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CHAPTER I 

INTRODUCTION 

Overview 

Systematic desensitization has traditionally been 

described as a procedure of counterconditioning by 

reciprocal inhibition (Wolpe, 1958). Later research 

evidence cast doubt upon the adequacy of this explanation 

(e.g., Lang, 1969; Wilkins, 1971). Currently, a more 

popular description of systematic desensitization 

involves conceptualizing it as the active learning of a 

self-mediated coping skill (e.g., Goldfried, 1971). Over 

the last 15 years, numerous procedures based upon a 

coping-skills mediational model have attempted to improve 

upon traditional systematic desensitization in the 

reduction of fears and anxieties. 

Because there is no clear evidence that the 

mediational interpretation of desensitization effects is 

superior to the counterconditioning rationale, the 

present study seeks to determine (a) if modifications to 

the desensitization procedure that more closely follow 

counterconditioning principles will enhance treatment, 

(b) if such modifications will lead to greater fear 

reduction and generalization of training than a procedure 

based upon the coping-skills mediational model, and (c) 
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necessary and sufficient conditions under which more 

efficacious treatment will occur. 

The Current Status of Desensitization 

Evidence for Treatment Effectiveness 

There is an abundance of empirical evidence 

demonstrating the effectiveness of systematic 

desensitization in the reduction of fears and anxieties 

(e.g., Cooke, 1968; Davison, 1968; Kain, Butcher & 

Stevenson, 1966; Lang & Lazovik, 1963; Lazarus, 1963; 

Marks & Gelder, 1965; Meyer & Crisp, 1966). Paul's 

(1969a, 1969b) reviews of systematic desensitization 

outcome research represent a comprehensive evaluation of 

the efficacy of treatment. As a result of his extensive 

survey of case reports, uncontrolled group studies, and 

controlled experiments, Paul concluded: 

The findings were overv/helmingly positive, and for 
the first time in the history of psychological 
treatments, a specific therapeutic package reliably 
produced measurable benefits for clients across a 
broad range of problems. (Paul, 1969b, p. 159) 

More recently, HcGlynn, Mealiea S Landau (1981) appraised 

the status of systematic desensitization. The authors 

found little reason to contest Paul's verdict, 

concluding: 

While recognizing that the Protestantism of the 
early behavior therapy movement spawned some 
extravagant claims, one cannot deny realistically 



the fundamental success of the method. The list of 
fears to which desensitization has been applied 
includes at least the following: injury, disaster, 
death, illness, atomic holocaust, heart attack, 
animals, storms, water, birds, insects, reptiles, 
airplanes, automobiles, injections, laboratory 
dissections, hospitals, ambulances, sanitary 
napkins, heterosexual interactions, social 
situations, childbirth, and authority figures. The 
list of sometimes anxiety related disorders to which 
the technique has been applied includes the 
following: impotence, urinary urgency, 
homosexuality, repetitive handwashing, anorexia 
nervosa, asthma, speech disturbances, nightmares, 
insomnia, exhibitionism, chronic diarrhea, and 
auditory hallucinations, (p. 150) 

Although it is generally accepted that systematic 

desensitization is an effective and reliable fear 

reducing treatment, the empirical literature is both 

contradictory and confusing concerning the theoretical 

rationale underlying the procedure. Hypothetical 

processes that have been advanced to explain the changes 

that occur in systematic desensitization include (a) 

habituation, (b) extinction, (c) counterconditioning, (d) 

reciprocal inhibition, (e) cognitive mediation, (f) 

social reinforcement, (g) exposure, (h) bio-information, 

(i) vicarious learning, (j) self-efficacy, and (k) 

self-control learning. In order to fully appreciate the 

dilemma one faces v/hen attempting to account for 

desensitization effects, the aforementioned hypotheses 

are briefly reviewed. 



Theoretical Rationales for 
Desensitization Effectiveness 

Habituation. According to the theory of 

habituation, any autonomic nervous system response 

decreases in intensity with repeated presentation of the 

cues that elicit the response. Applied to systematic 

desensitization, the theory would postulate that (a) in 

the phobic, a sympathetic nervous system response has 

been conditioned to both real and imaginary cues; (b) the 

imaginary cues that evoke the sympathetic response are 

repeatedly presented during treatment; (c) the 

conditioned sympathetic response decreases in intensity 

with repeated imaginal cue presentation; and (d) 

generalization occurs to real cue encounters. More 

specific habituation theories are: (a) the maximal 

habituation theory of therapeutic desensitization effects 

(Lader & Mathews, 1968) and (b) the dual process theory 

of habituation (Groves & Thompson, 1970). 

Extinction. In classical extinction, a response 

diminishes with repeated unreinforced stimulus 

presentations. Researchers who have attempted to account 

for desensitization effects based on the extinction 

paradigm have proposed that (a) the phobic has developed 

conditioned emotional responses as the result of exposure 

to reinforced stimulus presentations (i.e., focal cues 



have become associated with anxiety-evoking situations); 

(b) the imaginal scene presentations that occur in 

systematic desensitization represent unreinforced cue 

presentations; (c) with repeated unreinforced cue 

presentations, the conditioned emotional response is 

extinguished. This rationale is in accord with the 

propositions of Guthrie (1935) for the elimination of an 

acquired habit . 

Counterconditioning. In addition to the 

aforementioned, Guthrie (1935) suggested a number of 

other means to weaken an undesirable habit and condition 

a more adaptive habit in its place. One of the means he 

advocated is to present the stimuli that normally evoke 

the habit in such a faint degree that they fail to evoke 

the usual response. In such a case, the stimuli 

presented would then become associated with whatever 

emotional response exists at the time of presentation. 

Therefore, counterconditioning is a situation in which 

cues that normally evoke a particular response come to be 

associated v/ith another response. Any number of 

conditioning paradigms appear to enhance the 

counterconditioning process (e.g., extinction, 

habituation, reciprocal inhibition). 

The counterconditioning !.;odel of systematic 



desensitization would propose that for a client 

undergoing treatment (a) the normal anxious responses to 

fear-evoking stimuli are not elicited because the stimuli 

are presented in such a faint degree that they are unable 

to provoke the response, and (b) the stimuli presented 

become associated with concurrent behavior, though not 

necessarily behavior having the potential to inhibit 

anxiety. Because relaxation is the principal response 

exhibited during stimulus presentation in classical 

systematic desensitzation, it is hypothesized that the 

cues which once evoked anxious responding become cues for 

relaxation. 

Reciprocal inhibition. Jacobson (1938) proposed 

that deep-muscle relaxation encourages parasympathetic 

nervous system activity. Parasympathetic nervous system 

activity and sympathetic nervous system activity 

represent actively competing responses and, therefore, 

are mutually inhibiting. Proponents of a reciprocal 

inhibiton rationale of desensitization effects (e.g., 

Wolpe, 1958) propose that responses that represent 

sympathetic nervous system activity can be inhibited by 

already established parasympathetic activity if the cues 

that evoke the responses are presented gradually and 

incrementally. The cues that formerly evoked sympathetic 



responses thereby acquire sympathetic-inhibiting 

potential, an example of conditioned inhibition (Hull, 

1943). Advocates of the reciprocal inhibition 

explanation would propose that systematic desensitization 

produces a reduction in anxious responding because (a) 

the relaxed state during stimuli presentation is 

reciprocally inhibiting of the anxious response 

previously associated with the circumstances those 

stimuli repesent and (b) because they are presented 

hierarchically, the stimuli become associated with the 

relaxation response and, therefore, acquire an anxiety 

inhibiting potential. 

Cognitive mediation. Any number of cognitive 

variables have been advanced as the salient determinants 

of successful fear reduction in systematic 

desensitization (cf. Goldfried, 1971). Likewise, a 

goodly number of anxiety management packages have been 

developed in recent years that selectively focus on one 

or more of these variables (e.g., Goldfried, 1971; 

Meichenbaum & Cameron, 1974; Suinn & Richardson, 1971). 

The mediational perspective is not so much a theory as it 

is an exhortation by many researchers to include 

cognitive variables in any explanation of human behavior 

change because traditional behavioral explanations are 



thought to be inadequate. Among the cognitive variables 

thought to be responsible for desensitization effects 

are: success expectancy, social reinforcement, 

self-efficacy, and self-statement modification. 

Social reinforcement. Wilkins (1971) attempted to 

identify the necessary and sufficient conditions under 

which successful fear reduction would occur in systematic 

desensitization. Wilkins (1973) asserts that the giving 

of "instructions directing attention toward and from 

fear-related scenes" (p. 376) is the only necessary 

operation within the desensitization procedure. Wilkins 

(1971) also determined that the imagining of 

anxiety-evoking scenes is sufficient in itself to effect 

anxiety reduction. Because he was able to demonstrate 

that certain factors once thought essential for effective 

fear reduction within the desensitization procedure are 

not necessary, VJilkins and others have proposed that 

other social and cognitive factors might account for the 

treatment's effectiveness. McGlynn, Mealiea & Landau 

(1981) concisely summarize Wilkins' notions as to what 

happens to a client undergoing systematic 

desensitization: 

The following events were said to contribute to fear 
reduction: (1) the therapist fosters an expectation 
of therapeutic gain in the patient; (2) the 
therapist praises the patient for small 



improvements; (3) the treatment regimen provides the 
patient with three different sources of information 
to the effect that he or she is getting better; (4) 
the treatment regimen teaches the patient to control 
aversive imaging voluntarily; (5) systematic 
desensitization provides for learning via the covert 
self-modeling of nonemotional responses and their 
contingencies, (p. 154) 

Though Wilkins' suppositions propose the influence 

of a number of cognitive and social factors (i.e., 

success expectation, social reinforcement, self-control), 

proponents of social reinforocement theory assert that 

the salient element in systematic desensitization is 

therapist reinforcement for the client's directing of 

attention away from fear-related scenes and the modeling 

of nonfearful responses. 

Exposure. Marks (1975) in an extensive literature 

review concluded that "the effects of systematic 

desensitization reflect no more than the operation of 

exposure to conditioned aversive cues" (p. 85). Marks' 

observations were not integrated into a theoretical 

rationale for desensitization effectiveness. Rather, 

support was presented for the notion that the mere 

exposure to fear-related scenes in imagination is 

sufficient to effect anxiety reduction. How such 

exposure results in anxiety reduction is not explained 

and the role of hypothesized facilitating mechanisms 

(e.g., extinction, reciprocal inhibition, etc.) remains 
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undetermined in Marks' exposure hypothesis. 

Bio-information. A bio-information theory has been 

advanced by Lang (1979) and is not principally designed 

to account for the processes and effects of the 

systematic desensitizaton procedure itself. Rather, the 

theory offers a unique explanation of the role of imagery 

within the technique. McGlynn, Mealiea & Landau (1981) 

summarize Lang's proposition as follows: 

This bio-informational theory of emotional imagery 
holds, first, that conceptual networks in the brain 
are created by encoding together the stimuli and 
responses that occur during the course of emotional 
learning. It holds, secondly, that these conceptual 
networks are encoded as propositional structures, 
not as iconic representations. Finally, it holds 
that these prepositional structures in the brain 
subsequently regulate both the visceral and motoric 
expression of emotion, (p. 154) 

The implication of Lang's (1979) theory for 

understanding the effects of systematic desensitization 

is that the behavioral changes that result from 

successful desensitization reflect a new encoding of a 

visceral and motor response proposition in the brain, 

other words, systematic desensitization is perceived 

within this framework as emotional re-learning. 

Vicarious learning. Much empirical evidence has 

been gathered in recent years in support of vicarious 

learning processes (e.g., Bandura, 1969; Bandura & 

Walters, 1963). From a vicarious learning perspective 

In 
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the imagining of danger-signaling situations without 

anxiety in systematic desensitization is analogous to 

observing someone execute competent, unpunished 

performance of a task. Although this theory has never 

been advanced as a single explanation for desensitization 

effects, it is frequently incorporated within many of the 

cognitive-mediational explanations. 

Self-efficacy. In a variant of social learning 

theory, Bandura (1977) has proposed that expectations of 

personal efficacy determine "whether coping behavior will 

be initiated, how much effort will be expended, and how 

long it will be sustained in the face of obstacles and 

aversive experiences" (p. 194). According to 

self-efficacy theory, expectations of personal efficacy 

are derived from four major sources: performance 

accomplishments, vicarious experience, verbal persuasion, 

and physiological states (Bandura, 1977). The tenets of 

this theory have not been integrated into a comprehensive 

explanation of desensitization effects. However, the 

theory would demand that information gathered during 

treatment from vicarious experience (imagination), verbal 

persuasion, and physiological states (relaxation) be 

assimilated in a self-efficacious manner if treatment is 

to be successful and transfer of training is to occur. 
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To date, no published study has sought to directly 

confirm the necessity of self-efficacy for successful 

fear reduction in systeiiiatic desensitization. 

Self-control learning. Goldfried (1971) advanced 

the view that a client undergoing systematic 

desensitization (a) is taught to become sensitive to 

his/her proprioceptive cues for tension, (b) learns to" 

differentiate the proprioceptive feedback associated with 

tension from that associated with relaxation and, 

therefore, (c) when anxious, is able "to identify 

proprioceptive cues for muscular tension, to respond by 

voluntarily relaxing it away, and relabel the emotional 

state accordingly" (p. 229). Goldfried's explanation of 

desensitization effects emphasizes the active and 

voluntary nature of the coping-skill behavior that he 

proposes clients learn in treatment. This is in contrast 

to the counterconditioning explanation of Wolpe (1958) 

which Goldfried views as a passive process. 

Other theories. There have been other relatively 

minor hypotheses advanced to explain desensitization 

effects (e.g., opponent processes, selective 

reinforcement, success expectation). Of these, only 

success expectancy theory (cf. Leitenberg, Agras, Barlow 

& Oliveau, 1969) has received much attention in the 
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empirical literature. Unfortunately, after years of 

research the question of whether therapists foster an 

expectation of success .that can completely account for 

the effects of systematic desensitization still remains 

unresolved. 

Major Models of Systematic Desensitization 

Two major models of systematic desensitization have 

emerged: Wolpe's (1958) model and Goldfried's (1971) 

self-control desensitization. There is empirical support 

for the efficacy of both procedures. Because both 

treatments have been shown to be effective and because 

they are based upon different theoretical rationales, it 

is important to examine each in detail. The most recent 

research data will be reviewed as they pertain to the 

adequacy of each model's explanation for treatment 

effects and each model's claims regarding treatment 

efficacy. 

