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ABSTFcA.CT 

A counseling pretreatment study was conducted, with 

personal relevance (ego involvement) and emotional locus 

of control (ELOC; perceived origin and control of emo

tions) used to predict preference for type of therapy for 

loneliness and depression (cognitive or behavioral) and to 

predict self-efficacy for implementing the tasks required 

of the preferred therapy. Introductory psychology stu

dents' (N = 202) involvement and ELOC were assessed, and 

the subjects then read two descriptions of workshops. 

After indicating which therapy they preferred, subjects 

completed a self-efficacy questionnaire for the preferred 

therapeutic approach. Subjects were allowed to partici

pate voluntarily in the workshop of their choice. 

As expected, subjects who reported involvement in the 

task and who believed their feelings originated from 

within preferred the cognitive approach, whereas involved 

subjects who believed their emotions to result from 

environmental occurrences preferred the behavior therapy 

approach. Subjects who were uninvolved in the task, 

regardless of ELOC, did not differ in their preferences 

for therapy. 
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Contrary to the hypotheses, uninvolved subjects, com

pared to involved subjects, reported stronger perceived 

abilities to implement the tasks required of therapy, and 

stronger beliefs in the presumed outcome of these tech

niques. According to the Evaluation Likelihood Model, 

this can be accounted for by the uninvolved subjects' less 

thoughtful evaluation of the therapy descriptions. In 

adcition, involved subjects placed a greater value on the 

reduction of loneliness and depression than did uninvolved 

subjects. Consistent with the hypotheses, involved 

subjects reported that they were more likely to er.ploy the 

mood-control techniques than were uninvolved subjects. 

Six subjects participated in the two-session cogni

tive therapy workshop, and five participated in the 

behavior therapy workshop. Three weeks after the initial 

data collection, there were no changes in levels of lone

liness or depression in subjects who attended no workshop, 

whereas subjects in the cognitive workshop reported 

decreased depression and those in the behavior therapy 

workshop reported decreased loneliness. 

Results are discussed in terms of the utility of 

assessing emotional locus of control and involvement in 

clients for whom type of therapy is undecided. Because 

clients who receive the type of therapy they prefer tend 

to be more successful in therapy than clients vrho receive 

a nonpreferred therapy, it may be important to provide a 
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type of therapy that is consistent with the client's 

conceptualization of the disorder. 
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CHAPTER I 

INTRODUCTION 

"A major task of research in psychotherapy, so far 

barely attempted, [is] to learn to categorize patients in 

such a way as to be able to select the most appropriate 

method of therapy for them" (Frank, 1971, p. 360). Before 

undertaking such a task, however, researchers are en

couraged to investigate the interactions among clients, 

therapists, and therapeutic rationales. The purpose of 

the present research project was to determine the extent 

to which a newly developed personality construct, emotion

al locus of control (ELOC; Barber L Maddux, 19Ff and 

reproduced in Appendix 7.j Barber & Stoltenberg, 3 9 86 and 

reproduced in Appendix B) , influenced students' prefer

ences for therapy formats and students' self-percei^•ed 

ability to implement the tasks required of these therapy 

formats. The ultimate goal of this line of research is to 

differentiate between clients who will benefit most and 

least from cognitively-based therapies for negative 

affective states. The proposed study, together with pilot 

studies already conducted, is intended to bring this goal 

closer to reality. 



The emotional locus of control construct ranges on a 

continuum from internal to external. On the internal enc 

of the continuum, people tend to feel that emotions result 

primarily from internal or cognitive activities and, 

therefore, are under personal control. On the external 

end, people tend to feel that emotions are largely the 

result of environmental events and, therefore, are beyond 

personal control. Thus, the construct includes both 

attributional qualities (i.e., to what do people attribute 

the origin of their emotions) and traditional locus cf 

control qualities (i.e., depending on the causal attribu

tion, does the person feel capable of controlling the 

emotion). The evolution of the emotional locus of control 

construct will be addressed V7ith findings from both 

attribution theory and locus of control theory. 

Attribution Theory Research 

One area of attribution theory that relates to the 

development of the emotional locus of control construct is 

the attribution of control over life events. Perception 

of control has been addressed by a number of researchers. 

For example. Alloy and her colleagues (Alloy & Abramson, 

1979; Alloy, Abramson, & Viscusi, 1981) examined perceived 

personal control over response-outcome contingencies in 

both depressed and nondepressed students, and depressed 

and nondepressed students in transient induced mood 

states. Depressed students tended to be more accurate 



than nondepressed students in judging personal control 

over positive events, but tended to underestimate their 

control over negative events (Alloy & Abramson, 1979). 

This perceived relative lack of control is reminiscent of 

the reformulated learned helplessness theory of depressicn 

(A±)ramson, Seligman, & Teasdale, 1978) and also of the 

negative triad in the cognitive model of depression (Beck, 

1976; Beck, Rush, Shaw, & Emery, 1979). 

To examine further this perceived lack of control. 

Alloy et al. (1981) assessed the impact of transient 

states of elation and depression in depressed and non-

depressed students. The researchers' intent was to 

determine if mood states influenced accuracy in judging 

personal control. Alloy et al. (1981) found that depres

sed students in a transient state of elation indeed 

exhibited greater perceived control over positive events, 

and that nondepressed students in a transient state of 

depression were more accurate in judging perceived control 

over positive events. Thus, current mood state deter

mines, in part, students' accuracy in perceiving control 

over outcomes. 

Averill, DeWitt, and Zimmer (197 8) found that in

ternal- or self-attribution of emotion was more likely to 

occur when behavior had desirable, rather than undesir

able, consequences. Because Averill et al. did not assess 

level of depression in their subjects, it is not possible 



to determine how consistent their findings are with 

previous research with depressives and attribution theory. 

