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Abstract 
0 

. ' 
I - . . 

~aradoxi&l strategies, such as symptom pre&ription, are claimed to be the .' 

treatment of choice with clients who tend not-to comply with intervention- instructions. I 
i. I 

This study investigated the relationshp between psycbdogical. reactance and 
. w 

intervention outcome using w r i t t ~ ,  selfhelp symptom prescription and stimulus 
0 

- control procedures for difficulties falling asleep. Psychological reactance is 

described a; a predisposition to respond to threats ti one's freedom or autonomy 
* 

with non-compliant or "resistant" betiaviour. lnbaddition, levels of stress, levels of 
6 . * 

client's perception*of the social influence qualities,of the counsellar, and levels of . 

,counsellor-client alliance were each correlated with intervention outcome. 

.. Forty-one subjects.participatecl in three, seven-day experimental phases 
, A 

(baseline, two treatment phasbs). Twenty of the subjects keceived a one-hour 

counselling interview plus &her $written symptom prescription procedure or a 

written stimulus control procedure. Twenty-one of the subjects received one of the' 

two written interventions, but no co,unselling interview. 
; 

' * Six research predictions were formulafed: One, psychological reactance 

would be less negatively related to treatment outcome in the symptom prescription 

condition than in the stimulus control condition. Two, irrespective of intervention . 

type, there would be sbnificant overall reductions in time to sleep onset. Three, 

there would not be reliable differences in magnitude of treatment effect between the 
'L 

two interventions. Four, the client's perception of social influence quallaies of the 

counsellor and tAe level of counsellor-client alliance. would each be* more positively 

related tontreatment outcome:in the symptom prescription condition than in the 
,Y 

stimulus control condition. Five, regardless Of interventiondype, level of stress would 

be negatively associated with reduction in time to sleep-onset. Six, stress would be 

1, less negatively related to-treatment outcome in the symptom prescription condition 
. , 

relative to the stimulus control condition. t 



- r 

d 

The results suhort the first, second, and third predictions. Significant - 
reductionsr& time to sleep onset were observed for all conditions, however 

- 

reactance was positively associated with reductions in time to sleep onset-in the 
* 

syrqptom prescription- condition, but reactance was negatively associated with - 

A '  

K reductions in the ~timulus control conditioTi, There-were, except in terms of 

reactance, no reliable treatment effect differences between the two interventions. 
- 0  

These findings suggest that both interventions facilitate reductions in time to sleep 
P 

6 
6r 

onset, yet syAptom prescription i i  superior for reactant clientele. The fou?h, fifth, and 
i 

sixth predictions we're not supported. Neither stiess nor quality of the copnseltor- 

client relationship were significantly associated with treatment effect. 
. 

- 
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Chapter I 

Introduction 

/" 

, 
' _ _ /  

- / ' ,  
Ad+gankdr dS 

, This chapter briefly introduces the reader to the rationale underlying this study. 
L /' c. 

In the f i r s t - ~ e $ e n e r a l  problem is delineated into four issues. In the lat&@art, 

issues are transformed into six testable research questions. This introduction should 
,' 

prepare the reader to appreciate the relevance of the material presented in the , 
/ , - 

second chapter, Review of the Literature. 

- 
The Problem 

Amongst c o ~ n s e l i i n ~  dients there is variability in respect to the degree to 

which they comply ~ i th '~rescr ibed intervention plans. Some clients readily comply 

with intervention instructions, while others, despite (he fact that they are genuinely 

seeking help, appear to resist complying with the instructions provided by a helping 
+ 

professional. Resistant clients pose a particular challenge for the counsellor 
. . 

employing conventional interventions as these strategies often require compliance 

with detailed procedures. For example, progressive relaxation techniques require 
- .  

_ that the client perform a sequence of specific behaviors. 

Two of the most common interventions employed by counsellors for the 

alleviation of troubles falling asleep are stimulus control and symptom prespifption - . 

procedures. A stimulus control procedure for insomnia minimizes the presence of 

cues hhichare associated with the inability to fall asleep. In essence, this procedure 
* 



requires that the individual leave bed whenever they are unable to fall asleep within 
A 

10 minutes. Yet, if a person does not attempt to comply with this intenention step, as' 

might a resistant client, it is unlikely, according to the underlying theory (Bootzin, 

1978), that much benefit will accrue. 

'l 
Syrhptom prescription is a paradoxical strategy which recommends that the 

client should try to stay awake whenever they experience troubles falling asleep* If 
b 

resistant clients, that fs clients who tend not to follow instructions, are proviefed vith a 

symptom prescriptmn, they face two choices: Either they can resist the instruction to 

stay awake and fall asleep,'or they can attempt to stay awake. As.it turns out, for 

most clients who have difficutties falling asleep, the routine of attempting to stay 

awake (while laying comfortably in bed) results in falling asleep faster than they 

would otherwise (Ascher, Bowers, & Schotte, 1985). This paradoxical response to 

the instruction of attempting to stay awake may be, in part, attributed to the r. 

interruption of a pattern of t r y i~g  to force oneself to fall asleep -- the more that 

individuals attempt to force themself to fall asleep, the more likely it is that frustration 

ensues and, as frustration increases, it becomes less likely that sleep will occur in 

short order. The act, or perhaps the very notion, of attempting to stay awake instead 

of trying to fall asleep appears to interrupt this'dysfunctional cycle. It follows, then, 
d 

that symptom prescription might be the strategy of choice with insomniac clients who 

tend to resist intervention instructions, yet this assumption'has been subject to.little 

experimental verification. 

i 

i 
Note: Symptom prescription is one of many types ot paradoxical interventions. The term paradoxical 

intewention, rather than symptom prescription, will be used in this document to emphasize that the 

issue in question is conceptually generic to paradoxical interventions rather than to symptom 

prescription in pa&cular. . 
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3 

Stimulus control and symptom prescription interventions are typically 

delivered during face to face counselling interviews. That is, the intervention takes 
L 

place in the-context of some relationship between a client and a helper. The helper 
/ - ?  

provides support and the necessary information to implement the intervention. 

However, both'stimulus control and symptom prescription instructions are relatively 

simple and can be readily transformed to a set of written instructions. It has yet to be 

tested if written formats of either of these two interwentions are effective in the 

absence of counsellor involvement. -The question arises, ~ o u l d  providing these two 
4 

interventions in written format prove to be as efficacious as conventional verbal 

In short, while there is substantial experimental evidence to support the claim 

that symptom prescription is a highly effective means of amelioratmg difficulties 

falling asleep (Bowers & Schotte, 198,5), there is'no experimental evidence to 

determine if written or conventional modes of delivery are differentially effective in 

reducing times to sleep onset. Further, there is controversy (~urnef% Ascher, 1982) 

in respect to the extent to which client and counsellor variables mediate between 

symptom prescription and counselling outcome. In the spirit of further examining the 

, properties of paradoxical strategies in general, and those of symptom prescription for 

the-amelioration of difficulties falling asleep in particular, this study will address four 
d 4 i 

issues, namely: . . 

1. The claim that a paradoxical interventionls the treatment of choice with resistant . 
clients. 

2. Whether, or not, written self-help manuals incorporating either symptom 

prescription or stimulus control procedures will effect significant reductions in time to ., 
sleep onset. - 



3. If a paradoxical intervention is more sensitive to the quality of the cli,entcouns-ellor 

relationship relative to a non-paradoxical intervention. 
ID 

4. That individuals experiencing ahgKlevel of stress will respond more favo'r'ably to 

a paradoxical intervention than to% non-paradoxical intervention. 
P 

These issues will now be examined in greater detail. 

Issue # I  ' 

, 
/ 

One claim made about paradoxical technique's is that they are the modality of 

choice for working with non-compliant 1 reactant clients (Fisher, Anderson, Jones, 

1981 ; Rohrbaugh, Tennen, * .  & White, 1981 ; Shoham-Salomon, Avner, & Neeman, 

1988). Obviously, a client who is predisposed to not following intervention ' 

instructions is unlikely to benefit from detailed, compliance driven interventions (e.g.. 
- 

behavioral management programs which require self-monitoring and compliance 

with intervention instructions). On the other hand, the likelihood of a non-compliant 

client benefiting is increased, according to the rationale underlying a paradoxical 

procedure, if an intervention can be devised which places the client in a "no-loose 
v 

situation", or a win-win bind. That is, an intervention where the person is placed in a 

,paradoxical context which increases the perceived control over the problem 
%,% - 

irrespective if the client does in fact decreaseor increase the &b~ern behavior.  o or 
example, to instruct an anxious: but non-compliant, client to spend at least 30 min. 

per day attempting to become as anxious as possible will likely result in one of two 
- 

w 

outcomes: One, the person "succeeds" at practicing at being anxious and derives a 

'greater sense of control through the deliberateness of the exercise (ie. the client 

perceives themself as purposi;ely initiating an, episode of anxiety opposed to the 
I 

uncontio.lled onset of anxiety). Two, the person "fails" at the task and is unable to be 

.I? anxious for 30 minutes (this being the more likely scenario as it is difficutt to force 
5' 

oneself to be anxious). In the second case the client may perceive an increased 



- smse of control from - theinability to produce an' ukanted anxiety response. Given 

that a paradoxi@ intervention places the client in a position to gain-antmt-mer the - 
symptbm whether or not they succeed, or even comply, with intervention instructions, 

it follows that paradoxical interventions ought to be appropriate for clients who tend 
9 - -  L~ 

not to follow intervention instfuctions. 
@-- 

The principle subject of interest to thisstudy, then, is the relationship between 

client reactance and client benefit with paradoxical and non-paradoxical techniques 

iL 

for ameliorating difficulties falling asleep. High-rea'ctant clients are described by 
F 

'% 

Dowd, Milne, and Wise (1986) as persons who tend-to defy others, to resist overt 
. 

influence from others. However the impact of the variable of psychologicai - ~~ 

reactance upon outconk with paradoxical interventions has received litkle attention 

in the literature to date. Dowd, Milne, & Wise (1,986) have constructed what they 

claim to be a reliable measure of psychological reactance, The Therapeutic 

Reactance Scale (TRS). The development of the TRS affords the researcher an 

opportunity to expedientljl assess the level of. reactance and therefore provide the 

technology to systematically scrutinize $he claim that paradoxical interventions are 

the treatment of choice with non-compliant clients, and thus contribute towards the 

rational application of such interventions. To date there have been only two studies 

specifically investigating the relationship between client reactance, as measured with .- . 

the TRS, and paradoxical interventions (Dowd & Brockbank, 1985; Hughes & Dowd, 

1985). These two studies utilized paradoxical interventions for the reduction of 
I 

procrastinating behavior, and failed to observe any clear superiority of paradoxical 
.pr 

interventions, relative to tognitive-behavioral interventions, with high-reactant clients. 

. A recent two-part investigation (Shoham-Salomon, ~v t i e r ,  & Neeman, 1988), which 
& 

measured reactance via voice quality and experimentally manipulated reactance, 

found that high-readant procrastinators benefit more with a paradoxical intervention 

than with a non-paradoxical intervention. No study to date has investigated the 
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,I' - - 
6 
- \. * - 

,'--. relationship between psychologicaf reactance and treatme~t outcome with either a 
,- 

/ stimu& control or symptom prescription procedure for difficulties falling asleep: 
* 

b 

There is good evidence that self-help manuals are an effective means of 

administering behavioral programs for the management of phobias, obesity,-and 

smoking (Black & Threlfall, 1986; Peuot-Pearce, LeBow, and Pearce, 1982). In 
* 

addition to comprehensive treatment manuals, brief written messages have been - - 
d 

successfully employed in  counselling. Wagner, Weeks, and L'Abate (1 980) cite Ellis 
1 > 

(1965) as the first to report on the effectiveness of written delivery. ~ e t t e r i  have bben 

effective in the the delivery of paradoxical messages to couples and families, L -. 
although it is unclear if written delivery is differentially effective for paradoxical or - 
non-paradoxical messages (~elvini-~alazzoli, Boscolo, Cecchin, & Prata, 1978; 

Wagner, 1980). The written format itself appears to. be a sound means of delivering 

interventions, hqwever a written delivery excludes the dialectic which takes place 
. * 

between counsellor and client. In some circumstances thd dialectic -- the opportunity 

for the counsellor to modify and clarify the intervention with the client -- may be 

important to client .. benefit. 
'% " 

In fact, it has been argued by some that the delivery style, context, and 

language of -a paradoxical intervention is critical (e.g.Watzlawick, Weakland, & Fisch, 

1974).   hat is, care must be taken in crafting a delivery so that it isaongnr%nt with 
i * 

- 
the individual's beliefs and perceptions. Otherwise thsdienl is likely to dismiss or 

"not.hear" the intervention. The rationale is that careful intervention delivery 

increases the likelihbod fhat the client will be sufficiently interested, captivated, or .n3 Y-q 

- "hooked" to comply with or actively resist the intervention. For example, if +he client 

appears skeptical of helping professionals, then, it might be of value to deliver a 

paradoxical intervention with the proviso that it may be of little value to the client, and 



I 
0 ., p5- 

th* the client shoulb appJ&h the assignrht  with skepticish. lncorpor$tpg a 
6 

~ t i e n t * ~ . s k e ~ t i c i s m  (their position) into the delivery of b daradoxical intervention may 
- 

0 .  

enGance the client's involcement with the intervention (either cooperatively or 

op~ositionally)~while~presirving their sense of control and autonomy through being 

"skeptical". 
I 

In short, a delivery which has been carefully tailored for the individual client or 

client system may be critical for an effective'paradoxical intervention. If this is the 

case, an invarient written symptom prescription interv'ention may not be effective. To - 
r4) 

date, there appears to be no published investigation of either a stimulus control or 

symptom prescription procedure, delivered in written form, i o i  ttie amelioration of 

sleep-onset latency. AS an exploratory test of the appropriateness of admlnisterin&pa 
& 

paradoxical intervention in written form, this study was designed to explore the 

efficacy of the procedure via a written self-help manual. 

Issue #3 

- -- 

Another issue of interest is the mediating effects of thequafiy of the 
-*/- ' - 

client-counsellor relatiohhig bebeen a'paradoxical intervention and counselling 
/ 

outcome, For example, there is scant evidence that paradoxical interventions are 
d . * 

more sensitive to the client's perception of counsellor style, attractiveness, and 

expertise than are conventional behavioral interventibns (Turner & Ascher, 1979). 

Strong (1968) argues that counselling outcome is, in part, dependent upon the social .. 

influence of the counsellor. This influence is a function of the client's perceptionof 

the counsellots expertise, attractiveness, and trustworthiness. An aura of credibility 

may be extended to an unusual paradoxical ,iritepenti.on by a counsellor who the 

client finds to k'expert, attractive, and trustworthy. Perhaps a client who perceives 

such qualitit% wouldcoqply with or defy intervention instructions more vigorously 

than they hig&if the intervention was delivered by a counsellor who was perceived 
sd. 



rl 

8 

to be less than expert, attractive i n d  trustworthy. In sholt,' there is littie experimental 

evidence to help evaluate the impact of counsellor attributes 9 d  the quality of the 
-. s 

client-counsellor relationship upon outcome when employirl/g a paradoxical 
t 

intervention. 

Issue #4 
,7-- 

Another variable which may impinge upon in terv~t ion outcome is severity o f .  

stress. In this thesis stress refers to a comptex-of reactions to the demands of lwing; 
b 

particularly arousab of the parasympathetic nervous system and experienced anxiety. 

To date, only one study has experimentally examined the influence of stress on the 

effectiveness of a paradoxical intehention: Shoham-Salomon & Jancourt (1 985) 

hypothesized that high-stress prone individuals, as operationally defined by the 

participant's heart rate during a cognitive stress-induction exercise, wouM respond 
-. 

- -~ - - 

more favo r a b ! y ~ _ t o - ~ x ~  . _ eahhmnemfii% thanA to compliance based interventions 
-----~ ~ - -  - ---- 

< ~ A  (e.g. direct sudgestions to relax). Shoham-Salornon and Jancourt's rationale was 

that paradoxical directives are more effective than non-paradoxical directives with 

high-stress prone individuals because highly stressed individuals would respond to 

. paradoxical directives ( e.g. Yry to increase your tension even moren) with resistan'ce. 

Presumably by the participant acting counter to a paradoxical directive, level of . 

experienced stress would decrease. Shoham-Salomon and Jancourt did find a y 

significant interaction between level of stress and intervention type. It4hould be 

noted, however, that stress was experimentally induced, compromising the 

ecological validity of the study. PhenQmenologically, there may be a profound 

diffe~ence between the experience of stress which is induced by a cognitive task in a 
' 

laboratory setting and the experience of stress which arises from the daily challenges 

of living. Shoham-Salomon's and Jancourt's (1 985) study stands as the sole 

attempt to clarify any differential effectiveness of paradoxical interventions with high- 

and low-stress prone individuals. Further investigation of the variable of stress is 



\ indicated given the needto efficaciou~ly match problem Bnd 
\ 

'~aracterist ics of the individual with an intervention. .. 

\ 

'\ , Research Predictions 
- 

issues raised in this chapter can be summarized as research 

predictions: 

1. Insomniac clients who display high levels of psychological reactance will tend to B 

B 

fall asleep faster with a symptom prescription intervention than'with a stimulus control 

procedure. 

2. The written delivery of either stimulus control or paradoxical prescription for the 

amelioration of sleep-onset latency will significantly reduce the time to sleep onset 

compared to pre-treatment levels 
v * - 

3. OveraH decreases in time to sleep onset will not differ significantly between a 

wrihen stimulus control procedure and written symptom prescription procedure. 

/ 

4. The quality of client-counsellor relationship will be significantly more positively v 
7 

/ 

related to improvement in sleep-onsgt in the symptom prescriptiamcondition than/ - 
/ 

the stimulus control condition. -/ 
I - 

5. Severity of stress will benegatively correlated with improvement in,x&eep-onset 
, \ 

irrespective of intervention type. 

6. Individuals high in stress will.tend to fall asleep faster with a symptom prescription 

intervention than with a stimulus control procedure. 



Chapter i l 

R&iew of the Related Literature 

This chapter addresses the theoretical issues and the ,corpus of the research 
/ 

" < J 
2 .  

related40 this thesis. Specifically, issues and research under the following headings 
*. 

will be examined: a) a definitidn of paradoxical ihpent ions b) mechanisms 
* " 

I 

accounting for paradoxical intervention phenomena c) experim&tal investigatids 

at investigations d) indications I contraindications for paradoxical 

interventions e) the backgrourfd of stimulus control procedures f) experimental 

investigations of stimulus control procedures g) insomnia. 

- ,  

,, . 
\ a  

To wards a Definition of Paradoxical Interventions , 

There is confusion over what is the sine qua non of a paradoxical intervention 

( Katz, 1984 ); and, over what is the essential feature of a paradoxical intervention 
C '  

which distinguishes it irom a non-paradoxical intervention. Formally, a paradox 

consists of a set of premises which imply some conclusion which is absurd, against 

common opinion. An example of a paradox is the perplexirlg statement penned by 

Epimenides of Crete: All Cretans are liars. A trim paradox, as with this example, can 

be identified by an inherent, and seemingly irreconciable confusion between 

premises and conclusion. The nature of such paradoxical tangles between premises 

and conclusion have been formalfy anlyzed with mathematical models, such as ' . 

 usse sell's group theory (Watzlawick, Weakland, & Fisch, 1974). A paradoxical " 

intervention, on the other hand, may only be paradoxical in a limited, descriptive, 

superficial, and often idiosyncratic sense ( e.g. "...the intervention strikes me as. 

paradoxical"). The point is, paradoxical interventions are not necessarily paradoxical 



in any formal sense. Once the unberlying rationale is understood, most paradoxical , . . 
/ 

interventions hardly seem that- "paradoxicai" (mechanisms underlying a paradoxical 

intervention will be discussed later). . _ 
4 

1 

P 

J 
Defining a paradoxical intervention as dne where the client is instnicted to - - 

engage in some seemingly problematic behavior ( i.e. the presentin,g problem ) is 

suffice to degcribe most paradoxical interventions. Howgver, some behavioral 

interventions instruct the3ndividual to co~tinue with a problematic behavior for * 

B 
assessment purposes, and generally th,ere is no "paradoxi&l intent" here. In 

, - 
general, a- paradoxical intervention can be described as a strategy where the 

counsellor asks clients to perform some aspect of the presentinbcomp~aint, but that 

the piofessional chooses such an intervention for the phposes o@rectly altering the 

frequency or quality df borne presenting komplai8t rather than for theend of 
,- . u 

collecting assessment data. ,"r 

\ 

Paradoxical interventions have been identified as pragmaticpara 
\ 

(Watzlawick, Beavin, and Jackson, 1967). It is not the property of contradic$b, but 
J 

-7-~ther  that the person is faced with no choice, "...thus, if the message is an injunction, - 

it must be disobeyed to be obeyed; if it is a definition of self orother, the person 

thereby defined is this kind of person only if  he is not, and is not if he is" (Andolfi, 

1974, p. 222). Here we approach a critical definitional feature of a paradoxical , 

intervention, it places the personin a positive-double bind. The construct of double- - + -  
bind has been developed and discussed at length by Haley and Bateson (Haley, \ 

1963): a positive double~bind is created by a message which places the person in a 
b . 

position where they "win if the they do, and they win if they don't". For example, a - 
couple seeking help for chronic fighting can be placed in a positive double-bind if the 

couple is instructed that fighting has served as an important means of 

communicating, and accordingly they are to continue to fight & least once a day f w a t  
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' least 15 minutes. A positive bind is created insofar as if the couple persists at fighting 
- 

- '  they have aaomptished what they we& instructed to do and succeeded at '.. 
C 

communicating , and if they decrease f igh t i ,~ ,  they have made an obvious gain. All 
5 

paradoxical interventions imply some order of positive double-bind. In fact, Dowd . 

(1 986) concludes that for an intervention to be defined as paradoxical, it "...should 
I 

involve the presence of a double bind such ihat most !easonable client ictibns lead 
i r  

to therapeutic gainw (p.l 59). In their meta-analysis of paradoxical interventions, 

Shoham-Salomon and ~ o s e n t h s  (1 987) operationally define a paradoxical 

intervention as one which includes a symptom prescription andlor a positive 

connotation. In other words, a paradoxical'intervention defines some component of a 
. . 

presenting problerri as somehow vaiuable, and inso doing ampositive bind is created . - -. 

as the client is positioned 'tomgain whether the individual increases, preservesror 

- diminishes the frequen'i='y/intensity of the presenting problem. 

. A parsimonious resolutian could be had if the'term paradoxical intervention 

was dropped in favou! of positive double-bind, yet the term paradoxical persists in 

the literature, and conceptually in the minds of many. A most enlightening discussion 

ab;out the pe~sistence of this term has been provided by Dell (1986). In a nutshell, 

Dell argues that this persistence of labelling some interventions asqaradoxical 

reflects a collective inability to account for the phenomena of paradox. This 

persistence,' Dell claims, is rooted in an epistemology which-is linear (e.g. A causes 

5 ) and implies some ultimate condition o f  objectivity ( opposed to an epistemolgy . . 

which is recognizes knowledge as particular to, and limited by, the properties of the 

observeqs] ). There appears to be a tendency for many to believe, at some level, 

that the instruction or intervention causes , linearly, the observed effect displayed by 

the client; if this is the case, there is little wonder that paradoxical interventions 
i .  -3 

. appear as mysterious and "paradoxical" ! A client is told,,for examble, to argue more 
1. 

Y 

., with ,his spouse but returns.a week later and claims to have experienced reduced 
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conflict. What has been overlooked is the cli& (the system's) structure which . 
determines the response to the intervention. That is, if we could somehow : 

, fantastically know all that there is to know about the client system (i.e. their 

constructions, principles of organization, etc.) there would be little surprising or 

paradoxical about the client's "new" behavior. It is important that some conceptu'al 

clarity be extended, or at least attention brought to to the issue of paradox, to serve 

as groundwork for discussing the active mechanisms underlying paradoxical 

interventions. Further, there is the need to address the perceived novelty of these 

interventions, and the confusion evident in the literature. This study will define 

paradoxical interventions as those which place the client in some kind of positive 

double-bind. 