Traditional Systematic Desensitization 

Wolpe's (1958) original systematic desensitization 

regimen has undergone some procedural refinements over 

the years (e.g., Paul, 1966; Wolpe, 1973). However, the 

fundamental elements of the procedure remain unchanged 

and are summarized by Paul (1966): 
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through them" (10-20 seconds). . . . Proceed to 
other gross muscle groups in the same manner, with 
the same verbalization. . . . Always use the 
preceding group as a reference for moving on. 
5. Systematic desensitization proper. In this 
phase of treatment, relaxation is induced and the 
presentation of hierarchy items begins with the 
least anxiety-evoking scene. If at any time during 
scene presentation the subject signals anxiety or 
the therapist detects anxiety in the subject, the 
therapist instructs the client to "stop visualizing 
the scene and go on relaxing." The next item in the 
hierarchy is not presented until the client reports 
or the therapist observes a return to the same level 
of relaxation the client experienced before the 
presentation of the first item. Termination of the 
session is contingent upon presentation of the last 
hierarchy item (the hierarchy schedule may be broken 
down into equal sub-units if more than one 
desensitization session is to occur) and concomitant 
failure of the client to report or the therapist to 
observe noticable anxiety, (pp. 117-121) 

Wolpe (1958) conceptualized desensitization as a 

counterconditioning paradigm. He has proposed that 

deep-muscle relaxation induces activity in the 

parasympathetic branch of the autonomic nervous system 

that inhibits activity in the sympathetic branch. When a 

client, therefore, is presented with anxiety-evoking 

stimuli while in a state of relaxation (a) increased 

sympathetic nervous system activity normally associated 

with the experience of anxiety competes with the already 

established parasympathetic activity (an example of 

reciprocal inhibition), and (b) the stimuli previously 

associated with anxious responses become associated with 

the relaxation-induced response (an example of 
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counterconditioning). Wolpe's model of systematic 

desensitization is, therefore, one of counterconditioning 

through reciprocal inhibition. 

Recently, many researchers have questioned the 

adequacy of Wolpe's (1958) rationale for the effects of 

systematic desensitization. There is particular debate 

in the empirical literature concerning the role of 

relaxation in the desensitization procedure. Some 

evidence has emerged that Jacobson's (1938) deep-muscle 

relaxation procedure may not induce a response inherently 

antagonistic to anxiety (e.g.. Greenwood & Benson, 1977; 

Lang, 1969). Wilkins (1971) has presented evidence 

(e.g., Cooke, 1966; Davison, 1966; Rachman, 1968) that 

training in and employment of progressive relaxation are 

not necessary conditions for successful fear reduction 

within the desensitization procedure. Davison (1968) 

demonstrated that both graded hierarchy visualization and 

relaxation must be included in desensitization for 

successful fear reduction. Davison and Wilson (1972) 

interpreted this finding to mean that relaxation is a 

necessary component in desensitization. Wilkins (1973) 

argues that Davison merely demonstrated that neither 

relaxation nor the hierarchical visualization of anxiety 

related scenes are sufficient conditions in themselves 
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for successful fear reduction. Wilkins further asserts 

that the only necessary element within the systematic 

desensitization procedure is the direction of attention 

toward and away from anxiety related scenes and not 

necessarily in hierarchical fashion. HcGlynn (1973) 

compared four groups in a two (relaxation vs. no 

relaxation) x two (fear-relevant vs. irrelevant scenes) 

factorial design. Only main effects for imagery content 

\\rere found. Relaxation produced no main or interaction 

effects. Therefore, insofaras relaxation's role within 

desensitization is concerned, there is doubt as to 

whether the procedure represents a reciprocally 

inhibiting mechanism or a necessary condition for fear 

reduction. This doubt raises additional questions about 

the adequacy of Wolpe's (1958) reciprocal inhibition 

rationale. 

More recently, Wolpe (1982) has addressed the 

challenges to the adequacy of his rationale for the 

effectiveness of systematic desensitization: 

In recent years there has been widespread 
discounting of reciprocal inhibition as the 
mechanism of desensitization, largely on the basis 
of a body of comparative research that has been 
summarized by Yates (1975) and by Kazdin & Wilcoxon 
(1976). Reciprocal inhibition is rejected because 
of data showing that desensitization does not depend 
upon muscular relaxation. Most of this research 
(e.g., O'Donnell and Worell, 1973; Sue, 1972) is of 
dubious significance, since it studies "analogue" 

file:////rere
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populations with weak fears that are susceptible to 
elimination by minimal procedures (Bernstein & Paul, 
1971) and some of it (e.g., Benjamin, Marks & 
Hudson, 1972) employs hopelessly inadequate 
relaxation (cf. Borkovec & Sides, 1979). But in any 
event relaxation is not indispensible to 
desensitization; nor have I ever said that it was. 
Numerous responses can compete with anxiety, 
including the emotional response that the patient 
makes to the therapist. (Wolpe, 1982, p. 186) 

Wolpe further postulates that during his early 

desensitization research "at least 20 anxiety-competitive 

responses were unearthed for use with adults" (p. 186). 

It appears, therefore, that V/olpe is willing to 

concede the apparent shortcoming of his original 

formulations insofaras the role of relaxation is 

concerned. He is, however, apparently unwilling to 

conceive of systematic desensitization as anything other 

than a counterconditioning process through reciprocal 

inhibition. 

Self-Control Desensitization 

Citing evidence concerning the inadequacy of Wolpe's 

(1958) theoretical explanation of the underlying 

processes in systematic desensitization, Goldfried (1971) 

proposed an alternative account: 

It would seem more appropriate to construe 
systematic desensitization as more of an active 
process, directed toward the learning of a general 
anxiety-reducing skill, rather than the passive 
deconditioning to specific aversive stimuli. Rather 
than viewing relaxation as "reciprocally inhibiting" 
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the anxiety reaction, a mediational 
conceptualization of desensitization would instead 
describe the situation as follows: Because of the 
individual's previous life experiences, he has 
learned to react to certain environmental situations 
with an avoidance response. Further, this overt 
response may be conceptualized as being the end 
product of a series of mediational responses and 
stiiTiuli. According to this view, one can maintain 
that systematic desensitization involves not so much 
a passive "reciprocal inhibition" as it does the 
active building in of the muscle relaxation response 
and cognitive relabeling in the r - s mediational 
sequence, (p. 228) 

At the time it was formulated, no studies had been 

conducted testing the appropriateness of a mediational 

model of systematic desensitization. However, Goldfried 

offered certain research findings in support of the 

rationale: 

1. Researchers (e.g., Cooke, 1966; Lang & Lazovik, 

1963; Lang et al., 1965; Paul, 1966, 1967; Paul & 

Shannon, 1966) have found that generalization of training 

is a frequent result of systematic desensitization 

treatment. Goldfried asserts that because generalized 

anxiety reduction occurs with respect to objects or 

situations that differ v/idely in their stimulus 

properties, stimulus generalization could not explain 

this desensitization effect. Instead, a general 

decrement in fearfulness is quite consistent with the 

hypothesis that desensitization subjects learn a general 

anxiety-reducing skill that they can apply in a wide 
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variety of situations. 

2. Some researchers (e.g., Agras, 1967; Davison, 

1968; Lang & Lazovik, 1963;) have found that although 

successful fear reduction reliably occurs during 

desensitization sessions, the transfer of training is 

sometimes incomplete. Goldfried disagrees with Davison's 

(1968) conclusion that the aforementioned finding is 

probably due to discrepancies between the situations 

presented in imagination and those occurring in real 

life. Rather, he agrees with Agras (1967) that the 

effects of desensitization are the result of two learning 

phases: the learning in treatment sessions and the 

additional learning related to applying the acquired 

skills in vivo. In further support of this conclusion, 

Goldfried cites Zeisset (1968) v/ho demonstrated that in 

contrast to previous studies showing relaxation practice 

to be insufficient in reducing anxiety, subjects 

instructed to use relaxation as an anxiety-reducing skill 

were more able to approach fearful situations. 

Goldfried summarizes his arguments by noting the 

numerous studies in recent years that attest to the 

importance of cognitive factors (e.g., self-efficacy, 

social reinforcement, success expectancy, etc.) in 

successful desensitization. He contends that any 
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explanation of desensitization effects that does not take 

into account the influence of these factors is 

inadequate. However, Goldfried's intentions in 

developing his mediational interpretation of 

desensitization were not so much directed toward 

explaining the effects of existing treatment but rather 

toward generating more effective treatment: 

Based on a mediational model of desensitization, as 
well as the supporting evidence for this general 
self-control orientation, several modifications in 
technique would appear to be indicated. These 
suggested changes, the effectiveness of which is 
amenable to empirical test, include (a) a different 
rationale for systematic desensitization given to 
the client, (b) a different focus placed on the 
purpose of relaxation training, (c) different 
guidelines used in the construction of the 
hierarchy, (d) a modified manner in which the scenes 
are presented in imagination, and (e) greater 
emphasis on instruction in the use of relaxation 
responses in vivo. (p. 230) 

Each of Goldfried's (1971) suggested modifications 

is outlined below: 

1. The rationale presented to the client. 

Goldfried suggests the following instructions be given: 

There are various situations where, on the basis of 
your past experience, you have learned to react by 
becoming tense (anxious, nervous, fearful). What I 
plan to do is help you learn how to cope with these 
situations more successfully, so that they do not 
make you as upset. . . . Part of the treatment 
involves learning how to relax, so that in 
situations where you feel yourself getting nervous 
you will be better able to eliminate this 
tenseness, (p. 231) 
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The general procedures concerning the other components of 

systematic desensitization (i.e., relaxation training, 

hierarchy construction, scene visualization, etc.) are 

then described to the client "with the additional 

indication that the purpose of the desensitization 

sessions is (a) to provide practice in learning to 'relax 

away' tensions as they start to build up, and (b) to 

provide rehearsal for certain specific situations where 

the client may actually try out his relaxation skills in 

vivo" (p. 231). 

2. The focus placed upon relaxation training. 

Goldfried outlines the modifications to Paul's (1966) 

version of progressive relaxation: 

The suggested modification of this procedure is 
slight and involves informing the clients that (a) 
the tension phase is provided so that they can be 
aware of those sensations that are involved in being 
tense, and (b) these sensations will serve as a 
signal or cue for them to relax away tension—as 
they will be doing during the training sessions and 
in vivo. . . . Hence, in addition to learning a 
relaxation response, this phase of the 
desensitization procedure also provides the client 
with practice in recognizing the proprioceptive 
feedback associated with tension so it can serve as 
a cue for the appropriate use of relaxation. 
(Goldfried, 1971, pp. 231-232) 

3. Hierarchy construction. In traditional 

systematic desensitization, the hierarchy is constructed 

around a central theme (i.e., the theme relates to a 

specific phobia). Wolpe and Lazarus (1966) suggest that 
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a separate hierarchy for each fear be employed in the 

reduction of multiple fears. Contrary to this 

recommendation, Goldfried suggests: 

Inasmuch as the client is being trained to relax 
away anxiety as it begins to build up, one need only 
construct a single hierarchy composed of situations 
eliciting increasing amounts of anxiety, 
irrespective of whether or not the items appear to 
reflect any given theme. In fact the therapist 
might choose to select items which reflect a variety 
of different anxiety-producing situations in the 
individual's current life in order to facilitate 
generalization of the effect of desensitization. 
This would be particularly indicated in cases where 
the client responds with anxiety in a variety of 
different situations. (p. 232) 

4. Presentation of anxiety-evoking scenes. In 

Wolpe's (1958) version of systematic desensitization, the 

client is instructed to "stop visualizing and go on 

relaxing" (Paul, 1966, p. 121) as soon as he/she signals 

the experiencing of anxiety or as soon as the therapist 

notices an increase in the client's level of discomfort. 

In contrast, Goldfried (1971) recommends that the client 

"should maintain the image even though he is experiencing 

anxiety, and additionally to relax away the tension" 

(p. 232). This recommendation is the logical consequence 

of three assumptions that Goldfried makes: first, he 

assumes that, primarily as a result of the modified 

relaxation training procedure, clients have become 

sensitive to proprioceptive (muscular) cues; second, he 
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assumes that these muscular cues are natural concomitants 

of the experience of anxiety; and third, he assumes that 

because a desensitized client is never really 

deconditioned (i.e., still responds to phobic situations 

with some degree of tension), the client can and should 

be taught to use the muscular cues associated with the 

experience of tension as a signal to relax. 

5. In vivo practice. Because in most real life 

situations in which the client experiences anxiety 

Golfried assumes the response to be similar, he suggests 

that the in vivo practice of his modified relaxation 

training should facilitate maintenance of gains in 

therapy. In other words, what the client learns through 

repeated practice of the modified relaxation procedure is 

how to "relax away" (Goldfried, 1971, p. 232) tension in 

those situations that he/she experiences the associated 

proprioceptive cues. 

Goldfried's primary modifications of Wolpe's (1958, 

1973) systematic desensitization procedure center around 

enhancing the efficacy of treatment through (a) increased 

transfer of training to real life anxiety-arousing 

situations and increased generalization of training. His 

self-control desensitization treatment package or 

variants of it have been frequently employed by 
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researchers since its introduction in 1971. In order to 

evaluate the status of Goldfried's predictions of greater 

treatment efficacy and to determine the relative status 

of each of the major explanations of desensitization 

effects, a review of studies that have compared 

traditional systematic desensitization (SD) to 

self-control desensitization (SCD) is warranted. 

Treatment Comparison Studies 

Five published studies and one unpublished study 

have directly compared SD to SCD treatment. All of the 

investigations were moderately well controlled group 

comparison studies. Deffenbacher & Parks (1979) compared 

SD to SCD for effectiveness in reducing targeted (test) 

and non-targeted (diverse and free-floating) anxieties. 

This study also included a follow-up procedure. Results 

indicated that both treatment groups differed 

significantly from controls but did not differ from one 

another on all three of the measures of the targeted 

anxiety both at posttreatment and follow-up. On one of 

the measures of nontargeted anxiety the same relationship 

held between all groups. On another measure of 

nontargeted anxiety, however, only the SCD group was 

significantly superior to controls both at posttest and 

at follow-up, though not significantly different from the 
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SD group. 