For example, in a classic study, Seligirian, Abramson, 

Semmel, and von Baeyer (1979) found that depressed people 

had a definite attributional style. Depressives attri

buted bad outcomes to internal, stable, and global fac

tors. Attributing lack of control of negative events to 

internal (characterological) rather than external 

(behavioral) factors led to lowered self-esteem. Attri

buting bad outcomes to stable factors led to feelings of 

helplessness over time, and attributing negative outcomes 

to global factors led to generalization of these feelings 

of helplessness to other situations. This internal/ 

stable/global attributional style for negative outcomes 

was significantly correlated with depression in Seligman 

et al.'s (1979) study. Internal causal attributions for 

negative events by depressed people is a robust phenom.e-

non; additional research supports this attributional style 

(e.g., Peterson, 1983). For example, it has been shown 

that as severity of depression increases, the tendency to 

emphasize one's undesirable traits in forming attributions 

for good events also increases (Peterson, 19B3). The 

reverse is also true: less depressed people highlight 

their desirable traits in forming attributions for ostens

ibly bad events (Peterson, 1983). Further support for the 

depressed person's internal attribution for negative 



events is shown by the tendency for depressed people to 

attribute poor task performance to themselves, rather than 

to a partner who performed at an equal skill level, or to 

the difficulty of the task itself (Sharp & Tennen, 1983). 

Weiner and his colleagues (VJeiner, Graham, & 

Chandler, 1982) argued that there are three dim.ensions to 

causal attributions: locus (internal or external fac

tors) , stability (temporary or enduring factors), and 

controllability (the cause is or is net subject to voli

tional influence). Weiner et al. stressed the importance 

of controllability in causal attributions, somewhat at the 

expense of the internality/externality of the attribu

tions. Perceived uncontrollable causes of negative events 

were found to lead to feelings of pity, regardless of 

perceived locus of causality. Because these researchers 

did not address depression in their study, it is not 

possible to determdne whether the findings are consistent 

with those of Seligman et al. (1979). 

Several researchers have investigated subjects' 

attributions for the cause of psychological difficulties. 

Calhoun, Peirce, Walters, and Daves (1974) studied male 

automobile assembly workers' tendency to reject socially 

people who sought therapy. Workers read descriptions of 

people who had sought help from a friend, mental health 

center, or clinical psychologist. In the written descrip

tion, the helper attributed the cause of the problem to 



either the person (internal attribution) or the job 

situation (external attribution). Calhoun et al. (1974) 

found that social rejection and mental illness ratings of 

the person decreased when the attribution was external. 

Calhoun, Peirce, and Dawes (1973) examined three 

attribution variables in outpatients seeking treatment for 

"psychological or behavioral disorders." The outpatients 

rated the perceived origin of their difficulty, and also 

rated how typical they felt their difficulty was, hovs' long 

the problem: had lasted, and how severe they felt the 

problem to be. As predicted, problems perceived as caused 

by internal factors tended to be perceived as more severe 

and of longer duration. The role of typicalness, however, 

was inconclusive. The researchers concluded that attribu

tion concepts can be helpful in understanding a client's 

conceptualization of a problem.. 

House (1981) studied mental health cutpatientr' 

attributions of the cause of their psychological diffi

culties. Outpatients were asked whether they felt their 

difficulties arose from a "personal, internal psychologi

cal or mental difficulty" or from external conditions or 

situations. The outpatients also rated the severity and 

duration of their problems, anticipated number of therapy 

sessions required to alleviate the problems, and the 

amount of help they expected to receive. House found that 

the patients who perceived their difficulties to arise 



from internal sources reported longer duration of prob

lems, greater severity of problems, and greater numbers of 

therapy sessions required. Those patients with external 

attributions also reported increased severity of problems, 

leading House to conclude that strong internal or external 

attributions for problems are asr.ociated with increased 

perceived severity of psychological problems. 

Gong-Guy and Hammen (1980) also looked at attributed 

causes of psychological problems—nanely stress—in 

outpatients. The patients were asked about the five most 

upsetting events in the last six months. It was found 

that the depressed patients perceived their most upsetting 

event as arising from internal factors. The researchers 

interpreted their results as supportive of Beck's notion 

that distorted cognitions about the self and world main

tain dysphoria. VJhen all five up'setting events were cor-

bined for analyses, however, there were no differences 

between depressed and nondepressed patients' attributions. 

This finding led the researchers to hypothesize that 

internal attributers were more likely to seek therapy than 

external attributers (as a means of coping), although 

other researchers (e.g., Tanck & Robbins, 1979) have dis

agreed with this point. 

In sum, attribution theory researchers address 

perceived causes of events, including psychological 



difficulties, but perceived causes of em.otions have not 

been addressed. 

Locus of Control Theory Research 

A second line of research, internal-external locus of 

control of reinforcem.ent, also indirectly addresses the 

perceived cause of emotions. 

Internal-external locus of control (LOC) (Lefcourt, 

1966, 1972; Phares, 1976; Rotter, 1966, 1975) refers to 

people's perceived origin of control of reinforcement. A 

person with a relative internal locus of control perceives 

reinforcement to result from his or her actions, skills, 

and abilities, whereas a person with a relative external 

locus of control perceives reinforcem.ent to be independent 

of his or her behavior, and dependent on fate, chance, or 

powerful others (Hiroto, 1974). The terms "internal" and 

"external" are not absolute, but are seen as expressive 

shortcuts which do not imply a trait, but rather a tenden

cy to expect events to be contingent or noncontingent upon 

behavior (Lefcourt, 1987). 

Locus of control can be assessed with a variety of 

self-report scales. The most widely used assessment 

device is Rotter's Internal-External Locus of Control 

Scale (I-E) (Rotter, 1966), a 23-item forced choice 

inventory with six additional filler items to help 

disguise the nature of the scale. The I-E is scored by 

summing the external choices; thus, the higher the score. 



the greater the external locus of control. The scale v;as 

designed to "allov7 for a low degree of prediction of 

behavior across a wide range of potential situations" 

(Rotter, 1975, p. 62). Thus, the scale is not situation-

specific, although highly situation-specific scales are 

available (e.g., the Multidimensional Health locus cf 

Control Scale [Wallston, Wallston, & DeVillis, 1978]). 

Other scales, and the rationale for an emotional locus of 

control scale, will be addressed in a later section of 

this paper. The I-E scale, as of 1975, had been used ir 

over 600 published studies (Rotter, 1975) . 