5B 
A distinction should be made between symptom prescription and paradoxical . 

intention. A pioneer of paradoxical intention, Victor Frankl (1 960), insists that 

paradoxical intention refers to an intervention which instructs the client to approach 

what they are ultimately avoiding, and symptom prescription includes those 

interventions which instruct the client to persist at exhibiting some symptom. For 

example, in the case of a hand washing compulsion, paradoxical intention would 

entail the client attempting to allow'his hands to become extremely soiled and 

perhaps becoming as anxious as possible about the dirty hands; a symptom 

prescription would instruct that the client persist at, or even increase, the frequency of 

., -zn 
hand washings. It may be the case that symptom prescription activates different 

change mechanisms than does paradoxical intention. For instance, with a hand 

washing compulsion, paradoxical intention may precipitate a more intense chan* 

process as the person engages with the focus of the phobia opposed to the relatively 

non-threatening, albeit tiresome, practice of washing one's hands. There is little 
\ 

discussion on this matter in the literature, and confusion arises from the fact that the 

two terms persist and are used with little deference to such a distinction. It is 
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nonetheless ~easonabie to conceptualize symptom prescription and paradoxi'cal 

intention as members of a class, paradoxical interventions. Conceptually, it is 

important to make this distinction as there area number bf target problems which 

imply different intervention formulations for paradoxical intention and symptom 

prescription, such as with the above example; however, there are some target 

problems were an appropriate paradoxical intention intervention and symptom 

prescription appear to be one andthe same. For example, instructing an individual 

complaining of panic attacks to engage purposefully in the panic attacks would 

instantiate either symptom prescription or paradoxical intention,. It seems that in . 

order to create differing symptom prescription and paradoxical intention interventions 

for the same presenting problem, the presenting 'problem must have a distinct 

behavioral component (e.g. hand washing) and a distinct affective-cognitive 

component (e.g. anxiety. about dirty hands). This study is directed at examining an 

intervention,which would best fit the definition of a symptom prescription: the 

instruction to attempt to stay awake, is directed at a behavior (i.e. lying awake) rather 

than the ultimate outcome of lying awake (i.e. anxiety and frustration), although this 
f 

focus does not preclude cognitive and affective changes. 

Mechanisms Accounting for Paradoxical Intewention Phenomenon 

Explanations accounting for the phenomena. of paradoxical interventions fall 

roughly info four groupings: 

1. An anticipatory anxiety cycle is disrupted through attempts at flooding, 

failure to bring on the symptom or its anticipated consequences, and a 

Commensurate enhancement of sense of control. 

2. The promotion of reattributions. Attributions to another source may reduce the 

perceived danger or distressfulness of the problem. 
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3. A positive doubfe bind is created. The intervention creates a "win-winw bind 

where the client perceives greater control over the problem, and constmcts'a less 

disconcerting, less dysfunctional perception. 

4. More generally, a reframe or a decontextuali~ation of the problem is 

produced. The cbntext of the problem shifts and,irrevocably, the meaning and the 

function of the problem is altered. 

Anticipatory anxiety 

Frankl (1975), provides a two - level explanation for the effect of paradox. 
P 

First, a wcle of anticipatory anxiety is disrupted. Frankl describes this cycle as 

consisting of some symptom which evokes anxiety (e.g. the primary anxiety 

associated with the inability to fall asleep), and then the person develops a 

secondary conditioning of becoming anxious about the prospect of experiencing the 

primary symptoms (e.g. " I am anxious about becoming anxious), and thus an 

escalating spiral of anxiety is created. Frankl maintains that paradoxical intention 

disrupts this cycle That is, the person focuses upon deliberately attempting to evoke 

what they are desperately trying to avoid, and thus the established cycle is disrupted. 

The second level of explanation follows from Frankl's existential orientation. 

The client begins to perceive a non-volitional response as volitional, and in so doing 

the client moves towards responsibility for their difficulty. For instance, the individual 

who "panics" at the prospect of a panic attack, likely perceives themself to be out of 
P 

control. By deliberately attempting to produce (although usually unsuccessfully) a 

panic attack, the individual has gained some control where they had once believed 

themself to be helpless. Frankl also adds that paradox serves to evoke humour, a 



response not only incbmpatibla with andety, but a capitalization of a powerful human 

resource. - 

Frankl's anticipatory anxiety hypothesis leads to perhaps the most 

parsimonious explanation of paradox: that it produces a desensitization process; 

that "...it utilizes principles of-human learning to extinguish, satiate, or aversely 

reduce the presentabon of the symptom" (Raskin & Klein, 1976. p. 550.) Simply, the 

client learns a diminished response to the primary response through repeated, 

unsuccessful attempts (i.e. following paradoxical intervention instructions) at evoking 

some undesired behavior. For example, a client fearing the consequences of a 

panic attack is instructed to induce anic attacks, a series of attempts to do so 5 
typically results in the experience of a reSponse much less noxious than anticipated. 

In fact, Johnson (1986) argues that behavioral theory provides not only a 

parsimonious explanation, but is fully adequate to account for the observed '- -~ -~ , 

P, 

phenomena. Omer (1981), on the other hand, argues that behavioral explanations 

are plausible under conditions of massed practice and reiniorcement, % - but fall short in 

explaking paradoxical phenomena when clients act on the instructions only a few 

times. 

Attributions , 

Another possible mechanism can be derived from attribution theory. storms - 

and Nisbett (1970) conducted a study where insomniacs were led to misattribute 

arousal to a placebo "arousal pill". Subjects were told that they may experience an 

inability to sleep after taking the pill. Storms and Nisbett found that the "arousal pill" * 
subjects fell asleep faster'than a control group. The authors concluded that the ' 

placebo group fell asleep quicker as they attributed any arousal K, an external 

source, the pills, opposed to some internal process. Analogously, it may be the case 

that insomniacs who are given the paradoxical instruction to attempt to stay awake, 

may hence attribute any arousal and failure to fall asleep to the act of following an 
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intervention as opposed to an uncontrollable internal response; and as a resutt, 

further arousal and anxiety is minimized and consequently time to sleep onset is 

reduced. This hypothesis has yet to receive much theoretical, let alone empirical, 

attention. 

Double binds 

Certainly forceful, are those constructs derived from communication.theory 

and contained in strategic theory (Haley, 1963; Watzltawick, Weakland, and Fisch, 

1974). Central to this theory ate the concepts of first order and second order 

change. First and second order change can be demonstrated expediently by 

example: A person in the cold during the winter who responds to the outdoors by 

donning sweatbr after sweater is applying a first order solution to the problem of cold. 

Such a first order solution could become dysfunctional when the person runs out of 

sweaters r becomes so encumbered that they can no longer move. A second order P d 

response might be to simply move in'doors. Likewise, a client system may be "stuck" 

in a cycle of applying first-order (more of the same) solutions to a perceived problem. 

\,. For example, an insomniac may re-double their effort at forcing themself to fall 
\ 

asleep. 'ln such a case, the solution may be rightly considered as the problem. 

Accordingly, second order change may-belnitiated by the paradoxical instruction for 

the client to allow themself to stay a k k e ;  the client invokes a solution foreign (hence 

paradoxical) to the "setn of solutions attempted or conceived heretofore. Therefore, 

- one outcome of a paradoxical intervention is the promotion of a second order 

change. Creating second order change is a function of placing the client in a positive 

- double bind. A "solutionn which maintains some dysfunction does so as it continues 

to operate within the current structure as part of the very structure. By placi.ng the 

client in a double bind, the "solutionn is replaced with an instruction which leads to an ' 

alteration in the function and the-meaning of the "solution", and therefore the 
b 

"solution" can no longer be invoked as before. The client "wins" irrespective of 
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whether or not they display the symptom. For exampie, instructing a client who 

historically attempts to forcefully prevent ("the solution") panic attacks to, say, bring 

on five panic attacks each day would place the client in a positive double-bind. / 
client was able to bring on a panic attack, then, the client had 

over the symptom (where the client had perceived none). If, on the other hand, the 
\ 

client had failed to bring about a panic attack, then, they had displayed control by 

limiting the symptom. Either way, the client can construe a gain in control. A second- 
,' / 

/ 

I/ /&change would be evidenced in that the client kad evoked "a solution" 
, 

qualitatively outside of their previous set. In sum, strategic theory proposes that 

paradoxical phenomena are a consequence of placing the client in ,a positive bind, 

which leads to second order change, and uttimately the client's re-construction of the 

problem and the solution. w 

Considering Watzlawick's et al. theor)i of second order change further, 

another, but related, level of explanation of paradoxical phenbmena, based upon 

Game Theory, is revealed.. Watzlawick et al. (1 974) argue that: 

1. We categorize the objects of our world into classes. These classes are 

mental constructs, and ttierefore are of a different logical order than the objects 

themsetves. 
. . 

2. Once ari object has been categorized as a member of some class, it is 

extremely difficutt, for the person, to perceive the object as a member of some other 

class. Typically, the person will deem others who categorize the object as member of 

another class as bad or mad. < 



3:  he power of reframing, therefore, lies in that once we perceive the 

alternative class membership (the reframe), it is difficult, if not impossible, for the 

person to construe the problem as before. (p.98) 

Watzlawick et al. (1 974) cite Howard's (1 971 ) existential axiom to illustrate thei'r 

point: 

... if a person comes to "know" a theory about his behavior, he \ 

is no longer bound by it but becomes free to disobey it ... 

conscious decision maker can always choose to disobey an5 

theory predicting his behavior. We may say that he can \ 
always transcend such a theory. This indeed seems 

i 
Z 

'\ 

realistic. We suggest that among socio-economic theories, 
\ 
\ 

0 \ .  
Marxian theory, for example, failed at least partly because \ 

\ 

certain ruling class members, when-they became aware of 

the theory, saw it was in their interest to disobey it. (p. 64) 

It seems apparent that a well crafted paradoxical intervention creates some new 

frame, re-classification of an object or event, which prevents employing previous 

dysfunctional~construdions. It is as if the "wind has been taken out of the sails" of the 

problem. The example of reframing a family's fighting as a "valuable type of 

communication" is a case in point. As soon as the fighting is perceived to be a 

"valuable type of communication", it no longer can be seen as wholly bad and 

useless, and therefore the function of the family quarrel can no longer persist as 

before. 

In a general sense, reframing (or redefining) refers to the process of changing 

the meaning (construction) of the symptom through disrupting its function and/or 

context. Many acknowledge reframing as a key active component of paradoxical 

interventions: Dowd and Milne (1 986); Frankl (1 975); Mahoney (1 986); Sebini- 





messages have been given: a) we are fightinge(the con?ent); b) our fighting is play 

(the context); but,.if the context has not been provided;. or is misinterpreted, the , -.- p --.? 
'-7, 

children's behavior could be perceived as violence. From this position paradoxes 
F$ 

areconsidered to operate as reflexive loops. Telling an insomniac client to try to stay 

awake creates a reflexive loop insofar as the content, try to stay awake, is an ill fit 

with the counseling context (e.g. "the counselor should be telling me how to fall 4' 
P 

asleep, not that I should stay awake"). The most immediite 8eans the client has to 

- reconcile this loop, is to accept the context as giveMhat is a helping contea, and in 
@ 

so doing the symptom has been reframed as.a "component" of an mtervention 

oppased to a noxious, out of control problem. By altering the context of the symptom, 

the meaning and function of the symptom are altered. 

A more parsimonious, -+ but related; account of paradox is provided by Omer's 

(1 981 ) concept of decontextualization, which he argues, fully accounts for the . 
P 

observed phenomena of paradoxical interventions. The power of paradox lies not in 

the directive per se but' in the decontextualization of the symptomatic behavior: the 

counselots transformation'of the problem's context is such that the symptom loses its 

function and meaning. This decontextualization may render the problem as absurd, 
Q 

as humorous, as benign, or as controllable: it can no longer function as it once had. 
* 

On the face of it, however, th-ere appears to little substantial differeke between 

Omer's cdncept of decontextualization and Watzlawick's et al account. 

Experimental Investigations of Paradoxical 

First this section will briefly review studies utilizing 

- 
Interventions 

paradoxical intervention, 

particularly symptom prescription, for the amelioration of sleep onset latency. Next, 

presented is a review and discussion of evidence pertaining to to the issue of 

paradoxical interventions and indications/contraindications. 



hvestigahons of Paradoxical lntewentions for the Amelioration of Sleep Onset 

Latency 

There exists relatively few controlled experimental studies of paradoxical 

inteyventions, however, a survey of the literature reveals a trend of growing interest in 

the systematic investigation of these interventions. The ealliest contrdled case stu 

of a paradoxical intervention for the treatment of insomnia was published in 1 f l  
(Ascher); and it was not until 1978 (Ascher & Efran) that the first c o n t r k g  

experimental study was published, but after this date , . 
, 

increased substantially. In their review of controlled 

interventions, Ascher, Bowers, and Schotte (1985) 

of controlled studies reflects paradoxical interventions 'lies in , 

their spontaneous Quite simply, it is difficult to 
- 

apply paradoxical interventions. 

Most of the controlled s tud ieshewed investigate relatively simple and specific 
/ 
/ 

interventiodwhich lend themselves well to broad application and systematic 

behadoral analysis. 

Ascher and Efran (1.978) investigated five clients complaining of long term 

sleep onset difficulties who had not responded adequately to a 10 week program of 

progressive relaxation strategies. Prior to receiving any treatment, clients monitored 

sleep onset time for two weeks; Three of the clients were instructed to try to remain : 

awake, and provided with the rationale that the failure of the preceding treatment was 

due to "insufficient" information about their sleep behavior. It was suggested that the 

clients shoulbattempt ty stay awake as to experience their thoughts prior to sleep 

onset. The remaining two clients were told to increase the number of progressive 

relaxation steps even if it meant "resisting the urge to sleep." Two weeks prior to the 

administration of these instructions, the five clients kept a record of time to sleep 

onset. Across three therapy sessions during a two week intervention phase, clients 



typically reported that they were unable to complete the task as they had fallen 

asleep too quickly: At this time, the therapists encouraged ckn ts  to double their 

efforts to remain awake. At the end of the two week intervention phase, one client 

was instructed to return to the previous progressive relaxation intervention for three 

weeks, then at the end of these three weeks he was given the paradoxical .-.-- 
instructians~again, thus constituting with this one client an ABCBC design: Mean 

sleep onset time dropped from a pretreatment 48.6 minutes to 9.8 minutes at't'he end 

of the two week intervention period. Moreover, the one A K B C  client experienced 

an increase from a six minute sleep onset mean (C, the paradoxical intervention) to a 

mean time of 28.33 minutes at the end of a three week (B) resumption of the initial 

progressive relaxation intervention, and then dramatically sleep onset. plunged to a 

mean of 7.5 minutes after readministration of the paradoxical intervention (C). These 

authors speculate that difficultyjn falling asleep is created by a performance anxiety 

spawned by perceiving the occasional inability to fall asleep as "bnormal". 

Subsequent bedtimes then develbp as some test of the person's ability to fall asleep. , 
\ 

They conclude that performance anxiety, which in ludes attempts at trying "harder" to k 
fall asleep, is decreased by redefining the client's circumstances through the 

paradoxical intervention. 
t 

A time-series analysis design was employe'd by Relinger, Bornstein, and 

Mungas (1 978) to investigate the treatment of insomnia with paradoxical intention . 
, 

The single sub~ect was directed to attempt to stay-awake so as to "become awafe" of 

the thoughts and feelings which were keeping her awake. Further, a counterdemand 

instruction was given: she was told not to qxpect'improvement until after four weeks. , 

Within the first week time to sleep onset dropped from the basetine mean of 64.37 
A 

minutes to a mean time of 15.07 minutes. Further, there were significant reductions 

in the client's ratings of difficulty falling asleep, difficulty falling back asleep, and 

increakes in reported restfulness upon awakening and personal functioning. 



Follow-ups at one,mpnth, three months, and at 12 months revealed continued - - t 

declines in sleep onset times.-~elinger et al subscribe to the hypothesis that. 
' -. 

' F  
paradoxical intenti6n interrupts an exacerbation cycle (Ri bordy & Denny, 1977); that 

is, difficulty falling asleep is compounded by the insomniac's solution to fat! asleep 

(try harder). This solution then operates as an anxiety-eliciting stimulus which 

exacerbates autonomic arousal and ultimately difficulty falling asleep. "Attempting" 

to stay awake interrupts the cycle through eliminating the anxiety-eliciting stimulus. 

Turner and Ascher (1979) were tite first to publish an investigation of a 

paradoxical intervention incorporating control groups and a comparison with other 

interventions. They randomly assigned 50 clients to one of five groups: a) 

paradoxical intention b) stimulus control c) progressive relaxation d) placebo, and 

e) no treatment. A 10 day baseline period was followed by five treatment sessions 

across four weeks. <The paradoxical intention group was instructed to simply to try to 

stay awake, but toenot engage in any behavior which would specifically prevent 

sleep, mcl provided kith an "up-front" rationale which was based upon the author's f3 

. 
'% 

current hypotheses athut the mechanisms underlying paradoxical interventions (i.e. 

interruption of the pattern of attempting to force oneself to all asleep). Clients in the - 

placebo control Were given "quasidesensitizatipn" instructions consisting of a task of 
L 

constructing neutral images which were to be experienced twice daily. The 

no-treatment clients were simply asked to forgo treatment for five weeks. Analysis 

revealed that all three treatments significantly reduced sleep onset, however no 

significant differences between the three treatments were observed. The authors 

speculate that any differences between the efficacies of the three treatments may lie 

in their effect upon specific client types, and that the random assignment of clients 
f 

would have obscured any differences between groups. Further, they hypothesize 

that all three interventions share a common mechanism, they invest the chent with 

attributions of self-control. 
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In the intgrest of replicating the effect of paradoxical intention with i n s o m n i a  

Ascher and Turner (1 979 [a]) rando& assigned 25 clients to either a paradoxical 

intention' group, placebo control'group, or to a no treatment control. ' As before: they 
d 

provided a complete, i up front rationale for the paradoxical intention group. At%e 
\ 

end of four weeks,%he paradoxical intention group demonstrated superior rebuctions 

' in sleep-onset latencies. 
, a  

7 
As a further test of the claim of the efficacy of paradoxical intention with chronic 

d 
insomniacs, Relinger and Bornstein (1 979) employed a multiple baseline design with 

four chronic and severe insomniacs. Self-report sleep charts supplemented with' 

observations by spsuse or roomate tracked sleep behavior. After a baseline period 
5 

of 10 days, subjects were given\five, half-hour daily sessions in which an "upfront" 
L* 

i 

rationale, counterdemand instruct'ions, and paradoxical intention instructions were. 

provided. At the end of the treatment period all participants revealed a significant 

reduction in sleep onset, number of awakenings, difficulty falling asleep, and an 

increase in restfulness. The same improvement trends were observed at four week, 

eight week, and 12 week follow-ups. Overall, a mean reduction of sleep onset from 
, baseline to 12 week follow-up of 81 % was observed. 

=7 
d 

An in~esti~ation'of stimulu<control procedures for sleep-onset insomnia 

in'advertent~~ produced support for the effectiveness of paradoxical instructions 

(Zwart & Lisman, 1979). A countercontrol group was instructed to engage in some 

aciivity (e.g. read, watch television) if they were unable to fall asleep within 19 
i 

minutes. In effect, countercontrol participants were given the implieit message: "if you 

. - cannot fall aslee-p, then stay awake". Both the stimulus co.ntrol group and this 

counterdemand group displayed significant reductions in sleep-onset relative to a 

control group, but there were no significant diffe.ren es between the two goups in 
, . 

respect outcome. 
L 
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- .  - * a  . Two of the studies discussed thus far (Ascher & Efran, 1978; Relinger, et al, 

1978)) delivered a paradoxical intervention with a rationale consistent with the 
I * .  

,components of 'an intementio" adminktered previously to the participants (i.e. * 

monitoring sleep behavior, cognitions). That is, the rationale suggested that it was 
0 .  4' : - important for-the client to lie awake and observe some pheno enon (type B 

Q '  I . * 
administration). Ascher and Turner (1 979- [b] )* @xpizBdth& the value of such a 

deliveq had been subject to little scrutiny; and ~ut' tr i is &livery to test by comparing it 

with a delivefy which provided the client with a ~trt%~ht-fo&ard , 
I 

rationale based upon 

the a&ors8 understanding of paradoxicd interventions (type A adhinistration). The 

type A rationale explained that pe ormance anxiety exacerbates sleep difficulties, 
c, 0 

and that a logical solution would~be to em&dy parhdoxical intenkon to'disrupt the 

pattern. In addition, two controls were employed: one, a "quasi-desensitization" 

group as described in Turner and Ascher (1 979): and two,"a waiting lisi control. After 
a 

day baseline period, subjectswere randomly 'assigned to the four conditions, , 

and four 30 minute sessio?s were administered across four weeks: .AnalysisJ 

'b revealed that the type A admi stration was superior to all othe'r the : 
- > 

reduction of sleep onset. The authors maintain that the straight-forwacd rationale 
6 

produced superior effects for the simple reason that it made good sense to the dlients ' 

^s 

(which was confirmed with post-study interviews). 0" the other hand, they speculate 

that part of the observed difference may havewbeen due to some "overly complia~t" 

ients in the type B administration who attempted to prevent themselves from ialling 
" 0s 

asleep so as to "colJectW observations about their thoughts while trying to fall,'asleep. 
@ a ?  

a 

In f ac t8  does appear that paradoxical intention for the treatment of difficulties 
4 Ij 

C . .  

i n  falling asteepcan, in some cases, lengthen sleep onset. First, .to test Ascher and 

Turneh (1 979,IbI ) hypothesis that giving so& "overly compliant" clients the rational 

that they are to atternpi tb stay awake as to observe their thoughtswould increase 
/ 

C 
sleep onse!, Ott, Levine, and Ascher (1683) presented this rationale (4.e. the need to 

~, 
, , 

--- -- . ~. 



observe thoughts) to one group and compared outcome to another group who were 

given the same instructions but with the additional task of coding data from a sleep 

monitor each morning. The authors hypothesized that the task of collecting objective 

data would underscore the explicit (i.e. try to stay awaked) demands of the 

paradoxical intention. As predicted, the objective data group displayed a significant 

increase in sleep-onset, while the paradoxical intention only group demonstrated a 

significant decrease in sleep-onset times. Second, Espie and Lindsay (1 985) 

administered a paradoxical intention procedure to six chronic insomniacs with mixed 

results. They instructed the clients to attempt to stay awake, to not engage in any 

behaviors which would prevent sleep, and to not expect any improvement as a 

counterdemand instruction. Three of the clients displayed dramatic reductions in 

sleep onset, while the other three demonstrated an increase in sleep onset. In fact, ' 

pne of the three clients 'w& so "suc~essful" at following the instructions that he was 

removed from the study as he was profoundly sleep deprived! Clearly, appropriate 

delivery of the intervention and characteristics of the client ought to be considered. 

One flaw identified by Turner and Ascher (1979) about their own study was 

that a sinile therapist (Turner) administered all of the interventions. No therapist 

effect has been demonstrated for progressive relaxation and stimulus control 

procedures (Carr & Woolfolk, 1979; ~ icassio & Bootzin, 1974; Steinmark & Borkovec, 

1974; Tokarz & Lawrence. 1974), however no investigation of a paradoxical 

intervention had examined therapist factors. In response to this shortco&ing, Turner 

and Ascher (1 982) conducted a quasi-experimental study employing three clinicians- 

in-training who administered treatments to 60 subjects across three treatment 

conditions ( paradoxical intention, progressive relaxation, and stimulus control). The 

data from this investigation was then compared with data obtained from the parallel 

design (except that only one therapist was involved) of Turner and Ascher (1979). 

The authors observed a significant therapist effect. Post-treatment sleep onset times 



for the experienced therapist group were in the 20 minute range, while onset times 
8 

for the novice therapist group were in the 40 rriinute range. The magnitude of this 

effect did not significantty differ between treatment conditions. As Turner and Ascher 

(1 982) observed a significant therapist effect with progressive relaxation and 

stimulus control, which conflicts with Carr and Woolfolk, 1979; Nicassio and Bootzin, 

1974; Steinmark and Borkovec, 1974; and, Tokarz and Lawrence, 1974, there are 

grounds to approach the study with caution. Nonetheless, there is a lack of sound 

empirical evidence to evaluate the impact of counselor effects on outcome with a 

symptom prescription procedure. 
L .  

Lacks, Bertelson, Gans, and Kurrftel (1 983) investigated the effectiveness of - 
three treatments (progressive relaxation, stimulus control, and  paradoxical intention) 

for sleep onset latency in relation to the variable of symptom severity. They found 

stimulus control to tx superior'across ail levels of symptom severity. Yet, at a 16 

week'follow-up, the differences between treatments were marginal. Moreover, 

Ascher, Bowers, and Schotte (1985) point out that Lacks et al included a 

counterdemand in each of the three treatments; that is, allclients were instructed to 

not to expect any change until at least the fourth week. This counterdemand was 

included as a control for all groups as it was a feature of the paradoxical intervention. 