Denney & Rupert (1977) assigned test anxious college 

students to a placebo group, an untreated control group, 

or one of four treatment groups. The four treatment 

groups were the result of combining two types of 

treatment rationale (active coping skill learning 

vs. passive counterconditioning) and two treatment 

procedures (SCD vs. SD). No significant differences were 

found between treatment groups on the measures of 

debilitating test anxiety. Subjects who received both 

the active coping skills rationale and SCD, however, did 

significantly better than subjects receiving the passive 

counterconditioning rationale and SD on both a 

self-report measure of facilitative test anxiety and a 

performance measure of test anxiety. Subjects receiving 

both SCD and the active coping rationale required fev;er 

scene exposures and treatment sessions than did their SD 

(either active or passive rationale) counterparts. At 

posttest, the anticipated greater degree of 

generalization for subjects receiving both SCD treatment 

and the active coping skills rationale was not 

demonstrated. 

Jacks (1972) treated agoraphobic subjects with 

either traditional SD or SCD. Both groups improved 
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significantly relative to an untreated control group on a 

behavioral avoidance measure. The two treatment groups 

were found to be equal to one another, and the relative 

generalization potential for the two modes of treatment 

was not assessed. 

Spiegler, Cooley, Marshall, Prince, Puckett, & 

Skenzzy (1976) treated college students reporting high 

test anxiety with either SD or SCD. The tv/o treatment 

groups were not significantly different from one another. 

Noteworthy, however, was the unusual finding that only 

the SCD group improved significantly relative to the wait 

list control group, and then only on one of the dependent 

measures. 

Knapp & Mierzwa (1984) assigned test anxious college 

students to traditional SD, SCD, or a delayed treatment 

control group. SD and SCD were equally effective in 

reducing subjective discomfort associated with 

test-taking at posttest. Further, the two treatments 

were equally effective in reducing chronic generalized 

anxiety. The same relationship between groups held at 

4-week follow-up. 

Zemore (1975) treated college students reporting 

fear of both public speaking and test taking with either 

SD or SCD. Half of the subjects were treated for public 
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speaking anxiety, whereas the other half were treated for 

test anxiety. The two treatments did not differ 

significantly from one another, and, generally, were 

significantly superior to an attention-placebo and a no 

treatment control group. However, both SD and SCD failed 

to produce significant improvement on one of the measures 

of test anxiety. In addition, SCD failed to produce 

significant improvement on one of the measures of public 

speaking anxiety. 

The Zemore study revealed an especially interesting 

finding. Because of the nature of the design (subjects 

reporting both anxieties, treated for only one, but 

measured on both), the generalization potential for both 

treatments could be easily assessed within treatment 

itself. Surprisingly, SD subjects showed significant 

reduction of untreated fears on all three dependent 

measures. SCD subjects, on the ot\xer hand, showed 

reduction of untreated fears on only two of the three 

dependent measures. Thus the author concluded that "no 

evidence v/as found to suggest that Goldfried's (1971) 

procedures are an improvement over standard systematic 

desensitization in reducing directly treated fears or in 

providing subjects with a general anxiety-reducing skill" 

(Zemore, 1975, p. 160). 
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Status of the Major Models 

Research evidence concerning the alternative 

rationales for desensitization effectiveness and the 

relative efficacy of SD and SCD treatment supports 

several conclusions: 

1. Both treatments are generally found to be 

superior to no treatment. 

2. Neither treatment has clearly demonstrated 

superiority over the other in the reduction of anxiety. 

3. Neither treatment has clearly demonstrated 

superiority over the other in transfer of training to 

real-life situations. 

4. Neither treatment has clearly demonstrated 

superiority over the other regarding generalization of 

training. 

There are, of course, methodological concerns v/ith 

each of the reviewed studies. Most of these concerns are 

adequately addressed by Barrios & Shigetomi (1979) and 

McGlynn, Mealiea & Landau (1981) in their respective 

reviews and some are discussed elsewhere in this 

document. Furthermore, there exists a pressing need for 

more comparative research in this area that makes use of 

dismantling strategies and component analyses to 

determine just what procedures within each of the major 



treatment packages are responsible for particular 

effects . 
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Summary 

There appears to be a general consensus among 

researchers and clinicians that systematic 

desensitization no longer represents the singular 

treatment of choice for the reduction of fears and 

anxieties. A host of anxiety management packages have 

appeared on the scene within the last 15 years. Many of 

the more popular among these (e.g., anxiety management 

training, applied relaxation, cue-controlled relaxation, 

self-control desensitization, self-statement 

modification) have been reviewed by Barrios & Shigetomi 

(1979). The results of their investigation mirror those 

of the comparison studies involving SD and SCD. 

Specifically: 

1. All of the treatment packages generally appear 

to be more effective in reducing anxiety than no 

treatment. 

2. No individual treatment has clearly demonstrated 

superiority over another in reducing anxiety. 

3. No individual treatment has clearly demonstrated 

superiority over another in transfer of training to real 

life situations. 
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4. No individual treatment has clearly demonstrated 

superiority over another regarding generalization of 

training. 

Despite recent efforts to link intervention 

strategies to the variables associated with 

fear-acquisition (cf. Wolpe, 1982), there is yet no clear 

delineation of what procedures work best with particular 

anxieties and fears. In addition to the lack of 

consensus about a treatment of choice in anxiety 

management, the questions about whether a single causal 

factor underlies all successful fear-reduction procedures 

or about the necessary and sufficient conditions by which 

fear reduction takes place are yet unanswered. 

Experimental Rationale 

With the aforementioned arguments in mind, a 

counterconditioning-based systematic desensitization 

(CCSD) procedure was developed and piloted in an 

unpublished study by Simon (1983). This study compared 

the procedure to SCD and no treatment. The CCSD 

procedure was clearly superior to SCD in the reduction of 

targeted (speech) anxiety and was the only treatment to 

demonstrate a significant improvement over no-treatment 

on the measure of non-targeted anxiety. Furthermore, the 

results were obtained in a program consisting of five 
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sessions only two of which were solely devoted to 

desensitization proper. The relative ease with which the 

CCSD program is implemented and the suggested efficacy of 

treatment invites the following questions: 

1. Can further refinements in the CCSD procedure 

lead to even more efficacious treatment (superior to 

traditional SD and SCD in fear-reducing capacity and 

clinical utility)? 

2. Can certain components of the CCSD procedure be 

identified as necessary or sufficient to effect certain 

outcomes and can salient elements of a revised procedure 

be identified? The present study endeavors to address 

these questions. 

Some Potential Refinements in the 
Counterconditioning Approach 

The present investigator endorses a central role for 

counterconditioning in anxiety management. This position 

is obviously speculative given the aforementioned 

empirical evidence. However, there is no direct evidence 

that counterconditioning via a variety of facilitating 

mechanisms (e.g., extinction, habituation, opponent 

processes, selective reinforcement) should be ruled out 

as an explanation of the effects of anxiety management 

procedures. Making some working assumptions about how to 
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enhance the counterconditioning process, the associated 

logic for the development of a covert counterconditioning 

procedure includes the following: 

1. If the imagination of phobia-related scenes has 

the potential to evoke a response similar to that 

experienced in vivo, then the imagination of scenes 

related to an individual's experiences of calm and/or 

confidence should also evoke responses comparable to 

those elicited in vivo. 

2. Scenes related to an individual's experiences of 

confidence or calm can be arranged hierarchically, just 

as anxiety-related items are. 

3. If the experience of anxiety during fear-related 

scene presentation can be demonstrated to be contingent 

upon the degree of responding to calm or 

confidence-related scenes, then reciprocal inhibition may 

still represent a counterconditioning agent. 

4. If counterconditioning to a stimulus can occur 

when (a) the stimulus is presented to such a faint degree 

that the usual response is not evoked and (b) repeated 

unreinforced stimulus presentations are made in the 

presence of an already established response pattern, then 

the presentation of anxiety related scenes in faint 

degree and continued unreinforced presentations in the 
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presence of confidence (or calm) responding should 

facilitate counterconditioning even if reciprocal 

inhibition is not demonstrated. 

5. If the degree of anxiety reduction is 

demonstrated to depend upon the degree of response 

competition offered, further support will be gathered for 

the theory that counterconditioning is facilitated 

through reciprocal inhibition. 

6. If no treatment rationale is given inviting 

clients' expectations of success and no instructions to 

engage in procedures (accompanied by statements of praise 

for compliance) are delivered, then several social and 

cognitive variables can be eliminated as possible 

explanations for treatment effectiveness. 

7. Successful fear reduction in the abscence of 

instructions directing attention toward and away from the 

imagining of fear-related scenes would indicate that such 

instructions are not necessary fear-reducing elements of 

a modified desensitization program. 

8. If successful fear reduction occurs in the 

absence of relaxation training and implementation, then 

deep-muscle relaxation will prove not to be a necessary 

component of a modified procedure. 

9. Confidence responding may be demonstated to be a 



sufficient facilitator of counterconditioning. 

10. Calm responding may be demonstrated to be a 

sufficient and/or a non-necessary facilitator of 

counterconditioning. 
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Covert Counterconditioning: 
A Revised CCSD Procedure 

A covert counterconditioning (CCD) procedure is 

proposed that primarily involves the following features: 

1. The subject and therapist construct 10-15 item 

hierarchies related not only to the subject's phobia but 

also to alternative responses (as yet not proven 

competitive). 

2. A guided imagery induction is initiated by the 

therapist beginning with the least non-anxiety-evoking 

scene. 

3. After a few minutes of non-anxiety-related 

imaging, the therapist presents the least anxiety-evoking 

image. If the image fails to evoke anxiety, it is still 

presented for about 1 minute and subjects are asked to 

pair in imagination the fear-related scene and the 

emotional response associated with the non-anxious 

imagery before moving on to the next item in the 

fear-related hierarchy. 

4. If a fear-related item evokes an anxious 
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response, the therapist immediately resumes presentation 

of the non-anxious imagery. This step is repeated in 

this fashion only once. If a fear-related scene 

continues to evoke anxiety, the therapist immediately 

begins presentation of a non-anxious image further up on 

the alternate response hierarchy. 

5. If, after completing the non-anxious hierarchy, 

anxiety is still experienced to any fear-related item, 

the length of presentation for items on the alternative 

hierarchy is extended to about 3 minutes before returning 

to the items on the anxiety hierarchy. 

Termination of treatment is contingent upon the 

imagining of all items on the anxiety hierarchy without 

the experience of anxiety. It is important to stress 

that subjects report any experience of anxiety as soon as 

possible and that therapists revert to the presentation 

of non-anxious images immediately upon detecting signals 

or signs of anxiety. 

Hypotheses 

In the present study several principal hypotheses 

will be subjected to statistical test: 

1. Covert counterconditioning treatments are 

predicted to be significantly superior to no-treatment in 

reducing targeted and diverse fears. 
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2. Covert counterconditioning treatments are 

predicted to be significantly superior to self-control 

desensitization in reducing targeted fears. 

3. Covert counterconditioning treatments are 

predicted to be significantly superior to traditional 

systematic desensitization in reducing targeted fears. 

4. Covert counterconditioning treatments are 

predicted to be significantly superior to self-control 

desensitization in reducing diverse fears. 

5. Traditional systematic desensitization and 

self-control desensitization are predicted not to differ 

significantly from one another in reducing targeted and 

non-targeted fears. 

In addition to the aforementioned formal hypotheses, 

some other predictions are advanced about features within 

the treatment procedures themselves. First, it is felt 

that formal relaxation training will not prove a 

necessary element of successful fear reduction in the 

modified desensitization treatments. Second, it is 

predicted that the giving of instructions directing 

attention toward and away from fear-related scenes is not 

necessary for achieving successful fear reduction in the 

modified desensitization procedure. Third, it is 

predicted that confidence imagery is a sufficient 
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counterconditioning facilitator and that evoking feelings 

of calm and serenity is not necessary for successful 

desensitization. Finally, it is predicted that the more 

anxiety response competition provided the more 

counterconditioning will be facilitated. 

Statistical Analysis Rationale 

There has been much debate recently among 

researchers and statisticians about appropriate means to 

measure relative changes between groups in a pre-post 

control group design. Because the arguments in this 

debate bear upon the analytic rationale developed for the 

present study, a discussion of the issues involved would 

appear to be in order. 

The fact that subjects in all conditions were 

selected because of their high scoring on a measure of 

the target of treatment precluded a change-score ANOVA 

because such a procedure would have introduced posttest 

score confounding due to regression tendencies toward the 

mean of scores at pretest. In addition, there has been 

much debate in the research literature about the 

appropriateness of measuring change by comparing 

difference scores (e.g., Cronbach & Furby, 1970; Harris, 

1963; Stanley, 1967). Some researchers have suggested 

that a possible means of analyzing data from pre-post 
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designs is via a repeated measures ANOVA. Critics of 

this view point to inherent incompatibility in the linear 

score model underlying the procedure. Huck & McLean, 

(1975) cite these important reasons why the use of a 

repeated measures ANOVA can be both misleading and 

inappropriate in a pretest-posttest control group design 

such as the present study: 

1. The statistical analysis model examines the 

relationship between pretest and posttest scores and the 

equation underlying the procedure assumes that pretest 

scores are influenced by (a) group assignment, (b) the 

effect of time between measurements, and (c) a groups x 

trials interaction effect. In the pretest-posttest 

control group design pretest scores are, by definition, 

collected prior to any intervention so that neither 

treatment nor any possible interaction could affect them. 

2. Assumptions in the analysis model about factors 

that might influence posttest scores are also incorrect. 

The model assumes that posttest scores are influenced not 

only by treatment effects but also by an interaction 

component. 

3. The F_ statistics produced in the ANOVA summary 

are misleading and of little value because they do not 

provide the appropriate indication of a main effect for 
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groups or a main effect for trials. Only the interaction 

F̂  provides meaningful information and actually relates to 

the main effect for treatment. 

4. The algebraic relationship between the 

interaction F_ obtained in a repeated measures ANOVA and 

the F̂  derived from a gain score analysis is such that the 

values for F̂  will always be the same in either case 

whether or not pretreatment means are equal. Thus, the 

use of a repeated measures ANOVA becomes questionable 

when, as in the present study, the experimental design 

precludes the use of a gain score ANOVA. 

