptive
+1 somewhat characteristic of me, slightly descriptive
-1 somewhat uncharacteristic of me, slightly.non

descript ive
-2 rather uncharacteristic of me, quite nondescrip- 

tive
-3 very uncharacteristic of me, extremely non

de scrip tive
 1. Most people seem to be more aggressive and

assertive than I am,
2 , I have hesitated to make or accept dates because 

of "shyness,"
 3, When the food served at a restaurant is not

done to my satisfaction, I complain about it to 
the waiter or waitress,

U., I am careful to avoid hurting other people’s 
feelings, even when I feel that I have been 
injured,

 5, If a salesman has gone to considerable trouble
to show me merchandise which is not quite suit
able, I have a difficult time saying "no,"

  6. When I am asked to do something, I insist on
knowing why,

_____ 7. There are times when I look for a good, vigorous
argument.



8.

.9.

10.
11.
12.
13.

14.
15.

16.

17.

18.

19;

.20.

.21.

.22.

23.

•47
I strive to get ahead as. well as most people 
in my position. -
To be honest, people often take advantage of 
me „
I enjoy starting conversations with new 
acquaintances and strangers.
I often don't know what to say to attractive 
persons of the opposite sex.
I will hesitate to make phone calls to business 
establishments and institutions.
I would rather apply for a job or for admis
sion to a college by writing letters than by 
going through with personal interviews.
I find it embarrassing to return merchandise.
If a close and respected relative were annoying.: 
me, I would smother my feelings, rather than 
express my annoyance.
I have avoided asking questions for fear of 
sounding stupid.
During an argument I am sometimes afraid that 
I will get so upset that I will shake all over.
If a famed and respected lecturer makes a state
ment which I think is incorrect, I will have 
the audience hear my point of view as well.
I avoid arguing over prices with clerks and 
salesmen.
"When I have done something important or worth
while, I manage to let others know about it.
I am open and frank about my feelings.
If someone has been spreading false and bad 
stories about me, I see him (her) as soon as 
possible to "have a talk" about it.
I often have a hard time saying "no."



. I tend to bottle up my emotions rather than 
make a scene.

_25» 1 complain about poor service in a restaurantor elsewhere.
26. When I am given a compliment, I sometimes don't 

know what to say.
_27. If a couple near me in a theater or at a lec

ture were conversing rather loudly, I would 
ask them to be quiet or to take their conver
sation elsewhere.

.28. Anyone attempting to push ahead of me in a 
line is in for a good battle.

29. I am quick to express my opinion.
.30. There are times when I just can’t say anything.



APPEHDIX C

SOCIAL ADJTJSTMEI'TT SCALE

Social Activity Questionnaire
Directions? Read each item below carefully. Circle the 

one response that best applies to you at 
this time. Please answer all parts of the• 
questionnaire,

EMPLOYMENT
1. Job Hours;

a. Full time (I}.0 hour week)
b „ 3/1}, time (30 hour week)
c„ 1/2 time (20 hour week)
d, I/I4. time (10 hour week)
e. Sheltered full time
f , Sheltered half time
g. Unemployed For how long? ____
ho Student

2. Work Attendance;
a. Late or absent from work less than once every 

. six months. 
bo Late or absent from work less than once a 

month o
C o Late or absent from work once every two weeks. 
do Late or absent from work once a week,
e. Late or absent from work two or more times

. a week.
3. Job Changes;

a. No changes or change for more pay/better con
ditions.

b. Changes for equal jobs— up to 2 per year.
c. Changes for equal jobs— over 2 per year.
d. Changes for job with less pay (up to three

per year).
e. Changes for job with less pay (over three

per year).
1}.. Job Relationships;

a. Agreeable relationships with boss and all 
co-workers.



b . Agreeable relationships with boss and most 
eo-workers„ • .

c„ Agreeable relationships with boss and few co—workers} or troublesome relationships 
with boss and agreeable relationships with 
most co-workers.

d„ Troublesome relationships with boss and few 
co-workers„

e.' Troublesome relationships with boss and most 
co-workers„

HOME AND PERSONAL
1. Personal care,, e.g., dressing, shaving, oral care, 

grooming, ate., according to accepted social standards
a. Always able to complete personal care.
b. Usually able to complete personal care.
o. Occasionally able to complete personal care 

without direction or assistance.
d. With verbal direction and minimal physical 

assistance able to complete personal care.
e. Unable.to complete personal care unless 

verbally directed and assisted.
2. Household care, e.g., cooking, cleaning, repairs, pay

ing bills, etc.
a. Able to fully manage all household activities.
b. , Usually able to manage household activities.
c. With assistance and/or direction able to 

manage household activities.
d. Requires much assistance and/or direction to 

manage household activities.
e. Unable to manage household activities.