Ascher et al (1 985) argue that this counterdemand constitutes an independent 

paradoxical intention component, and thus the treatment, procedure of Lacks et al 

could be-appropriately labelled as paradoxical intention plus progressive relaxation, 

paradoxical intention plus stimulus control, and paradoxical intention alone, and 

therefore the results of this study are, at best, difficult to interpret. 

Reviews of the paradoxical intervention literature indicate that paradoxical 

interventions, particularly for the amelioration of sleep-onset latency, are equal or 

superior to other behavioral interventions (Ascher et al, 1985; Dowd & Milne, 1986; 

Katz, 1985). Shoham-Salomon and Rosenthal (1 987) performed a meta-anlysis on 



- 12 experimental investigations of paradoxical interventions. The authors conclude 

that: 1. paradoxical interventions are as effective, but not y r e  so, ihan conventional 

strategies 2. gains made with a paradoxical intervention are'more likely to persist 

one-month post treatment than with compliance based interventions 3. paradoxical 

interventions are relatively more effective with severe cases. Survey of the literature 

leads the author of this thesis to conclude that generally paradoxical interventions 

are effective, however important issues exist about the optimal match between 

presenting prablem and intervention type'. The next section, then, will address 

specific variables in relation to paradoxical interventions. 

One concern that is often expressed about paradoxical interventions is that 

their potency is contingent upon some degree of client naivete (Mahoney, 1986). 

They suggest that once the client becomes aware of the "truth" of the intarvention, the 

intervention is rendered impotent. It may reasonable to suggest that some - 

constwctions of some paradoxicat interventions derive some of their potency from an 

aire of mystery and "paradox", but as suggested earlier, there is little particularly 

paradoxicat about many "paradoxicalm interventions. Ascher and Turner (1 979[b]) 

obtained support for the superiority of delivery of a paradoxical intervention with a 

straightforward rationale; they conclude that a clear explanation of the rationale often 

makes good sense to clients. It could also be crucial to include the element of 

positive connotation with the delivery. A chief finding of Shoham-Salomon and 

Rosentbal's '(1 987) meta-analysis is that large treatment effects are typically 

associated with deliveries incorporating positive connotation- Nonetheless, further 

experimental investigation of this issue is indicated. 

Some support has been obtained for the superiority of paradoxical intention 

with stress-prone clients, with severe and persistent sleep onset difficulties, and in 



respect to durability of treatment effect. Shoham-Salomon and Jancourt (1985) 

hypothesized that stress-prone individuals would respond more favorably to a 

paradoxical interventidn for stress reduction than those who were not prone to stress. 

Participants were first subjected to a stress induction procedure (a version of the 

Stroop Test), then received one of three treatments: one, symptom prescription; two, 

a placebo control comprised of a skeletal guided fantasy treatment; or, three, a self- 
/ 

help group where participants were instructed to "ry to relax in your own way". 

Stress level was determined by pulse rate. After the treatment had been 

administered, subjects were given a visual search task as a performance measure. 

The resutts partially supported the hypothesis. There was no significant interaction 

between treatment and heart rate (stress), but there was a highly significant 

interaction between treatment and performance on the visual search task. Analysis 

of cell means revealed that the paradoxical intervention was superior in facilitating' 

test performance amongst high stress-prone individuals. 

Ascher and Efran (1 978) found that paradoxical intention was dramatically 

effective for the reduction of sleep-onset amongst those who failed to achieve 

satisfactory results with either progressive relaxation or stimulus control. Ascher and 

Turner (1 980) found that those high in symptom severity responded most favorably to 

symptom presc~iption. Further, Shoham-Salomon's and Ros meta-analysis 

revealed a general superiority of paradoxical interventioMwith those displaying high 

levels of symptom severity. The meta:analysis also indicated that paradoxical 

interventions produced superior outcome ievels, relative to compliance based 

interventions, one-month post-treatment. The demonstrated durability of paradoxical 

interventions, the authors speculate, suggests a "sleeper effect" phenomenon. That 

is, the impact of the intervention is not fully manifest until after some extended period. 

One general claim about paradoxical interventions is that they are the 

interventions of ehoice with reactive or non-compliant clients (Rohrbaugh, Tennen, 
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/// Press, & White, 1981). As a sound paradoxical intervention ptaces the client in a 

double-bind, a reactive client should experience greater gains with a paradoxical 
\ 

intervention than they would with a compliance based intervention; since, the client is 
\ 

placed in a position to benefit even if they "resist" the intervention. However, th 

scant experimental supporf for the claim. Again, s h o h a m - ~ a l o m ~ u r t ' s  

(1 985) study of the effectiveness of a paradoxical interve,ntion Gith stress-prone 

clients assessed client resistance with a post-treatment questionnaire containing 
, , 

/ 

eight four-point scales (e.g."the interve,nm helped me"; " the experimenter nagged 
/ 

men). They observed a correlahdii between resistance and performance underthe 

paradoxical directive of r (15) = . 3 x p  < .05. Yet, the validity of their-means of 

assessing resistance has yet to be established. 

An investigation of client resistance and intervention outcome in relation to 
,- 

0 

intervention type was performed by Westerman, Frankel, Tanaka, and Kahn (1987). 

30 clients were randomly assigned to one of twelve counselors, and then to one of 
t 

two groups: om, a behavioral condition which administered relaxation training, 

asswon training, and the like; two, a paradoxical intervention which always 

included symptom prescription as the central strategy. Initial target problems were / ,/ 
, 

/ , , 
identified, and level of distress and adjustment were assessed by independent 

I 

doctoral level counselors; these same indices were assessed post-treatment, and the - 
/ , 

difference between post- and pre- levels provided an outcome measure. ~ e ~ c e  

was operationalized as the level of client cooperation which was assessed by raters - 

who evaluated videotapes of sessi~ns for quality of coordinating sfyle (Westerman, 

Frankel, Tanaka, & Kahn, 1986). Coordinating style refers to the assessed quality of 

client'contributions to the working counselor-client relationship. Overall, they 

observed a significant main effect for coordinating style, F = 20.81 (p< .001). As the 

authors predicted, there was a significant. interaction between coordinating style and 

treatment condition, F= 6.71 (p < .02). Analysis of this interaction revealed that the 



negative relation between noncoordinating style and improvement was significantly 

larger in the behavioral condition compared to the paradoxical condition ( r= -.88 u_s . 
v 

r= -.57 ). Westerman et a1 (1 986) is the only experimental investigation which has 

specifically examined, and supported, the$laim that paradoxical techniques are 
8 

superior to non-paradoxical interventions with-high-resistant 

stressed, however, that coordinating style is not 

reactance. Psychological reactance is 

stable, motivational element which 

coordinating style refers to the 

affected by variables (perhaps 

a1 .(I 987) have failed to demonstrate what it is preci ly that coordinating style taps. 
. /  

1 

" Most recently, Shoham-Salornon, (1988) have conducted ' 
/ 

' a two study investigation of the relationshfbetween perceived self-efficacy, 
/ I  

treatment outcome, and reactance- wit~paradoxical and self-sontrol procedures for 
/ 8 

the r e d u w n  of procrastmafion. TJ@ first study assessed reactance by rating 
/ / 

samples of each ,' s';bjectls voic (e.g. level of spitefulness in client's voice). The 
/' /e 

secondsfudy experimen~ally manipulated reactance by first having 
0 

, choose, amongst two trgatment options, their preferred intervention method. Then, 

/ one-third of the s u b k t s  (high-reactance condition) were told,~ithout expianation or 
/ 

apology, that thyf would not receive the treatment of their choice and instead receive 
7 

- a less attra~live intervention. 

ghoham-~alornon, Avner, and Neeman (1988) argued that paradoxical 

int~fventions effect change for one of two reasons: the person reacts against the - 

instructions and thus symptoms are reduced, or complying with the instructions leads 
P 

to perceptions of increased self-efficacy. Overall. they found that reactant subjects 

reduced procrastination more in the paradoxical condition than in the self-control ,/ 
condition. In the first study, they observed a correlation between reactance and 

/ 
/' 

/' 
/' 



increased study time of r = .49 in the paradoxical group, and r = -. 1 1 in the 

seifantrol group. In the second study, they observed a significant interaction 

between level of reactance (high, low) and type of treatment (paradoxical, 

self-control), F = 2.96. p c.05. This interaction suggests that high-reactant subjects 

in the paradoxical group reduced procrastination more than high-reactant subjects in 

the self-control treatment condition. 

% 

Them are, however, some questions regarding Shoham-Salomon-et al.3 

(1 988) investigatlun about the validity of their method of assessing and manipulating 

reactance.. First, in,respect to the measurement of reactance, acceptable levels of 

inter-judge yeliability were obtained only when three out of six assessment scales 
.$ 

were discarded. ~e f t 'web  spiteful - non-spieful, uninhibited - inhibited, and active - 

passive scales. This raises the question about whether or not ratings of voice quality 

along these scales constitute 3 valid assessment of psychological reactance. There 

appears to be no evidence in the literature to evaluate the validity of this method. 

Second, there is the issue of ecological validity. Having clients choose the treatment 

that will receive, then telling them that they will not have their choice and that they will 

receive a less desirable treatment, is not routine counselling practice. It is unclear if 

the client experiences that this manipulalion precipitated are congruent with what 

Brehm (1 966) defines as psychological reactance. In short, the findings of 

~hoham-~alo&al (1 988) support the contention that paradoxical interventions 

are superior to non-paradoxical interventions when reactance is high. Yet, their 
* I 

methods of assessing and manipulating reactance needs to, be evaluated. 
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, -3 ~timulus Control Procedures 
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0 2 

Stimulus control procedures are under the umbrella of behavioral 
-t. % 

interventions where f i e  process of conditioning is held to be fundamental in 

understandng both the genesis of the presenting problem and the development and 

implementation of an intervention. -. . 5%mulus control procedures have been 
@ 

effectively employed in ameliorating a number of presenting problems, from thought -- 
' stopping (Martin, 1982) to weight control (Carroll & Yates, 1981). For the 

amelioration of sleeponset latency, stimulus control procedures have been 

developed from a operant analysis of sleep onset insomnia by Bootzin and Nicassio 
,- 

(1 978). ~ootz in  conceptualizes falling asleep as an "...instrumental act emitted to . 
produce reinforcement (i.e. sleep). Thus, stimuli associated with sleep became 

discriminative stimuli for the occurrence of reinforqement" (p. 29). Therefore, 

insomnia may be a result of inadequate stimulus control. hadequate control may be 

due either to a failure to establish strong discriminative stimuli for sleh and/or the ? 
development of discriminative stimuli which are incompatible with d e e d  

Some studies have demonstiated that falling asleep behavior is subject to - 
increases in frequency with reinforcement, and controlled through discriminative 

stimuli. For example, Wyrwicka and Sterman (1 968) demonstrated that the 

iiequency of brain wave patterns corresponding with sleep onset can .be increased 

with milk rewards in food deprived cats. Rats have been trained to fall asleep 

(Wilcox, 1970) at the sound of a tone when they are reinforced with food at wake up. 

Bootzin contends that many bedtime behaviors interfere with sleep onset, and the 

bed or bedtime-may operate as cues for behaviors incompatible with sleep. For 

instance, television watching, eating, reading, or even worving may be elicited as a . 

response to bedtime stimuli. Furthermore. Bootzin proposes that thebedroom or 



bedtime may eventually become a cue for experiencing the frustration and anxiety 

associated with the inability to fall asleep. A stimulus control procedure for 

insomhia, therefore, is squarely directed at eliminating cu& which are incompatible 

with sleep, and establishing the bed and bedtime context as cues for falling asleep. 

Experimental investigations of stimulus c~ntrol~procedures for the amelioration o f .  

sleep onset latency 

\ 

As mentioned, stimulus codrol procedures have a demonstrated efficacy for 

the amelioration of a wide range of presenting problems. Bootzin (1 972. 1978) 

pioneered the development and investigation of stimulus control procedures for the 

treatment of insomnia. The first controlled study (Bootzin, 1972) included a self- 

relaxation group, a no-treatment group, or a stimulus control group. The results were 
1 . .. 

dramatic. At post-treatment, 57% of the stimu1,us control group had reduced their 
4 

f 

mean sleep onset times to 25 minutes or less, while only 29% of the of the 

progressive relaxation group and 22% of the no treatme& grou'p had.attained this 

criterion, 

Zwart and Lisman (1979) randomly assigned i.nsomniacs to one of five . 

conditions: stimulus control, noncontingent control, countercontrol, temporal control, . 
' I  

or waiting list. The results indicated that both the stimulus contr'ol group and the 

countercontrol group had significantly reduced sleep onset relative to the waiting list. 

However, as discussed previously, the countercontrol group (clients were instructed 

to get up and engage in some activity if they were unable to fall asleep within 10 

minutes which in some respect constituted a paradoxical interventim 

component,was superior to all other groups! . The authors hypothesize that the , 

countercontrol effect was due to the punishment of continued wakefulness, that is. 

subjects found repeatedly getting up and engaging in some activity aversive. s: 

5. 
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Nonetheless, this study demonstrated stimulus control to be an effective procedure 

fd-r reducing sleep onset tirhes. 
C 

B 
Ascher and ~ u g e c s  (1 979 [a]) study incorporated a multiple baseline .design, 

with six clients, as to expefmentally establish some order of a cause-effect 

relationship between stimulus control method and sleep-onset reduction. All clients, 

after they had ultimately received the stimulus control treatment, reduced sleep onset 
- 

times by at least 67%. Five of the six clients had reduced sleep onset to less than 20 

minutes. Of special interest is th2t all six clients, in individual post-treatment 
.. , 

> interhews, reported -I that the stimulus control instructions served to 'interfere with lying 

in bed awake and thinking about concerns. This report contrasts with the theory that 

re-conditioning iS responsible for stimulus control pr~cedure phenomena. 
- - t >  

1 

Again, Ascher and Turner's (1 979 [b], 1982 ) controlled comparison of -. 
progressive relaxation, paradoxical intention, and stimulus control for. insomnia 

resulted in no significant differences between treatment groups, but all groups 
P significantly   educed sleep-onset in relation to a no treatment group. In contrast, the 

controlled comparison between progressive relaxation,'paradoxical intention, and 

stimulus control conducted by ~ a & s  et al (1983) demonstrated s t i m h s  control to be 

superior across ail symptom severities. But as discussed, each condition included a 

counterdemand which may have functioned as an independent paradoxical 

intervention component, thus rendering the observed superiority of stimulus control 
I 

as less than unequivocali. 
.. 

In sum, stimulus control procedures have been demonstrated to significantly 

reduce sleep-onset latency with chronic and severe insomniacs. However, there is 

no sound experimental evidence to support any claim of superiority of stimulus 
! 

control for the management of insomnia. At this point in time, it would be reasonable 

to state that stimulus control is at least as effective for the r" reatment of insomnia as is 



paradoxical intention. No,netheless, the question persists as to whether or not some 
\ 

client variables potentiate-depotentiate the impact of stimulus control upon 

redu&ns in time to sleep-onset. 

Insomnia 
I 

Epidemiological surveys h&e revealed that 10 to 15% of the general North 
1. 

American population experience severe insomnia, and an additional 10 to 15% 

report occasional or mild insomnia (Borkovec, 1 982). In DSM-I II (American 

Psychiatric Association, 1980), insomnia is designated as disorders of initiating and 
I 

malntaining sleep (DIMQ. In all, there are n'ine subtypes of DIMS. This study is . 
1 -  

concerned only with the first subtype, Psychophysidogical DIMS, which is defined 

as: 

Insomnia based on chronic somqized tension-anxiety and negative 

conditioning. Often diagnosed by exclusion: an objectively verified , - 
insomnia that seems unrelated to either medical disease or serious 

psychiatric problems. It is postulated that an organic predisposition 

towards poor sleep and hyperarousal is aggravated, in a viscous 

cycle, by behavioral factors. Other characteristics of this type of 

insomnia: patient sleeps better away from the customary sleep 

environment or falls asleep easily when not trying to sleep. 

According to DSM-Ill, this subtype comprises 15.3% of all DIMS diagnoses. The 

i other eight subtypes cover DIMS as ociated with a variety of organic disease, 

psychiatric disturbance, and substance abuse. In .particular,.this study is concerned 

with, as a target population, sleep-onset latency insomnia(difficulties falling asleep) 

falling roughly under the above defined DSM-Ill, Psychophysiological DIMS, 

subtype., 
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A number of notable differences, apart from the obvious,, exist between poor - 
skepers and good sleepers. First, there is 'a relative deficiency of REM phase sleep 

(Gaillard, 1978; Munroe, 1967). Although poor 'sleepers tend to experience an 
P 

equivalent 'number of REhl phases, these phases tend to be shorter relative to those 

of good sleepers.  p pic all^, the ratio of REM to non-REM sleep of good sleepers is % 

- 
40% greater than that of poor sleepers. Second, Munroe (1 967) found higher levels 

- 

of autonomic arousal prior to and during, sleep amongst poor sleepers. However, a . ' 
\ 

number of studies have failed to observe significant d~fferences in autonomic arousal 

between good and poor sleepers ( Brownman & Tepas, 1976; Good, 1975; Johns, 

Gay, Martsen, and Bnke, 1971 ). Overall, most investigations of psychological and 

physiological arousal of poor 71. sleepek have observed significant arousal le@s 

(Borkovec, 1 979; Geer & ~ & n ,  -1 966; Kales, Caldwell, Preston, and Healey, 1 976). 

Observations of intrusive bedtime.thoughts and CNS arousal are the norm with poor 

sleepers. Third, insomniacs tend to score higher on measures of depression and 

anxiety ( Borkovec, 1982). It is interesting that most studies have failed to find 

significant personality differences between good and poor sleepers ( Beutler, 
. , 

Thornby, & Karacan, 1978; Gering and Mahrer, 1972; Johns et all 1971), yet Kales et ' , . 
4' r 

al (1976 ) observed that a significantly high number (85%) of 124 patients diaghosed 

with primary insomnia had one or-more elevated scales (predominantly depression, . L  
. 

psychasthenia, or conversion hysteria) on ~ ~ ~ & M M P I .  Yet as Borkovec (1 982) has . . 

argued, no study has indicated any causal direction between the inability to fall 
G 

asleep and various personality and physiological characteristics; that is, it is not clear 

. as to whether or not, say, depression is a cause of sleep difficulties, a concomitant 

symptom of sleep-onset latency, or is itseff a result of the chronic inabjlrty to fall I 

asleep. 

Both Borkovec's (1 982) review of insomdia research and Kales et at (1 976) 
, . 

investigation of 132 insomniacs support the hypothesis that, excluding organic 
\ 
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a disease'ana psychotic disturbance, excessive sleep-onset lateicies are associated 

with bedtime emotional 1 CNS arousal, intrusive and worrisome cognitive style, and 

performance anxiety. These conclusions are most consistent with the hypothesized 

mechanisms of paradoxical intention and stimulus control aS presented in preceding 

discussion of theory: established and persistent cognitive -and behavioral patterns 

interfere with sleep onset; interruption of these patterns through either control of 

anxiety evoking cues or via shifting the "task" of falling asleep to a less anxiety 
a 

producing activity results in reduced sleep-onset time. 

The foci of this chapter were as follows: In respect to the rubric of paradoxical 

interventions, an attempt was made to define the essential features of this stmtegy. 

Next, hypothesized mechanisms underlying paradoxical intervention phenomena 

were discussed, then a review of empirical evidence pertaining to paradoxical 

interventions for the amelioration of difficulties falling asleep was presented, and 

then indications and contraindications for this strategy were identified. The next two * 

sections presented the theory underlying stimulus control procedures and 

summarized the history of investigations of stimulus~control procedures for difficulties 

falling asleep. Finally, a brief discussion about insomnia was provided. ' C 

A pamjoxical intervention was defined as a stra'egy where some aspect'of 
L 

the presenting complaint is prescribed or positively connoted for the purpose of 

reducing symptomology. As for, mechanisms underlying paradoxical intervention 

phenomena, four were presented: one, disruption of the cycle of anticipatory anxiety; 

two, attributions about the cause of insomnia are shifted to a source less distressful 

than the belief of being out of control; three, a positive double bind is created which 
3 

results in perceptions of increased control over symptoms; and four, the problem is .- 

reframed or decontextualized. As for the efficacy of paradoxical interventions for 



, - - - insomnia, all of the 13 studies reviewed observed significant reductions in time to 

,. . sleep onset. There is some support for the superiority of paradoxical interventions 

with high-stress clients, with those experiencing severe and persistent sleep 
1 

difficulties, and with clients who-display non-compliant behavior. In general, 
I - investigations of stimulus control procedures demonstrate that this procedure is 

effective in reducing the time it takes to fall p, however there is no Sound 

*evidence to support the claim that this strategy is superior to a paradoxical 

intervention. Finally, the briefhdiscussion of insomnia makes the point that there are 

several "types" of insomnia with presumably different etiologies; and that this Study is 

concerned with ~sychophysiological DIMS which is essentially a sleep difficulty 

related to a cycle of dysfunctional behaviours and .cognitions. 
, . 



, . . Chapter Ill 

Method 

Subjects 

f \ 
79 people volunteered to participate in this research. Subjects were soliched 

through a campus newspap.er advertisement, a brief article about the study in a 

campus journal, a brief article in amdaily newspaper, posters d i s p l a $ e m t  a 

university campus, and two local radio interviews. Of the 79 people who 
', 

volunteered, 2 l e r e  from off-campus, while the other 54 were either 

Simon Fraser University students. Fifty-six of the volunteers met the following criteria 

for participation in the study: 1. they routinely took more than 30 minutes to fall 

asleep 2. they did nbt suffer fiom a physical disorder which would profoundly inhibit 

sleep 3. they were not taking any medication which would either significantly 

facilitate or inhibit sleep (eg. narcotics, stimulants). 

The screening information used to determine the suitability of candidates for 

this study was obtained from a written application form (see appendix A) and a brief 

telephone interview conducted by the researcher. All 56 qualifying participants 
4 

completed the first phase of the study, but only 41 completed all three phases of the 

study. Attrition was 26.8 %. Of the participants completing the study, 36 (87.8 %) 

were solicited from campus, while 5 (1 2.2 %) were from off campus. Most of the 
. 

, , 
,-' 

/ 

candidates who were not S.F.U. students were respondents to the radio interview, 

/ J ? v H 3 6 G  
and typically reported symptoms during the personal telephone inte 

7 d%iculty staying asleep ' contraindicated the interventions employed by this stud 
, 

rather than falling asleep, significant physical ittness). . For those individuals who 
% = 

were not suitable for the study, referral suggestions were typically made (eg. family 
, 

physician). Of the 43 subjects who completed the study. 16 (39%) were male (mean 



% 

4 2 

age = 30.3 yrs. ) and 25 (61 %) were female (mean age= 31.9 yrs. ). Mean age of the 

sample was 31.3 years. . ' 

Procedure 

The study was a 2 X 2 design.- There were two levels of interview type: a) no 

interview b) one-hour interview; and two levels of treatment: a) symptom prescription 

b) stimulus control. All but five of the 41 participants were randomly assigned to one 

of four treatmgnt cells: 1. symptom prescription - no interview 2. stimulus control - no 
e 

interview 3. symptom prescription plus one-hour counselling interview 4. stimulus 
\ 

control plus one-hour counselling interview. The five off-campus participants were 

unable tozoordinate a counselling interview with counsellor availability, and were 

randomly assigned to one of the no interview conditions: groups one pr  two. A 

overview of the procedure is presented in Figure 1. 

/ 
/ 

,,/ - n 
m e % v e  clients were contacted by the researcher via telephone. Typically 

/ 

A n t s  were contacted within two days after the researcher had received notice of the 

client's interest in participating. Volunteers were first given a brief description of what 

was required of them: sign a consent form, complete two questionnaires, monitor 

sleep behavior with a sleep-log across three one-week phases, and follow a self- 

help manual for difficulties falling asleep. - 

If the person had been randomly selected as a candidate for one of the two 
- counselling interview groups, and if the telephone interview confirmed their eligibility 

for the study, a counselling interview was set up. Lnstructions were given about 

picking up and returning packages (students who regularly attended the main 



Figure 1 

Procedure 

Condi t ion 1 Condi t ion 2 
no-interview, no-interview, 
symptom stimujus control 

- prescription 

Phase 
O n e  I 

- Receive brief telephone intervier 

Condl t lon 3 Condi t ion 4 
interview, interview, 
symptom stimulus control 
prescription 

Y and information about the s t ~ d y  

- Receive in the mail and complete the application form, the TRS, and the SOS 

- Document sleep behavior on supplied sleep-log for seven days 

P h a s e  
T w o  

- return phase one material 
by mail 

- recieve in the mail, o? pick-up a package 
containing a seven-day sleeplog and 
a self-help manual 

- return phase one material to counselor 
at a counseling interview 

- receive a 45 min counseling 
interview 
complete the CRF-S 
and the 
WAI-C, and receive a package 
containing 
a seven-day sleep-log and a 
self-help manual 

4 - foiiow self-help manual and document sleep-behavior on sleep-log for seven days 

P h a s e  
T h r e e  I 

return phase two sleep-log by mall or campus drop-off 

- recieve, in the mail, a sleep-log for phase three 

- document sleep behavior on sleep log for seven day3 

- return completed phase three sleep-log in the mail 



campus picked- .up and dropped-off packqges at a department rnailbo IX). Finally, 

, participants were wished good luck and appreciation for their participation das I 

2 

given. Participants received no further personal contact with the researcher. 