5. When pretreatment means are equal and the 

regression coef f icient = l , the F̂  that would result from 

analysis of covariance will closely approximate the gain 

score and repeated measures ANOVA F̂ s. However, when the 

pretreatment means are unequal, the covariance F̂  provides 

increased sensitivity and the procedure allows for the 

use of valuable pretreatment data to adjust posttest 

scores (cf. Cronbach Furby, 1970). This allows 

meaningful group comparisons to be made. 

Although some argue for the appropriateness of 

alternate means of analysis, the lack of any serious 

challenges to the analysis of covariance method and many 

supporting arguments advanced for its use make it clearly 
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the procedure of choice for the present study. 

As a means of more accurately assessing pretest to 

postest change between groups, subjects' posttest scores 

were corrected for the initial differences in 

corresponding pretest scores by means of the 

residualization procedure recommended by Cronbach & Furby 

(1970). Posttest between group comparisons were 

conducted via a Bonferonni _t̂  statistic (Dunn's test). 

This procedure emerges as the test of choice for several 

reasons : 

1. Pre-existing data enabled both the occurrence 

and direction of differences between groups to be 

predicted a priori. Dunn's procedure is an appropriate 

planned comparison technique (cf. Kirk, 1968). 

2. Conducting comparisons solely by multiple _t_ 

ratios (based on Student's distribution) would likely 

result in a 40% chance of a spurious significant finding 

given the number of treatment levels in the study and the 

number of orthogonal comparisons to be made. 

3. Pre-existing data make the probability of a Type 

I error occurring unequal for the different comparisons 

(i.e., a Type I error in comparing a treatment with 

proven efficacy such as systematic desensitization to no-

treatment is not as likely as the when a relatively 
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untested procedure such as covert counterconditioning is 

compared to no-treatment or any other treatment 

condition). Therefore, the overall alpha for the test 

can be divided among the orthogonal comparisons such that 

more stringent (conservative) criteria are set for the 

least certain comparisons. 

Dunn's procedure does not require that an overall 

test of significance (F_ test) be conducted before 

comparisons are made. However, the probability of making 

a Type II error using this procedure rises with the 

conservatism of the overall alpha level set. Therefore, 

one-way ANOVAs were conducted on posttest scores for each 

dependent measure. The maximum alpha level allowed for 

any of the comparisons made was set at .05. The 

necessarily more stringent comparisons were made at the 

.01 level. Each of the critical values for the 

Bonferonni _t_ statistic were compared to the critical 

value for _t_ based on Student's distribution. In all 

cases the two values differed only slightly, the value 

for the Bonferonni statistic being somewhat more 

conservative. 



CHAPTER II 

METHOD 

Subjects and Instruments 

Subjects 

Subjects for the present study were obtained by 

administering a modified Fear Survey Schedlule (FSS; 

Wolpe & Lang, 1964) to volunteer undergraduate students 

reporting public speaking and test anxiety. The students 

were enrolled in mass communications, general sociology 

or general psychology courses. The modified FSS contains 

10 items that are related to either public speaking or 

test-taking and are rated along a 5-point scale of 

subjective fear. Subjects scoring in the upper 45% of 

the distribution of scores were entered into the 

available pool. Of those eligible to participate, 60 

subjects (30 males and 30 females) were then randomly 

assigned to one of six groups: no-treatment control 

(NTC), standard systematic desensitization (SD), 

self-control desensitization (SCD), covert 

counterconditioning with relaxation imagery (CCD-1), 

covert counterconditioning with confidence imagery 

(CCD-2), or covert counterconditioning with relaxation 

and confidence imagery (CCD-3). Six subjects (4 males 

and 2 females) failed to appear at pretesting. As a 

43 
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result, subject selection from the available pool and 

assignment were repeated with 32 females and 28 males 

present at pretest. During the course of the study one 

male subject and two female subjects failed to make 

scheduled treatment sessions and were dropped from the 

experiment. These dropouts all occurred in the CCD-1 

group leaving its composition at two males and five 

females. 

Dependent Measures 

Anticipatory (state) anxiety. Effects of treatment 

on the degree of anxiety experienced by subjects in 

anticipation of test taking or speech making was assessed 

by self-report. The instrument of measurement is the 

state anxiety scale of the State-Trait Anxiety Inventory 

(STAI; Spielberger, Grosuch & Luschene, 1968). This 

inventory consists of 20 state anxiety related items 

rated along a 4-point scale of subjective discomfort. 

Chronic (trait) anxiety. Similar to its state 

anxiety scale counterpart, the trait anxiety scale of the 

STAI was used as a measure of chronic general 

fearfulness. 

Debilitative speech anxiety. Both a self-report and 

a performance measure of debilitative anxiety associated 

with speech-making were employed. Subjective anxiety was 
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assessed with the Personal Report of Confidence as a 

Speaker questionaire (PROS; Paul, 1966). The PROS 

consists of 30 true-false items related to giving a 

speech before an audience. 

A modified version of the Timed Behavior Checklist 

for Performance Anxiety (TBCL; Paul, 1966) served as the 

performance measure of speech anxiety. The TBCL lists 

observable manifestations of anxiety, the presence of 

which is recorded by trained observers. In the Simon 

(1983) study, certain items on this inventory 

consistently presented themselves as not reliably 

scorable. These items, Nos. 4, 6, 8, 11, 12, 13 and 18 

were deleted from the inventory. Potential TBCL coders 

were trained by the principal investigator. Videotaped 

speeches of subjects were viewed by 4 raters including 

the principal investigator. Providing that a minimum 

reliability coeficient of .80 was achieved, the scores of 

the two raters with the highest correlation were selected 

as the final ratings on this measure. Subjects were 

assigned the mean score of the two observations. 

Debilitative test anxiety. Subjective anxiety 

associated with recent test-taking was measured by the 

Suinn Test Anxiety Behavior Scale (STABS; Suinn, 1969). 

The STABS is a 50 item self-evaluation inventory that 
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describes situations relating to discomfort in 

test-taking. 

Raw scores for the Digit Symbol Test (DSYM) of the 

Wechsler Adult Intelligence Scale-Revised (WAIS-R; 

Wechsler, 1981) were employed as a performance measure of 

test anxiety. The DSYM requires subjects to scan symbols 

paired with the numerals 1-9 and then to match those 

symbols with a series of randomly ordered numerals within 

a 90 second time limit. 

The principal assumption underlying the use of a 

performance measure of anxiety is that anxiety interferes 

with the optimal learning or execution of a task. The 

effects of debilitating anxiety have been most clearly 

demonstrated in tasks requiring new learning. The DSYM 

is such a task and as part of the the WAIS-R is tied to 

substantial normative data and an extensive body of 

research. Therefore, the test has been frequently 

employed by researchers as a performance measure of 

test-taking anxiety. 

Generalization of training. The degree to which the 

various treatments generalize was assessed in two ways. 

All subjects were asked to complete a modified Fear 

Survey Schedule (Wolpe & Lang, 1964). The schedule 

contains both items related to and not related to 
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test-taking and speech-making. Subjective discomfort 

associated with fearful situations is rated along a 

5-point scale from not fearful at all to having very much 

fearfulness associated with the described situations. 

The items on the schedule specifically relating to the 

fears of public speaking and test-taking were used to 

assess the potential appropriateness of subjects for 

treatment. The diverse fears on the survey not 

specifically related to the targeted fears were selected 

at random from the complete schedule to form a 30-item 

inventory which was employed as one means of assessing 

treatment generalization. 

The degree to which SD treatment generalized was 

additionally assessed by comparing the reduction in fears 

associated with test taking at posttest with other 

treatment groups and no treatment. Because SD subjects 

only received treatment for speech anxiety it was felt 

that a reduction in fears for the non-targeted anxiety 

would represent a fair degree of treatment 

generalization. 

Manipulation Check 

A questionnaire was administed to all treatment 

subjects at posttest to assess the effectiveness of 

manipulations. The questionnaire consists of the 
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following items rated along a 5-point scale from not at 

all to very much so: 

1. To what extent do you feel you have mastered a 

coping skill that you can employ in any situations in 

which you experience anxiety in order to reduce that 

anxiety? 

2. To what extent did the relaxation exercises make 

you feel calm and relaxed? 

3. To what extent did the imagining of scenes 

relating to test-taking make you feel anxious? 

4. To what extent did the imagining of scenes 

relating to public speaking make you feel anxious? 

5. To what extent did the imagining of scenes 

relating to calm and relaxing actvities make you feel 

calm and relaxed? 

6. To what extent did the imagining of scenes 

relating to confident situations make you feel confident 

and self-assured? 

7. To what extent did you feel too relaxed to 

become anxious during sessions? 

8. To what extent did you feel too confident to 

become anxious during sessions? 

9. How difficult was it for you to switch your 

thoughts from those of calm and confidence to those of 
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public speaking or test-taking? 

10. How difficult was it for you to change your 

thoughts from those of confidence and self-assurance to 

those of public speaking or test-taking? 

Procedure 

Interview and Testing 

Selected subjects were invited for a brief 

interview. After consenting to participate in the study, 

all were asked to complete the trait anxiety section of 

the STAI. All subjects were told during the interview 

that they had been selected to participate in a program 

designed to determine the relative effectiveness of 

certain treatments for the reduction of common fears. 

All subjects were advised that on the basis of the 

study's results, members of the groups showing the least 

improvement would be invited at a later date to 

participate in the treatment demonstrated to be the most 

effective in reducing fears. During the meeting of the 

individual groups, all subjects were informed that they 

would momentarily be requested to take a test and then to 

give an impromptu speech before the group which would be 

videotaped. In the meantime, subjects were requested to 

complete the STAI section for state anxiety. Subjects 

were then asked to take the DSYM and immediately 



50 

following were asked to complete the STABS. Following 

the completion of the STABS, each subject was instructed 

to give a 2-minute speech about him/herself in front of 

the group. Speeches were videotaped for scoring on the 

TBCL. Immediately following the speeches, subjects were 

told to complete the PRCS. The aforedescribed procedure 

was repeated at posttest except that the FSS was also 

administered, the topic of the speech delivered concerned 

something of interest to the subject, and the order of 

test taking and speech making were reversed. 

Treatments 

All treatments were administered by graduate 

clinical, counseling or experimental psychology students 

trained in the administration of the various procedures. 

Treatments were conducted in groups of 10 subjects each 

and were limited to six 45-minute sessions over a period 

of 4 weeks. 

Systematic desensitization. This procedure is 

essentially that of Wolpe (1958) as outlined by Paul 

(1966). The first two treatment sessions were devoted to 

relaxation training, visualizaton practice, and the 

construction of a speech anxiety hierarchy. Subjects 

were instructed to practice relaxation at home during the 

week between sessions. Desensitization proper was 
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conducted during the third and fourth treatment sessions. 

Self-control desensitization. Conforming to the 

guidelines outlined by Goldfried (1971): (a) the 

treatment rationale emphasized that the procedure was a 

means by which subjects could learn a general coping 

skill, (b) termination of anxiety-evoking scenes was not 

immediate upon the report of subjective anxiety, rather 

subjects were instructed to focus on feelings of tension 

so that they might serve as signals for the initiation of 

relaxation, (c) a multithematic anxiety hierarchy was 

constructed that included items related to test, speech 

and other anxieties, and (d) subjects were instructed to 

use their newly acquired coping skill in vivo. 

Covert counterconditioning. The essential 

modifications of traditional desensitization within this 

procedure are as follows: (a) training in progressive 

relaxation is omitted; (b) subjects are guided through 

imagery to an anxiety response-alternative state through 

the hierarchical presentation of scenes related to the 

subjects' experience of calm (CCD-1), confidence (CCD-2) 

or calm and confidence (CCD-3), the alternative response 

hierarchies having been constructed by the subject with 

the assistance of the therapist; (c) during the 

presentation of anxiety-evoking scenes, if the subject 
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signals discomfort, the therapist immediately 

discontinues the presentation of the scene and resumes 

presentation of a non-anxious imagery, advancing up the 

alternate response hierarchy upon the continued 

experience of anxiety (induction of both the anxious and 

counter-anxious state always begins with the lowest 

response-evoking item on the respective hierarchies); (d) 

the presentation of any anxiety-evoking scene that fails 

to elicit an anxious response is continued for 

approximately 1 minute and paired in imagination with the 

counteranxious image by the therapist; and (e) separate 

hierarchies are constructed for both test and speech 

anxiety as well as calm and confidence situations. The 

speech and test anxiety hierarchies are combined and 

level matched for simultaneous presentation. 



CHAPTER III 

RESULTS 

Pretreatment Analyses 

One-way analyses of variance were conducted for each 

of the dependent measures at pretreatment (see Table 1) 

and multiple means comparisons between groups were made 

via Tukey's test. Alpha level for Tukey's test was set 

at .20 to minimize the possibility of a type II error. 

Results of the analyses revealed no significant overall 

differences between groups at pretest on either the state 

or trait anxiety scale of the STAI. Overall differences 

between groups approached significance on the STABS {2. 

<.12), and the DSYM (£ <.07). Differences were 

significant for three other measures, the FSS for diverse 

fears (£ <.03), the PRCS (2 <.01), and the TBCL (£_ <.01). 

Results of mean comparisons between groups are presented 

in Table 2. 

Subjects in the SD, SCD and CCD-2 groups reported a 

greater number of fears on the FSS than no-treatment 

controls at pretest (£ <.20). These groups were not 

significantly different from one another or any other 

treatment group. 

CCD-2 subjects reported a higher degree of 

subjective discomfort (Y=16.4, SD=33.6) associated with 

53 
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CĴ  

00 
in 

00 

00 
CO 

-JO 

CO 

cn 

CO 

O 
00 

• J 
OJ ib 
4-J H 
(0 X 
4-1 C 
cn -< 

cn 

d 
I—I 

00 
<r 

<r 

O 
in 

i n 

m 

cn 

.J OJ 

(0 X 
u c: 

o 
cn 

^ 
c-i 
o 

CN 

u-l 

00 
O 

cn 

o 

o 

o 
,—I 
cn 

O 
00 

00 

ON 
i n 

in 

<r 

in 

O 

<r 
f—I 

00 

cn 

00 

CN 

i n 

u 
0) OJ 
> H 

• H X 
( J c 

u < 
OJ 

• r - l (-1 
X I t/l 
3 OJ 

cn f— 

4-J 
U) 

<u 
f -

Ol 

o 
c 
(0 

e 
l i 

o 
i*-i 

I-l 

0) 

a. 