Natale (1978) addressed the stability of locus of 

control and found that transient induced mood states 

affect locus of control. Induced elation caused an 

increase in feelings of internality, whereas induced 

depression increased feelings of externality. Inducing a 

neutral mood in the undergraduate students did not lead to 

a change in locus of control. LOC scores, however, did 

not change as a result of positive or negative feedback 

about exam scores in math students (Ayabe, Freese, Kim, 

Arakaki, & Nameoka, 1983). The results of these two 

studies may be taken to indicate that mood affects locus 

of control, whereas perceived performance does not. These 

studies seem to tap a similar construct as the studies by 

Alloy and her colleagues (Alloy S Abramson, 1979; Alloy et 
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al., 1981), in which stability of attributions, perceived 

control, and affect were addressed. 

Although Rotter (197 5) cautioned against equating 

internality with psychological adjustment and externality 

with maladjustment, the data seem to indicate that in

ternals are more psychologically sound. For example, 

externally-oriented college students have a significantly 

greater number of fears than internally-oriented students 

(Traub, 1982). Traub cited other researchers who reported 

that externals are more anxious, more depressed, less 

assertive, more cognitively irrational than internals 

(Morelli & Morelli, 1979) , and lower in self-evaluations 

following a negative evaluation by a peer (Altmaier, 

Leary, Forsyth, & Ansel, 1979), In medical patients 

referred for psychiatric consultation, however, internals 

manifested greater levels of hypochondriacal fears and 

affective distress than did externals. Externals, though, 

were more pessimistic and felt more physically vulnerable 

than did internals (Wise & Rosenthal, 1982). The data 

tend to indicate that internals are better adjusted, 

although part of the variability in the findings seems to 

be a function of researchers' use of widely differing 

sample types (college students versus actual clients). 

Other personality characteristics of internals and 

externals (such as coping and depression) have been 

investigated. Tanck and Robbins (1979), for example, 
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investigated coping with tension in internals versus 

externals. The researchers used a group of students who 

had expressed feeling stressed. Both male and female 

internals indicated that their preferred coping response 

was meditation, whereas externals tended to daydream, 

drink alcohol, and seek professional help to resolve 

difficulties. That externals reported seeking help is 

inconsistent with Gong-Guy and Hammen•s (1980) hypothesis 

that people who attribute the cause of their psychological 

difficulties to internal factors are likely to seek 

therapy, but different types of samples were used in these 

studies (Gong-Guy and Hammen used clinic clients, and 

Tanck and Robbins used well-adjusted college students). 

Calhoun, Cheney, and Dawes (1974) studied the rela

tionships between internality-externality, state and trait 

depression, and controllable versus uncontrollable causes 

of depression in undergraduates. The researchers found a 

significant correlation between trait depression and 

externality for both males and females, but a significant 

correlation between state depression and externality for 

males only. This latter finding is consistent with 

Natale's (1978) finding that externality increases with 

transient induced depression (state depression). Calhoun 

et al. account for the gender difference in state 

depression and externality by noting that males tend 

to hold themselves less responsible than females for 
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unsatisfactory personal (affective) situations (Douvan & 

Adelson, cited in Calhoun et al. , 1974). Calhoun et al. 

also found a significant negative correlation between 

state depression for females and the tendency to attri

bute causes of depression to situations within personal 

control. These situations, however, were not specified. 

Locus of control and psychotherapy have been exten

sively examined. For example, Rosen and Osmo (1984), two 

Israeli researchers, had university counseling center 

clients complete the Hebrew form of Rotter's I-E scale, 

and had the clients list and rank order the problemis they 

wished to address in therapy. Blind raters independently 

rated these difficulties on a 12-point internality-

externality continuum. As expected, clients classified as 

external on the I-E tended to perceive their difficulties 

as arising from situational factors, and internals tended 

to perceive their difficulties as arising from internal 

(personal) factors. Thus, there seem.s to be congruence 

between causal locus of problem and locus of control. 

This finding is consistent with the attribution research 

finding that subjects v7ho attributed their difficulties to 

internal (characterological, trait) factors, compared to 

external factors, reported greater severity and longer 

duration of problems in that an overriding theme of 

willingness to take responsibility seemis to prevail. 

Internals appear to be willing to take responsibility for 
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their actions and affect, and may tend to brood or dwell 

on the negative consequences. 

VJhen internals and externals seek therapy, interest

ing LOC by therapy-type interactions are found. Friednan 

and Dies (1974) studied internal and external test anxious 

students in three therapy conditions: discussion counsel

ing, systematic desensitization, and automated (tape-

recorded) desensitization. Internals preferred the 

counseling treatment, reportedly because they were able to 

structure and control the therapy sessions. Externals 

preferred the highly structured systematic and automated 

desensitization programs. 

Helweg (cited in Baker, 1979) found that internal 

students and inpatients both preferred Rogers' nondirec-

tive therapy approach to Ellis' directive approach; 

externals preferred Ellis to Rogers. Similarly, Jacobsen 

(cited in Baker, 1979) found that internal students who 

read therapy descriptions preferred analytic to behavior 

therapy, whereas externals preferred behavior theiapy. 

None of these researchers, however, addressed treatment 

efficacy. Because the goal of therapy is to promote 

change, treatment effectiveness as a function of locus of 

control needs to be addressed. 

Abramowitz, Abramowitz, Roback, and Jackson (1974) 

examined locus of control in relation to treatment 

efficacy. Using directive and nondirective therapy groups 
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with mildly distressed college students requesting 

therapy, the researchers found that internals were mere 

therapeutically responsive to the nondirective group 

therapy, whereas externals were more responsive to direc

tive therapy. Abramov/itz et al. (197 4) cited Lef court 

(1972) , who indicated that internals are more likely to 

change their attitudes and behavior when they are allowed 

active participation in implementing these changes, and 

that externals are more susceptible to suggestions and 

directiveness. 