- The study consisted pf three phases, with each phase spanning seven days. 

During phase one (baseline), subjects tracked sleep behavior on a sleep log. At 

phase two, 20 of the 47 participants received a one-hour counselling intervi$w. 

'. During this second phase all subjects received a self-help manual for sleep 

difficulties (either symptom prescription or stimulus control) and continued to track 

,sleep behavior. At phase three, participants continued to implement the instructions 

- contained in their self-help manual and track sleep behavior in the sleep log. 
-s 

-I ~dministration of all'the treatments was on an individuki basis. Thus, any 

particular participant could, at any given time, be at a different point along the 

program phases relative to other participants. As soon as completed material from 

one phase was received from a participant, the material for the next phase was 

mailed out. Total span of participation for individuals ranged betwee0 28-34 days. 

The lag created by the return and delivery of intervention packages accounts for this 

range. All participants received the same package for the first phase. This first 

package contained a sleep log and two pencil-and-paper measures. The second 

phase package, containing one of the two intervention manuals and a sleep log, was 

delivered by the counsellor for those in groups three and four, while groups one and 

h;o received the material in the mail. For phase three, a sleep log was mailed'for all . 

subjects. Instructions were included with each phase sleep log. 

The interview 

Two counsellors were involved in the study: one male and one female'. Each 

were Masters level counselling students, and both have had extensive experience 

interviewing clients. The goal of the interview was to provide the participant with an 
I 



opportunity for "b ejng he ard". That is, the counsellor attempt ed to act in a ' m a n y  f 
' . 

which would maximize the likelihood of the participant leaving the interview,dth the 
' 1  
/ 

experience that their perceptions about their sleep difficulties have beeflstened to 

by an empathic helper. This meant that the counsellor took the role 6f supporting the 

client's position about their sleep problem rather than offering j. ,d' gement or advice. 

f - Counsellors were provided with an interview instruction manual (see 

Appendix B) which stated concrete goals and listed the steps of the interview 
/ 

procedure. Each counsellor was trained for the ipferview of the 

researcher during two one-hour training ses ions. 5." 
assumed various clients roles with eac~~counsellor, ranging from that of a 

- cooperative client to that of a skeptical client. The purpose d the rde-play was to 

provide preparati~n for the variety of queries that participants ,might pose to the 

counsellor (eg. "Can you give me your opinion on what my chances are with the 

self-help manual."). The counsellors were both accomplished at generic counselling 

skills, and hence training focuied on anticipating and responding to those queries 

which, if improperly handled, might compromise the validity of the study. 

During counsellor training considerable emphasis was placed upon 

responding to participant's queries about the particulars of the self-help manual. In 

essence, if subjects made queries about the manual, counsellors acknowledged the 

participant's curiosity, and informed the person that much care went into ensuring 

that the instructions are complete and clear. At no time did the counsellors reveal 

that they were blind to the specific contents of the self-help manual, and to the 

interventions employed by this study. In sum, the counsellors were instructed to , 
avoid problem solving, .and instead, with active listening skills, focus upon helpflg 

the participant articulate their position. / 
/ 



Within one to three days after completing ~ p s e  One, each subject in 

treatment groups groups three and four meet individually, in an interviewing room 

located on campus, with one of the counsellors (the assignment of subject to 

counsellor was random and counter-Valanced). First, the crounsellor greeted the 

participant and then obtained wrl en permission to tape record the interview. After W 
the participant and counselldhad made themselves comfortable, the first 15 minutes 

'd 4 

of the interview focused pon the person freely expressing their perceptions of their 
/ 

sleeping problem: t counsellor used reflecting and paraphrasing here. The next 

7 
hh 

10 minutes wer directed towards exploring the participant's hypotheses about the 

consequeY s of losing their sleep problem. Next, ten minutes were spent directing 

'towards articulating about-past attempts to solve their sleep difficulties; here 

was made to normalize the person's difficulties (ie. through counsehor 

i 

study. 

kelf disclosure), however counsellors were instructed to be cautious about 

minimizing the participant's difficulties. The final 10 minutes of the 45 minute session 

were spent summarizhg the interview with the counsellor paying particular attention 

to being empathic. Again judgements were kept to a minimum by carefully reflecting 

content and meaning. After the interview participants completed the Counsellor 

Rating Form-Short (Corrigan & Schmidt, 1983) and the Working Alliance Inventory- 

Client (Horvath, 1981). Concurrently, the counsellor completed the Working Alliance 

Inventory-Therapist (Horvath, 1981) in another room. After the participant had 

completed the two instruments, the counsellor gave the subject a sealed package 

containing a self-help manual and a set of seven daily sleep logs. The counsellors 

wereanaware of the specific form of the interventions which were under investigation 

in this study, and they were instructed to avoid any comment about the nature of the 

self-help manual. Although the two counsellors were aware that the researcher's 

theoretical orientation encompassed paradoxical interventions, no information about 

the nature of the interventions was revealed to the counsellors prior to or during the 



Intervention manuals 

Both the stimulus control and symptom prescription manuals were written 

adaptations of instructions utilized in previous of investigations of these two 

procedures.(eg. Ascher & Turner [b], 1979; Bootzin, 1978; Haynes et al, 1982; Lacks 

et al, 1983 ). It should be noted that in previous investigations, instructions were 

delivered verbally in conventional counselling settings. Part of the instructions 

contained indhe stimulus control manual (see Appendix C) were taken directly from 

Bootzin (1 978). Added to the Bootzin stimulus control instructions was an 

approximately 300 word description of the rationale underlying a stimulus control 

procedure. In essence, the stimulus control manual described the importance of 

establishing the bed and bedtime context with the act of falling asleep and detailed 

the following instructions: abstain from the consumption of caffeine within three-hours 

of bedtime, abstain from smoking within one-hour of bedtime, limit use of the bed to 

sex and sleeping only, lie down in bed only when sleep is intended, get up and go 
1 

into another room whenever sleep is not achieved within 10 minutes, and to avoid 

napping during the day. 

The instructions contained in the symptom prescription manual (see Appendix 

D) were based on the directions provided to participants by Ascher & Turner 

(1 979[b]). Added to the symptom prescription instr~cti~ons was an approximately 300 

word, straight forward explanation of the rationate behind such an intervention. In 

essence, the manual described the dysfunctional cycle of attempting to force oneself 

asleep, suggested that giving oneself the instruction to attempt to stay awake would 

disrupt this cycle and promote falling asleep, and, as with the stimulus control 

manual, instructed the participant to avoid caffeine and tobacco near the bedtime. As 

discussed in Chapter 2, supplying such a rationale has been demonstrated to 

produce superior treatment effects -- as opposed to no rationale, or to a rationale 

which describes the purpose of trying to stay awake as one of collecting data about 



nighttime cognitions. Care was tqken fo craft ttle rationale of both manuals in simple, 

jargon free, language. 

.. 

Measurement 

.Dependent variables 
- 

A sleep log (see Appendix E), based on the Monroe Sleep 

Questionnaire (Monroe, 1967), was used to obtain levels for all dependent variables. , 

The sleep log contained 9 items for Phase dne and 10 items for Phases Two 

Three. The additional item for the second and third phases consisted of a report of 

the frequency of intervention utilization; apart from this, the logs were identical. 

Frequency of intervention utilization iefers to the reported estimated number of times 

that subjects in the symptom prescription condition (SP) told themselves to stay 

awake, and for the stimulus control condition (SC), the estimated number of times 

that subjects got out of bed after being unable to fall asleep within ten minutes. Each 

morning subjects recorded, on the log, estimates of minutes to sleep onset and total 

minutes asleep during the night. In addition, subjects indicated levels of restfulness, 
A# ,- 

anxiety, and general mood each on five-point scales. 
, 

The use of subjective report of time to sleep onset has been a matter of some 

controversy (Borkovec, 1982). There is a tendency for insdmniacs ta overestimate 

sleep onset latencies, however subjective report has been widely used by 

researchers (e.g.: Ascher & Turner, 1979 [a]; ~oot=in & Nicassiq, 1978; Turner & 

Ascher, 1982). Munroe (1 967) found that self-report criteria s~ccessfully identified 

insomniacs from non-insomniacs as detsrmined with objective measures of sleep. 

Moreover, Ott, et at (1 983), Tokarz and Lawrence (1974), and Turner and ~ s c h e r  

(1 979, 1982) have compared objective and subjective measures of sleep onset and 



have found overall differences to be insignificant. Therefore, given the formidable 

logistics of employing objective measures of sleep behavior and the small 

differences between objective and subjective measurements of sleep, the researcher 

concluded that subjective report of sleep behavior was a reasonable procedure. 

Moderator variables 

The Symptoms of Stress lnventory (Leckie & Thompson, 1977) and The 

Therapeutic Reactance Scale (Dowd et all 1986) , were included in the Phase One 

package for all participants: In addition, participants who had received a counsellir\g 

interview, completed the Counsellor Rating Form-Short (Corrigan & Schmidt, 1983) ) 

and the Working Alliance lnventory (Horvath, 1981, 1982) immediately after a single 

45 minute interview with a counsellor. An instruction on the outside of an envelope 

that contained the Counsellor Rating Form-Short and the Working Alliance lnventory 

assured participants that the counsellor would not have access to their responses on 

the measures and instructed the participant to seal the envelope after completing the 

instruments 

, The Symptoms of Stress lnventory (SSI). 

The SSI (see Appendix F) is a self-administered, paper-and-pencil, 

assessment tool tapping physiological, behavioral, and cognitive components of 

stress responses. There are 94 items yielding 10 subscales. The SSI has high face 

validity. Convergent validity is supported by high correlation with the Symptom 

Checklist (SCL-90) (Derogatis, Rickels, & Rock, 1976), a measure of psychological 

distress, of .82 ( Leckie 8 Thompson, 1977). Reliability of the measure is evidenced 

by an internal consistency of .97. (Cronbachls alpha), and a test-retest correlation of 

k .83 (Kogan, 1987). The SSI was selected for this study as it is simple to administer 
i 

and it is designed to measure stress comprehensively: it provides somatic, cognitive, 

affective, and behavioral indices of stress. 
f" 
\ 



The Therapeut@ Reactance Scale (TRS) . 

The TRS (see Appendix G) consists of 28 items derived from an initial pool of 

1 12 items. The TRS renders verbal and behavior subscales. Mass administrations of 

the 28 items have produced factor loadings on a verbal dimension and a behavior 

dimension for each item (Dowd, Milne, & Wise, 1986). The TRS was developed to 

quantify individual differences in psychological reactance. The Theory of 

Psychological Reactance ( Brehm, 1966; Brehm & Brehm,1981) describes 

psychological reactance as a motivational state precipitated by the person's 

perception that their freedom of choice has been eliminated or threatened by some 

external source. This state is conceptualized as a function of four aspects: a) the 

value the person places on a particular freedom b) the belief that the individual 

possesses the freedom in question c) the perceived magnitude of the threat to a 

freedom d) the number of freedoms perceived to be jeopardized by a specific threat. 

Dowd et al conceptualize psychological reactance as an individual differenc2 

variable; that is, as -table style of the individual which may be manifest across 

situations. 

The TRS is self-administered. Clients respond to 58 statements along a four 

point Likert scale. Dowd et al (1986) reported test-retest reliability coefficients 

ranging from .57 to .76, and internal consistency reliability ranging from .75 to .84. 

Morgan (1986) reported support for the convergent validity of the TRS by observinla 
/ 

significant negative correlation (,p=-.48, p < .0005) between TRS scores and t h e k  

Scale of the MMPl (taps desire to impress and to be socially appropriate), andpa 

significant positive correlation (r=.35, p< .0005) between the behavioral subscale of 

the TRS and the Rotter tnternal-External Locus of Control Scale (higher scores reflect 

a greater perceived internal locus of control). 



Counsellor Rating Form-Short (CRF-s). 

The client's perception of counsellor attributes (eg. trustworthiness, expertise, 

- attractiveness) has been hypothesized to impact upon intervention outcome (Strong, 

1968). The Counsellor Rating Form was developed by Barak and ~ a c r o ~ s e  (1 975) to 

measure the client's perception of counsellor attributes. The Counsellor Rating 
' - 

Form-Short (CRF-S) (see Appendix H) is8a self-report, paper-and-pencil instrument 

derived from the 36 items on the original Counsellor Rating Form which showed the 

highest factor loadings. The CRF-S contains 12 adjectives, each accd&nied with 

a 7-point bipolar scale. Three subscales are extracted from the CRF-S -- ' 

attractiveness, expertness, and trustwort;hiness -- with reported split-half reliabilities 

for each subscale of .85, .87, and .91 respectively. Validity of the measure is 

supported by high levels of goodness of'fit between patterns of group ratings of 

interviews which utilize the CRF and patterns of group ratings of the same interviews 
2 

with the CRF-S (various samples generating X values ranging from 498 to 1,242) 
'"\ 

(Conigan & SchmidtJ 983). A two-step hierarchical factor model most reliably 

predicts CRF-S scores (Tracey, Kokotovic, &  lidd den, 1988). That is, variance 

amongst CRF-S scores is best accounted for 6y a primary factor which reflects the 

client's general perception of the counsellor's non-specific charismatic qualities and 

a secondary factor derived from the client's perception of the counsellor's level of 
. - 

attractiveness, trustworthiness, and expertness. 

The Working Alliance Inventory (WAI). 

The WAI ( Horvath, 1981, 1982) is a measure based on Bordin's . (1 975) 

construct of Working Alliance. A strong working alliance between counsellor and 

helper is characterized by: 1. a mutual sense of agreement about the goalsb'2. a , 

mutual sense of agreement that the tasks of the helping process are relevant to to 
, 

goals. 3. a mutual sense of bond between counsellor and client based on'shared 



trust, liking, understanding, and caring. (Horvath & Greenberg, 1986). The WAI is. a 

self-report instrument of 36 items (see Appendix I). Each item contains an anchored 

seven-point Likert scale. There are two parallel forms o i  the WAI: one is constructed 

for the client (WAI-C) and the other for the therapist (WAI-T). Each of the two forms 

has three scales: Goal, Task, and Bond. Correlations between tike WAI-T and WAI-C 

scales are .80 for Goal, . !b for Task, and .53 for Bond (~orvath: 1982). Reasonable 

levels of reliability are evidenced by Hoyt values for individual dimensions ranging 

from .88 to .68, while Cronbach alphas of .93 were observed for the client composite 

score and .87 for the counsellor composite score (Horvath, 1982). The reader 

should note that the WAI was developed for evaluating an alliance developing 

across a number of sessions, while this study employed the WAI for evaluating the 

quality of alliance developed in a ~~ ing le  interview. 



Chapter IV. 

Resu Its 

Overview of Analysis Procedure 

This chapter is organized by the reasearch predictions .made inchapter I, 

namely:, 

1. Clients who display high levels of psychological reactance will tend to fall asleep 

faster with a symptom prescription intervention than with a stimulus control 
/- 

-, -, procedure. 
s 

2. The written delivery of stimulus control and paradpxlcaiprescription procedures 
i 

will significantly reduce the time to sleep onseV,relat~ve to pre-treatment levels. 
', 

3. Overall decreases in time to sleep onset will n t differ significantly between 8 
: 4 

>. * '\ 
written stimulus control and written symptom prescription procedure. 

4. The quality of client-counsellor relationship will be significantly more positively 

related to improvement in sleep-onset in the-symptom prescription condition than in 

the stimulus control condition: 
\ 

5. Overall, severity of stress will be negatively correlated with improvemer7t in 

sleep-onset. 

6. Individuals with high levels of stress will tend to fall asleep faster with a symptom 

prescription procedure than with a stimulus control procedure. 



Independent Variables , 

\ 

Three independent variables were analysed. One, intervention cpndition of 

which there were two levels: symptom prescription and stimulus control., Two, 

interview condition of which there were also two levels: no-interview and one:hour ' 

interview.. Three, treatment phases of which there were three levels: baseline, first . 
week of intervention, second week of intervention. Thus, this is a 2 (intervention 

type) X 2 (interview condition) X 3 (phase) design. 

' Dependent Variables 

In all, fowdependent variables were examined: minutes to sleep onset, 

minutes asleep, subjective ratings of restfulness , and frequency of intervention 

utilization (see Ctiapter 111): For the purposes of multivariate analysis, treatment 

phase means were calculated for each of the four D.V.'s. Since reports of frequency 

of intervention utilization were made only during the latter two phases, only two. 

phase means could be calculated for frequency of intervention utilization. In 

addition, for the purposes of correlational analysis, reduction in minutes to sleep I 

onset was calculated for each subject. Reduction in minutes to sleep onset was .' 
calculated by subtrading the mean minutes to sleep onset at phase three f roh the 

mean minut %, to sleep onset at phase one (baseline). - 

Analysis 

In essence, the goals of the analyses were threefold. One, a muttivariate 

ahalysis of vqiance was performed to determine if there were differenbs, in respect 

to level$ of the dependent variables, between the two interventions, between the two . 

, interview conditions, or amongst the.three treatment phases. Two, t-tests were 

, performed to determine if there were statistically reliable differences in frequency of 

intervention utilization between the two interventions, between the two interview 



conditions, or between the second and ihird treatment phases. Three, correlation 

coefficients were calculated to determine if Therapeutic Reactance Scale (TRS), 
I 

Symptoms of Stress Inventory (SSI), Counsellor Rating Form (CRF-S), or Working 

Alliance Inventory (WAI) scores were significantly associated with reduclion in 

minutes to sleep onset. Next, each hypothesis will be discussed in light of the 

results. 

Prediction 1 - .  

Clients who display high levels of psychological reactance will benefit more from a 

symptom prescription intervention than from a stimulus control procedure. . 

In the introductory chapter, the case was made that high levels of 

psychological reactance would likely be positively associated with client benefit with 

a ̂ symptom prescription procedure and negatively associated with client benefit with 

a stimulus control procedure. Reactance was measured with the Therapeutic 
d 

~eactance Scale. A greater positive correlation between TRS scores and'client 

*, benefit for the SP condition relative to the correlation observed for the SC condition 

would support this prediction. - 
A statistically significant correlation between TRS scores and pre-treatment to 

post-treatment reduction in minutes to sleep onset was observed for the symptom 
I 

prescription condition ( r = .47, p < .05) (see Table 1 ). The correlation between 

@ TRS scores and reduction in minutes to sleep onset failed to reach a level of 

statistical significance in the stimulus control condition ( r =  -.37, p >.lo). The 

difference between these two correlations is, however, statistically significant 

(Z = 2 . 6 7 , ~  >.01). This statistically reliable difference between the two correlations 

supports the first prediction. High levels of reactance were associated with large 
2. 

reductions in time to sleep onset in the symptom prescription condition, but high 



levels of reactance were associated with lesser reductions in time to sleep onset in 
\ 

thestimulus conirol condition. 

Insert Table 1 about here 

Prediction 2 

The written delivery of stimulus control and paratloxical prescription procedures will 

significantly reduce the time to sleep onset relative to pre-treatment levels. 
6 

Treatment phase means for dependent variables can be viewed in Table 2 

and Figure 2. Overall, there were significant reductions in time to sleep onset, 
1 

increases in amount of sleep,'and increases in levels of restfulness. Collapsing 

intervention and interview conditions, the MANOVA revealed a statistically reliable 

main effect for time (treatment effect), F =  9.17, g c.001 (see Table 3). That is, 

there were statistically significant differences between the three phases. It should be 

noted that interpretations of main effects in this study are not complicated by , 

interaction effects. No statistically reliable interaction effects were observed: 

F =  1.40, p = .'24 (intervention coa t i on  X interview condition X time); F = .29, 

p = 94 (intervention condition X time); F = < I  .7-= .18 (intervention condition X 
m. , - .- 

interview condition); and, F = .62, p = .71 (interview condition X time). 
p16 



Table 1 -- I 

Correlations between the Therapeutic Reactance Scale and Reduction in Minutes to 

Sleep Onset for the Two Interventions and the Two Interview Conditions 

Intervention 
. 

Symptom Stimulus Combined 

Prescription Control 

Interview Condition 

No interview .10 (1 1) - .81** (10) 

One-hour Interview .69* (1 0) - .I7 (10) 

I -) Combined .47* (21) - .37 (20) 

Note: Numbers in brackets refers to the number of subjects 

' p c .05 

" p < .O1 
Z 



Insert Table 2, Figure 2, and Table 3 about here 

+ 

Since the MANOVA indicated that there were some statistically reliable 

differences between the three treatment phase levels of the Dependent variables 

(minutesto sleep onset, minutes asleep, and subjective ratings of restfulness), three 

unviariate analyses of variance (ANOVA) were conducted (Tabachnick & Fidell, 

1983). First, F - tests were performed for each depende"t variable across the 

three treatment phases. Thus it could be.determined, in respect to a particular 

dependent variable, if there was at least one phase mean contrast (ie. 1 vs. 2; 1 vs. 3, 

or. 2 vs. 3) which reached a level statistically reliable level. If the ANOVA of a 

particular dependent variable revealed a statistically reliable difference between 

phase means, a post-hoc analysis of each of the possible phase mean contrasts was 

performed using Scheffe's procedure. 

The results of the ANOVA's are found in Tables 4 and 5. A statistically 

reliable difference between treatment phase means was found for minutes to sleep 

onset, F = 41.00, p c.001. A post-hoc analysis revealed significant differences in 

minutes to sleep onset between the first and second phase, F (Scheffe) = 25.63, 

p c.05; between the first and third phase, F(s) = 35.01, p <.05; but not between the 

second and third phases, F(s) = 0.74, p >.05. Minutes asleep varied significantly 

across phases, F = 6.99, p c.002. A post-hoc analysis indicated that there were 

statistically reliable differences between the first and second phase, F(s) = 4.89, 

p <.05; between the first and third phase, F(s) =5.57, p c.05; but the difference 

between the second and third phase was not significant, F(s) = 0.02, p ~ 0 5 .  

Finally, a statistically reliable difference between phases was observed for subjective 
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Table 2 
f Dependent Variable ;).sans and Standard Deviations bv Treatment Phase ' 

Phase 
1 

M S.D. M S.D. M S.D. 
f 

Sleep Onset a 

SP 

SC 
Ove ral I 

Amount of Sleep a 

SP 
SC 

Overall 
Utilization b 

SP 

SC 
Overall 

Restfulness 

SP 

SC 
Overall 

a .  Minutes 

b. Fre'quency of intervention utilization 

c. Rated on a five-point Likert type scale 



Figure 2 

Mean Minutes to Sleep Onset for the Two lnvervention Types across Phases 

S.P. 
+ S.C. 

Phase 



Table 3 

MANOVA of the Dependent Variables 

Independent Value Exact F Hypot h. Error P 

Variable (Hotellings) ' j d f d f 

Intervention Conditions 

.207 

I n t e r v k  Conditions 

.237 



ratings of restfulness, F = 1 2.05, p <.0001. Scheffe's procedure produced values +a* a 

of 3.79, p c.05 and 11.99, p c.05 for comparisons between phases one and two, + 

p. 
\ d - 

and between Phases one and three respectively. The difference between the 
, > 6 ' 

second andthird phases was not statistically reliable, F(s) = 2.30, p ~ 0 5 .  lh sum, 

the second prediction was supported. Overall, administration of symptom 
-5 

prescription and stimulus control procedures, in written format, resulted in significant 

reductions in minutes to sleep onset, and increases in minutes asleep and reported 

levels of restfulness. 

Insert Tables 4 and 5 about here 

Prediction 3 

There will not be a significant difference between the symptom prescription group 
\ 

and the stimulus control group in respect to reductions in time to sleep onset. 