-3-

cn 

i n 

cn 

oo 

as 

00 

-a-
cs 

0^ 

cn 

-J 

^ 

3
7

.1
 

CN 

i n 

57
. 

r-~ 

i n 

48
. 

•00 

0 0 

cn 
0 0 

v O 

33
. 

CO 
i n 

o 

00 

-3 -
CN 

cn 

<r 

CN 
CN 

CjN 

cn 

cn 
CN 

4
.6

 

cn 

9
.4

 

- J 
CN 

O 

cn 

sO 
CN 

o 
i n 

o 
cn 

cn 

. 

CĴ  
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test-taking on the STABS at pretest than did controls (2. 

<.20). No significant differences were found to exist 

between any of the other groups on this measure. 

At pretest, CCD-1 subjects' test performance was at 

lower levels (X=51.4, SD=6.5) on the DSYM than that of 

their no-treatment (x'=65.3, SD=10.1) and SCD (X = 63.8, 

SD=14.0) counterparts. No other groups were 

significantly different from one another on this measure. 

No-treatment control subjects reported significantly 

less subjective discomfort (^ <.20) at pretest on the 

PRCS (X=17.6, SD=7.1) than subjects in all groups except 

the SD group. None of the treatment groups differed 

significantly from one another. 

SCD subjects demonstrated a greater number of 

observable signs of anxiety during speechmaking on the 

TBCL (X=30.0, SD=5.0) than subjects in each of the other 

groups except the CCD-1 group (2. <.20). In addition, SD 

subjects reported significantly fewer signs of anxiety on 

this measure (1=18.9, SD=7.3) than their SCD and CCD-1 

counterparts . 

Change on the repeated measures was assessed through 

analysis of co-variance with pretreatment scores serving 

as the concomitant variable. Main effects for treatment 

based on the covariance analyses were found for each of 
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the dependent measures and are reported in Table 3. 

Overall ANOVAs on adjusted posttreatment scores are 

presented in Table 4. Results of between group 

comparisons for adjusted posttest means are reported in 

Table 5. 

Posttreatment Analyses 

Non-Targeted Anxiety Reduction 

As mentioned in the previous section, two different 

procedures were employed for detecting differences 

between groups in the reduction of fears that were not 

the focus of treatment. Only the CCD-3 group 

demonstrated improvement relative to no-treatment on the 

FSS (1=17.4, SD=21.2), the difference between the groups 

approaching significance (̂  <.15). In addition the CCD-3 

group reported significantly fewer fears on this 

self-report measure of non-targeted phobic items than all 

other treatment groups (see Table 5) except the CCD-2 

group where the difference closely approached 

significance (2. <-09). The SCD group scored 

significantly higher on this measure (X=45.4, SD=21.0), 

than the CCD-3 group and reported a greater number of 

fears than the No-Treatment and CCD-2 groups (£ <.09, 

.15, respectively). 

Subjects in the SD group were only treated for 
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speechmaking anxiety. Generalization of training to 

test-taking was assessed by comparing scores on both 

measures of debilitating test-taking anxiety for the SD 

group with each of the other treatment groups. SD 

subjects failed to report significant anxiety reduction 

associated with recent test-taking on the STABS (X=79.9, 

SD=30.4) compared to NTC subjects. SD subjects did, 

however, report significantly less test-taking anxiety 

than their SCD counterparts (2 <.05). Finally, SD 

subjects scored significantly higher on the STABS, 

indicating a greater degree of test-taking discomfort 

than CCD-3 subjects (2. <.05). Performance on test-taking 

as measured by the DSYM failed to reveal differences 

between the SD group and no-treatment. In addition, the 

SD group did not differ significantly from any of the 

other treatment groups on this measure. 

Anticipatory (State) Anxiety 

The SD group (1=41.1, SD=12.6) and the CCD-3 group 

(1( = 40.2, SD=20.3) reported less anticipatory anxiety than 

No-treatment controls on the state anxiety scale of the 

STAI at posttest, though the differences were not 

significant. Subjects in the SCD group reported 

significantly greater anticipatory anxiety (X=65.2, 

SD=21.4) than any of the treatment groups except the 
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CCD-2 and no-treatment control groups where the 

differences approached significance (̂  <.09). 

Trait Anxiety 

No differences were expected between groups on the 

measure of trait anxiety, and, indeed, none of the groups 

scored significantly different from no-treatment controls 

on the trait anxiety scale of the STAI. However, 

subjects in the CCD-3 group scored significantly lower on 

this measure (X=32.6, SD=18.0), indicating a lesser 

degree of chronic anxiety than all other groups except 

the SD and NTC groups (2 <.05). The SD group also 

demonstrated a trend toward improvement approaching 

significance (2. <.09) compared to all groups except the 

CCD-3 and NTC groups on this measure. 

Debilitative Test-Taking Anxiety 

On the STABS, subjects in the SCD condition scored 

significantly higher (Y=132.8, SD=55.9, 2 <.05) 

indicating greater subjective discomfort on recent 

test-taking than subjects in any of the other treatment 

conditions or no-treatment. In contrast, subjects in the 

CCD-3 group reported significantly less test-taking 

anxiety (X"=23.5, SD=50.3, 2 <-05) than subjects in the 

no-treatment or any of the other treatment groups. 
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No significant differences in test-taking 

performance were detected between any of the treatment 

groups and the NTC group on the DSYM. The difference in 

scores between subjects in the CCD-1 group (X=59.5, 

SD=10.8) and the SD group (X=70.7, SD=12.0) approached 

significance (2 <.15), CCD-1 subjects demonstrating 

somewhat poorer test-taking performance. Subjects in the 

CCD-2 (1=72.9, SD=12.3) and CCD-3 (X=72.4, SD=15.8) 

groups achieved higher performance scores on this measure 

than subjects in the CCD-1 group. The differences 

between these two groups and the CCD-1 group approached 

significance (2 <'09). 

Debilitative Speechmaking Anxiety 

On the PRCS, only the CCD-3 group reported 

significantly less anxiety and greater confidence (X=7.7, 

SD=15.3) in public speaking ability compared to 

no-treatment controls (2 <.05). SD subjects also 

reported less anxiety (X=10.6, SD=8.4) than controls, the 

difference approaching significance (2. <-09). In 

addition, the SD and CCD-3 groups demonstrated 

significantly greater improvement on this measure over 

all other treatment conditions (2 <.05) but were not 

different from each other. 

Only the CCD-3 group demonstrated significantly 
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fewer observable signs of anxiety (X=14.5, SD=6.5) and 

improved speechmaking performance over controls on the 

TBCL. In addition, the CCD-3 group demonstrated 

superiority over all other treatment groups (2. <.05) 

except the SD and SCD groups where the differences 

closely approached significance {2. <.07, .09, 

respectively). No other group comparisons approached 

significance on this performance measure of speechmaking 

anxiety . 

Effectiveness of Relaxation Training 

Means and standard deviations for ratings of the 

effectiveness of relaxation training in the SD and SCD 

groups are reported in Table 6. Generally, subjects in 

the SD group reported feeling more relaxed as a result of 

training exercises than subjects in the SCD group. 

Effectiveness of Counterconditioning Imagery 

Subjects in each of the CCD groups were brought to 

the counter-anxious state by means of imagery involving 

calm and peaceful situations, confident situations or 

both. Means and standard deviations of ratings given the 

effectiveness of procedures are given in Table 7. 

Generally, subjects in the CCD-3 group reported feeling 

both more relaxed and more confident as a result of the 
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Table 6 

Means and Standard Deviations 
for 

Relaxation Training Effectiveness Ratings 

Mean Standard Deviation 

Group 

Systematic 
Desensitization 3.7 .48 

Seif-Control 
Desensitization 3.0 .94 
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Groups 

Table 7 

Means and Standard Deviations 
for 

Non-Anxious Imagery Effectiveness Ratings 

Calm Imagery 

I SD 

Confidence Imagery 

X" SD 

CCD-i 

CCD-2 

CCD-3 

3.0 .8 

N/A 

3.8 .42 

N/A 

3.0 1.25 

3.2 .79 
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imagery procedure than CCD-1 and CCD-2 subjects. 

Effectiveness of Anxiety Imagery 

Subjects in all treatment conditions were presented 

with hierarchically arranged scenes related to their 

fears. Subjects in the SD group were presented with 

scenes solely related to public speaking fears, while 

subjects in each of the other treatment groups were 

presented with scenes involving both public speaking and 

test taking. Subjects in the SCD group were presented 

with scenes related to potentially fearful situations in 

addition to public speaking and test-taking. Table 8 

reports means and standard deviations for subjects' 

ratings of the effectiveness of anxiety-related scene 

presentation. Subjects in the CCD-3 group generally 

reported feeling more anxious during the presentation of 

anxiety-related scenes than did subjects in other 

treatment groups. 

Perceived Reciprocal Inhibition 

Generally, CCD-3 subjects reported feeling too calm 

and too confident to be anxious during the presentation 

of anxiety-related scenes to a greater degree than any of 

the other treatment groups (see Table 9 ) . Also, SD 

subjects reported a somewhat higher degree of felt 
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T a b l e 8 

Means and S t a n d a r d D e v i a t i o n s 
f o r 

A n x i e t y I m a g e r y E f f e c t i v e n e s s R a t i n g s 

(J r o u p s 

Imagery X SD 

SCD 

X SD 

CCD-1 

SD 

CCD-2 

X SD 

CCD-3 

SD 

Publ ic 
Speaking 2.2 1.0 1.3 1.3 2.4 1.7 .9 2.7 

Test 
Taking N/A 1.2 I.O 2.4 .8 1.6 1.3 2.1 1.3 
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Competing 
Response 

T a b l e 9 

Means and S t a n d a r d D e v i a t i o n s 
f o r 

R a t i n g s of F e l t I n h i b i t i o n t o A n x i o u s R e s p o n d i n g 

G r o u p s 

Y SD 

SCD CCD-1 CCD-2 CCD-3 

SD SD SD SD 

Calm 2.1 1.3 1.7 1.4 2.6 0.8 N/A 3.1 1.0 

Confidence N/A N/A N/A 1.7 1.3 2.6 1.2 
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inhibition to anxious responding than SCD subjects. 

Ease of Altering Mental Imagery 

Table 10 reports subjects' perceptions of how 

difficult it was to change visualizations from those 

related to test and public speaking anxiety to those 

related to calm or confidence-inducing situations. 

Generally, subjects in the CCD conditions reported little 

difficulty changing thoughts in imagination and an equal 

ability to change anxious imagining to thoughts of either 

calm or confidence-related situations. 

Supplementary Analysis 

Generally, the power to detect differences between 

groups is most affected by the level of alpha in the 

statistical test employed, the degree of variability 

among scores, and the size of the sample. In the present 

study, the overall alpha level of the directional 

Bonferonni _t tests was certainly most favorable for 

detecting between group differences. However, because of 

the relatively few subjects in each treatment group, very 

few of the posttest scores closely approximated predicted 

values. Therefore, substantial variability exists among 

adjusted posttest scores. This high variability resulted 

in higher than estimated minimum significant difference 
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Table 10 

Means and Standard Deviations 
for 

Ratings of Felt Difficulty Changing Mental Imagery 

Groups 

CCD-1 CCD-2 CCD-3 
Change of _ _ _ 
Imagery X SD X SD X SD 

Anxiety/ 
Calm 1.9 .8 1.0 .8 1.6 .8 

Anxiety/ 
Confidence 2.0 .7 1.2 .8 1.6 1.1 
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values based on the critical value of _t. Thus, it can be 

concluded that an insufficient number of subjects and 

high variability among adjusted posttest scores reduced 

the overall power of the experimental design to detect 

meaningful differences between groups. 

Retrospective analysis reveals that pretest-posttest 

correlations on the dependent measures were unequal 

between groups. Such heterogeneity likely produced 

relatively inflated or deflated adjustments to posttest 

group means. Thus, comparisons between the adjusted 

means might not represent the most accurate assessment of 

relative changes among the treatment groups. 

An alternative and potentially more sensitive means 

of assessing changes on the repeated measures might be to 

examine the pretest-posttest change in mean scores (D̂ ) 

for each group. The difference between means divided by 

the average standard deviation across all groups (d_) 

indicates in standard deviation units the extent to which 

the various treatments produced an overall shift in 

scores from pretreatment to posttreatment. 

Results of the supplementary analysis (see Table 11) 

indicate a much stronger showing for the traditional SD 

group than was reported in the principal analysis. 

Subjects in this group improved significantly on the 
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measures of state anxiety (_d = 1.12) and subjective speech 

anxiety (_d=1.91). The supplementary analysis also 

yielded an interesting finding concerning the SCD group. 

This group demonstrated a significant improvement 

relatively specific to subjective speech-making anxiety 

(_d = 1.23) and speech performance (_d = 1.29). No other 

pretest-posttest changes on any of the other dependent 

measures were detected for this group. 

Perhaps the most interesting results of the 

supplemental analysis concern the relative performance of 

the CCD groups. The CCD-1 group demonstrated significant 

improvement on the measures of state anxiety (^=1.11) and 

test performance (_d = 1.03). The CCD-2 group demonstrated 

improvement on the measures of test performance (J^=1.15) 

and subjective speech anxiety (^=1.02). The CCD-3 group 

demonstrated improvement on the measures of diverse fears 

(_d = 1.22), state anxiety (d^=1.09), subjective test anxiety 

(d=1.13), test performance (^=1.25), and subjective 

speech anxiety (_d = 2.25). This group also demonstrated a 

non-significant trend toward improvement on the measures 

of trait anxiety (_d=.87) and speech performance (d^=.76). 

Another means of assessing the changes between 

pretest and posttest scores for the various groups might 

be to compare the scores on the unmodified dependent 
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measures with available normative data. On the state 

anxiety scale of the STAI, subjects in all groups scored 

more than one standard deviation higher than the 

normative sample (X=40.0, SD=11.3) with the exception of 

the NTC group where the difference closely approached a 

standard deviation. Scores for subjects in the SD, 

CCD-1, and CCD-3 groups decreased to within the normal 

range for college age males and females at posttest. 

On the trait anxiety scale of the STAI, subjects in 

all groups scored within a standard deviation of the 

normative sample (X=40.6, SD=11.6) at pretest. At 

posttest, scores for all groups remained within this 

range except for the CCD-3 group where a downward shift 

in scores closely approached a standard deviation's 

difference. 