3. Care of children and/or family member, e.g., dressing, 
feeding, meeting emotional needs;
Please check here if living alone and not caring for 
children/family member.

a. Able to fully care for children or family 
member at all times.

b. Occasionally unable to care for children or 
family member.

c. Assistance and/or direction needed to care 
for children or family member.

d. Much assistance and/or direction needed to 
care for children or family member.

e. Unable to care for children or family member.
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I}.. Management of children (discipline, dating, etc.). 

Answer only if you have children.
a. Rarely have difficulty managing children.
b. Occasionally have difficulty managing chil

dren .
c „ Fairly often have diff iculty managing chil

dren.
d. Frequently have difficulty managing children.
e. Constantly have difficulty managing children.

5. Relationships with children. Answer only if you have
children.a. Affectionate agreeable relations with chil

dren most of the time.
b. Affectionate agreeable relations with some 

children.
c. Indifferent relations with children.
d. Troublesome strained relations with children.
e. Relations broken with children.

6. Relations with parents 1
a. Affectionate agreeable relations with both 

parents most of the time.
b. Affectionate agreeable relations with one 

parent.
c. Indifferent relations with parents.
d„ Troublesome strained relations with parents, 
e. Relations broken with parents.

7. Relations with brothers/sisters. Check here if
you are an only child.

a. Affectionate agreeable relations with all 
brothers/sisters most of the time.

b. Affectionate agreeable relations with some 
brothers/sisters.

c. Indifferent relations with brothers/sisters.
d. Troublesome strained relations with brothers/ 

sisters.
e. . Broken relations with brothers/sisters. 

Marriage. Check here if you are not married.
8. Love;

a. Experience deep love for husband (wife).
b. Experience average love for husband (wife).
c. Experience mild love for husband (wife).
d. Do not experience any love for husband (wife).
e. Experience dislike or hate for husband (wife).
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9. Arguments:

a. Rarely .argue with husband (wife).
b. Occasionally argue with husband (wife),
o. Fairly often argue with husband (wife).
d. Very often argue with husband (wife).
e. Constantly argue with husband (wife).

IQ. Activities:
a. Share many activities and interests with 

husband (wife).
b. Share few activities and interests with 

husband (wife).
c. Share occasional activity or interest with 

husband (wife).
d. Indifferent towards activities and interests 

of husband (wife).
e. Discourage husband (wife) from participating 

in his/her activities and interests.
Sexual Activities. Please answer even if you are single.
11. Frequency of Intercourse:

a. Very often
b. Often
c . Occasionally
d. Rarely
e. Never

12. Feelings regarding frequency of intercourse:
a. Very satisfied
b. Satisfied
c . No feelings
d. Dissatisfied
e. Very dissatisfied

13. Frequency of orgasism during intercourse:
a. Very often
b. 0ften
c. Occasionally
d. Rarely
e. Never

lli.. Degree of enjoyment during intercourse:
a. Very pleasurable
b. Pleasurable
c . Neutral
d. Unpleasant
e. Very unpleasant
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SOCIAL
1. Appointments:

a. Always keep appointments, 
b „ Rarely cancel or miss appointments. .
a. Occasionally cancel or miss appointments.
d. Frequently cancel or miss appointments, 
eo Fail to keep appointments.

2. Number of friends:
a) Casual b) Close

a. 5 or more a. 5 or more
b. 3 or % b. 3 or %
c . 2 c , 2
d. 1 d. 1
e. None e. None

. 3. Contact with friends:
a. Initiate all contact with friends.
b . Initiate most contact with friends.
e . Contact with friends initiated on equal basis.
d. Allow friends to initiate most contact.
e . Allow friends to initiate all contact.

I).. Degree of socializing with friends:
a. Gro out with friends 2 or more times a week.
b. Go out with friends once a week.
c. Go out with friends approximately once every

two weeks.
d. Go out with friends approximately once a month.
e. Go out with friends less than once a month.

5. Contact with relatives:
a. Initiate all contact with relatives.
b . Initiate most contact with relatives.
c. Contact with relatives initiated on an equal 

basis,
d. Allow relatives to initiate most contact.
e. Allow relatives to initiate all contact.

6. Degree of socializing with relatives. Check here
if relatives live outside city.

a. Visit relatives 2 or more times a week.
b . Visit with relatives once a week.
c. Visit with relatives approximately once every 

2 weeks.
d. Visit with relatives approximately once a 

month.
e. Visit with relatives less than once a month.
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7„ Participation in social and recreational activities;

a. Participate in social or recreational activi
ties 3 or more times a week.

b. Participate in social or recreational activ
ities 2 times a week.

c. Participate in social or recreational activi
ties once a week.

d. Participate in social or recreational activ
ities less than once a month.

e. Do not participate in any social or recre
ational activities at this time.