Treatment phase means for each dependent variable for each intervention 

condition can be found in Table 2. A MANOVA (see Table 3) of these means 

indicated that there was no statistically reliable main effect for intervention type, 

F = 2.41, p >.08. That is, there were no statistically reliable differencesbetweep SP 
:*. L a  

$7" and sc in respect to levels of three dependent variables at each of the three 2 
k 

treatment phases. 



Table 4 

ANOVA of Overall Means For Each Dependent Variable 
& 

Dependent variable 

Source d f SS MS F D 

Onseta 

Between 40 43825.2 1 095.7 

W i t p  
k 

3; 82 48579.7 592.4 
--*C ., - 

treatments 2 24579.0 12289.5 41 .O .0001 

residual 80 24000.8 300.0 

Total 122 92404.9 

~ ~ e e p b  

Between 40 245360.0 61 34 

Within 82 91 137.4 111.4 

treatments 2 1 3558.7 6779.4 6.99 .0016 

residual 80 77578.7 969.7 8 

TO t a\ 
.p $' * 

122 336497.4 

Restfulnessc 

Between 40 29.6 .74 

Within 82 14.8 1 8  

treatments 2 3.4 1.71 12.05 .0001 

residual 80 11.4 .14 

Total 122 44.4 

a Minutes to sleep onset 

b M i m e s  of sleep 

c. Rated on a five-point Likert scale 
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Table 5 
% 

Post-hoc com~arisons (Scheffe's Procedure) of Overall Phase Means for De~endent 
+ .  

Variables d 

' 4  

Dependent variable 

Comparison (Phase) F b 

P 

Minutes to Sleep Onset 

1 vs 2 

4- 
1 vs3 

2 vs 3 

Minutes of Sleep 

1 vs 2 

1 vs 3 

2 vs 3 

Restfulness a 

1 vs 2 

1 v s 3  

2 vs 3 

a. qated on a five-point Likert scale 



Prediction 4 

The quality of client-counselor relationship will be more positively related to 

improvement in sleep-onset in the symptom prescription condition than in the 
3 

stimulus control condition. . 1 4  

In 'the introduction a case was made that measures of the quality of the 

client-counsellor relationship would be more positively associated with treatment d' 

outcome in the SP condition than in the SC condition. Treatment phase 'means for 

the two interview conditions are found in Table 5. The MANOVA (see Table 3) 

indicated that there were no statistically reliable differences, i n  respect to dependent , 

variables, between the two interview conditions at each of the three treatment 

phases, F = 2.77, p = .06. It should be noted that the p value of .06 just falls above 
~" 

the established criteria of .05 for rejection of themlT hypothesis. 
./-----' 

Insert Table 6 about. here 

No statistically reliable relationship wasmobserved between CRF-S scores (see 
9 

Chapter Ill) and reduction in minutes to sleep ons A correlation of r =  .O1 was 
a 9, - - 

. & 

obseryed between CRF-S scores and-reduction in mi-nutes tcfsleep onset in the SP 

condition, and a correlation of r =.23 for the ~ ~ e o n d i t i o n .   e he difference bepveen 
, 

these two Correlations is not statistically significant. These correlations suggest'that , .  
CRF-S scores are not related to client benefit at statistically reliable levels. ' 

* .  5.4. .;, 

Correlations between WAI scores *(see Chapter Ill) and reduction in rhinutes to 

sleep onset failed to reach: levels of statistical reliability. Bivariate analysis of WAI-C 

scores and reduction in minutes to sleep onset generated a r = -.03 *for the SP 
, . 



Table 6 
b 

B 

Begendent Variable Means and Standard Deviations for Treatment Phases 
Z 

bv Interview Co'ndition 
.. * 

Phase 

M S.D. M S.D. M S.D 

Onset a 

NO-interview. 

Interview 

Sleep b 
4 

No-interview 

Interview 

Utilization c 

lnterview 

" Restfulness d 

Interview 2.91 r . \  3.26 (.50) 3.45 (.64) 
: 

I I 

a. Minutes to sleep onset 1 

b. Minutes of sleep 

c. Frequency of intervention utilization 

d. Rated on a fivepoint Likert scale 
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. , 

condition i n  = lo), and a,r = -.00 for the SC condition (n = 10). +The differenbe 

betyeen these two coirelations is not reliable. Analysjs-d WAI-T sores  and: 

reduction in minutes to sleep onset produced a - r =  .48 for, the SP condition and a - ' 

r = . I  4 for the SC condition.   either of these corielatioils, nor the difference 
d '  

,petween them, are statistically "reliable. 

* *  
Considering the'se findings, the fourth prediction was not supported. 

Treatment outcomes between the fwo interview conditions did not differ at statistically 

reliable levels. The CRF-S was not associated with reduction in minutes to sleep 

onset. ieither WAI-C or WAI-T scores were associated with reduction in minutes to 

sleep onset. 

Prediction 5 

' I 

Overall, severity of stress will be negatively correlated with irnprbvernenr in 

sleep-onset. 

A case was made in the introduction that high leve-Is of stress would reduce 

benefit subjects obtained with either a stimulus control intervention or a symptom 
%. 

prescription intervention. In other words, stress scores were expected to correlate 

negatively with treatment outcome. Stress, as measured with the SSI, was not 

reliably associated with reduction in minutes to sleep onset. Overall, a correlation of 
t 

r = -.07 between SSI scores and reduction in minutes to sleep onset was observed. 
' -_ 

\ 

This low corre~atibn fails to meet a level of statistical reliability, and thus the fifth 
-- 

prediction was not supported. 



Prediction 6 

lndhiduals with high levels of stress will tend to fall asleep faster with a symptom 

prescription procedure than with a stimulus control procedure. 
d . . 

As discussed in  the introductory chapter, there are theoretical and e,mpirical 

grounds to suspect that high-stress individuals would fare better with a symp~om 

prescription procedure than with > stirhubs control prodedure. If this is the case, 

correlations between SSI scores and reduction in minutes to sleep onset for the SP 

group would be expected to be less negative than those observed for the SC group. 

A correlation of r = .06 was observed for the SP condition and a correlation of 
\ 

r-= . I 2  was observed for the SC condition. The difference between these p! 
L 

correlations is not statistically reliable, and therefore the sixth prediction was not 

supported. 

Frequency of Intervention Utilization 

ia. c L: .- 
Although there were no specific predictions in respect to frequeney of R: 

intervention utilization, report of this behavior was analyzed for exploratory purposes. 

This dependent variable was not included in the MANOVA as it was tracked for only ' 

phases two and three. Thus, t - tests were performed on differences between the 

phases two and three for each intervention type and for each interview condition. 
3 

The SP group reported that th'ey told themselves to stay awake a mean frequency of 

4.1 times at Phase Two and 2.87 times at Phase Three. The difference between 

these means is statistically reliable, t = 2.25, p c .04. The SC group reported that 

they got out of bed, after 10 minutes of lying awake, a mean frequency of 1.0 times at 

Phase Two and .69 times at Phase Three. The difference between these two means 

is not statistically reliable. There were no statistical differences, in respect to mean 



r - 
69 

frequency of intervention utilization, between the two SP conditions (no-interview: 

mean = 3.20 , intervievri.: mean = 3.56 ), nor between the two SC conditions l 

(no-interview: mean = S4, interview: mean = 1.13). - 

There were significant differences in frequency -- of intervention utilization 

between the two treatment conditions. At Phase Two, an overall mean frequency of . 

4.1 (s.d. = 3.16 ) was observed for the SP group and 1.0 (s.d. = 1 . I )  for the SC group. - 
\ 

The difference between these means is statistically s.ignificant, I = 4.1 5, p c.000. AP 
1- 

, Phase Three, the SP group rep0rted.a mean frequency of intervention utilfzation of 

2.87 (s.d. = 2.84) and the SC group a frequency of .69 (s.d. = .84). The difference.- 

between these two means is significant, t = 3.29, p c.002. The reader should be 
h 

cautioned that comparing intervention utilization frequencies of the twojnterventions 

is problematic. A cognitive event (telling pneself to. stay awake) iqcornpared with a . 
1 , 'd 

behavior (getting out of bed). A strong case can be made that it is much easi,er to tell 

oneself to stay awake than it is to get oneself out of bed, an6 therefore comparisons . 

between the frequericy of these two behaviors may be inappropriate. . 
* * -  / - 

f . , 
In addition, for exploratory purposes, correlation coefficients were calCylaIedt . - 

between frequency of intervention utilization and reduction in miilrt.es to sleep onset ' 

f \ '  

(see Table 7). OveraU, the correlation between frequency of intervention utilization ' 
' 

0 

and reduction in minutes to sleep onset did not reach a level of statistical reliability. -t 
For phase two, a coefficient of r = .13 was observed; andfor phase three a value of r .<$ .. 

a .). Q -  . : 
= .OO was obtained. In respect to intervention conditions, there were noatatistically > .  

reliable correlations between intervention utilizatlon'and redliction oh'minutes to , : 1 
. ?  

sleep onset. For the SP intervention, coefficients of r = .12,and r = - .03 were 
B 

/ 

observed for phases two and three respectively. As for the SC condition, coeTficients 
; 7- 

of r = .15 and r = - . I3 were obtained for the second and thirdphases. No staiistically . 
j I 

reliable correlations were observed for interview conditions. In the no-interview 
. -. 

%+. / - . .  

condition , a correlation of r = .02 was observed for phqse two; and a value o f  r = ,.I 6 



was observed for phase three. For those who received a one-hour interview, 
'.2 

coefficients of r = .19 and r = 4 5  were observed for the second and third phasBs 

respective I y . 
s 

i 

Insert Table 7 about here 

~ -% 

Summary 

The first prediction was supported. ~eactanbe was more positively correlated 
. . 

with reduction in minutes to sleep onset in the SP condition than in the SC condition. 

Support was obtained for the second prediction. Overall, participants displayed 
\ 

statistically reliable.decreases in minutes to sleep onset between the first and second 

phases"and between the first and third phases. Further, significant increases in 

, minutes asleep and ratings of restfulness were observed between the first and 
+' second phase, and between the first and third phases. The third piediction was also 

supported. There was no statistically reliable difference in outcome between the two\ + 
htervenfions. The fourth prediction, however s not supported. Indices of the 9 
quality of the counsellor-client relationship w h n o t  associated with treatment 

effects. No support was obtained for the fifth prediction. Level of stress correlated 
J .  

weakly with treatment outcome. Finally, the sixth prediction was not supported. The 

levels Wassociation between stress and outcome for each of the two interventions 
i 

were not significantly different. 
, 



Table 7 
\ 

Correlations between Freauencv of Intervention Utilization and Reduction in Minutes 

jo Sleer, Onset 
Phase 

Condition 2 

Interview .19 (20) -.I5 (20.) 

e . . 

Overall - .13 (41) .OO . (41 ) 

a.   umbers in brackets refers to number of subjects in that condition. 



Chapter V 

Discussion 

Summary of Results 

As predicted, high levels of reactance were associated with high reduction of 
b 

symptomology in the symptom prescription condition, but high levels of reactance 

were associated with smaller reductions of symptomology in the stimulus control 

condition. This finding supports the contention that a symptom prescription 

procedure is more effective with reactant clients than is a stimulus control procedure. 

The no-interview and interview conditions were not differentially effective, nor were 

client-counsellor alliance or client perception of the social influence qualities of the 

counsellor associated with reductions in time to sleep onset at statistically reliable 

levels. Thus, support was not received for the prediction that the counselling 

interview would enhance treatment outcome prescription condition. 

A main effect for treatment was observed. T were significant 

pre-treatment to post-treatment reductions and increases 
a, 

in the amount of time asleep and subjective ratings of restfulness. This observation 

supports the prediction that symptom prescription and stimulus control procedures 

administered in written, self-help format would effect significant reductions in the time 

it takes to fall asleep. No statistically reliable main effect was observed for 

intervention conditions. Stimulus control and symptom prescription interventions did 

not produce differential treatment effects. Finally, stress was not associated with 

treatment outcome. Thus suppolt was not obtained for the prediction that stress 

would be negatively associated with treatment outcome in general, and to a lesser 

extent in the symptom prescription condition relative to the stimulus control condition. 
-7 - 



Implications 

Reactance 

The resutts of this study support the claim that paradoxical interventions 
2 

produce superior treatment effects, relative to non-paradoxical interventions, as the 

level of psychological reactance inc~eases. Apart from the very recent investigation 

of reactance and treatment outcome conducted by Shoham-Salomon et al (1988) , 

(10 published study has reported differential effects for a paradoxical and non- 

paradoxical intervention across level of psychological reactance. Correlations were 

observed between reactance and treatment outcome of r = .47 in the paradoxical 

condition, and r = -.37 in the non-paradoxical condition. Shoham-Salomon et al 

(1 988) provide support for the findings of this thesis: they found correlations between 
- 

reactance and treatment outcome of r = .49 in a paradoxical intervention group and r 

= -.I1 in a non-paradoxical intervention group. In short, this study can make no 

strong claims in respect to the mechanisms underlying changes with high-reactant 

and low-reactant clients, yet it can, in concefi with Shoham-Salomon et al (1988), 

contest the claim (as suggested by Dowd, 1987) that paradoxical interventions are 

equally effective for high-reactant and low-reactant clients. 

Two hypotheses best account for the differential effectiveness of a symptom 

prescription and stimulus control procedures for the amelioration of sleep onset 

insomnia with high- and low-reactant clients. First, as Espie and Lindsay (1985) 

have observed, some clients tend to take the task of attempting to stay awake too 

literally. AS discussed in Chapter 11, Espie and Lindsay reported that time to sleep 

onset increased dramatically for three out of six of their clients. Although, in the end, 

attempting to stay awake is effective in disrupting dysfunctional sleep behaviors for 

many low-readant clients, low-reactant clients may not reduce time to sleep onset as 
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they may approach the task of attempting to stay awake too earnestly. Second, if it is 

.ap the case that reactant clients tend not to comply with the stimulus control instruction 

to get out of bed if sleep does not occur within ten minutes, then obviously a shmulus 

control procedure is not a sound strategy with reactant clients. But, as discussed, a 

sound paradoxical strategy creates a positive, or win-win , bind for !he reactant client 

regardless if they comply with intervention instructions. tf the reactant client does 

comply with the symptom prescription, that is they attempt to stay awake, then 

dysfunctional sleeptime patterns will likely be interrupted (e.g. trying to force oneself 

asleep), and sleep would ensue faster than it would otherwise. If, on the other hand, 

the reactant client acts counter to the instruction to stay awake then presumably they 

are left with the option of falling asleep. It should be emphasized that a perqon does 

not necessarily react to " win-win" paradoxical binds through some conscious 

process. It is not as if the person must declare to themself " well, I have a choice 

here ... l can either try to stay awake or I can fall asleep ... since I am a reactant sort, I 

will go against the instruction and fall asleep...". This researcher maintains that a 

paradoxical bind is processed and active at an unconscious level. Such a 

hypothesis is, however, difficult to either support or falsify experimenthlly. 

L 

As discussed in Chapter 11, Shoham-Salomon et al (1988) has obtained 

empirical support fordhe argument that administration of a paradoxical intervention 

will likely result in either reduced symptomology or increased levels of perceived 

self-efficacy. Briefly, they suggest that when levels of reactance are high, the client 

will oppose the paradoxical instruction and display reduced symptomology. 

However, when perceived controllability is low, it is unlikely that the individual would . 

believe that they could generate and control oppositional behaviours. Since such an 

individual believes that they cannot behave reactively (i.e. contrary to the intervention 

instruction), they are then left with the option of compliance. By complying, that is 

following intervention instructions, they have then in fact displayed control over the 



symptom (i.e. they are able to produce it as per intervention instructions) which may 

then lead to the increases in perceived control ov& the symptom. And, as according- 

to Bandura (1 W8), increases in perceived self-eff icacy should lead to decreased 

symptomolog jl. - 
' 

For some of the high-reactant individuals, Shoham-Salomon's et al 

hypothesis may account for the observed reductions in time to sleep onset. This 

study agrees with Shoham-Salomon's claim that reactance is one key component of , 

symptom reduction with a paradoxical intervention. However, since their study 

addressed procrastination behavior, it may be misguided to interpret the outcome of 

the present study-in light of their "self-efficacy hypothesis". First, immediate 

reductions in time to sleep onset were observed in this study. It is unlikely that 

significant increases in perceived self-efficacy would take place in such short order. 

Instead it is more plausible that attempts to stay awake (or to "not stay awake") 

immediately interfered with the onset of anticipatory anxiety or cognitive rumination, 

and consequently the time it took to fall asleep decreased. Second, procrastination 

is much more an issue of motivation rather than, as with sleep onset, performance. 

Exerting greater efforts to reduce procrastinating behavior could result in reductions 

of the offending behavior. However, with sleep onset latency, trying harder to fall 

asleep typically results in increased time to sleep onset -- as discussed in Chapter 11 

this is indeed H chief component of difficulties falling asleep. The point is, the effect 

of increases in perception of control over symptoms may be contingent upon the 

degree to which the desired behavior can be controlled volitionally. On other hand, 

increases in perceived control over falling asleep may indeed contribute towards the 

amelioration of difficutties falling sleep insofar as the cycle of anticipatory anxiety 

which exacerbates difficulties falling asleep would be diminished. Anticipatory 

anxiety can be described as an escalating spiral of fear of being out of control, and 
., 

* "  

thus, any intervention which uttimately enhances perception of self-control would 



help snub this cycle. Conceptually, the issue is one of sequence. That is, does 

disruption of dysfunctional patterns precede or follow perceptions of increased 

self-efficacy, or do the two phenomena emerge concurrently and interactionally? In 

the end, this issue requires careful experimental examination - and consideration of . 
I, 

theory: As Shoham-Salomon et al (1 988) point out, one shortcoming of their study 

was that they did not perform follow-up measures to determine if increases in 

perceived self-efficacy, amongst those in the paradoxical intervention, ultimately lead 

to reduced symptomology . 

As reported in the previous chapter (see Table 1) there were notable, but 

statistically non-significant, correlations between Therapeutic Reactance Scale 

scores and reduction in minutes to sleep onset in the two interview conditions for 

each of the two interventions. In the SP intervention group, a correlation of .O1 was 

observed for the no-interview condition and a coefficient of .69 was observed for the 

one-hour interview condition. The SC group generated a correlation of - .81 for the 

no-interview condition and - .17 in the one-hour7nterview condition. These results 

suggest that high-reactant individuals might fare better if they receive a counselling 

interview. 

This researcher hypothesizes that the in te~ iew enhanced reactant client's 

perceptions of threats to their freedom, intensified the positive double-bind created 

by the paradoxical intervention, and consequently these subjects tended to react 

against the instructions to stay awake more vigorously than those in the no-interview 

group. For many, the interview may have been an intense, and perhaps threatening, 
I 

experience; and as a res$t interviewees may have become more invested in the 

study, either positively or negatively, than those in the no-interview condition. The 

more invested the SP subject became in the study, the greater the force of the bind. 
- 

The client is instructed to do something ("try to stay awake") which appears to be 

counter to the helping context ("they should be telling me how to fall asleep, not that I . 



should stay awake"). At some level the client faces a benevolent dilemma: one, they 

can &pt the implicit helping contextand attempt to comply with the instructions 

(which, as argued, typically reduceqtime -, to sleep onset through disrupting - 

dysfunctional patterns), or two, they can oppose the instructions by falling asleep. It 

should be noted that neither the client perceptions of the social influence qualities of 

the counsellor (as measured with the CRF-S), nor the quality of client-counsellor 

alliance (as measured with the WAI) were associated with treatment outcome at 

statistically reliable ievets. This observation does not negate the soundness of the 

above hypothesis. Perhaps these two devices were insensitive to some aspect of 

counselling process which impacted upon reactant subjects in particular. As an 

expedient here, we might label the client's degree of "involvement" with the study as 

level of client engagement. Here this term refers to qualitative and quantitative 

aspects of the client's involvement with the task of reducing symptomology. This 

does not refer simply to level of "motivation", but to the extent to which the client 

embraces the challenge of change - very much akin to "courage" and "responsibility" 

in the existential sense. With this in mind, this researcher proposes that the level of 

client engagement is, in part, dependent upon the information which emerges from 

the dialectical process between counsellor and client. Through this dialectic, the 

client experiences memories, sensations, patterns of information, and the like, which 

would not occur sans interview. Client engagement is, in part, a function of these - 
experiential elements. 

* 

In respect to the SC group, there was a negative, but not statistically reliable, 

relationship between reactance and client benefit. This relationship was weaker in 

the interview group than in the no-interview group. The interview may have very well 
' 

contributed to client engagement, as with the SP interview group, but also the 

perceived creditability of the study may have increased relative to SC subjects in the 

no-interview condition. Any enhancement of the perceived credibility of the study 



could have reduced the likelihood of a reactant subject not complying with the 

stimulus control procedure. Again, in contrast to a paradoxical intenrention, genuine 

efforts to comply with the intervention are crucial to client benefit. The high, and 

statistically reliable, negative correlation between reactance and client benefit in the 

SC no-interview group suggests that high reactant individuals might have been . ., 

skeptical of the intervention, had relatively little investment in the program, did not 
- attempt to comply with the procedure, and consequently did not reduce time to sleep 

onset as dramatically as did t he i~  low-reactant (compliant) counterparts3 . 

To summarize, high-reactant clients tend to benefit less with a stimulus control 

procedure as this strategy requires thatqthey attempt to comply with specific. " 

instructions. But, high-reactant clients tend to do well with symptom prescription as 

this technique is effective in disruptingdysfunctional sleeptime behavior and . 

cognition irrespective if they comply with'or defy thehstructions. Low-reactant 

clients may tend to vigourously comply with instructions to stay awake, and thus . 
I I 

benefit less from a symptom prescription procedure. Stimulus control would seem to - 

be the intervention of choice with low-reactant clients as they tend to follow the ' 

intervention'instruction . - which are indeed effective in disrupting dysfunctional P L . - 
bedtime patterns. in light of the results of this study, a prudent counsellor would 

- I 
make some assessment of client reactance before choosinq to implement either a 

' 

symptom prescription or stimulus control intervention for problems falling asleep. If 

reactance was assessed as high, it would be rational to employ symptom 

- prescription. If reactance was assessed as low, it would be sound to first implement 

a stimulus control procedure. 
*, 

Conelations between reactance and intervention utilization were not statistically reliable. 



Reductions in time to sleep onset wefe observed with the implementation of 

invariant (Nritten self-help manuals.   he magnitude of these effects were similar to 
4 

those observed by past investigations of symptom prescription and stimulus control 

procedures employing conventional counselling setting deliveries. (eg. Ascher & 

~u rne r ,  1.979; ~urne ' i  & Ascher, 1982). In the introduc was a rgud  that- 
.'/ 

paradoxical techniques might not be effective in mass administered written form as 

paradoxical.techniques require that a helper assess the client and carefully tailor 

intervention and delivery language in light of this assessment. In administering 

interventions, this qtudy was not responsive to any individual client or system . 

pfoperties. The identical paradoxical intervention was delivered to all subjects,in the - 3 k 

S.P. group with good overall results. Thus, it would appear to be sound counselling 

practice to implement written, self-help symptom prescription or stimulus control 

manuals for difficulties falling asleep. 

It seems then, that the instruction to attempt to stay awake with a brief - 
description of the the rationale for this instruction is generally sufficient to elicit client 

processes which lead to reductions in time to sleep onset. Unlike the iniple,mentation 
4 

-of paradoxical interventions with individuals, the task of administering ,sound 
)r 

. paradoxical interbentions with families requires that the complex~ties which emerge 

from the aggregate of the family be considered (Selvini-Palauoli et al, 1978). As 

Fisher et al (1981) caution, with families, "...the effective use of a paradoxical 

intervention requires a through knowledge of the family as a dynamic system" p. 34. 

Therefore, rather than claiming that it is not critical that paradoxical instructions are 

carefully tailored, it would seem more reasonable to suggest that i t h  relatively 

simple client systems (e.g. an individual), tailoring of paradoxical interventions may 

not be as critical as with complex client systems. 