Subjects in all conditions scored within a standard 

deviation of the mean pretreatment scores (X=21.0, 

SD=3.0) of the standardization sample at pretest on the 

PRCS. At posttest, SD, SCD and CCD-3 subjects all scored 

within one standard deviation of the mean posttreatment 

scores (1=13.3, SD=5.97) for the normative group. 

On the DSYM, pretest scores for all groups fell 

within a standard deviation of scores for the 

standardization sample (X=58.5, SD=13.5). Posttest 
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scores for the CCD-2 and CCD-3 groups matched the lower 

confidence limits for a standard deviation improvement 

based on the normative data. 

On the STABS, subjects in all groups except the NTC 

and CCD-3 groups received pretest scores ranking between 

the 30th and 35th percentile of pretreatment scores for 

the standardization group. Subjects in the CCD-3 and NTC 

groups scored between the 10th and 20th percentile at 

pretest. At posttest, CCD-3 subjects' scores were below 

the 10th percentile of posttreatment scores for the 

normative sample. 



CHAPTER IV 

DISCUSSION 

Support for Hypotheses 

A number of predictions about various treatment 

relationships were made a priori. A review is presented 

of conclusions that can be drawn from the present study. 

The review is organized in relation to the hypotheses 

advanced . 

It was hypothesized that systematic desensitization 

and self-control desensitization would not differ but 

would both demonstrate superiority over no treatment in 

reducing targeted fears. These hypotheses were based on 

the results of reviews assessing the efficacy of both 

treatments (cf. Barrios & Shigetomi, 1979; McGlynn et 

al., 1981) and the results of studies comparing the two 

treatments (e.g., Deffenbacher & Parks, 1979; Denny & 

Rupert, 1977; Zemore, 1975). However, in the present 

study, the self-control desensitization group failed to 

demonstrate superiority over no-treatment on any of the 

dependent measures. This result is similar to the 

findings of Simon (1983), but nonetheless surprising 

considering that only the Kanter & Goldfried (1979) study 

has similarly failed to support the treatment's 

effectiveness. Only eight studies have assessed the 

77 
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procedure's efficacy. Two of these studies were 

uncontrolled case reports and three did not include any 

follow-up. Certainly, more research is needed in this 

area . 

Subjects receiving self-control desensitization also 

reported significantly greater subjective anxiety over 

recent test-taking and greater anticipatory (state) 

anxiety (£ <.09) than controls. Systematic 

desensitization subjects were superior to their 

self-control counterparts on the state anxiety measure 

lending some support to Goldfried's (1971) notion that 

anxious emotional responding is not passively 

deconditioned in the self-control desensitization 

procedure . 

The traditional desensitization group tended to 

report less subjective anxiety over speechmaking than 

controls with the difference approaching significance (2 

<.09). This was the only measure on which the 

traditional desensitization group approached superiority 

over controls. In addition to this unexpected result, 

systematic desensitization subjects reported 

significantly less anxiety on this measure than 

Self-Control Desensitization subjects. Considering the 

relatively poor performance of both the traditional and 



79 

self-control desensitization groups, some consideration 

of possible explanations is in order. 

One posssible explanation for the unexpected 

findings might relate to the departure in the present 

study from the usual term of treatment and the course of 

administration for procedures. Paul (1966) recommends 

that systematic desensitization be conducted over a 

period of 6-7 sessions with the first session devoted to 

rationale discussion, hierarchy construction and 

relaxation training. Desensitization training proper is 

to begin by the end of the second session, provided 

subjects have adequately mastered relaxation practice by 

then. In the present study, two of the treatment 

sessions were devoted to pre and post testing with the 

remaining sessions devoted to relaxation training, 

hierarchy construction and desensitization proper. 

Therapists in all treatment groups reported, not being 

able to complete the presentation of final items on the 

anxiety hierarchies before the end of treatment. 

Considering the client population, it is also 

possible that expected practice of relaxation techniques 

did not reliably occur. Indeed, verbal reports indicated 

that several of the subjects failed to practice 

relaxation exercises at all. 
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It was also hypothesized that traditional and 

self-control desensitization would not differ 

significantly from one another in generalization of 

training. Systematic desensitization has not been found 

to reliably generalize (Goldfried, 1971). In the present 

study the treatment failed to demonstrate significant 

improvement over no treatment on any of the measures of 

non-targeted anxiety reduction. In addition, the 

self-control desensitization group failed to demonstrate 

a significant reduction of general fearfulness with 

respect to controls. Instead, self-control subjects 

reported an increase in general fearfulness approaching 

significance (2 <.09) despite the inclusion of a wide 

range of fearful situations on the anxiety hierarchies. 

Conflicting results have been reported in the empirical 

literature on the treatment's generalization potential 

(e.g., Denney & Rupert, 1977; Goldfried & Goldfried, 

1977; Zemore, 1975). In the Simon (1983) study, the 

procedure again failed to demonstrate generalization 

effects. Furthermore, there appears to be some question 

as to whether the treatment really represents the 

acquisition of a general anxiety-reducing skill. Tirrell 

& Mount (1977) successfully used desensitization to rid a 

college female of disturbing night terrors. It would 
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appear highly unlikely that a sleeping subject could 

actively and voluntarily focus on proprioceptive tension 

cues and substitute relaxation instead as the Goldfried 

(1971) rationale suggests. 

The present study is the first to employ a 

manipulation check addressing this issue. self-control 

desensitization subjects did not generally report feeling 

that they had acquired a general coping skill that could 

be employed in anxiety-evoking situations (X=1.8, 

SD=.632). This failure occurred despite the fact that 

the rationale for treatment given to the self-control 

subjects may lead them to expect that such a skill will 

be acquired (cf. Wilkins, 1973). At this point it cannot 

be stated with certainty that any failure to acquire a 

general anxiety reducing skill is related to some 

inherent deficiency in the self-control desensitization 

package itself. Thus, further research is indicated in 

this area. 

Of particular interest in the present study was the 

impact of the covert counterconditioning procedures on 

fear reduction. It was hypothesized that the modified 

desensitization treatments would prove superior to both 

controls and other treatments in reducing targeted fears. 

These hypotheses received mixed support. The most 
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notable effects associated with the procedure were the 

relatively poor showing for the covert countercon

ditioning with calm imagery and the covert counter-

conditioning with confidence imagery groups and the 

clearly superior performance of the covert 

counterconditioning with calm and confidence group. 

Neither of the former groups were significantly improved 

over no treatment at posttest on any of the dependent 

measures. In contrast, the latter group demonstrated 

significant improvement over controls on 3 of the 7 

dependent measures and a non-significant trend toward 

improvement on three other measures. Furthermore, on 

each of the measures in which the counterconditioning 

with calm and confidence group was significantly superior 

to controls, it generally demonstrated significant or 

closely approached significant improvement over all other 

treatment conditions. The only exception was the 

non-significant difference between the systematic 

desensitization and covert counterconditioning groups on 

the subjective measure of speechmaking anxiety. 

Several possibilities may have influenced the calm 

and confidence group's superior showing. These subjects 

reported the highest degree of imagery effectiveness for 

anxiety, calm and confidence related scenes. This might 
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indicate that these subjects were able to more vividly 

visualize scenes in imagination as a result of either 

internal characteristics and resources or the technique 

and competency of the examiner. An explanation solely on 

the basis of examiner attributes seem unlikely since the 

same examiner conducted both the systematic 

desensitization and covert counterconditioning with calm 

and confidence imagery groups and ratings for imagery 

effectiveness in the traditional desensitization group 

were somewhat lower for fear-related scenes (Y=2.20, 

SD=1.03). A more plausible explanation would relate to 

recent findings by Levin & Gross (1985). These 

researchers presented arguments that the role of 

relaxation in systematic desensitization may primarily be 

one of facilitating the vividness of imagery. Therefore, 

it is conceivable that the calm responding induced in the 

covert counterconditioning with calm and confidence 

imagery procedure may have facilitated the imagining of 

fear-related and, perhaps, calm-related scenes. The fact 

that the covert counterconditioning with calm imagery 

alone procedure did not fare as well may indicate that 

some alternate response (e.g., confident responding) is 

still a salient element but that calm responding is a 

necessary first step to eliciting the alternate response 
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through guided imagery. 

Covert counterconditioning with calm and confidence 

imagery subjects reported the greatest degree of felt 

competition to anxious responding on the manipulation 

checks. They indicated feeling too calm (1=3.10, SD=.99) 

and too confident (X=2.60, SD=1.117) to feel anxious 

during the presentation of fear related scenes. This is 

noteworthy because neither the calm nor confidence 

hierarchies could be completed in this group whereas the 

counteranxious hierarchies were completed in the other 

covert counterconditioning groups. The fact that the 

calm and confidence imagery subjects reported a much 

greater degree of felt inhibition to anxious responding 

than either of the groups using progressive relaxation 

would seem to indicate that the progressive imagery 

technique was more effective than muscular relaxation in 

inhibiting anxious responding for this group. This is 

congruent with the findings of other researchers who have 

suggested that progressive muscular relaxation does not 

produce a response inherently antagonistic to anxiety 

(e.g. Greenwood & Benson, 1977; Lang, 1969). An apriori 

speculation in the present study was that more response 

competition, if present, would facilitate greater anxiety 

reduction. Some support emerges for that notion with the 
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superior performance of the covert counterconditioning 

with calm and confidence imagery group. This becomes 

more credible when one considers that the counter-anxious 

hierarchies were not completed and yet subjects reported 

a higher degree of response competition. 

Additional Findings 

Additional a priori predictions were made concerning 

possible necessary and sufficient conditions for 

successful fear reduction within the covert 

counterconditioning procedure. On the basis of past 

research (cf. Wilkins, 1971, 1973; Simon, 1983) 

progressive relaxation training seemed unlikely to 

constitute a necessary component of a successful modified 

desensitization procedure. While the present study 

provides no definitive resolution of this issue, the 

demonstration of successful fear reduction in the absence 

of muscular relaxation for the calm and confidence covert 

counterconditioning group lends some support to the 

argument. 

The hierarchically arranged presentation of either 

calm or confidence imagery was envisioned as sufficient 

in providing a counter-anxious substrate for successful 

desensitization. This was not supported in the present 

study considering the performance of the relevant covert 
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counterconditioning groups employing calm or confidence 

imagery alone. However, further research would appear to 

be indicated making more appropriate use of dismantaling 

strategies and component analyses to uncover the 

necessary and sufficient features of the procedure. 

Within each of the covert counterconditioning 

treatments, instructions directing attention toward and 

away from the visualization of anxiety-evoking scenes was 

eliminated. Instead, on the first signals or observance 

of anxiety the therapist change guided presentation of 

imagery from scenes related to fearful situations to 

situations related to calm and/or confidence responding. 

Given the performance of the covert counterconditioning 

with calm and confidence imagery group, it is 

questionable whether the aforementioned instructions 

constitute a necessary component of successful fear 

reduction procedures (cf. Marks, 1975; Wilkins, 1971, 

1973) though they may be essential to traditional 

systematic desensitization per se. 

No therapist praise was given for successful 

performance within the covert counterconditioning 

procedures. Further, covert counterconditioning subjects 

were not given any rationale for the treatments 

themselves and any statements that might lead subjects to 
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believe that treatment would be successful in reducing 

their fears were avoided. Once again, the performance of 

the covert counterconditioning with calm and confidence 

imagery group would argue against popular opinions that 

being led by the therapist to expect success and being 

praised by the therapist for compliance with procedures 

are the only factors besides the visualization of 

fear-related scenes that account for the efficacy of fear 

reduction in behavioral treatments (cf. Borkovek, 1972, 

1973; Gelder, Bancroft, Gath, Johnston, & Shaw, 1973). 

However, this does not necessarily mean that subjects 

participating in the present study were devoid of any 

expectation of success in treatment. Rather, the design 

of the present study was such that if such expectancies 

were present, they were probably not introduced as the 

direct result of the treatment rationale or therapist 

feedback for performance within any of the covert 

counterconditioning treatments. 

Generally, the results of the supplementary analysis 

lend some support to the notion that calm and confidence 

are equivalent alternative response facilitators of 

counterconditioning. Further, the results are consistent 

with the proposition that there is an additive effect 

when calm and confidence imagery are combined as anxiety 
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alternative responses. The supplemental analysis results 

would appear to indicate that despite the time 

restrictions that may have compromised the potential 

efficacy of treatment, both traditional systematic 

desensitization and self-control desensitization produced 

notable changes in subjects from pretest to posttest. 

The trend toward improvement was consistent accross 

measures for the systematic desensitization group with 

the exception of speech performance, whereas the 

improvements in the self-control group appeared 

relatively specific to speech performance and subjective 

anxiety. 

Comparing pretreatment and posttreatment scores to 

normative data on the measures of test anxiety would 

suggest that, on the whole, subjects in the present study 

may not have been representative of the clinical 

population reporting test-taking fears. Furthermore, 

because of the pretreatment differences between groups 

and the unknown effects of different entry levels of 

fearfulness on the efficacy of some of the treatments, 

differences between groups at posttest may have been 

confounded by subjects' varying levels of fearfulness and 

not directly attributable to the effects of treatment per 

se 
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Clinical Utility of the Covert 
Counterconditioning Procedure 

Certainly, clear utility for the covert 

counterconditioning procedure requires additional 

replication and demonstration. However the results of 

the present and Simon (1983) studies would suggest the 

following potential benefits for the procedure: 

1. The procedure avoids potential confounding of 

the effects of treatment with some spurious cognitive 

variables by eliminating expectancy statements, social 

praise from the therapist, and directions requesting 

self-initiated activities on the part of the clients. 

2. The procedure eliminates training in relaxation 

with the expectation that the skill is mastered before 

successful treatment is begun. 

3. The duration of treatment sessions and the 

overall term of treatment appear to be more favorable 

than traditional methods. 

4. Therapist training demands are reduced because 

only skill in imagery delivery is necessary. The clients 

themselves provide the data necessary for counter-anxious 

hierarchy construction and no experience with muscular 

relaxation induction is necessary. 

5. The treatment shows the potential for 

generalization. The prototypic version of the treatment 
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demonstrated generalization to non-targeted fears in the 

Simon (1983) study. Furthermore, the covert 

counterconditioning with calm and confidence imagery 

procedure was superior to all other treatment groups and 

approached significance with respect to no treatment on 

the measure of diverse fears in the present study. 