Other researchers have supported the notion that 

internals and externals respond differently to the struc

ture of therapy. Kilmann, Albert, and Sotile (1975), for 

example, studied students in structured versus unstructur

ed "growth" groups. As expected, internals "grew" more 

than externals in the unstructured group, whereas exter

nals showed more gains than internals in the highly 

structured group. Abramowitz, Wieselberc Bell, Folkins, 

Wolfe, and DuRand (1984) reached similar conclusions with 

headache patients in biofeedback training versus psycho

therapy aimed at pinpointing antecedents of headaches; 

externals improved more than internals in the structured 

biofeedback program, whereas externals who received only 

psychotherapy failed to improve as m.uch as internals who 

received psychotherapy. Thus, in therapy at least, it 

appears that internals are able to or prefer to structure 
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the sessions themselves, whereas externals need or prefer 

structure imposed on them (cf. Sandler, Reece, Spencer, & 

Harpin, 1983). 

Messer and Meinster (1980) cautioned against absolute 

acceptance of the hypothesis that externals prefer and 

improve more with directive therapy (and the converse) 

because of the methodological shortcomiings in the litera

ture. This critique, however, is not based on all the 

available locus of control literature, but rather a 

selected sample of such studies. Although this caveat is 

tentative because of this problem, Messer and Meinster's 

research recommendations are cogent and should be con

sidered by future researchers who examine the interaction 

of LOC and response to therapy. 

It should be noted that internal-external locus of 

control is not the only two-process theory of control ir 

the literature. One particularly interesting theory, 

which views control as an issue cf perspective, was 

developed by Rotl-ibaum, Weisz, and Snyder (1982). Primary 

control, the researchers wrote, is the instrumentality 

associated with changing the environment to meet one's 

needs, whereas secondary control is reflected in the 

passivity, submission, and withdrawal that brings the self 

in line with the environment. Extending these proposi

tions, perhaps one might say that passive, submissive, and 

withdrawn—perhaps lonely and depressed—people realize or 
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at least perceive that their own actions will not alter 

the environment to meet their needs. As a result, they 

resign themselves to the idea that passivity, submdssion, 

and withdrawal will permit them to avoid aversive situa

tions in which they feel helpless. Thus, according to 

Rothbaum et al.'s hypothesis, control is a matter of 

perspective (i.e., "I am able to behave in a way that 

brings the environment under my control" versus "I am 

unable to control the environment, so I alter my behavior 

to achieve some feeling of control"). 

Constructs Related to Emotional 
Locus of Control 

In recent years, several scales related to locus of 

control have been developed. Several reasons for the 

increased number of highly specific scales are evident: 

(a) the generalized LOC measures have failed to predict 

therapy outcomie as v/ell as researchers would like (e.g., 

Patrick, 1984), (b) the content of the generalized mea

sures of LOC is inappropriate for some types of studies 

(e.g., Wallston et al., 1978), and (c) several researchers 

(e.g., Lefcourt, 1982; Messer & Meinster, 1980; Rotter, 

1975) have recommended that highly specific scales be 

developed to obtain the greatest degree of predictive 

accuracy possible. Lefcourt (1982) wrote that "if one 

wishes to use the perception of control as a powerful 

predictor, then it will most always be profitable to 
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design one's own assessment devices for the criterion of 

interest" (pp. 186-187). A number of researchers have 

done just this. 

The Multidimensional Health Locus of Control Scale 

(Wallston et al. , 1978) has three subscales (internality, 

chance externality, and powerful others externality). 

Wallston et al. (1983) correlated this scale with a health 

opinion survey and found that internals had a greater 

desire than externals to take positive steps toward health 

care. Although this scale is used for health care atti

tude information, it pertains to the proposed study of 

emiotional locus of control in that it demonstrates that a 

situation-specific locus of control scale can be developed 

and has utility. 

Watson and Greer (1983) developed a second scale for 

use with medical patients. The Courtauld Ennotional 

Control Scale (CECS) was developed from interviews with 

women av/aiting breast biopsies. The women were asked what 

their emotional reactions were when they felt angry, 

anxious, and depressed. The CECS consists of 21 items, 

with three subscales to measure control over specific 

negative affective responses and a generalized tendency to 

control emotional reactions. The scale is intended to be 

used with breast cancer patients, because of evidence that 

these patients, more so than a group of control patients 
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with benign breast disease, reported having suppressed 

anger and anxiety during their lives. 

A third scale was recently developed by Smoller 

(1983). Eased on Lazarus' (1975) conceptualization of 

emotion, the Test of Emotional Self-Regulation (TESR) was 

designed to assess the degree to which one is able tc 

regulate, modify, or control one's affective responses. 

Specific affective and situational domains are included. 

Smoller included four subscales: suppression cf negative 

affect, generation of negative affect, suppression of 

positive affect, and generation of positive affect. As 

Smoller predicted, the TESR was found to be independent of 

locus of control. The utility of the TESR seems question

able because of the lack of a clear rationale for its use. 

In Israel, a similar scale with greater promise of 

utility was developed by Rosenbaum (1980). The Self-

Control Scale (SCS) assesses the tendency to use self-

control methods to solve behavioral difficulties. Thirty-

six 6-point Likert scale items reflect four areas: (a) 

use of cognitive self-statements, (b) use of problem-

solving strategies, (c) ability to delay gratification, 

and (d) self-efficacy for general behaviors. The self-

efficacy items, however, are confounded in that there is 

no distinction between self-efficacy expectancies and 

outcome expectancies in the questionnaire items (see 

Maddux, Norton, & Stoltenberg, 1986, for a discussion of 



this type of confound). In Rosenbaum's Israeli sample, a 

moderate negative correlation between his scale and the 

Rotter I-E was found, indicating an association betwee-

feelings of ability to control one's behavior and feelings 

of behavior-contingent outcomes. Although most of the 

normative data have been collected from Israeli college 

students (who tend, on the average, to be several years 

older than American students), the data from the sample of 

American students are similar to the Israeli data. 

Rosenbaum has not written about the clinical utility 

of the scale and seems to consider it a research tool. 

Simons, Lustman, Wetzel, and Murphy (1985), however, 

employed the SCS as a pretherapy assessm.ent tool in 

clients who received cognitive therapy or nortriptyline 

(e.g., Pamelor) for depression. As predicted, clients who 

indicated greater tendencies to use self-control strat

egies were more successful with cognitive therapy than 

were those who indicated fewer tendencies tc use self-

control skills. In addition, patients who scored low en 

the SCS fared better with pharmacotherapy than did 

patients who scored high on the SCS. It may be that these 

two types of patients indirectly reflect Begley and 

Lieberman's (1970) two types of patients: the type who 

expects the therapist to be actively involved in therapy 

(cognitive therapy patients) and the type of patient who 

rejects involvement and awaits a cure (pharmacotherapy 
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patients). Hill and Bale's (1981) research reflects the 

same notion. 