Level of Stress 
, C 

The data indicated that the two'interventions were not differentially effective. 

across levels of stress. Despite a wide range of stress levels, with a distribution of 

scqres very similar to a reference sample of 532 participants in astress management 

program.(Lixkie & Thompson, 1979), there was no notable correlation between level 

of stress and reduction in time to sleep onset. It could be that stress is not an . 
'important component of difficutties falling sleep. More importantly, i_t may be a 

question of how one goes about the task ot falling asleep, and particularly how one 
, .  1 

. 1 

responds to difficulties falling asleep. In other words, the absence or presence of 

functional bedtime strategies for falling asleep mayovershadow whatever impact 

stress ma i  have upon time to sleep onset. I; the case of this study, the interventions 

provided sound methods for falling asleep qukkls which were effective irrespective - 
\ 

of stress level. Perhaps it is simply t h a  some persons, whatever their level of life 
i 

stress, have good strategies forPfalljng.asleep while others do not. Participants in this 

study likely entered the program with dysfunctibnal sleeptime behaviors but received 

apparently good strategies for reducing time to sleep onset, which minimized any 
2 

impa6 of stress upon intervention outcome: In s.hort, the results of this study suggest 

that level of client stress is not an important consideration in implementing e i thda  

stimulus control or symptom prescriptiorrprocedure for sleep onset . difficulties. - Yet, 
7; , . 

h 

given that this is the first study; to investigate the relationship betwe6n-life-stress.and 

outcome with a paradoxical intervention for difficulties falling asleep, hard 
1 

are unwarranted. 



, Limitations of the Study 

In some respects this study is non-expeiimental in design. That is, TRS, SSI, 

CRF-S, and WAI scores (1.v.'~) were not experimentally manipulated. Herein lies a 
J 

'fundamental limitation in making'conclusions about re am at least five 

-aspeas of this study which limit the generalizability 
,. 4" 

One, difficulties in obtaining adequate numbers of suitable subjects prevented 

the construction of large experimental groupq$ of high- and low-reactant individuals. 

a Greater validity could have been secured by administering the TRS to a large sample 
4 d 

of insomniacs and then randomly selecting only those scoring at the extremes ofthe 
- .  

distribution of TRS scores. Two groups would then be formed: high-reactant and 

low-reactant i,nsomniacs; comparisons could be made between the two groups, and 
5 

d. 

thus a truly experimental investigation could haye been conducted. 
J 8  

All conclusions in respect to the relationship between reactance and decrease . 
in time to sleep onset are qualified by the limitations of a bivariate analysis: 

r 

Correlations statistically demonstrate some quantity of association, but not causal - 
, . 

\ 
relationship. That is, two variables can be highly correlated, yet there may be no -, 

causal relationship between the two. A third unknown variabl,e may account for the 

correlation between two variables. For example, although this is quite imp1 

could-be that high anxiety levels cause psychological reactance, and the high 
-, - 

anxiety levels which contribute to insomniacrespond more favorably to 

- interventions than to stimulus control. If this was the cise, we would expect that with 

, a paradoxical intervention, high reactance would. be associated with superio,r - 
-4 

decreases ih time togleep onset relative to outmm+vith a stimulus control - 
h 

procedure . 
, . 



\ 
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I 

I\ 
Campbell and-Stanley (1963) argue that the extent to which one can make 

' claims about causal relationships with a correlational design is dbtermined by the 
1 , .  

" presence of,a plausible causal hypothesis and the absence of plausible rival 

hypotheses. Indeed, I have provjded causal explanations (e.g. double-bind theory) 

to account for differential effectiveness of stimulus control and symptom prescription 
V 

procedures with high- and low-reactant individuals. The question is, are there 

' plausible rival hypotheses to account for the observed relationship between - ~p~ychological reactance and reductions time to sleep onset? At this point-in time, I 
< 

have no pldusible alternative hypotheses which would contradict a causal 

relationship between reactance and outcome with a paradoxical interyention. Yet, , 

even if persistent efforts to construct plausible rival hypotheses failed, this would not 

necessarily demonstrate that the correl -reactance \_  and client benetit 
As.' 

I -- 

are causally related, but it would provi9e support for the likelihood of a causal 
I 

relationship. In end, we are left with d cautionary note about correlations, yet with 
/ 

good theoretical grounds to maintin'n that psychpl~gical reactance is a variable 
,/ 

mediating between the implenpntation of either a stimulus control or symptom 
, 

/ 

prescription intervention for,difficu~ties falling asleep and reductions in time to sleep 

onset. ~ i g h  levels of react&ce are related to small treatment effects when a stimulus 
, 

control$rocedure is employeq and relatively large treatment effects when a symptom 
7 /' prescription procedure is used. 

' 

Two, no significant correlations were observed between the quality of 

relation5hipb established during the one-hour counselling interview (& measured by 

% ,  the WAI) and reduction in time to sleep onset, nor between subject's perception of 

social influence qualities of the counSelor (as measured with the CRF-S) and 
b 

. reduction in time to sleep onset. I hesitate to make any strong claims about the 

relative importance of both the quality of client relationship and the client's - 
I 

perception of the counselor for theimplementation of either a stimulus control P or a 
=$ 



symptom prescription procedure for falling asleep difficulties. The single one-hour 

interview may have been inadequate to develop both dhe cyalit; of relationship and + -  

the perception of social influence qualities of the counsellor which could be reliably 

measured with WAI and CRF-S. In other words, the CRF-s and WAI scores obtained 

in this study may have reflected immediate, superficial impressions rather than stable 
- - 

perceptions which would iqluence participant behavior. The subjects may have ' a 

indeed left the interview wittt "somethingn, bui it was something not captured by either 

the WAI of CRF-S. 

Three, the use of subjective reports of sleep behavior has been criticized 

(Borkovec & Weerts, 1976; Hayn s, Adams, & West, 1982; Karcan, Salis, & 
t t 

Williams, 1973). The principal criticism is that insomniacs tend to overestimate time 

to sleep onset. This study did not compare samples of insomniacs and non- 

insomniacs, therefore the issue is whether or not any overestimation pheno.menon 

was stable or variable across the three phases. 'That is, were overestimations, if any, 

greater during the first phase than during the second and third phases? This study 

was not designed to control for this effect. The use of objective measures of sleep 

would have eliminated concerns about variable time to sleep onset overestimation. 

On the other hand, there appears to be np information in the literature, theoretical or 

experimental, whidh would warrant one to make the case that overestimations of time 

to sleep onset systematically decrease over time. In fact, OG et al (1 983) suggest that 

one phenomenon which presewes subjective report of sleepas reliable is that the 

insomniac's tendency to overestimate time to sleep onset is consistent. Therefore, it 

is unlikely that subjects decreased overestimations of time to sleep onset over 

treatment phases, but the possibility of variable overestimation of sleep onset cannot 

be dismissed entirely. 

Four, this study did not employ a control group. It can he argued that the 

reducfions ih time to sleep onset were a product of monitoring reactivity (Nelson, 



Lipsinski, & Black, 1976 ). That is, observed reductions in time to sleep onset may 
k 9 

have been a function of the actkity of monitoring skep behavior ralher than the 

impact ofntkqi"terv@tiin= If a dntrol  group <ad been incliuded, monitoring reactivity - . 
, % '  

. _ 1  ' 

could G v e  been partialled out in the statistical analysis, allowing for a less equivocal 

statement about any cause and effect relationship between the implementation of the 

intervention manuals and reduction in time to sleep onset. An exploratory analysis of 

the sleep behavior reported during th.e first seven days (baseline) indicated that there 

was no monitoring effect (i.e. reduction in to sleep onset over these seven days). 

However, there is still the chance that mo ng reactivity was a component of ' 

observed reductions in time to sleep onset over thesubsequent two phases. th he 
literature review did not reveal any information on the issue of monitoring reactivity 

with the subjective measure of sleep behavior. In the end, there are few grounds to 

claim that monitoring reactivity was a significant factor in this, study, but the 

phenomenon of monitoring reactivity influencing the results of this study cannot be 

dismissed categorically. 

Five, the findings of this study are of limited generalizability to the population 

of paradoxical interventions. The symptom prescription manual used in this study - 

was simple, specific, and not representative of the whole of the spectrum of 

paradoxical interventions. It is unclear, for example, as to how the relationship 

between psychological reactance and intervention outcome observed in this study 

applies to other presenting problems and client populations. In the first and second 

chapters the observation was made that there is a dearth of experimental research 

on paradoxical interventions. One objective of this thesis was to investigate the 

relationship between psychological reactance and treatment outcome with a 

paradoxical intervention. Indeed a noteworthy findihg was made, yet I believe it to be . 
a grave error to generalize the findings of this study to other paradoxical 



85 . 
* I  

inferventions. should be ernp&sized that paradoxical interventions are a diverse 
L * 

a r a p f  techniques with the common feature of appearing to be paradoxical. 
Y , - - 

* I 
\ 

* - 
K 

I' 
- I  . _ - I - -  . - 

Depending upon the context, the pre6enting problem, and the m'ethod of 

delivery the same paradoxical strategy can activate different change rhechanisms. 
- P q  

4 

For instance, if we-add the componentof'ktraining tothe deliv-mpt6m ' 

prescription for an insomniac high in psychological reactance, we 'might end up 

activating resistance (i.e. the client acts counter to instructions) as 'a mechanism of C ,  

change. The delivery might go something like this: " I think that at this time it is 

somewhat unlikely that you will be able to get over your insomnia very quickly. As an , 

// 

experiment, I believe that you must attempt to stay awake whenever you have 

difficulties staying awake." In contrast, with a insomniac client low in reactance who 

routinely tries "too hard" to fall asleep, we might elicit co.operative behavior with 

symptom prescription with the aim of disrupting a cycle of anticipatory anxiety. .For 
' 

example, "Whenever you find yourself feeling frustrated-and anxious durirlg 

sleeptime, I'd like you to simply give yourself permission to stay awake.^ Although 
. . 

both of these examples are instances of symptom prescriptions for insomnia, they 
. . 

would most likely elicit different change mechanisms. two examples illustrate 

a real problem about the research of paradoxical intervedions: the label paradoxical 

k & o  the illusion ihat one intervention labelled as paradoxical necessarily . 

precipitates the same change mechanisms as some other intervention labelled as 

paradoxical. In general, paradwical intervention phenomena can be explained with 

a common language of communication theory, however at the level of specific 
t-..- 

interventions, deliveries, presenting problems, and clients, differences in detail are of 

great pragmatic importance. P 



Future Research Directions 

As iscussed therqarg some limitations to this study, and only a partial 2 / ,& %*- *& 

resolution is provided . f b i q ~ ~ ~ o b l e m s  % ., ,- presented in Chapter I, namely: 

' dL 
"1. The claim that paradoxicpl intervention e treatment of choice with resistant 

gy 
- clients. 

2. Whether, or not, a writlcng61f-help manual incorporating a paradoxical 
& P  *. 

7 * .  

intervention will eelp insomqiacs fall asleep faster. t 

3. The efficacy of'b paradoxical intervention is more sensitive to the quality of the 

client-counsellor reiationship relative to a non-paradoxical intervention. 

4. That individuals experiencing a high level of stress will respond more favorably to ' 

a paradoxical intervention than to a non-paradoxical intervention. 

A number oi research directions follow from the development and findings of 

this thebis. As discussed, there is a lack of research on the relationship betweenD 
i 4 ,  

client reactance and intervention outcome with the spectrum of paradoxical 

interventions. This investigation observed differential relationships between 

psychological reactance and intervention outcome with paradoxical and behavioral 

interventions. The resutts of this study support the claim that paradoxical 

interventions may be the treatment of choice with reactant clients, however the 

correlational analysis of reactance with outcome does limit the forcefulness of this 

conclusion. Alternative plausible hypotheses could account for the observed 

. relationship between reactance and intervention outcome. With the exception the 

very recent Shoham-Salomon et al (1 988) investigation, only two studies 

. (unpublished) (Hughes & Dowd, 1985; Dowd and Brockbank, 1985) have examined 

the relationship between psychologi~al reactance and treatment outcome with a 



-- 
paradoxical intervention. The latter two studies failed to observe any significant 

I 
, - 

r .  

,. interaaion between reactance and intervention type. As discussed earlier in this 

chapter, Shoham-Salomon et al (1 988)' observed a relationship between reactance 

an'd treatment'outcome with a paradoxical intervention very similar to the one 
a 

observed in this study. 

It is unclear as to what extent there are common mechanisms underlying 

stimulus control procedures and paradoxical interventions. This study observed 

reductions in time to sleep onset, with both a symptom prescription procedure and am 

stimulus control procedure,'in line with the magnitude of effect reported by previous 

investigations of- these two procedures (e.g. Lacks et al, 1983; Ott et al, 1983). The 

survey of the' literature on stimulus control and symptom prescription procedures for 

-& insomnia consigent!~ revealed an absence of treatment effect differences between 

these two procedures when they are employed with two or more randomly selected 

groups.' This study, too, observed a lack of outcome differences between the two 

procedures. Perhaps, then, these two procedures-share some common underlying 

mechanisms. In particular, it is plausible that both of the procedures invest the client 

(with increased perceptions of self-control and that dysfunctional behavioral and - 
\ 

cognitive patterns are disrupted. 

k As discussed in Chapter 11, the findings of Shoham-Salomon et al (1988) are 

consistent with the hypdthesis that,persons who receive a paradoxical intervention 

will respond in one of two ways: the person reacts against the instructions and thus 

! symptoms are reduced, or complying with the instructions leads to perceptions of 

increased self-efficacy. However, and this is most important, these auth6rs did not 

observe a positive relationship between increases in self-efficacy and symptom 

reduction in the paradoxical intervention group. With a paradoxical intervention, they 

found that clients either experience reactance and reduced symptomology, or show 

less reactance' and increases in perceived self-efficacy, but "...increases in perceived 



self-efficacy are mrelated to reduced symptomology," (p. 21). As - Shoham-Salomon 
I 

et al suggest, we are then left with two important questio~s regarding paradoxical 

interventions. One, if reactance leads to reducbd ~ympto~mplogy, will this reduced 

symptomology ultimately iesult in perGeptions,of increased, , t. self-efficacy? Two, will 

reduced symptomology persist unkss accompanied by increased perceived 
Y 

'self-efficacyj Certainly these two-questions are worthy of experimental attentibh, ". 
particularly with experimental designs inco~porat~ng long-term follow-up. 

Earlier in this chapter it was suggested that it may be inappropriate to interpret 

thc$sults of this stcdy in light of the findings of Shoham-Salomon's et al (1 988). 

There a h  important differences in the etiology of procrastination and-insomnia. 
J 

Thus, it v&ld be worthwhile tp.directly test the hypothesis that it is the3bisruption of @ 

dysfunctional patterns (e.g."antitipatory gnxieii) which is most responsible for , 
.1' * I 

reduction of time to sleep onset with a paradoxical i~~ervention. In addition, the 
. . 

following hypothesis should be tested: administration of a paradoxical interventibn 

for insomnia first results in the-interruption of dysfunctional patterns which leads to 

reduction in time to sleep onset which eventwally leaas to increased perceived 
tR 
- 5 

self-efficacy which in turn enhances sleep-onset performance. This hypothesis 
g. 

reflects my suspicion that symptom prescription for problems falling asleep does lead 

to increased perceived self-efficacy over the problem. ,However, changes in 

self-efficacy would be a consequence of repeated experiences of diminished sleep .. 

onset time resulting from either reactive behavior (going against the instructions) or 

disruption of dysfunctional sleep-time patterns. 

Some have argued that the stimulus control paradigm, as presented by 
\ '- 

Bootzin (1 972) is flawed. Haynes, Follingstad and McGown (1 974) failed to observe 

any differences between'insomniacs and non-insomniacs in respect to 

sleep-incompatible behaviors. If indeed sleep onset latency is a consequence of 

dysfunctionaGstimulus control, differences between good and poor sleeper's bedtime 



hehavior would be expected. Further, Haynes et al (1 982) found that changing 
-7 

routine nighttihe stimuli ( i.e. shifting the environment from home to laboratory) did 
. E 

not alte; time to sleep onset for poor sleepers. Haynes et al (1 982) suggest that this 
e- 

finding should caution one about accepting the construct validity of the stimulus 
, 

control paradigm of sleep onset latency. Haynes et al (1982) speculate that 

modifieatjons of subject's attributions or concerns about sleep difficwtties, or other 
'T, 

K" E ?- 

cognitive evenfs, may be underlie treatment effects. 
\ 

A parsirhonious explanation of stimulus control is suggested by the comments 

supplied by the,stimulus c o n w  subjects;~namely, getting out .of bed is aversive. For 

example: " It is difficult to get out of bed, even after only 10 minutes"..."; or, " ... I feel that 

getting up after 10 mins. is disruptive."; or, " For me to get up after ten minutes is very 

disturbing."; or, " 10 minutes to fall asleep isn't l;ng enough, it's just disturbing. I'll 

agree to 20 (minutes), if you willH. Such comments were common. If it is the case 

that most subjects'found getting out of bed every time they were unable to fall asleep 

within ten minutes aversive, and that they did indeed reduce time to sleep onset with ,% -.. % 

Q this procedure, there may be some validity to this aversiveness hypoth si$.?~wo 
B 

similar theoretical positions are congruent with this hypothesis: One, the client simply 

avoids the punishment of not falling asleep by falling asleep (avoidance behavior as 

explained by S-R learning theory). Two, as per the rationale underlying Ordeal - 

Therapy (Haley, 1984), having the symptom is made to be more of an ordeal than 

not having it and consequently the client gives up the symptom. With a stimulus 

control procedure, not falling asleep means having to repeatedly climb out of bed. .. 

Most of us can well imagine how much of an ordeal it would be to keep getting out of 
4 

bed -- especially when we have €he option to'just lay there and fall asleep. Being the 
/ 

comfort loving creatures that we a&, it is little wonder that the stimulus control 

procedure encourages reductions in time t e e - e p  onset. In addition, initial 

reductions in time to sleep onset with a stimulus control pocedure, which may be 



ultimately attributable to "ordeal phenomena", may ennance perceived self-efficacy 

which would contribute towards the maintenance of reduced sywtomolog~ In short, 

there may b,e considerable theoretical profit to be gained in examining mechanisms, 
-.. 

other thdn those proposed by ~ootzin, underlying a stimulus control procedure. 
' 9 

In resped to counsellor effects, this study did not observe-a statistically reliable 

relationship between indices of the quality of the counselling inter9iew and treatment 
- outcome. Given the lack of previous research on lhis matter, further study is 

'ZT 
indicated. . Perhaps the greatest deficit in the paradoxical i'fiervention literature is 

evidence to evaluate tfwimportance of the client-counsellor relationship. Turner and 

k c h e r  (1982) and Westerman et a1 (1987) are the only studies to rep& on the 

matter.. I believe that this issue is important insofar as in identifying some of the 
4 

counsellor or relationship properties which facilitate change, with a paradoxical 

#itrategyp s q e  light would be shed on mechanisms underlying client gain with a 

paradoxical intervention. That is, if certain counsellor or client-counsellor 

relationship qualities impact upon intervention outcome, then these qualitiesare , 

elements related to the mechanisms underlying a paradoxical i.ntervention. For 
e 

instance, the client's trust,in the helper may be-crucial for the creation of a potent bind 

for the client. Obviously, if particular counsellor or cou,nselling relationship qualities 
-. . 

promote paradoxical intervention outcoiSie,'then it behooves the counsellor 

emp~dying paradoxical interventions to facilitate these qualities. 

Most of the research problems identified in this thesis have been restricted to 
7 

investigations employing insomniacs or procrastinators as a target population. The 

literature, or this study, do not lend themselves to broad claims about the properties 

of paradoxical interventions in general. The question persists as to whether or not 

that which holds for, say, the amelioration of insomnia with a paradoxical intervention 

holds true for child management problems in the context of a family. The direction of 
-\ 



experimental research should move towards the spectrum of routine presenting. 

problems that are addressed-chically with paradoxical ... interdentions. D 

\, 

Finally, in their review of paradoxical inierventions.'~owd and Milne (1 986) 

observed a lack of studies which track chanbe patterns T associated with paradoxical 

intervbtions over an extended period of time. As Shoham-Salomon and * A - - 

Rosenthal's (1 987) meta-analisis suggests, the effects of a paradoxical intervention 

tend to be more durable-relative to non-paradoxical interventions. Perhaps 

Shoham-Salomon and ~osenthal's finding of client gain to be more salient, one 

mqnth post-treat$&& with a paradoxical intervention than with a noneparadoxical 

intervention is reflective of a sleeper effect ; that is, the impact of a paradoxical 

interverhion is not maximaily manifest until some period after the delivery of the 

intervention. Further, paradoxical interventions may initiate changes that are more . 
resists to extinction than are behavioral interventions. This study observed group 

reductions in time to sleep onset which were immediate after the administration of4he ,. 

intervention manuals. At Pliase Three reductions persisted ( depending on the * 

particular subject, 17 - 20 days post-administration). Yet, there were no significant 

differences in reduction iii time to sleep onset between symptom prescription and 

stimulus control. It would be interesting to measure the participant's sleep behavior 

over an extended period (e.g. follow-ups at one-month, six-months, 12 months) to 

determine if. the symptom prescription is generally superior over time, if patterns of 

client change with a paradoxical intervention are different relative to stimulus control, 
' 

or if the two interventions ultimately result in differential increases in perceived 

se If-efficacy . 



APPENDIX A 

DELTA PROJECT APPLICATION FORM 



' INTRODUCTION TO DELTA PROJECT 
AJ 

L 

\ I - 

1. Your involvment in the project will be as follows: e 

i. Fill out four to five questionaires (general personal information, personal 

r attitudes and impressions). 

ii. complete a daily sleep-log for 21 days. 

iii. ?allow a self-help manual for sleeping difficulties. 

2. 1 recognize that this program is hot a . substitute - -  for medical care . 
- 

from vhysician. . f 
I ,  

6 

3. 1 am aware that l'may withdraw my participation at any time. 

4. I am aware of the importance of completinl%* records, and the like 

accurately. I realize that-this information is vital for tli8 p;ojectqs investigation of 

sleeping difficulties and for future refinements of the procedures under 
R 

investigation. 

1 have carefully considered the above, and I 

voluntarily agree to comply witpthe procedures of the study in good faith.' 

SIGNATURE: DATE- ' , 1987 
1 

Thank You 
Q 



C 
= I t 

Simon fraser .hive.rsity 

- INFORMED CONSENT BY SUBJECTS 
,TO PARTICIPATE IN A RESEARCH I 

PROJECT OR EXPERIMENT 
'% 

* 

m: T!I; University and those conducting this project subscribe to the ethical conduct of 
research and to the protection at all times of the interests, comfort, and safety of subjects. 
This' form and the informaqon it contains are given to you for your own protection and full 
gn erstanding of the procedures, risks andnbenefits involved. Your signature on this form d I signify that you. have received the document described below regarding this project, , 

consider the information in the 
the p r k c t .  

-$22 -- * ,A *;i~ m e - 3  
of the \- 

~ & ~ - a t  inn Facuity[School/ Department of SimoR Frasec University to 
participate in a research project experiment, I have read the procedures spec~fied in the 
document &titled: 

e 

I n t r o d u c t i o n  t o  Delta P r o j e c t  

I understand the procedures to be used on this experiment ahd the personal risks to me in taking 
part. 

I understand that I may withdraw my participation in !his experiment at any time. 

I also understand that I may register any complaint I might'have a b u t  the experiment with the 
chief researcher named above or.with 

& ,  

Dean/Director/Chairnan of  ducati ion . Simon Fraser University. + 

codes of ihe results of this study, upon its completion, may be obtained by contacting: 

Mark Goheen F a c u l t y  of  Educa t ion  

I agree to participate by F i l l  o u t  4 t o  5 q u e s t i o n a i r e s  ( g e n e r a l  p e r s o n a l ,  

i n f o r m a t i o n ,  I.r p e r s o n a l  a t t i t u d e s ) .  Complete  a d a i l y  s l e e p - l o g  f o r  a t  l e a s t  

3 weeks.  Foiiow a  s e l f - . he lpmanua l  for-_sleeping difficulties. . . . 
- - (state what the subject will do) 

as described in the document referred to above, during the period: 

at Simon F r a s e r  U n i v e r s i t y  

2- 
3 3  (place where procedures will be carried out) 

NAME (Please print): 

ADDRESS: 

SIGNATURE: WITNESS: 

DATE: 

Once signed, a copy of this consent form and a Subject feedback Ibrm should be provided to you. 
Y 



DELTA PROJECT 

PERSONAL INFORMATION t 

P lease  be as accurate as you can. ALL INFORMATI~N THAT 

YOU PROVIDE WILL BE HELD IN THE STRICTEST CONFIDENCE. 

THANK YOU 
t 

Name: 
*- 

Phone: . 

Best time to contact: , 

1. Age: 
d 

2. Occupation: 
, 

3. Marital status : s i n g l e  married- living t o g e t h e r  divorced- 

4.. Please indicate the ayerage number of times per day you consume one . 
f. 

serving of the following: a) coffee b) chocolate.% a 

.+ 

c) tea- 4) c0la.L 

- 5. On average, how many alcoholic drinks to you consumea per week ( A  drink is 
defined as 1 oz. of liquor, or 1 beer, or 5 oz. of wine). 