8. Participation in religious activities:
a. Participate in religions activities 3 or more, 

times a week.
b. Participate in religious activities 2 times 

a week.
c. Participate in religious activities once a 

week.
d. Participate in religious activities less than 

once a month.
e. Do not participate in religious activities 

at this time.
9. Use of community facilities in addition to this com

munity mental health center:
a. 1}. or more
b. 3c. 2
d. 1
e . Hone

Please list facilities you use:



APPEHDIX D

PERSONAL DATA PROFILE

1. Subject Number: .
2o Age:_______  . . . ■ .....
3. Sex; M F
Ij.. Marital Status: Single Married Divorced Widowed

Length of time in treatment at Southern Arizona Mental 
Health Center:

6. Diagnosis;_________   . . .
(If diagnosis is not known, please leave this space 
blank <,)
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APPENDIX E

HUMAN SUBJECT«S CONSENT FORM

Project titles A Comparison of Two Group Approaches with
Outpatients in a Community Mental Health 
Center

I, Marlene Goroski, R.N., am a graduate student at 
The University of A r i z o n a I  am conducting a study about 
groups at Southern Arizona Mental Health Center0 The 
main purpose of this study is to see if either a tradi
tional group approach or a classroom approach is more 
effective in providing you with treatment«

Your participation in this study is voluntary, 
and will require about two (2) hours of your time while 
you are involved in group therapy. During the first week 
of adult classes conducted at the Center you will be asked 
to fill out a one page form with data about yourself and 
to complete three (3) short questionnaires. On the first 
questionnaire, you will be given various examples of be
havior and asked to indicate true or false as they apply 
to you. On the second questionnaire, you will be asked 
to indicate on a scale of +3 to -3 how assertive you feel 
in various situations. The third questionnaire requires 
you to answer 2Zj. multiple .choice items regarding your 
employment, home and social activities. It will take you 
approximately 60 minutes to complete these questionnaires. 
Following completion of the adult classes you will be 
asked again to complete the above questionnaires. Your 
participation also includes permitting the investigator 
to verify or supplement the personal data you supply with 
information from your chart.

All the information you will give will remain con
fidential and will be handled only by the investigator.
The questionnaires will be numbered for identification.
Your name will be kept confidential, and will not appear 
on any of the questionnaires you complete or in any reports 
of the study. Data analysis will be carried out on coded 
data by a computer.

The results will be used only for the purposes of 
this study, and may be published in any professional book
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or journal. The information presented in any reports 
will be presented by group responses rather than indi
vidual responses.

There is no additional cost to you for partici
pation, nor is there any payment. One of the benefits of 
this study will be to help mental health professionals 
determine effective means of providing group therapy to 
individuals in this community.

If you decide not to participate in the study, or 
do consent but wish to withdraw from the study later, it 
will not change your relationship with your therapists 
nor will it affect the quality of your treatment in any 
way. If you choose to participate, I will be available 
to answer any questions you may have about the study.

If you understand what is involved and you con
sent to participate in this study, please sign your name 
below.

The nature, demands, risks, and benefits of this project 
have been explained to me, and I understand what my 
participation involves. I also understand that I am free 
to ask questions and to withdraw from the study at any . 
time without affecting my relationship with any person. _
Sub ject's Signature _̂__ ______ __________ D a t e .....
I have explained the nature of the above project to the 
subject. I certify that to the best of my knowledge the 
subject signing this consent form understands the nature, 
demands, risks, and benefits of participation in this 
study.
Investigat or 1s Signature Date



APPEHDIX P

COURSE OUT LIRE: DEPRESS IOR CLASS

Alternatives to Depression Class

Outline
I, How I depress myself

self pity, self blame, others pity, 
dwelling on past, future, other places.

II. Functions my depression serves 
social control 
avoidance
insurance policy against failure 

. attention . ,
revenge

III. How I can stop being depressed 
brag concept
thinking into feelings, A-B-C 
positive'-negative components in situations 
partial!zing tasks, pleasure, mastery 
doing activities, keeping log, emphasis on doing 

things when I don't feel like it 
stoppers
self-reinforcers, card, posters

IV. How I can take good care of myself taking in what is good 
healthy diet 
exercise 
breathing 

artificial energy sources 
partializing tasks 
relearning habits

V. Stroking-reinforcement from others, giving and re
ceiving. Positive, negative, conditional, and uncon
ditional.

VI. Assignments
activity log, three things I like about me, read

ing "Rose Bush."
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APPENDIX G

I,

II.

III.

IV.
V.
VI.

COURSE OUTLINE: ASSERTIVENESS TRAINING CLASS

Outline
Introduction
Define and explain what assertiveness is about.

Teach progressive and autogenic relaxation training. 
Use of relaxation in desentization to stressful 
assertiveness situations.

Teach techniques of assertiveness behavior, i.e., 
broken record technique, pair off and practice techniques.

Continue with material in session III.
Review guidelines for effective communication.
Continue with material in session V.
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