Hill and Bale (1981) developed two scales that seem 

to come closest to assessing the emotional locus of 

control construct. The Mental Health Locus cf Control 

(MHLC) and Mental Health Locus cf Origin (M.KLO) scales 

assess who is responsible for psychological change (the 

client or therapist) and the perceived etiology of psycho

logical problems (endogenous/biological factors versus 

interactional causes). Hill and Bale's premise was that 

the client who believes psychological difficulties to 

arise from interactions with the environment will be more 

active and involved in therapy than will the client who 

believes the difficulties to arise from genetics and 

biology (this client passively aŵ aits a cure in therapy) . 

Hill and Bale discussed the potential of using the MHLC 

scale to match therapists and clients, but their main area 

of interest is the relationship between perceived causes 

of psychological disturbances and willingness to take 

responsibility in therapy. Although this scale comes 

close to assessing an emotional locus of control con

struct, it assesses the perceived etiology of general 

psychological maladjustment, rather than perceived origin 

of emotions. 

Barber and Maddux (1986; see Appendix A) have devel

oped the Emotional Locus of Control Scale (ELOCS; Appendix 
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C). Scale development is discussed at length elsewhere in 

this paper; a brief description will be provided at this 

point. The ELOCS is a 20-item true-false inventory that 

yields an internality rating (i.e., the greater the score, 

the more the respondent believes his or her emotions to 

result from cognitive activity and, as a result, are under 

his or her voluntary control). The scores range from 0 to 

20; the mean score for introductory psychology students is 

14, indicating that students tend to believe their emo

tions result from a mixture of environmental happenings 

and their cognitive interpretations of these occurrences. 

Scores below 7 have rarely been observed, indicating that 

fev; students believe their emotions result solely from 

what happens to them. Scores of 17 to 20 are not un

common. Overall, the scores seem to approximate a normal 

distribution, but with a slight tendency to reflect 

internality. 

A construct validity study by Barber and Stoltenberg 

(the results of which are presented in tabular form in 

Appendix B) provided evidence for convergent and dis

criminant validity. Correlations between the ELOCS and 

several personality tests were significant and in the 

small to moderate range. Tests administered to a group of 

10 6 introductory psychology students included the Beck 

Depression Inventory, State-Trait Anxiety Inventory, Need 

for Cognition Scale, Rotter I-E, and Myers-Briggs Type 
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Indicator; separate samples of 99 and 30 also completed 

the Rosenberg Self-Esteem Inventory and the Rotter I-F, 

respectively. As predicted, internals, compared tc 

externals, reported less depression and anxiety, greater 

self-esteem, greater generalized internal locus of con

trol, greater interest in complex cognitive activities, 

and a greater tendency to approach situations analytical

ly. This pattern of characteristics indicates that the 

construct (particularly the external end of the continuumO 

may fall under the umbrella category "negative affectiv-

ity" (e.g., Watson £ Clark, 1984), which refers to the 

predisposition to experience negative affect (anxiety, 

depression, sadness, irritability) even in the absence of 

overt stressors. The correlations were of a magnitude 

that indicated some similarity between the variety of 

constructs, but were not so large as to indicate that an 

identical or even highly similar construct was being 

tapped by the ELOCS. 

Further research with the ELOCS and introductory 

psychology students showed that internals expressed 

greater self-efficacy expectancies and outcome expec

tancies for using cognitive restructuring to control 

negative affect than did externals. (Self-efficacy theory 

is discussed in a later section of this paper.) Also as 

expected, both internals and externals agreed on the 

positive value of emotional control. There was a tendency 
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for internals, compared to externals, to report having 

used cognitive restructuring more in the week following 

the study. The methodology, results, and brief discussion 

section of this study are reproduced in Appendix A. 

The next logical step in the emotional locus of 

control research vein is to determine students' prefer

ences for therapy types, and perceived ability to execute 

the therapeutic techniques. Two additional lines of 

research address these issues: client/therapy-client/ 

therapist match and self-efficacy theory. 

Matching Clients to Therapy/Therapists 

How important is the client/therapy or client/thera

pist match in psychotherapy? Devine and Fernald (1973), 

in a study of clients receiving preferred versus nonpre-

ferred therapy types, found that those clients who re

ceived their preferred therapeutic modality (the "brand" 

of therapy they preferred from written descriptions) were 

more likely to achieve a "successful outcome" than were 

clients who received their nonpreferred therapeutic 

modality. Because any number of factors, such as client 

disgruntlement at receiving the nonpreferred therapy, 

could account for this finding, other studies should be 

consulted. 

Analogue studies are typically used to assess prefer

ences for therapy type as a function of a particular 

variable of interest. Stoltenberg, lace, and Maddux 
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(1986) accurately predicted that Thinking types, as 

classified by the Myers-Briggs Type Indicator, would 

prefer a rational-emotive therapy approach more strongly 

than would Feeling types. Uhlemann and his colleagues 

(Uhlemann, Lee, & Hett, 1984) also found a similar congru

ence factor: students who had indicated a preference for 

the qualities in a client-centered approach on a counsel

ing orientation form preferred the counseling style of 

Rogers to that of Lazarus. 

In another study, Mindingall (1985) reported that 

"socially intimate" female students preferred socially 

intimate female therapists. Mindingall showed students 

two videotapes—one of an intimate therapist performing 

client-centered therapy, and one of a nonintimate thera

pist performing Gestalt therapy. Because the therapy 

types were different, it is not possible to conclude that 

it was the therapist characteristics that the students 

preferred. This study, from which no real conclusions can 

be drawn, is representative of many of these analogue and 

counseling pretreatment studies. The conclusions the 

researchers reach, however, seldom seem surprising, as 

congruence issues seem prevalent in the literature. 