WEEKLY AVERAGE 
'i 0- i 

5.- - 
6 Are you currently being treated with any p.rescription drugs? c 

fi. 

If so, what is the name(s) 

I 

7. On average, how many times per week do you use the following over-the- 
counter drugs: a) sleep aids b) diet pills- 

c) wakeup pills- d) decongestants- 



8. On average, how many time per week do use some type of drug which is 

NOT obtained from a pharmacy: WEEKLY AVERAGE 
1 

9. Date of your last check-up from your physician 

10. Do you receive regular check-ups from your physician 

11 .. How would you rate your overall level of health: 

poor . fair excellent 

12. Does your family have a history of sleeping problems, i f  so, who? 

' .  

13.. Consider the past 21 days, what's your best estimate of theaverage 
number of hours of s l e e ~  per night 

14. Considering the same 21 days, on average how many minutes did it take 

you to fall as lee^ 

15. During a typical week, what's the most s!eep you would get on a single 

night 4 

- 
- 16. Duringaty cat week, what's the least sleep you would get on a single 

night' 
0 

17. During a typical week, on how many nights would it take you830 mi?. or 

more to fall asleep 

18. How many nights perweek do you awaken during the night 
--+ 

19. On these nights how many jimes Der niahl do you awake 

20. How many times per month do you wake up and are unable to 

go back 



21. How much difficulty do you have in falling asleep: 

no difficulty some difficulty great difficulty 

1-------------~2-------------3--------------4-------------- 5 

22. How rested do you.fee1 in the morning: 

completely rested somewhat rested completely unrested 

23. Overall, how much do you enjoy sleep: 

- 
much enjoyment some enjoyment no enjoyment 

24. Have you ever received help specifically for a sleeping problem . 

If so, what approach was taken 

25. When you have t r o u b b  - falting asleep, what do you usually do about it: 
- 



26. Do you worry about things throughout the day: 

never sometimes always 4 

27. Do you worry about things at night: 

never sometimes always 

no . some great 

change change change 

years months 



INTERVIEW MANUAL 

APPENDIX B 



e e 
'11, 

INTERVIEW SESSION GUIDE 

The single interview is to be conducted as if it were the initial intkrview of a . . 
> 

comprehensive intervention program. The general focus is to be upon . 
@ 

providing a forum for the client to express their peceptions ofatheir problem; for 

the client to be "heard". The goal is not one of a "problem-solving" session. 

Specifically you have six aoals which are to be addressed in the following 

sequence: 
I' 

Have the client fleely express their perceptions of their sleeping problem.Do not 
'.- 

evaluate (judge) their perceptions, simply make it clear that you "hear" them and 

that you empathize with them (eg. have them give you their "theory" about their 

sleep problems, reflect, paraphrase, summarize, etc.). (Spend at least 15 

min. towards this goal) 

', 
2. Direct the clent towards briefly exploring whaUhow things would be different 

if they "lost", their symptom (eg. " how would inings be different i f  you no longer 

had difficulties falling asleep- what/who would it effect...?"). (Spend approx. 
F 

10 min. shere) 
\ 

3. -Direct the client towards articulating about past attempts to solve "the 

problem". (eg. what have they tried, what happened, what is their theory about 

the failure of past attempts+ etc.)r Furthermore, when appropriate, attempt to 

"normalize" their circumstances 

in common. Of course, beware 

through sharing experiences that you may have 
b .  

not t6 minimize or trivialize their experiences. 
4 



= 5 

On the other hand b e k r e f u j  not to endorse their position. (Spend approx. 

1 ~ m i n .  here) 
+ 

4 . "Wrap-up" the interview. Briefly summarize what has been expressed by the 

client. Strive to keep judgemghs or "advice" to minimum. (Spend approx. 10 ?- 
rnin. here. Total elapsed time: 45 min.) 

5. Deliver the'clienf Perception package as per instructions (Allow 10 min. . 
i 

here) 

6. With no more than 5 min. left in the hour, deliver the treatment envelope when 

the participant has completed the client percsption package. Hand the 

treatment envelope to the client with these instructions: "Enclosed you wiil find 

theself-help treatment manual and all of the instructions that yo9 will need to 
- 

complete the program, best of luck". Thank them warmly for theirparticipation 

in the study, and show them to the door. If the client insists upon you 

commenting about ttie package, make a description of the format (eg. You will 

find the sleep-logs that you are already familiar with, a set of carefully worded 

instructions, and a self-help manual). If the client is especially persistant about 

you revealing information about the package, state: " I can appreciate your 

curiousity, a lot of research and care went into wordihg the instructions so as to 

ensure that they are complete and clear, frankly at this moment I don't think that 

I there is anything that I might add which would be make things more complete or 

clear". With a "curious" client, be respectful of their concerns, but divert their 

concerns by listing the items cont_ained within the envelope and maintaining 

confidence in the adequacy of the instructions. NEVER suggest that you cannot 

reveal any information the package. 



APPENDIX C 

STIMULUS CONTROL MANUAL 



- PLEASE READ THE'FOLLOWING CAREFULLY 

\ 
Although there may be as many different reasons for people having difficulties 

falling asleep as there are people, research has shown that the behaviors or 

"rituals" that we have around bedtime, and during our attempts30 fall asleep, 

often get in the way of falling asleep. You may be surprised to realize that some 
* 

of the behaviors that are believed to help one fall asleep, may in fact complicate 

the natural mechanisms which are responsible for falling asleep. A good 

example is that many people use the bedtime environment as a place to lie 

down and sort out the day's problems and create the plan of "attack" for the next 
->* 

day: a time to finalize and to "put'to rest" the problems of the dby . Using the 

bedtime environment for the purposes of sorting-out problems can often lead to 

worry about life problems, and ultimately a lot of anxiety which can make sleep 
t 

difficult. You may even have come to associate you own bed with feelings of 

anxiety. I'm sure that you can think of many, and perhaps more personally 

relevant, examples of bedtime rituals which, in the end, get in the way of falling 

asleep. Regardless of which specific behaviors are getting in the way of your. 

falling asleep, th6 scientific literature leads to this conclusion: by persistantl~ 

associating your bed ONLY (sex being the sole exception) with the behavior of 

falling asleep quickly, you will develop a powerful pattern of falling asleep 

quickly. Of course, this is easier said than done. By carefully controlling your 

activities, by associating your bed with falling asleep, you can create a bedtime 

environment which will allow you to fall asleep more quickly. The key, then, is 

to be patient, but persistant, to stick to the instructions. As with most things in 

life, change is not spontaneous, but is achieved by striving towards goals with a 

sound plan. 



It is most important that you follow the instructions below for the program to be . 

* 

effective. You may find that anywhere from a few days to a yveek is required for 

the suggestions to take effect. 

1. Do not consume any products which contain caffeine with-in three hours of 

bedtime (eg. coffee [except decafj , tea, chocolate, cola, some pain relievers). 

2. If you smoke, do not smoke within one-hour of bed time.. If you mu 

smoke as little as possible, and NEVER just prior to going to bed. If 

reason you cannot follow this step, try to keep your smoking to an absolute 

minimum. 

3. Lie down intending to go to sleep only when you are sleepy. 

L 4. Do not use your bed for anything except sleep; that is, do read, watch 

T.V., eat, or worrj in bed. Sexual activity is the only exception to this rule. On 

such occasions, the instructions are to be followed afterward when you intend to , 
L 

go sleep. I 

a 
\ 

5. If you find yourself unable to fall asleep, get up and go into another 

room. Stay up as tong as you wish and then return to your bedroom to sleep. 

Aithough we do not want you to watch the clock, we want you to get out of bed if 

you do not fall asleep immediately. Remember the goal is to associate your 

bed with faliing asleep quickiy ! ff you are in bed more than about 10 minutes 

without fatting asleep and have not gotten up, you are not following this 

instruction. 



* 

6. If you still cannot fall asleep, repeat step 3. Do this as often 

throughout th 

-&  

l a  
7.. Set your alarm and get up at the same time every morning irrespective of 

how much sleep you got during the night. This will help your body aquire a 
, f , consistent sleep rhythm. 

8. Do not nap during the day. 

9. Reherse instructions 4, 5, and 6 every night, for the next 14 

~ i g h t s  before going to bed. 

Some people find it useful to place these instructions in a place that one is likely 
c 

" to see just before bedtime (eg. the bathroom). This ensures that you have an 

opportunity to read the instructions to yourself just before -- bedtime. 



APPENDIX D 



READ THE FOLLOWING CARE FULL^ 

Unlike many of our daily behaviors, sleep is a psychological and physiological 

process not fully unde?%ur voluntary Control. Sometimes our attempts to control 

the process of falling asleep are frustrated by the vep  fact that we attempt to 

control it. That is, the more that we try to fall asleep, the more frustrated we can 

become, and the more frustrated that we become, the harder it is to fall steep. 
1 

Sometimes it's as if we get on a "merry-go-round" we can't get off of. Research 
43 

has shown that Attempts to control the activity of our non-voluntary physiological 
Q 

systems (such as our Central Nervous Sjlstem), which control some steps of the 

sleep process, can ironically result in an increased psychological sense of 

anxiety and frustration, and a consequent increase in wakefulness. In other 

words, the more that you try to make yourself fall asleep, the less likely it is that 

you will fall asleep quickly. It could be that you have already sensed the 

frustration of trying to force yourself to fall asleep, only to find that you have 

increased the difficulty of-falling asleep. This is not to say that the process of 
.*I 

falling asleep cannot be affected with sound treatment strategies. To the 

contrary! For most people the stumbling block preventing sleep is no$ lack of 

effort, buT rather difficum in channeling this desire to fall asleep in a manner 

which is sensitive to the complex nature of the process of falling asleep. This 

treatment program is directed at accomodating the complex physiological and 

psychological processes which are involved in the phenomenon of falling 

asleep. , 

As with most sound programs directed at helping people make positive 

changes, there are a number of steps to follow. However, the goal is not one of 

following instructions to the point of becoming fw'Strated, but rather to attempt to 



use the steps that others have found helpful, There is no ultimate standard of 

success here, only your'genuine attempts to overcome sleeping difficulties in a 

manner which respects the complexity of your physiological and psychological 

syst'ems. 

Nonetheless, we believe that thekfollowing constitutes the minimunl suggestions 

that you need to follow. You m y  find that anywhere from a-few days io a week 

is required for the suggestions to take effect. 

1. Do not consume any products which contain caffiene with-in three hours of - " 

bedtime (eg. coffee [except decafj, tea, chocolate, cola, some pain relievers). a (  

2. If you smoke, do not smoke with-in one hour of bed-time. If you must smoke, 
- * 

smoke as little as possible, and NEVER just prior to going @bed. If for some . 
reason you cannot follow this step, try to keep ,you-smoking to an absolute , 

* 

e 

minimum. 

3. Once you have decided that it is your bedtime, do not do anything which . 
would pre\;ent you from falling asleep (eg. leaving the lights on, reading: 

watching T.V., etc.). -- 

4. As you lay comfortably in your bed, giveyourself permission to STAY 

AWAKE. If you do find yourself feeling hurried or worried about Yaulng asleep, ' 

simply remind yourself that this is O.K. as you are in fact permitting yourself to 

to stay awake. Indeed, as you are laying in bed awaiting sleep, allow 

yourself to try to stay awake. In fact, W you-find yourself, by some chance,.laying 

in bed feeling frustrated about the possibi%ty of not falling asleep, this is all the 



more reason for you to remind yourself, that this is O.K. as you are trying to stay 
-% av 

awake. In addition, you can allow yourself tagbseme the complex, subtle, and 
a 

even pleasant ways in which your body has recaved the message that you are 
5 

trying to stay awake: Simply observe the experience, there is really no need to . 
explain br understand.  eme ember, feel free to give yourself the message: "try to 

% 

stay awake". 

5. .However, if you start to fall asleep you may want to'allow yourself to fall 

asleep; jhis is ~erfectlv fine. But, if you decide not to sleep, this too is O.K. Go 

ahead and attempt to stay awake as instructed. 

6. ' Reherse instructions 4 and 5 every night, for the next 14 

nights befare going to bed. 
'7' 

Some people find it useful to place these instructions in a place that one is 

likely to see just before bedtime (eg. the bathroom). This ensures that you have 

an opportunity to read the instructions to yourself just before bedtime. 



APPENDIX E 

SLEEP LOGS FOR PHASES 1,2, & 3 





& -.-- 
@& WEEK 2 

- 

The enclosed forms are your SLEEP LOGS for the next seven days (for nights 
8-14). It is likely that you have now developed an automatic routine which 
allows you to fill out the logs accurately in only a minute or two. Remember, i f  = 

I 

you have the experience cf waking-up in the night, and therefore repeating the 

process of falling asleep, indicate how long it took you to fall asleep each time 
on sleep-log item 7 (seperate each and every falling asleep period with a J 

slash. eg. i f  you had taken 35 min. to fall asleep when , . you went to bed, then 

awoke later and had taken 33 min. to fall back asleep, you would record: 35 / 

3 3 ,  Alter the week is over, and the sleep'logs have been completed, place 

them, and any other materials, in the envelope provided and mail it 

!mmediate!y. Within a few days after completein6 the logs for week two, you will 

receive, in the mail, the final materials for week three. ( Please record today's 
, 1987) date: today is 

- 1 

I ixs 1s y G i i i  sei: help nanuai :cr sieeping difficuliies Please read it carefully, 

arc  ailow yoursel: to implzmer,; :he instruciions for at least the next 14 days. 

k:lhol;gh you willboon mcrnorlze the insiruciions, it is important that you review 

the ,nsfuct ions so as to vistidiy.ieiniorce the soecific details. 
d 



WEEK 3 

The enclosed forms are your SLEEP LOGS for the next seven days (for n i g k  
15-21 ). Remember, if you have the experience of waking-up in the night, and 

. therefore repeating the process of falling asleep, indicate how long it took you to 

fall asleep each time'on sleep-log item 7 (seperate eacrh and every falling 
asleep period with a slash. eg. If you had taken 35 min. to fall asleep when you 

wint to bed, then awoke later and had taken 33 min. to fall back asleep, you 
' . would record: 35 133. After the week is over, and the sleep logs have been 

7 -  - completeti, place them, and any other materials, in the enveloie provided and 

-- return it . After completeing the logs for week three, you will receive, in the mail, 
- s 

a summary of the research. ( Please record today's date: today is + 

mANK YOU 



NIGHT # DATE , 1987 SP 

SLEEP LOG 
IT IS VERY IMPORTANT THAT YOU FILL OUT THE SLEEP LOGS AS 
DIRECTED. IF BY CHANCE YOU FORGET TO FlLL OUT LOG, PLEASE FlLL IT 

e OUT AS SOON AS POSSIBLE. 

FlLL OUT THE FOLLOWlNG BEFORE YOU GO TO BED: 
How rested did you feel throughout the day: 

not very moderately completely 
1-----------2------------3----------4------------ 5 

The time you expect to go to bed 

Your best estimate of the total time you spent napping today 
How anxious or "worri'ed" did you feel today: 

not at all a little very anxious 
1 ------------ 2 --------- 3 --------- 4 ------------- 5 

Rate your general mood tonight: 
lousy not bad great 

FILL OUT THE FOLLOWING AS SOON AS YOU GET UP IN THE 
M O R N l N G ;  

Your best estimate of how long it took you to fall.asleep ( in min.): 

What time did you wake up at 
Make an estimate of how many times you told yourself, in some way, 

to stay awake : 
Total nights sleep: Hrs. Mi n. 

10. Rate the overall restfullness of the nights sleep: 

poor fair excellent 
1 ----- * ---- 2 ----------- 3 ---------- 4 ----------- 5 

DID YOU COMPLETE QUESTIONS 6-1 1 THIS MORNING? YES- NO- 

PLEASE WRITE ANY COMMENTS OR OBSERVATIONS OF THE BACK 



APPENDIX F 4 

SYMPTOMS OF STRESS INVENTORY (SOS) 



SYMPTOMS OF STRESS INVENTORY GI 

Assessment 

THIS QUESTIONNAZRE Is D s z m D  TO m w  -- 
TEE DIFFERENT WAYS PEOPLE RESPOI'" Cv.LLDCcPUL - ...PC SITUATIONS.  IN TEE BOOK ARE aE' . - ~ W L + A , ~ S  
DEALING KITH VARIWS PHYSICAL, PSYCHOLGGICAL 
AHD BEttAVIORAL RESPOHSES. WE ARE PARTICULARLY 
INTERESTED IH TEE FREQUENCY WITH WHICH Y W  M Y  
&9VE EXPERZEHCED 
DURING THE PAST -- 

DEPARTMENT OF PSYCHOSOCIAL NURSING 
UNIVERSITY OF WASHINGTON 



SO,HETIIYES 2EOP52 UE.'DZR STRESS E X P E R I E l J C E  
X V A X I E T Y  GF ? H Y S I C \ L  X S i ' O N S E S .  DURING 
THE D E S I G N A T E D  P E X I G D  i-IAVE YOU BEEN 
33THE.RED aY: a$ 

*& 

1 .  F l u s h i n 7  of your f a c e . .  . . . . . . . . . . 0 

2 .  S w e a t i n 7  e x c e s s i v e l y  e v e n  i n  c o l d  
w e a t h e r  ......................... 0 

3 .  S e v e r e  i t c h i n g . .  . . . . . . . . . . . . . . . . . 0 

4 .  S k i n  r a s h e s  ..................... 0 

5 .  B r e a k i n g  o u t  i n  c o l d  s w e a t s  . . . . . 0 

6 .  C o l d  h a n d s  o r  f e e t  .............. 0 

7 .  Hot or c o l d  s p l l s  .............. 0 1 2 3 4 

8. P a i n s  i n  y o u r  h e a r t  or c h e s t  .... 
9 .  Thumping  of your h e a r t  . . . . . . . . . . 

1 0 .  R a p i d  or r a c i n g  heart  beats  . . . . . 
1 1 .  I r z e g u l a r  h e a r t  b e a t s  . . . . . . . . . . . 
1 2 .  Rap id  b z e a t h i n g  ................. 

1 3 .  D i f f i c u l ?  b r e a t h i n g  . . . . .. . . . . . . . 
3 V E :  YOU ZXPZ?IE!;CS3: 

1 4 .  A d r y  .x:t.+ . . . . . . . . . . . . . . . . . . . . .  

I S .  , f av i zg  t o  c : e z r  your  t h r o a t  often 



16 .  A c h o k i n g  l u m p  i n  your  t h r o a t  3 

1 7 ,  H o a r s e n e s s  ........ : . . . , , . . . . - .  0  

1 8 .  Nasa l  s t u f f i n e s s  .............. 0 

1 9 .  C o l d s  ......................... 0 

20. C o l d s  w i t h  c o m p l i c a t i o n s  ( e . g .  
b r o n c h i t i s )  .................... 0  

21 .  I n c r e a s e d  a s t h m a  a t t a c k s  . . . . . . 0 
\ 

- .HAVE YOU EXPERIENCED: 

22 .  S p e l l s  o f  severe d i z z i n e s s  . . . , 0  

2 3 .  F e e l i n g  f a i n t  ................. 0 

2 4 .  B l u r r i n g  of y o u r  v is ion  . . . . . . n 

25 .  M i g r a i n e  h e a d a c h e s  ............ 0  

26. T e n s i o n  h e a d a c h e s  . . . . . . . . . . . . . 0  

27 .  S i n u s  h e a d a c h e s  ............. 1 .  0  

28.  I n c r e a s e d  s e i z u r e s  ( c o n w l  s i o n s )  0  
0 

HAVE YOU BEEN BOTHERED BY: a .  

2 9 .  I n d i g e s t i o n  . . . . . . . . . . . . . . . . . . . 
L .  

30 .  Nausea ........................ 

3 1 .  S e v e r e  p i n s  i n  your  s t o m a c h  . . 

.32. I n c r e a s e d  a p p e t i  t e  . . . . . . . . . . . . 

33. P c w r  a p p e t i t e  ................. 



34 .  Loose mwel raovements or - 
...................... d i a r r h e a  0 1 2 3 * 4  

..................... 35.  H e a r t b u r n  0 1 2 3 4 
. 

0 Y 2 '  3 6 .  C o n s t i p a t i o n  ......... '. ........ 3 4 

MUSCLE TENSION I S  A CO%ON 'XRY OF EX- 
PERIENCING STRESS. HAVE YOU N m I C E D  
EXCESSIVE TENSION, STIFFXTSS , SORENESS OR 

C W I N G  Or" TI-!! .MUSCLES I N  YOUR: 

.......................... 37. Neck 

........................... 38 .  Jaw 0 1 2 3 4 

...................... 39: Forehead  0 2 2 3 4 

. .......................... 4 0 .  Eyes 0 J 2 3 4 

. . 
4 1 .  Back .......................... 0 1 2 3 4 

/- 

4 3 .  S h o u l d e r s  ..................... 0 1 2 3 4 

43 .  Hands or arms ......... ..;. ..... 0 1 2 3 4 

.......................... 4 4 .  Leqs 0 1 2 3 4 

4 5 .  Abdomen or s t o m c h  ............ 0 1 2 3 4 

I N  YOUR DAY-TO-DAY ACTIVITIES, HAVE YOU 
NOTICED SWPTOYS OF ANXIETY OR RESTLESSNESS, 
suc:-I AS : 

, ,. - 
..... 56.  F i d g e t i n g  vi t h  your  h a n d s  0 1 2 3 4 

,' 
4 8 .  Chewing on4your l i p s  .......... 0 1 2 3 4 



I 
\ 

49.  D i f f i c u i t y  s i t t i n g  st i l l  .o 1 Z J 4 ....... 
d ............... 5 0 .  I n c r e a s e d  e a t i n g  0 ' 1.  2 3 4 

5 1 .  I n c r e a s e d  s m o k i n g  0 1 2  3 4 .............. 

5 2 .  B i t i n g  y o u r  n a i l s  0 1 2 3 4 ............... 

5 3 .  Having t o  u r i n a t e  f r e q u e n t 1  y 0 1 2  3 4 ... 

5 4 .  Having t o  g e t  u p  a t  n i g h t  * to  
u r i n a t e  0 1 2  3 4 ........................ 

5 5 .  D i f f i c u l t y  i n  f a l l i n g  a s l e e p  0 1 2 3 4 ... 

. -- - -- - -~ ~ - - 

' 5 6 .  D i f f i c u l t y  i n  s t a y i n g  a s l e e p  
- -  - -- - - - - - a t _ _ n i g h t  0 1 2 3 4 ....................... 

- 
. ~ - - 

5 7 .  E a r l y  m r n i n g  a w a k e f t i ~ , . . . . . . .  . 0 1 2 3 4 . .-. 
1 

5 -. 
L-janges i n  y o u r  s e x u a l  r e l a t i o n -  \- . 50 
s h i p  0 1 2 3 4 ........................... 

HAVE YOU NOTICED: 

5 9 .  W o r r y i n g  a b o u t  your h e a l t h  0 I 2 3 4 \,. ..... 
6 0 .  S t u t t e r i n g  or s t a m r i n g  0 1 2 '  3 \ 4 .  ....... 

- "  6 1 .  S h a k i n g  or t r e m b l i n g  0 1 2 3 4 ........... 
- 6 2 .  B e i n g  k e y e d  up and j i t t e r y  0 1 2 3 4 ..... 

6 3 .  F e e l i n g  weak and f a i n t  ......... 0 1 2 2 " '  

6 4 .  F r i g h t e n i n g  d r e a m s  ............. 0  1 2 3 4 

6 5 .  B e i n g  u n e a s y  and a p p r e h e n s i v e  .. 0 1 2 3 4 



STRESS IS OFTEN ACCOMPANIED BY A VARIETY . 
OF FJWTIONS. DURING mE DESIGNATED 

- 

PERIOD HAVE YOU FELT: 4& A= 

*. - 
6 6 .  A lone  and sad  0 

67 ., Unhappy and d e  ......... 0 

*~. ............ 6 8 .  L i k e  c r y i n g  e a s i l y  0 

69.  L i k e l i f e i s e n t i r e l y h o p e l e s s .  , 0 

$I. 
70; T h a t  you w i shed  you were  dead  . 0 

... 71.  Tha t  w o r r y i n g  g e t s  you down ' 0 1 2 3 4 

' DOES IT SEEM: 

7 2 .  Tha t  l i t t l e  t h i n g s  g e t  on y o u r  
??e : . s s  ........................ 0 1 2 ? 