There appear to be some limitations to the 

procedure. Covert counterconditioning depends heavily 

upon the use of imagery. To date there is no well-tested 

screening instrument that might adequately assess 

potential subjects' imagery ability. Certainly subjects 

for whom the visualization of scenes in imagination 

represents an inordinately difficult task would not be 

appropriate candidates for treatment with the method. 

Furthermore, the procedure appears to become 

somewhat more cumbersome and potentially less efficacious 

when administered to large groups. Procedural progress 

is yoked to those exhibiting the most fearful response 

pattern and the greatest imagery difficulty. Also, care 

must be taken to ensure minimal conflicts between the 

individual hierarchies assembled for group presentation. 

Despite such care, conflicts do arise and in some cases 

subjects reported the experience of anxiety to items on 

the composite alternate response hierarchy. 
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Limitations of the Present Study 

The general thrust of this study has been 

exploratory in nature. On the basis of past research it 

appeared likely that successful fear reduction could be 

obtained with the suggested refinements to the 

counterconditioning-based systematic desensitization 

procedure piloted by Simon (1983). The study did not 

employ a component by component addition or dismantling 

strategy to determine the necessary and sufficient 

elements of the procedure or the optimal parameters for 

those elements. 

The exploratory nature of the present study 

necessitated rather stringent (conservative) criteria for 

assessing effects of treatment. It is possible that the 

traditional systematic desensitization group would have 

demonstrated the expected performance levels if a less 

demanding method were used, especially with respect to 

the dependent measures for which differences closely 

approached significance. By the same reasoning, the 

covert counterconditioning with calm and confidence 

imagery group may have made an even stronger showing 

because of the number of between group differences that 

closely approached significance. 

The present study was conducted with a limited 
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population. It remains to be demonstrated that the new 

procedures tested have clinical utility in the 

alleviation of less severe or less circumscribed fears. 

There is also a need to survey populations with different 

demographic characteristics (e.g., age, education, 

intellectual resources, etc.). 

There is some question as to whether the conduct of 

desensitization sessions in groups rather than an 

individual context had an impact on the overall 

performance of treatments studied. Because advancement 

on any of the anxiety hierarchies could not occur until 

all the subjects demonstrated the absence of anxiety, 

progress in desensitization was encumbered for the whole 

group and yoked to those exhibiting the most fearful 

pattern of response. In the present study, anxiety 

hierarchies could not be completed for the calm or 

confidence imagery alone covert counterconditioning 

groups and the counteranxious hierarchies were only half 

completed for the covert counterconditioning with calm 

and confidence imagery group. It is possible that the 

treatments might fare quite differently in a clinical 

setting in which a single client is treated over the same 

number of sessions. It is also possible that procedural 

difficulties resulting from group treatment 
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differentially affected covert counterconditioning 

treatment. This is because the intersubject variability 

affecting progression up the anxiety hierarchies also may 

have influenced progression up the alternative response 

hierarchies. The intersubject variability may have 

produced much different outcomes in an individually-based 

treatment regimen. 

This study did not directly test for examiner 

effects. Thus, differences between groups may not have 

been a function of treatment per se. In fact, the covert 

counterconditioning with calm and confidence imagery 

group was the only group for which there were no reports 

of administration digressions from the prescribed 

procedures. The same therapist conducted treatment 

sessions for the the former group and the systematic 

desensitization group. Follow-up by the principal 

examiner revealed a fewer number of errors in 

administration for both of these groups compared to the 

other treatments. Considering the fact that systematic 

desensitization displayed the next best overall showing 

to the covert counterconditioning group, there is some 

suggestion that the high level of that particular 

therapist's competence may have differentially affected 

the performance of those two groups. 
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Two performance measures of anxiety were employed in 

the present study. An issue raised by the use of any 

performance measure is the possibility for practice 

effects. In this study, the same form of the Digit 

Symbol Test was used both at pretest and posttest. Use 

of an alternate form of the instrument at posttest may 

have helped reduce the extent of practice effects and the 

possible confounding of actual gains in treatment as a 

result of differential practice effects by preserving the 

relative "novelty" of the test. In contrast to test 

performance procedures, speech performance instructions 

at posttest presented subjects with the relatively 

"novel" request for a topic different from that used at 

pretest. Furthermore, it is likely that the speech 

performance exercise itself did not represent the same 

type of novel new learning task with potential benefits 

from practice similar to the test exercise. Thus, a 

differential influence of practice effects may have 

further confounded treatment effects on these performance 

measures. 

It is not uncommon for individuals reporting one 

type of fear to experience fearful reactions to other 

situations as well. Subjects in the present study both 

reported and were screened for test-taking and public 
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speaking anxiety. However, the extent to which the two 

fears are related to one another is unknown and an 

attempt at clarification of this issue was not a feature 

of the present study. This makes it more difficult to 

determine whether differential reductions of either 

anxiety is a function of differences between treatments 

per se or some interaction between treatment and 

undetermined characteristics of the treated anxieties. 

This issue is especially relevant to the supplementary 

analysis findings for the self-control desensitization 

group. Improvement in this group was relatively specific 

to public speaking anxiety and performance. Without 

adequate information concerning the extent to which 

subjects' entry level speech difficulties were correlated 

with test-taking problms it is not possible to determine 

whether some unique characteristics of the self-control 

treatment led to differential effectiveness or some 

entering differences for the subjects themselves 

contributed to improvement on the speech measures only. 

Methodological Issues and 
Suggestions for Future Research 

An impetus for modifications to traditional 

systematic desensitization has been the hope for more 

reliable generalization to diverse maladaptive fears. 
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Few studies assessing the efficacy of modified treatments 

(including the present study) have employed adequate 

follow-up procedures. Moreover, many studies have failed 

to account for deterioration effects in wait-list or 

no-expectancy control subjects when obtaining significant 

outcomes at follow-up that were not present at posttest. 

Considering the demonstrated efficacy of traditional 

desensitization over a wide variety of client 

populations, it would seem important that the 

generalization potential of modified treatments be more 

adequately assessed. 

It is a particularly difficult task to judge the 

overall comparative efficacy of the growing number of 

anxiety management procedures when the surveyed 

populations differ so extensively in the nature and 

extent of their fearfulness. Classifications may be 

needed to clarify which procedures are more effective 

with which particular types, forms and degrees of 

anxiety. 

Anxiety is a multidimensional phenomenon. In order 

to properly assess its variance, multiple measures 

tapping each dimension should be used. In the present 

study, both self-report and performance measures were 

employed. There was a low correlation between 
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performance and subjective measures and further research 

in this area is needed. One particular problem area is 

performance measurement. This study employed the most 

frequently used performance measures of test-taking and 

speechmaking anxiety. However, these instruments rarely 

reveal significant posttreatment differences (cf. Barrios 

& Shigetomi, 1979) and, hence, may lack the sensitivity 

necessary to detect meaningful change. Ideally, 

correlated measures of physiological, behavioral and 

subjective aspects of anxiety will emerge allowing for 

more accurate assessment of treatment effects. 

One of the dimensions of anxiety frequently 

investigated is the physiological response of the 

autonomic nervous system to its presence. Methods of 

taking physiological measurements have included 

monitoring peripheral blood flow, recording pulse and/or 

respiration rate, guaging palmar sweat, and charting EMG 

frontalis activity. No physiological response 

measurements were employed in the present study. 

Therefore, no direct evidence is provided concerning the 

influence of any of the procedures on autonomic nervous 

system responding or any correlation that might exist 

between decreased sympathetic activity and indications of 

decreased anxiety based on other measures. Research 
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employing multiple channel assessment techniques 

including physiological measurement is greatly needed. 

One issue that presents itself with regard to 

physiological response measurement is the possible 

confounding of treatment effects by the anxiety that 

frequently results from the intrusiveness of measurement. 

While it is true that the size, ease of application and 

cumbersomeness of direct contact instruments (e.g., ear 

lobe clips, body bugs, etc.) are becoming less 

problematic with advancing technology, accounting for 

differential effects of intrusiveness across treatments 

is still a formidable task. One technology that shows 

substantial potential for minimizing the risks associated 

with physiological measurement is thermographic 

photography. Infared cameras have been improved and 

streamlined so that they are easily concealed and capable 

of accurate detection at greater distances. Peripheral 

skin temperature can be easily monitored and relevant 

data instantly fed to a computer for comparative 

analysis. As technological progress is made in 

magnetometric and radiometric procedures, the ability of 

researchers to monitor neural, biochemical and organic 

process activity at a distance will improve (cf. Kallman 

& Feuerstein, 1977). 
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Much has been written about the influence of 

non-specific treatment effects, especially subject 

expectancy, but with conflicting conclusions. The 

present study sought to eliminate as many non-treatment 

variables as possible that have been proposed as 

influences in successful desensitization. However, the 

influence of non-specific factors is rarely assessed 

directly within experiments and even when it is, occurs 

only once rather than at multiple points within the 

procedures. Such multiple assessment might well detect 

nonspecific influences that emerge primarily as a result 

of the time at which the assessment is made (cf. Barrios 

& Shigetomi, 1979). 

As in the present study, subjects are usually 

selected for comparison studies on the basis of 

responding to a single screening instrument. Considering 

the degree to which subjects might differ along other 

dimensions that are not assessed during screening, a 

whole host of factors might differentially affect 

subjects' performance. Future comparison studies might 

use multiple selection instruments to assure greater 

subject homogeneity. 

The necessary and sufficient conditions of the 

various desensitization techniques are as yet not 
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completely defined. Evidence is clearly mounting that 

deep-muscle relaxation is not a necessary component of 

traditional systematic desensitization (cf. Wilkins, 

1973). Results of the present and the Simon (1983) 

studies would suggest that progressive muscular 

relaxation may not be a necessary component of modified 

desensitization procedures. 

The empirical literature is replete with treatments 

that represent varying degrees of modification to 

desensitization procedures. Most of these treatments 

have demonstrated clinical efficacy. Therefore, the 

question arises as to whether a common factor or factors 

underly all successful fear-reducing treatments. Further 

research efforts that employ component analysis 

techniques, especially systematic additive and 

dismantling procedures may provide the greatest 

assistance in resolving this issue. 

Additional research is warranted on the covert 

counterconditioning procedure. The technique does show 

promise as a useful and effective fear reducing 

treatment. Many questions remain, however, about 

potential procedural refinements that will enhance its 

clinical efficacy. One of the more puzzling questions 

relates to the relatively poor showing for the covert 
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counterconditioning with calm imagery group in the 

present study. This treatment is similarly structured to 

the counterconditioning-based systematic desensitization 

procedure in the Simon (1983) study. The two approaches 

differed primarily in their presentation of calm-related 

imagery. In the counterconditioning-based systematic 

desensitization procedure subjects are guided to deep 

levels of calm responding by hierarchically presenting 

calm related scenes. No anxiety-related imagery is 

initiated until the last calm scene is presented and deep 

levels of calm responding have been induced. This 

procedure was designed in accordance with traditional 

methods for facilitating counterconditioning. The 

imagery-induced relaxation was felt to reciprocally 

inhibit the anxious response so that the presentation of 

hierarchically arranged anxiety images evoked little or 

no anxiety. As a result the cues that formerly elicited 

anxiety only became associated with the presenting 

emotional response. In the covert counterconditioning 

procedure, however, progression up the counter-anxious 

hierarchy only occurs in response to the reported or 

noticed experience of anxiety in the subject. As 

progression up the counter-anxious hierarchy occurs, it 

appears that sufficient inhibition of anxious responding 
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ensues. However, on the whole, subjects experience a 

greater number of cue presentations in the presence of 

anxious responding. Indeed, subjects in all of the 

present covert counterconditioning conditions in the 

present study reported feeling anxious during the 

presentation of fear-related scenes. It is possible, 

therefore, that allowing such subjective anxiety effects 

undermines covert counterconditioning treatment. 

The present study constitutes an implicit 

endorsement of a continued program of investigation into 

the essential components of successful fear reduction. 

In the author's opinion, the cognitive-behavioral 

movement may have directed excessive attention to 

mediationally-based treatments with tenuous theoretical 

foundations and excessive claims have been advanced about 

the efficacy of these treatments. This view has recently 

received support from Berman, Miller & Massman (1985) in 

their large scale reappraisal of mediational therapy vs 

desensitization outcome studies. Meanwhile, a larger, 

more important issue has been neglected. A number of 

anxiety management packages seem to work. Why they work 

is an unresolved issue. For whom they best work is often 

completely unaddressed. Future research must be directed 

toward determining the salient factors that underly 
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successful fear reduction and which combinations of these 

factors represent the treatments of choice for the 

various clinical populations of interest. 



REFERENCES 

Agras, W. S. (1967). Transfer during systematic 
desensitization therapy. Behaviour Research and 
Therapy. _5, 193-199. 

Bandura, A. (1963). Principles of behavior modification 
New York: Holt, Rinehart & Winston. 

Bandura, A. (1977). Self-Efficacy: Toward a unifying 
theory of behavioral change. Psychological Review, 
8^, 191-215. 

Bandura, A., & Walters, R. H. (1963). Social learning 
and personality development. New York: Holt, 
Rinehart & Winston. 

Ba rrios, B. A., & Shigetomi, C. C. (1979). Coping-
skills training for the management of anxiety: A 
critical review. Behavior Therapy, 10, 491-522. 

Berman, J.S., Miller, R.C., & Massman, P.J. (1985). 
Cognitive therapy vs. systematic desensitization: Is 
one treatment superior? Psychological Bulletin, 97, 
451-461. 

Borkovek, T.D. (1972). Effects of expectancy on the 
outcome of systematic desensitization and implosive 
treatments for analogue anxiety. Behavior Therapy, 
1, 29-40. 

Borkovek, T.D. (1973). The role of expectancy and 
physiological feedback in fear research: A reviev/ 
with special reference to subject characteristics. 
Behavior Therapy, 4_, 491-505. 

Cooke, G. (1966). The efficacy of two desensitization 
procedures: An analogue study. Behaviour Research 
and Therapy, 4̂ , 17-24 

Cooke, G. (1968). Evaluation of the efficacy of the 
components of reciprocal inhibition psychotherapy. 
Journal of Abnormal Psychology, 73, 464-467. 

Cronbach, L. J., & Furby, L. (1970). How should we 
measure "change"—or should we? Psychological 
Bulletin, 74, 68-80. 