Claiborn and his coworkers (Claiborn, Ward, £> Strong, 

19 81) investigated the congruence between clients' beliefs 

about the cause of their difficulties (procrastination) 

and counselors' interpretations about these problems. 
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Interpretations were designed to encourage the clients to 

alter their notions of the cause and controllability of 

the difficulty, thus reflecting either a change in under

lying motivation or an issue of self-control. The 

researchers hypothesized that highly discrepant (incongru-

ent) interpretations would be more effective in producing 

expectations to, and satisfaction with, change than would 

nondiscrepant (congruent) interpretations. Although the 

clients believed the interpretations overall, and made 

appropriate attitudinal shifts, the congruent or slightly 

discrepant interpretations led to greater reports of 

change. Apparently, Claiborn et al. stated, clients who 

received interpretations consistent with their frame of 

reference (locus of causality) were more able to under

stand the interpretations than were clients who received 

highly discrepant interpretations. 

How generalizable are analogue and therapy expectancy 

studies with students? Only one study addresses this 

issue. Hardin and Subich (1985) provide preliminary data 

for such generalizability. These researchers studied 

three groups: student nonclients, student clients, and 

nonstudent clients. The researchers administered the 

Expectations About Counseling form and found no differ

ences between the groups. This finding seemed not to be 

the result of the sample size, because significant differ

ences using samples of the same size (approximately 40) 
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have been found. The tentative conclusion is that, at 

least in therapy expectancy research, students seem to 

expect what clients expect. 

An important variable in expectancy research that has 

been relatively neglected in the counseling literature is 

personal relevance (involvement, eqo involvement) 

(Cacioppo, Petty, & Stoltenberg, 1985; Petty & Cacioppo, 

1981, 1986). This construct is a part of the Elaboration 

Likelihood Model of attitude change and persuasion (ELM). 

According to this model, an attitude is a general evalua

tion of an issue based on behavioral, affective, or 

cognitive processes. Proponents of the model hold that 

people are motivated to maintain correct attitudes; these 

attitudes are determined, at least in part, by one's 

propensity to scrutinize issue-relevant arguments in a 

message (elaboration likelihood). The likelihood of one's 

elaborating is influenced by one's motivation (involvement 

in the task) and ability to elaborate. People who are 

highly involved in the topic of the persuasive message 

(e.g., college students being persuaded as to the value of 

comprehensive examinations in one's major area of study as 

a requirement for graduation) and/or who have the cogni

tive ability to scrutinize the issue-relevant material are 

said to be persuaded by a central route process. People 

who are not highly involved and/or whose ability to 

process issue-relevant material is low are likely to be 
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influenced by environmental (peripheral) cues (e.g., 

source credibility) and are said to be persuaded by a 

peripheral route process. In the latter instance, the 

contextual peripheral cues become associated with the 

message or allow the person to draw an inference about the 

validity of the message. Attitudes mediated by message-

relevant thinking tend to be more stable and more predic

tive of behavior than attitudes mediated by context-

relevant thinking (cf. Petty & Cacioppo, 1986). The ELM 

is more complex than was presented here, and the inter

ested reader is referred to Petty and Cacioppo's (1986) 

book for a detailed explanation of the model of attitude 

change. 

The involvement or personal relevance construct is an 

important part of counseling expectancy research in that 

students' attitudes toward therapy in counseling pretreat

ment and analogue studies are likely to be a function of 

the perceived relevance of the issues presented. Students 

who have little interest in the pretreatment message 

(e.g., therapy description) are likely to be influenced 

more by peripheral cues than by central, issue-relevant 

cues (Heesacker, 1986; Petty & Cacioppo, 1986). Converse

ly, students who have a strong interest in the pretreat

ment message (e.g., students who are considering ertering 

into counseling) are more likely to attend to issue-

relevant arguments. "As the personal consequences of an 
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[issue under consideration] increase, it becomes more 

important for people to form a veridical opinion because 

the consequences of being incorrect are greater" (Petty & 

Cacioppo, 1986, pp. 26-27). Empirical studies are suppor

tive of the contention that personal relevance is related 

to attitude change. In Heesacker's (1986) dissertation 

research, for example, the more highly involved students 

in a counseling pretreatment study reported more favorable 

attitudes toward counseling, presumably because greater 

involvement led to an increased likelihood of central 

route processing. 

Personal relevance or ego involvement is considered a 

situational determinant of the extent to which a message 

is processed. Two dispositional determinants, both seen 

as cognitive styles, have been addressed in the ELM 

literature. Need for cognition, in the ELM, refers to 

one's tendency "to engage in and enjoy effortful analytic 

activity" (Cacioppo, Petty, & Morris, 1983, p. 806). High 

scorers on the Need for Cognition Scale (NCS; Cacioppo & 

Petty, 19 82) tend to enjoy effortful mental activity for 

its own sake, and tend to evaluate messages by scrutiniz

ing and elaborating the issue-relevant arguments (Cacioppo 

& Petty, 1982; Cacioppo et al., 1983; Petty & Cacioppo, 

1986). Apparently, students high in need for cognition 

are more likely to be persuaded by central route process

ing because these people, by nature, tend to engage in and 
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enjoy the cognitive activity required for such persuasion. 

Students low in need for cognition, conversely, seem more 

likely to be influenced by peripheral cues. In the Barber 

and Stoltenberg (Appendix B) study, need for cognition v̂ as 

significantly correlated with internality on the Emotional 

Locus of Control Scale. This finding suggests that a 

student with an internal emotional locus of control may 

prefer cognitive therapy to behavior therapy because of 

the consistency between the tasks required of cognitive 

therapy and the student's cognitive style. Stoltenberg et 

al. (1986) found such a consistency in their study of 

cognitive style and preferences for rational-emotive 

therapy. 

Another dispositional determinant of elahoration 

likelihood strongly related to need for cognition is field 

dependence/independence. Goodenough (1978) described the 

field dependent person as one who uses an external frame 

of reference to make sense of this world, and v;ho is less 

active in processing incoming information than the field 

independent person. Field dependent students "are capable 

cf thinking a great deal about a message, but are less 

inherently motivated to differentiate and distinguish 

[message] content features than are [field independent] 

subjects" (Heesacker, Petty, & Cacioppo, 1983, p. 656). 