73. You a r e  ea  si 1 y  annoyed and i rri t a  t- 1 2 3 4 

7 4 . -  When you f e e l  a n g r y ,  you a c t  
a n g r i l y  toward  m s t  e v e r y t h i n g .  0 1 2 3 4 

75.  Angry t h o u g h t s  abou t  a n  
i r r i t a t i n g  event k e e p  b c t h e r i n g  .- you ........................... 

1 0 1 2 3 4 
i 
I 7 6 .  You become m d  or angry  e a s i l y .  0 1 2 3 4 

77. Your a n g e r  i s  so g r e a t  t h a t  
you want  t o  s t r i k e  s o m e t h i n g  . . 0 1 2 3 4 

78. You l e t  l i t t l e  annoyances  b u i l d  
u p , u n t i l  you j u s t  e x p l a f e  ..... 0 1 2 3 4 

7 9 .  You become so u p s e t  t h a t  you 
-L 

h i t  s o m e t h i n g  ...............-. 0 1 2 3 4 



\ IN YOUR DAY--DAY LIVING DO YOU FIW: . 
80.  .Working tires you o u t  comple t e1  y 0 , I' ' 2 3 4 .  

81.  Severe  a c h e s  and p a i n s  make, it 
d i f f i c u l t  for you to d o  your 
work ............................ ' 0  4 

82.  You g e t  u p  t i r e d  and e x h a u s t e d  .J" .-A 

i n  the morning  even w i t h  your- .......... usual amount o f  s l e e p  b 1 2 3 4 

You s u f f e r  f rom severe n e r v o u s  t 

e x h a u s t i o n  ..................... I 0 - 2  3  4 . 
You g e t  n e r v o u s  and  shaky  when , 

approached bt~  a s u p e r i o r  ....... 0 1 2 4  

Your t h i n k i n g  g e t s  c o m p l e t e l y  " + 

mixed up  when you h a v e  to  3- 
> 

t h i n g s  q u i c k 1  y n 1 ........... 2 3 ' 4  

You become so a f r a i d  you c a n ' t  
mve ........-.................a 0 1 ' 2  3  4 

You must d o  t h i n g s  v e r y  s low1  y 
.... to  d o  t hem w i t h o u t  m i s t a k e s  0 1 2 3 

B 
4 

You g e t  d i r e c t i o n s  and o r d e r s  
, 

. wrong ........................ ., 0 1 2 3 -  4 

You a r e  u n a b l e  t o  k e e p  t h o u g h t s  
from r u n n i n g  t h r o u g h  your mind . 0 1 2 3 4 

YOU a r e  f e a r f u l  o f  s t r a n g e r s  
r 

and/or s t r a n g e  p l a c e s  make you 
......................... a f r a i d  0 1 2 3  4 

Sudden n o i s e s  make you jump 
....................... or shake  0 2 2 % . ' 4  



Frightening thoughts keep 
coming back ................... 
You become suddenlg frightened 

- f o r  no.good reason ............ 
5 - 

You have d i f f i c u l t y  i n  
.......... ..... concentrating ;. 

What other ways do you 
expr i snce  s t r e s s ,  tension 
or anxiety? 

5 .  

Tense.or jumpy ................ 0 1 2 3 4 

M i l d l y  depressed .............. 0 . I 2  2 3 4 

~ b d e r a t e l y  depressed .......... 0 1 ' 2  3 4 
-.- 

Severely depressed ............ 0 1 2 3 4 

Have you been pegnant  within 
the l a s t  gear ......... : .....'.. Yes no 

D i d  you experience any com- 
p l  icat ions during t h i s  pregnancy Yes no 



1 0 2 .  Did you e x p e r i e n c e  a n y  corn- 
pl,ic&ns d u r i n g  or a f t e r  
d e l i v e r y  Y e s  no ....................... 

103 .  Have you had a h y s t e r e c t o m y  .... Yes no 

104 .  -- Have you had b t h  o v a r i e s  
removed Y e s  no ........................ 

In t h e  l a s t  y e a r  h a v e  you 
e x p e r i e n c e d  a n y  symptoms  d u e  

no t o  th i s  s u r g e r y  ................ Yes 

Have you e x p e r i e n c e d  menopause  . Yes no 

In the' l a s t  y e a r  h a v e  you 
e x p e r i e n c e d  a n y  symptoms  r e l a t e d  
t o  menopause Yes no ................... 

CIRCLE THE APPROPRIATE NUMBERS I N  ITEMS 1 0 8  - 1 1 3 .  

1 0 8 .  How many cigarettes' pe r  day 
do, you smoke? - 

0 .  none 

1. l e s s  t h a n  6 

2 .  b e t w e e n  7 a n 3  1 9  

3 .  20 ( 1  pack)  or m r e  



!'7 
109 .  HOY m c h  c o f f e e  or t e a  d o  you  

.drink e a c h  day?  

0 .  n o n e  

1. 3 c u p s  or less  

2 .  4 t o  7 c u p s  

3 8 or ;nore c u p s  

1 1 0 .  How o f t e n  d o  you d r i n k  a lcohol ic  
b e v e r a g e s ?  

1 .  less  t h a n  once p e r  month 

2 .  once or t w i c e  per w e e k  

4. w e e k e n d s  on1 y 

-1 .  Seer 3i L i q u o r  

2 . k'2 ,7 e 

4 .  d a i l y  or f o u r  or mre  d a y s - p e r  week  

1 1 1 .  When you d o  d r i n k ,  h o w  m u c h  d o  you  u s u a l l y  drink? 

0 .  n o n e  

1 .  1 or 2 d r i n k s  per o c c a s i o n  

2 .  3 to. 4 d r i n k s  p e r  o & a s i o n  

1 1 2 .  Khat  t y e  o f  a l c o h o l i c  b e v e r a g e  d o  you u s u a l l y  d r i n k ?  
( C i r c l e  - a l l  a p p r o p r i a t e  a n s w e r s . )  



PEX!jC?!hL DATA - 

1 1 4 .  S e x :  F e i m l e  ,Ya 1  e 

1 1 5 .  O c c u p a t i c n :  

1 1 6 .  E t h n i c  b a c k g r o u n d :  

1 .  A f r o - A m e r i c a n  

2 .  A s i a n  k m r i c a n  

3.  C a u c a s i a n  

4 .  C h i c a n o  or S p a n i s h  s u r n a m e d  

5 .  I ' r a t i v e  A . w r i c a n  

1 1 7 .  C i r c l e  the nmbw o f  y m r s  ilf e d u c a t i o n  you h a v e  c o m p l e t e d :  

8 9 1 0  1 1  1 2  1 3  1 4  15  1 6  1 7  18 1 9  more 
H i g h  S c h o o l  C o l l e g e  G r a d u a t e  

11 8 .  C i r c l e  the h i g h e s t  e d u c a t i o n a l  d e g r e e  you h a v e  c o m p l e t e d :  
4 

a .  G r a d e  schwl 

b ,  H i g h  schml 

c .  COTTLX t y  C o l l e g e  ( A s s o c i a t e  d e g r e e )  4 
d .  C o l  leqe ( 3 a c h e l o r ' s  d e g r e e )  

e .  H a s t e r  ' s d e g r e e  

f. m t o r a l  d e g r e e  



APPENDIX G 

THE THERAPEUTIC REACTANCE 3 S ALE (TRS) 
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'$ 

Persona! Attitude Inventory 
Instructions: Please answer each item by circling the appropriate answer. 
SD = strongly disagree D = disagree A = agree SA = strongly agree 

lf I receive a lukewarm dish at a restayrant SD 
1 make an attempt to let that be known. 

I resent authority figures who try to tell me -SD 
what to do. 

1 find that I often have to question authority. SD 
b 

I enjoy seeing someone else do something SD ' 

that rieither of us are supposed to do. 

I have a strong desire to maintain my SD 
personal freedom. 

I enjoy playing "Devil's Advocate" SD 
whenever 1 can. 

In discussions I am easily persuaded by SD 
others. 

Nothing turns me on as much as a good ' SD 
argument l 

It would be better to have more freedom SD 
to do what I want on a job. 

If 1 am told what to do, I often do the SD D A SA 
opposite. 

I 

I am sometimes afraid to disagree with SD '42. D A SA 
others. 

It really bothers me when police officers SD D A SA 
tell people what to do. 

9 

It does not upset me to change my plans D A SA P 

because someone else in the group wants to 
do some4hing else. 

i don't mind other people telling me what S& D A S A 
to do. 

1 enjoy debates with other people. 



16. If someone asks a favor of me, f will think SD 
twice about what this person is feally after. 9, 

t 3 

17. f am not very tolerant of othetg attempts,- SD 
to persuade me. Q - 

* -  

18. 1 often follow the suggestions$ - others. 
;I- 

19. 1 am relatively opinionated. . s? 

20. It is important to m,e to be in a powerful 
position relative to others. 

21. I am very open tGso~utions to my p r o B ~ e m ~  
from others. 

'3 

22. 1 enjoy "showing upH people who think they 
are right. d 

23. 1 consider myself more competitive than 
cooperative. - 

24. 1 don't mind doing something for someone 
even when I don't know why I'm doing it. 

25. 1 usually go along with other's advice 

26. ! fell it is better to stand up for what I 
believe in than to be silent. - 

27. 1 am very stubborn and set in my ways. 
* 

28. It is very important for me to get along SD D A S A 
well with the people I work with. 
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APPENDIX H 

\ 
THE COUNSELOR RATING FORM - SHORT (CRF-S) 



the following each characteristic 
5' 
Y.. - - 

C ^ .  - 
+ ,- - + %  that ranges from "not veryn to "very". Please mark an " X  at the point on the 
qFFx -" 
-y:- %- 

, - scale that best represents how you viewed #he counselor. For example: 
C - 
1 1  .. , 
*,- >- $ 

d . r - 
*-* - 

* _ L  - i 

.-*- - FUNNY + 
7- 

- i s  

notvery-:1(:-:-:-: : - :very 
* +  - r  
i.* -T , i - 
' 1-1 

- 
, 

-; - r 
% ---- - 2 

4.5'- - . . -- WELL DRESSED 9 
i.- ,- 
I .- notvery-:-:-:-:-:- : L(: very 
- - - _- * 
* A  

K; . 

-. - 
G These ratings might show that the counselor did not joke around much, but was 

dressed well. 
> - 
-A 

-,- 

Though all of the following characteristics we ask you rate are desirable, 

. counse'lors may differ in their strengths. We are interesteQn kdowingLhow you 
9- . 

view these differences. The counselor will not see you r8fPonses. 



SOCIABLE . 
not very - : - :Ci;;: - : very 

PR 
not very-:-:-:_":-:-:-:very 

FRIENDLY 
' notvery-:-,:-:-:-:-:--:very 

SKILLFUL 
not very - : - : - :- : - :- : - : very 

RELIABLE 
- : : : : :very Mf very- - - - - - 
LIKEABLE 

\ 

notvery-:-:-:-:-:-:,:very 

EXPERIENCED 
: : :very not very - : - : - : - :- - , 

HONEST 
not very - : - : - : - : - : - : - : very 

EXPERT 
, not very - : - : - : - : - : - : - : very 

r WARM 
not very - : - : - : - : - : - : - : very 

TRUSTWORTHY 
not very - : - : - : - : - : - : - : very 

THANK YOU. 
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APPENDIX I 

THE WORKING ALLAlNCE INVENTORY (WAI) '- \ 



CLIENT CODE COUNSELOR CODE wai-c 

On the following pages there a re  sentences that describe different ways a person might 
thlnk o r  feel about his o r  h e r  counselor. As you read the sentences mentally insert the 
name ol your  counselor in the  place of the in the text. 

I Below each statement ~ n s ~ d e  there is a seven-point scalc: 

never  rarely occaisonall y sometimes oftcn very  often always 

il  the statement describes the way you always felt o r  tho&ht throughout the  session, [ 
CIRCLE the numb&- 7; 11 it descr~bcs how you you never lclt o r  thought, circle the-numbcr 
1 .  Use thc  numbers in between Lo describe variations bctwccn lhcsc cxtre*mcs. 

Thls q u e s t ~ o n a ~ r c  1s conl~dentlal. The counselor w~ll not scc your  responses. 
w 

Remember. work fast as your  first impressions a re  the ones we would like to see. P L E A S E  
DON'T FORGET TO R E S P O N D  TO E V E R Y  ITEM. a 

c. A.O. Horvath, 1907 

1 .  I lell uncornlortablc w ~ t h  

b'"/ 
1 2 3 4 5 6 7 
never rarely occaisonally - son~etimcs often very  often always 

2 and I agree about the thlngs I nccd Lo do to help improvc m y  sltuallon. 

1 2 '  3 4 5 . 6 7 
never  rarely occa~sonall y sometimes oltcn very  often always 

d 
3. I am worr~cd  about the outcome of the session. 

1 2 3 4 5 6 
never rarely occalsonally somctlmcs often very  often ~ always 

- 
''I 

3 What w e  dlcl In the session gave me new ways ol looking at my problem 

1 2 3 4 5 6 7 
never rare1 y occaisonally somci~mcs of Lcn vcr  y ol t always 

5 and  i under;Lood each oLhcr 

1 2 a 4 5 .  6 7 7 

r,cvcr rarely ccc&;onai17j sorrictirnc; oltcn very  often always 



6 .  percelvcs accurately what m y  goals are.  
d 

1 2 3 4 5 6 7 
never  - rarely occarsonalfy sometimes of Len very  of ten always 

n 

7. I found what wc did in the session confusing. 

1 2 3 4 5 - 6 7 
@, 

never  rarely occaisonally sometimes often very  ofien always 

O I bclrcvc that  likcs me. 

never  rarely ~ca i sona i ly  sometimes often very  often always 

9 I wlsh - and i could havc clar~ficd the purpose of our  session. 

I 2 3 4 5 6 7 
never  rarely ~ & o r i a l l y  sometimes often ve ry  often always 

i 0.  I had some disagrecmenls wilh aboul the goals of the  sesslon 

4 , 2 3 't 5 6 7 
r,cvcr rarely occalsonali y sometimes oftcn very  oflcn always 

! 1 .  I bclrcvc the Lime ar,d I spcnl togcthcr was not spcnt elfrciently. 
i 

1 . 2 3 G 5 6 7 
cc'ici- rarefy occa~sofi&lly sometimes oftcn very  often always 

; 2 - docs no1 understand what 1 was trying to accomplish In thc  sesslon 

i 2 3 4 5 6 7 ' 

&ever rarely occalsona!Iy sometimes oiten very  often always 

13 I was clear about whai rr.y rcspons~b~l~i ics  were In the sesslon 

1 2 J 't 5 .  6 7 - 

r,cvcr rarely occs;sar,all'/ sorneirmes of Lcn -very oilen always 

2 3 4 5 .  6 7 
ZC'ICT c- :ca;zor ,aI i l j  s ~ m ~ L i m c s  olten very  often always 



~. 

1 5 .  1 found what- and I 'were doing in the sesgion was unrelated to m y  concerns w 

2 3 5 6 7 1 
never rarely . occaisonally vcry often always 

1 6  1 feel that the things we did in session will help me accomplish the changes that I want. 

1 2 3 4 5 - 6 
never rarely occaisonally sometimes often very oftcn 

17. I believe that .was genuinely concerned lor my welfare 

1 2 3 4 5 6 
never rarely occaisonally sometimes often very often 

18. I was clear as to w h a t  expected me to do in the session. 

1 2 3 4 5 -46 " 
never rarely occaisonally sometimes often very often 

* c -  

19. - a p  I respect each other. 

3 4 5 1 .  2 6 
never rarely occaisonally sometimes often very o l t p  

- 

20. I feel t h a t  was not totally honest about his/her feelings toward me 

. 1 2 3 4 5 6 
never rare1 y occasonally . sometimes often very of tcn 

21.  I was confident in ' s  ab111ty to help me 

1 2 3 4 5 0 
never rarely occaisonally sometlmes often very often 

22. - and I were working towards mutually agreed upon goals. . 

I 2 -? "i 5 6 
never rarely occarsonally sometimes often vcry often 

6 

23 I felt that appreciates me 

1 2 3 4 5 6 
never rarely ~ c a s o n a l l y  sometimes often ' very often 

always 

7 . . 
always s 

7 
? *  always r i  

always \ 

7 
always 

7 
always 

7 
always 

7 
always 



24. W,e agreed i n  what is important for me to work on. 
I - 

. 1  2 3 4 5 6 
never  rarely . occa~sonally sometimes often very  often 

" - 
25. As a result of the sesslon I am clearer as to how I might be able to change. 
1 2 3 4 5 6 
never  rarely occa~sonally sometimes often very  often 

2P.. - and I tr'usted one another.  .* 

1 - 2 3 4 5 6 
never  rarely occalsonally sometimes often very  olten 

27. and I had different ideas on what my problcms were 

I 2 3 4 5 6 
never  rarely occalsonally s~met lmes  often very  often 

28 My relatlonshlp with - was, important to me 

I 2 3 4 5 6 
never  rarely occaisonally sometimes often very  often 

29 I had the  feel~ng that ~f I sald or  dld the wrong thlngs, 
- would stop working w ~ t h  me 

- I 2 3 't 5 6 
never  rarely' occa~sonally sometimes often very  d t e n  

x 

30 and I had collaberated In setting the goals for the sesslon 

1 2 3 't 5 6 
never  rarely occa~sonally sometimes often very  olten 

3 1 I was frustrated by the thlngs we d ~ d  In the sesslon 

I 2 3 5 6 
never  rarely occaisonally somet~mes oltcn very often 

1 

7 
always 

7 
always 

7 
always 

7 
always 

- 
7 ' 

always s 

7 
always 

7 
always 

7 
always 

32.' We had established a good understand~ng about the klnd of changcz that would be good for me 

I 2 3 4 5 6 7 
never  rarely occalsonally sornetimes ollen ' very  often always 



33. The things that a s k e d  me to do did not make much senze. 

1 2 3 4 5 6 7 
never  rare1 y occasonally sometimes often vcry  oftcn always 

34.  I don't know what to expecl as a result of the sesslon 

1 2 3 4 5 '  0 .  7 
never rarely occa~sonall y sometimes often very  often always 

35 I belleve the way we  agreed to work on thc problem 1s correct 

i 2 - 3 4 5 0 7 
never  rarely occalsonally sometlrnes often very often always 

36. 1 feel c a r e d  about'rne even when I did t h ~ n g s  hc/shc d ~ d  nuL apprvvc of 

1 2 3 't 5 6 7 
never rarely occalsonally somet~mes often vcry  often always 



CLIENT C ~ D E  COUNSELOR CODE 

On the following pages there are sentences that describe different ways a counselor rnightdhink 
or feef about his or her client. As you read the senlences mentally insert the name of your client in 
the place of the in the text. 

-" 

Below each statement inside there is a seven-point scale: 

1 2 3 4 5 6 7 
never rarely occasionally sometimes often very often ahvays 

If the statement describes the way you always felt or thought during the interyew, CIRCLE the 
number 7; if i t  describes how you you never felt or thought, circle the number 1. 

Thisquestionaire is confidential. The client will not see your reshnses.  

Remember: work fast as your first impressions are the ones we would like lo see. PLEASE DON'T 
FORGET TO RESPOND TO EVERY ITEM. 

c.  A.O. Horvath, 1987 

1. I felt uncomfortable with 

1 2 3 4 5 6 7 
wde r rarely ~ m U y  sometimes often very often ahbays 

2 .  seems to have agreed about the steps to be taken to improve his/her situation 

1 2 3 4 5 6 7 
nexier rarely caas:onaity mmetimes often very often ahvays 

, '3. 1 have some concerns a b u t  the outcome of the sesslon. 

1 2 3 4 5 6 7 ' 
n w e r  rarely occasona! j sorreLimeS often very often &ays 

4 .  My client and I felt confident a b u t  the outcome of the session. \ 

1 2 ,  3 4 5 6 7 
never rarely cccasonaliy soretimes often very often ahvays 

5 I feel I really unders:ood 



140 
9 - 

I 2 3, 4 ,  5 - 6 7 
never rarety occasionalQ someZirnes often veryoftcn - ahvays 

6. ---+--- and I had a common perception of herlhis goals. 
L 

1 2 3 4 5 6 7 
ncver . rarely occasionally sometimes often very often always 

never 

found what me were doing in the session confusing. 
3 4 5 6 2 .  

rarely caxionalty somtimes often v e v  often ahvays 
\ 

8. I believe that liked me 

1 2 3 4 5 G 7 
never rarely mxsom!bj sometimes oltcn - -  very often atways 

9: 1 sensed a need lo clarify the purpose of our  session for 

1 2 3 4 5 6 7 
never rarely wcaslonalbj sometimes often very oftfn 'nhays 

10. 1 had some disagreements with about the goals o f  the session 

1 2 3 4 5 7  6 7 
never rarely CCG%IOMI@ somt;rnes ollcn 4 very oflen atways 

1 I. I belleve the time and I spent together was no1 spent efficiently 

1 2 3 4 5 G 7 
, never rarely wwsron3l~ sometimes o k n  very often ataays 

12 1 had doubts about what we were trying to accomplish in the session 

1 2 3 4 5 6 7 
nea:er rarely o r ~ : o n a l i y  ~ r r e h r n c s  olten very often ahays 

13 I  as clcar and explicit a b a ~ t  v,ha! 's respons~bilil~es were ~n the session 

1 2 3 4 5 6 7 
nc, e: rarely 0x2s 3?2iky mrrc+rnes often very oftcn ah3ys 



14. The goals of the session were important for 

I 2 J 4 5 6 7 7 

never mmsonalty somlirpcs olten very olten ahvays 

.f- - - 
and I were doing in the session was unrelated to his/her 

current concerns. 

1 2 3 4 5 6 7 
never rarely , occasionally smet ipes often very often akays 

16. 1 felt confident that the things vie did in the session will help 
to accomplish the changes that she/he desires. 

1 2 3 4 5 6 7 
fi+/Ci rarely m s c n a l v  mmet~mes often very often always 

17. I was genuinely concerned for 's welfare. 

1 2 3 4 5 
ne'ier rarely oxaSona;!y sometimes often 

lo do in the session: 
/- 

78. i :&;as clear as to what I expected 

1 2 3 4 5 
never rarely CCGXWGiib ~ m ? i i m e s  often 

i 5 and I respect each o:i;ei 

6 7 
vcry often atways 

6 7 
very often akays 

6 7 
vcry often aiways 



, 

22. We were working towards goals that seemed important to both of us 

1 2 3 4 5 6 1 7 
never rarely occasionalfy sometimes often very often ahvays 

23. l appreciated as a person 

I 2 3 4 - 5  6 7 
never rarely cccasionaliy sorrietimes often very often atway$ 

I 

24. We agreed on what is impr tant  for to work on. 

1 2 3 4 5 6 7 
never rarely occawnalty somlimes otten very often always 

25. As a result of the session is clearer as to how shethe might be able to change 

1 2 3 4 5 6 7 
never rarely -onail;l somtirnes often very often - ahways 

26. . and 1 established mutila! t ~ s t  

7 2 3 4 
never rarely ccczsomily somlimcs 

5 
often 

27. and IJad differeot ~ d e a s  on what his:'hcr real problems WC;C 

1 2 3 4 5 6 7 
ne.,?: :areij, ' %,w: TCS often very o!ico ahclys 



30. and 1 had collaberated in setting the goals for the session. 

1 2 3 4 5 6 7 
never rarely caasionalty sometimes often very often ahays 

P 

- 3 1 .  seemed frustrated by what I suggested herlhim to do in the session. 

1 2 3 4 5 - 6 7 
never rarely oxasionally sometimes oflen very ollen ahvays 

32. We had established a good mutual understanding about what changes would be good for 

1 2 3 4 5 6 7 '  
rtever rarely axasdnalty sometimes often very often ahvays 

33. The lhings that we were doing in the session did not make much sense lo 

1 2 3 4 5 6 7 
never rarely occasionalty sometimes oflen very often ahvays 

34. didn't seem to know what to expect as a result of the session 

1 2 3 4 5 6 7 
never rarely ccca30nalj sometimes often very often ahays 

35. believes the way we asreed to work on the problem is correct. 

1 2 ,  3 4 5 6 7 
newer - rarely m h ~ a i v  wmtimes often very often always 

kf;i?r iisfen;r;g : r ~  f h c  ciient's ge:c?i ; : ;m cf his'hcf sicep pf~biem,  &I yoc; k x ! i € ~ ~  !hc:r siccp d~lficully 
io be ~~~~~y 7 
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