104 



105 

Davison, G. C. (1968). Systematic desensitization as a 
counterconditioning process. Journal of Abnormal 
Psychologv. 22, 91-99. 

Davison, G. C , & Wilson, G. T. (1972). Critique of 
"Desensitization: Social and cognitive factors 
underlying the effectiveness of Wolpe's Procedure." 
Psychological Bulletin, 78, 28-31. 

Deffenbacher, J. L., & Parks, D. H. (1979). A comparison 
of traditional and self-control desensitizaation. 
Journal of Counseling Psychology, 26, 93-97. 

Denney, D. R., & Rupert, P. A. (1977). Desensitization 
and self-control in the treatment of test anxiety. 
Journal of Counseling Psychology, 24, 272-280. 

Gelder, M.G., Bancroft, H.J., Gath, D.H., Johnston, D.W., 
& Shaw, P.M. (1973). Specific and non-specific 
factors in behavior therapy. British Journal of 
Psychiatry, 123, 445-462. 

Goldfried, M. R. (1971). Systematic desensitization as 
training in self-control. Journal of Consulting and 
Clinical Psychology, 37, 228-234. 

Greenwood, M. M., & Benson, H. (1977). The efficacy of 
progressive relaxation in systematic desensitization 
and a proposal for an alternate competitive 
response--the relaxation response. Behaviour 
Research and Therapy, 15, 337-343. 

Groves, P. M., & Thompson, R. F. (1970). Habituation: A 
dual process theory. Psychological Review, 77, 
419-459. 

Guthrie, E. R. (1935). The psychology of learning. 
York: Harper & Row. 

New 

Hain,J., Butcher,R., & Stevenson, I. (1966). Systematic 
desensitization therapy: An analysis of resultls in 
twenty-seven patients. British Journal of 
Psychiatry, 112, 295-308. 

Harris, C. W. (Ed.). (1963). Problems in measuring 
change Madison: University of Wisconsin Press. 



106 

Huck, S. W., & McLean, R. A. (1975). Using a repeated 
measures ANOVA to analyze the data from a 
pretest-postest design: A potentially confusing 
task. Psychological Bulletin, 82, 511-518. 

Hull, C. L. (1943). Principles of behavior. New York: 
Appleton-Century-Crofts. 

Jacks, R. N. (1972). Systematic desensitization versus a 
self-control technique for the reduction of 
acrophobia. Unpublished doctoral dissertation, 
Stanford University. 

Jacobson, E. (1938). Progressive relaxation. Chicago: 
University of Chicago Press. 

Kallman, W.M., & Feuerstein, M. (1977). Physiological 
procedures. In A.R. Ciminero, K.S. Calhoun, and 
H.E. Adams (Eds.), The handbook of behavioral 
assessment. New York: Wiley Inter science . 

Kirk, R.E. (1968). Experimental design; Procedures for 
the behavioral sciences. Belmont: Brooks/Cole 
Publishing Co. 

Knapp, S., & Mierzwa, J.A. (1984). Effects of systematic 
desensitization and self-control treatments in test 
anxiety reduction programs. 
Journal of College Student Personnel, 25, 228-233. 

Lader, M. H., & Mathews, A. M. (1968). A physiological 
model of phobic anxiety and desensitization. 
Behaviour Research and Therapy, §_, 411-421. 

Lang, P. J. (1969). The mechanics of desensitization and 
the laboratory study of fear. In C. M. Franks 
(Ed.), Behavior therapy: Appraisal and status. New 
York: McGraw-Hill. 

Lang, P. J. (1979). A bio-informational theory of 
emotional imagery. Psychophysiology, 16, 495-512. 

Lang, P. J., & Lazovik, A. D. (1963). Experimental 
desensitization of a phobia. Journal of Abnormal 
and Social Psychology, 66, 519-525. 



107 

Leitenberg, H., Agras, W. S., Barlow, D. H., & Oliveau, 
D. C. (1969). Contribution of selective positive 
reinforcement and therapeutic instructions to 
systematic desensitization therapy. Journal of 
Abnormal Psychology, 74, 113-118. 

Levin, R.B., & Gross, A.M. (1985) 
and Therapy. 2^, 187-196. 

Behaviour Research 

Marks, I. (1975). Behavioral treatments of phobic and 
obsessive compulsive disorders: A critical 
appraisal. In M. Hersen, R. M. Eisler, & 
P. M. Miller (Eds.), Progress in behavior 
modification: Vol. 1. New York: Academic Press. 

Marks, I., & Gelder, M. G. (1965). A controlled 
retrospective study of behavior therapy in phobic 
patients. British Journal of Psychiatry, 111, 
561-573. 

McGlynn, F. D. (1973). Graded imagination and relaxation 
as components of experimental desensitization. 
Journal of Nervous and Mental Diseases, 156, 
377-385. 

McGlynn, F. D., Mealiea, W. L., & Landau, D. L. (1981). 
The current status of systematic desensitization. 
Clinical Psychology Review, Ĵ , 149-179. 
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APPENDIX A: PILOT STUDY 

Method 

Subjects 

The subjects were 21 student volunteers (12 females, 

9 males) reporting fear of public speaking. All were 

enrolled in undergraduate introductory psychology or mass 

communications classes at Texas Tech University. During 

the course of the experiment one male and one female 

subject failed to make scheduled sessions and had to be 

excluded from the final analysis. Also, another female 

subject failed to complete one of the self-report 

measures and inappropriately completed one of the other 

self-report measures necessitating deletion of her data 

from the final analysis. 

Instruments 

Subjects were administered a modified Fear Survey 

Schedule (FSS; Wolpe & Lang, 1964). The modified FSS 

consisted of 20 items associated with public speaking and 

other diverse fears randomly selected from the total 

inventory that are rated along a 5-point scale of 

subjective discomfort. The modified FSS was employed as 

a measure of diverse fearfulness. In addition to the 

FSS, subjects were administered the Multiple Affect 
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Adjective Check List (MAACL; Zuckerman, 1960) and the 

Personal Report of Confidence as a Speaker (PRCS; Paul, 

1966). The PRCS consists of 30 true-false items related 

to giving a speech before an audience. The 

anxiety-related items on the MAACL and the PRCS were used 

as measures of subjective anxiety associated with 

speech-making. 

Procedure 

Subjects were randomly assigned to one of three 

groups (a) self-control desensitization (SCD), (b) 

counterconditioning-based desensitization (CCSD), or (c) 

no-treatment control (NTC). At pretest subjects in each 

group completed the FSS and were told that they would be 

asked momentarily to make a videotaped speech before the 

other members of the group. While waiting to give their 

speeches they completed the MAACL. Subjects were then 

asked to give a two minute speech about themselves before 

the group. After the speeches had been given, subjects 

completed the PRCS. This procedure was repeated at 

posttest with the exeption that tlie topic of the speech 

involved something of interest to the speaker. 

Intervening sessions followed Lhe established guidelines 

for each treatment. Three sessions were scheduled 

between the pretest and the posttest meetings making the 

course of trec.tment a total of five sessions. 
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Treatments 

Self-control desensitization. This treatment 

regimen was essentially that outlined by Goldfried 

(1971). The procedure basically involves the following 

modifications of the standard desensitization procedure: 

(a) subjects were informed that they were going to learn 

a general coping skill for the amelioration of anxiety 

that could be applied in situations that elicit 

apprehension, (b) items related to the targeted anxiety 

as well as other situations in which the subjects 

experienced apprehensive discomfort were included in the 

hierarchy, (c) clients wore told to focus especially on 

feelings of tenseness during relaxation training as a 

means to becoming aware of feedback cues for tension, (d) 

upon the experience of anxiety during scene presentation, 

termination of the anxiety evoking scene was not 

iifi.nediate, but rather, continued as subjects were 

insLi^ucted to use the experience of tension as a signal 

to voluntarily begin Lhe relaxation process, and (e) 

subjects were instructed to practice their newly acquired 

coping skills in vivo. Relaxation training was 

accomplished within the first, second and part of the 

third session. Desensitization proper began in the third 

session 
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Counterconditioning-based systematic desensitization, 

In this procedure, training in progressive relaxation vî as 

omitted, and subjects were given no explicit rationale 

for the etiology of their fears or the nature of 

treatment. Subjects were assisted in the construction of 

two 10-12 item hierarchies. One consisted of items that 

related to situations in which the subjects experienced 

feelings of calm and freedom from tension. The other 

consisted of situations in v/hich subjects experienced the 

apprehension and tenseness associated with public 

speaking. Construction of the hierarchies was 

accomplished in about half the time allotted for the 

first session following the pretest session. The 

remaining portion of the sessions v/as devoted to 

desensitization proper until posttesting ensued. 

The desensitization procedure consisted of several 

major components. The therapist initially guided the 

subjects through imagery to a relaxed state using items 

on the serenity hierarchy, beginning with the least 

serenity inducing item. After the last item on the 

serenity hierarchy had been presented, the therapist 

began the presentation of escalating items on the anxiety 

hierarchy. At the first signal of anxiety, the therapist 
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reverted to presenting images on the serenity hierarchy. 

No instructions to "stop visualizing the anxiety scene" 

or to "go on relaxing" were given, nor v;as any verbal 

commendation for such activity given. The therapist 

merely stopped the presentation of the anxiety scene and 

began the presentation of serenity scenes. As in 

traditional SD, termination of anxiety scenes was 

contingent on the subjects' ability to imagine any of the 

scenes without reporting anxiety. When a particular 

scene could be imagined without anxiety, the scene v/as 

presented two or three additional times. The entire 

procedure was repeated as often as possible within the 

time constraints of the established number of sessions. 

No-treatment control. The group receiving no 

treatment was pretested in the same manner as the other 

groups. At the end of the pretest they were told that 

the next meeting time would be in four weeks. At that 

time subjects were informed of their no-treatment status 

and offered treatment. 

Results 

One-v/ay analyses of variance (ANOVAs) conducted on 

pretest scores revealed no significant differences 

between groups indicating that randomization was 
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effective. Change on the repeated measures v̂ as examined 

by analyses of co-variance between pretreatment and 

posttreatment scores (Cronbach &. Furby, 1970). 

Posttreatment means comparisons were made via Tukey's 

test. Table 1 reveals that significant treatment effects 

were found for each of the dependent measures. Subjects 

in the CCSD group reported significantly less anxiety 

than controls on the FSS and the PRCS. Thus, only 

subjects receiving CCSD treatment showed significant 

reduction of non-targeted fears (2. <.05). In addition, 

CCSD subjects displayed significantly less fear at 

posttest than their SCD counterparts on the PRCS (_g. 

<.05). Some possible explanations for the failure all 

groups to demonstrate improvement on the MAACL may be the 

the pretest mean differences which approached 

significance (2. '^•07), the relatively small size of the 

scale employed, and an apparent floor effect. 

Discussion 

Counterconditioning-based systematic desensitization 

appears to be a viable treatment for the reduction of 

fears. Furthermore there appear to be some distinct 

advantages to the procedure. Because no relaxation 

trainin" is employed, more time in treatment sessions can 

be devoted to desensitization proper. This fact may 
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Groups 

NTC SCD CCSD 

Measure 

FSS 
Pretreatment 
Posttreatment 

MAACL 
Pretreatment 
Posttreatment 

PRCS 
Pretreatment 
Posttreatment 

X 

31.7 
33.7 

4.3 
2.8 

18.5 
18.2 

SD 

9.8 
12.5 

2.4 
1.9 

6.5 
8.6 

SD SD F ( 2 , U . 

30.3 
24.5 

3.3 
2.0 

17.0 
14.2 

8.5 
11.9 

3.1 
2.4 

3.2 
2.1 

31.0 
21.0 

5.3 
1.0 

17.7 
9.0 

8.2 
11.i 

3.4 
1.1 

5.-
5.3 

12.08** 

5.95* 

L0.98** 

,01 

* * ,001 
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relate to the relatively poorer showing for the 

self-control desensitization group. However, the 

relatively short duration of the entire CCSD procedure 

represents an attractive consideration for clinicians in 

the treatment of fears. The counterconditioning-based 

treatment was the only procedure to demonstrate 

effectiveness in the reduction of diverse fears. This 

finding is in agreement with other studies (e.g., Denney 

& Rupert, 1977; Zemore, 1975) which have failed to 

produce greater generalization via the self-control 

desensitization procedure. 

The nature of the procedure offers reason to believe 

that the range of treatment might be extended to 

behaviors other than fearful avoidance. The central 

operating premise of the procedure is that if imagining 

scenes about events that create anxiety can induce 

feeling similar to those that actually occur in those 

situations, then the imagining of scenes related to other 

more desirable responses should induce feelings of 

similar nature. Likewise, there is no reason to assume 

that the stimuli once associated with a whole host of 

undesirable responses cannot become re-associated with 

more desirable responses by being presented in 

imagination in the presence of those desirable responses. 
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Thus, future research might address whether the feelings 

associated with depression might be effectively altered 

during the imagining of scenes related to feelings of 

energy, self-worth and vitality. In general, the results 

of the present study would appear to support continued 

research and development of this modified desensitization 

procedure. 



APPENDIX B: MODIFIED FEAR SURVEY SCHEDULE ITEMS 

1. Speaking in public* 
2. Looking down from high places 
3. Entering a room where people are already seated* 
4. Sudden noises 
5. Insects 
6. Crov̂ rds 
7. Dead Animals 
8. Making mistakes 
9. Taking written tests* 
10. Blood 
11. Looking foolish 
12. Failure 
13. Being watched working 
14. Sharp objects 
15. Germs 
16. Feeling rejected by others 
17. Feeling disapproved of 
18. Physical examinations 
19. Being watch by other people* 
20. Hospitals 
21. Being in an elevator 
22. Being misunderstood* 
23. Saying the wrong thing* 
24. Being evaluated* 
25. Not being a success 
26. Not being able to express myself* 
27. Preparing a speech* 
28. Being on stage 
29. Studying for an exam 
30. Unfamiliar faces 

* Initial screening items 
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APPENDIX C: MODIFIED TIMED BEHAVIORAL CHECKLIST ITEI« 

1. Paces 
2. Sways 
3. Shuffles feet 
4. Extraneous arm and hand movements 
5. Hands restrained 
6. No eye contact 
7. Face muscles tense (drawn, tics, grimaces) 
8. Moistens lips 
9. Swallows 
10. Clears throat 
11. Breathes heavily 
12. Voice quivers 
13. Speech blocks or stammers 
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