Field independent students are more adept at extracting 

the meaning from content features of a persuasive message 
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than are field dependent students. The similarity between 

field dependence and need for cognition has been noted 

(Cacioppo & Petty, 1982); the constructs are related but 

distinct. Both constructs tend to overlap with the 

emotional locus of control construct, and all three might 

be considered dispositional determinants of message 

elaboration likelihood. One would expect consistency 

between the measures of cognitive style (field dependence 

and need for cognition), emotional locus of control, and 

preference for therapy type. 

In sum, the elaboration likelihood m̂ odel of attitude 

change, particularly the ego involvement variable, pro

vides a framework with which to assess and explain stu

dents' responses (attitudes, preferences) to counseling 

pretreatmient presentations. It has been suggested that 

increasing the likelihood of central route processing 

(perhaps through the inhibition of peripheral route 

processing) in counseling and psychotherapy will lead to 

durable or genuine changes (Stoltenberg, 1986). Con

sideration of situational and dispositional determinants 

of elaboration likelihood (involvement and emotional locus 

of control) is likely to increase the possibility cf 

central route processing. In the proposed study, prefer

ences for therapy are presumed to be a function of both 

personal relevance and emotional locus of control. Self-

efficacy theory provides a framework for assessing 
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students' perceived ability to perform the behaviors 

dictated by the therapy formats. 

Bi Self-efficacy Theory Research 

In his pioneering theoretical article, Bandura (1977) 

proposed that all psycholcgical change occurs due to 

changes in personal- or self-efficacy expectancies. A 

self-efficacy expectancy is the degree of confidence in 

one's ability to perform a particular behavior. Bandura 

held that psychological interventions operate by increas

ing one's sense of efficacy. Bandura distinguished this 

perceived ability to perform a behavior from the perceived 

outcome of the behavior (outcome expectancy), because one 

may believe that a behavior will lead to a particular 

outcome, but may not have the requisite skills to perform 

the behavior. 

Bandura stated that one's perceived ability to 

perform a given behavior (self-efficacy expectancy or SEE) 

affects both the initiation and persistence of behavior. 

People are likely to avoid behavior settings in which they 

feel incapable of coping adequately, and if placed in such 

settings, are unlikely to persist in coping behaviors they 

feel incapable of effectively performing. Thus, ability 

plus self-efficacy expectancies should lead to behavior, 

according to Bandura. Given the requisite skills and 

adequate "motives" (ego involvement), self-efficacy 

expectancies will predict behavior, including the type of 
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activity, effort expended in the performance of the 

behavior, and persistence in the behavior (Bandura, 1977, 

1983). 

Bandura maintained that efficacy expectancies and 

outcome expectancies (OE) have independent effects on 

behavior change. Maddux, Sherer, and Rogers (1982) tested 

this hypothesis by observing the effects of these expec

tancies on behavioral intentions (BI: intentions to 

perform the behaviors). (The concept of behavioral 

intentions comes from work by Fishbein and Ajzen, 1975, 

and seems to incorporate both outcome expectancy and 

outcome value, as well as the influence of the social 

environment—cf. Saltzer, 1981.) Maddux and his col

leagues manipulated self-efficacy expectancies and outcome 

expectancies. Students read essays describing the 

"broken-record" technique used in assertiveness training. 

Both the outcome of the use of the technique and the 

difficulty of using the technique (outcome expectancy and 

self-efficacy expectancy, respectively) varied in the 

essays. Students then completed an inventory to assess 

SEE for using the broken-record technique and the outcomes 

expected from using it. The dependent measure consisted 

of four items assessing students' intentions to use the 

technique. 

Maddux et. al. found that "stronger intentions to use 

the 'broken-record' technique were reported by subjects in 
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the high-outcome group . . . than subjects in the no 

information group . . . who, in turn, reported stronger 

intentions than subjects in the low-outcome group" (p. 

210) . The effect of SEE on behavioral intentions was 

nonsignificant, but a trend was found in the expected 

direction. In sum, the authors stated that: (a) higher 

outcome expectancies were associated with greater inten

tions to perform the behavior, (b) higher self-efficacy 

expectancies were not significantly associated with 

greater behavioral intentions, and (c) outcome expectancy 

influenced perceptions of self-efficacy. Maddux et al. 

(1982) account for the inability of self-efficacy expec

tancies to affect intentions by citing the risk factor 

involved in the target behaviors. Because the risk of 

trying and failing at the broken-record technique is less 

than the risk of trying and failing at a snake-handling 

task (the task Bandura used in his initial studies) , 

perceived ability to perform the broken-record technique 

is less influential in determining behavior. In other 

words, "the greater the risk of aversive consequences, the 

greater the salience of self-efficacy expectancy" (p. 

211). This risk factor seems similar to the concept of 

personal relevance cited earlier. One wonders if 

self-efficacy expectancies would have been better 

predictors of behavioral intentions if subjects in need of 

assertiveness training had been used, because the risk of 
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trying and failing at the assertiveness technique would 

have been greater for these students than for Maddux et 

al.'s undergraduate students. Such a sampling change 

would be a good extension of this research. 

Maddux, Norton, and Stoltenberg (1986) investigated 

the effect of outcome value on behavioral intentions. The 

authors indicated that individual differences in apprais

als of the outcome value of a behavior change may increase 

predictive accuracy. 

The researchers varied high and low levels of outcome 

expectancy, self-efficacy expectancy, and outcome value. 

Students read essays describing the broken-record tech

nique, as in Maddux et al. (1982). Dependent measures 

were questionnaire items assessing SEE, outcome expectan

cy, outcome value, and behavioral intentions. Analysis of 

the data showed that self-efficacy expectancy and outcome 

expectancy manipulations (varying these in the essays) 

were successful. No significant effect due to outcome 

value was found, and this manipulation was seen as 

unsuccessful. 

Further analyses showed main effects for outcome 

expectancy and outcome value, but not for self-efficacy 

expectancies. Consistent with the authors' predictions, 

students in the high outcome expectancy condition ex

pressed greater intentions to perform the behavior than 

those in the low outcome expectancy condition. In 
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addition, students in the high outcome value condition 

expressed greater intentions to perform the behavior than 

students in the low outcome value condition. Such find

ings do not seem surprising, given the congruence trend 

already discussed. 

Maddux et al. (1986) also cited difficulties with 

previous research in the field. They explained that 

self-efficacy and outcome expectancy measures are often 

confounded in the studies--that is, questionnaire items 

used to assess self-efficacy expectancies frequently 

miention the outcome of such behavior. Outcome value and 

outcome expectancy, too, have been confounded in some 

studies. Maddux et al. (1986) were careful to distinguish 

between these variables. 

Maddux and his colleagues (Maddux et al., 1982; 

Maddux et al. , 1986) have suggested that self-efficacy 

expectancies are not always the best predictors of behav

ioral intentions or of behavior itself. Theoretical un

certainty regarding the most appropriate predictor of 

behavior probably exists, in part, because of the relative 

recency of self-efficacy theory developm^ent and the con

founding of the self-efficacy variables in the research. 

Self-efficacy has been extended to a variety of 

behavior settings. Devins et al. (1982) examined self-

efficacy expectancies, outcome expectancies, and negative 
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affect in end-stage renal disease patients. This popula

tion was selected because personal contrcl over a variety 

of dimensions is severely limited in these patients. The 

researchers administered the Beck Depression Inventory and 

the Coopersmith Self-Fsteem Inventory. Devins et al. 

assessed outcome expectancy by assessing locus of control 

(over health and in general) and assessed self-efficacy 

expectancies by assessing self-rated control over health 

and over life in general. This method cf assessing SEE 

and outcome expectancies is unusual (and the validity 

questionable), but as predicted, SEE and outcome expec

tancies contributed significantly and uniquely to the 

students' level of negative affect. The researchers found 

that lower levels of efficacy expectancies and outcome 

expectancies were associated with higher levels of depres

sion, lov/er levels of self-esteem, and feelings of help

lessness. This study is unique in its equation of outcome 

expectancies with locus of control. 

Just as self-efficacy expectancies have been used to 

predict behavior, so have behavioral intentions. Saltzer 

(1981) worked with women beginning a weight loss program 

and administered a weight locus of control measure. She 

also assessed intentions to complete the program and 

outcome value for physical appearance. She found that 

individuals who took personal responsibility for weight 

loss and who highly valued physical appearance were the 
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women most likely to follow through with their behavioral 

intentions. Because Saltzer did not assess self-efficacy 

expectancies or outcome expectancies, behavioral inten

tions cannot be compared with self-efficacy expectancies 

for accuracy in predicting behavior. 

As discussed earlier. Barber and Maddux (Appendix A) 

found that students scoring as relative internals and 

externals on the ELOCS differed in their perceived ability 

to control negative affect (worry/anxiety). As predicted, 

internals reported greater self-efficacy expectancies and 

outcome expectancies for using cognitive restructuring 

than did externals, and also tended to report having used 

the technique more than externals. The authors explained 

the findings v:ith the congruence between causal attribu

tions for emotions and therapy rationale, which comple

ments Claiborn et al.'s (1981) finding that interpreta

tions congruent with students' causal attributions of 

their difficulties were more effective than highly 

discrepant interpretations. Neither SEE or behavioral 

intentions, however, were accurate predictors of self-

reported behavior for both internal and external students: 

behavior was predicted for internals, but not for ex

ternals. 

In sum, it appears that self-efficacy predictors of 

behavior vary according to the task, characteristics of 

the person (perhaps ego involvement or perceived risk of 
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consequences), degree of requisite skills possessed, 

expectancy of success or failure at the task, perceived 

consequences of succeeding at the task, and expressed 

intentions to behave. Even given the uncertainty of 

predictive accuracy with these self-efficacy constructs, 

self-efficacy theory does provide a useful framework for 

assessing perceived ability to perform a given behavior. 

Loneliness and Depression 

In the Barber and Maddux study, the target emotion 

was v7orry/anxiety. Although this emotion has been 

described as problematic in the college population (e.g., 

Gong-Guy & Hammen, 1980; Tanck & Robbins, 1979), another 

prevalent emotional difficulty seen in college students is 

loneliness/depression. In a national survey, Bradburn 

(cited in Jones, Freemon, & Goswick, 1981) reported that 

26 percent of the respondents indicated that they had 

difficulties with feelings of loneliness. Barber and 

Stoltenberg's findings support this statistic: when asked 

to list the three most common problems for which a college 

student would seek counseling, 26 of the 90 responses 

(29%) had loneliness and depression as a part of the 

content. Both constructs are thought to involve both 

social skill and cognitive deficits. Regarding the 

former, Cutrona (1982) concluded that "a picture emerges 

of the lonely college student as an individual who lacks 

social self-confidence, is unassertive, and is sensitive 



39 

to rejection. Clearly these characteristics impede the 

initiation of social relationships and may slow dowTJ the 

process of social adjustment" (p. 303). Jones et al. 

(1981) found that behavior, affect, and "cognitive states" 

are likely to interfere with the formation of social 

relationships. The researchers also found that a 

set cf factors that may perpetuate loneliness 
involves the responses of others to the lonely 
individual. . . . A person who wishes to be 
included in social activities, but who is too 
reticent or emotionally upset to initiate social 
interactions, may be seen by others as aloof and 
actually disinterested in social involvement. 
Therefore, lonely people may inadvertently 
commiunicate an erroneous impression which may 
reduce the motivation of others to befriend the 
lonely person. (Jones et al., 1981, p. 29) 

In other words, the lonely person is no fun to be around, 

and as a result, people shy av7ay from him or her. 

Further evidence for a relationship between disturbed 

social skills and loneliness is provided by Solano, 

Batten, and Parish (1982), who found that lonely students 

perceived themselves as less self-disclosing than other 

students, and actually were less effective in a brief 

dyadic interaction. 

Cognitive deficits (e.g., cognitive distortions 

leading to negative affect) in loneliness have been found, 

and often, these deficits are associated with feelings of 

depression. Wilbert and Rupert (1986) looked at the "role 

of dysfunctional cognitive appraisal strategies in the 

causation and maintenance of loneliness" (p. 72) and found 
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that lonely college students' thinking was characterized 

by doubts about abilities to find satisfying relationships 

and fears of social rejection. 

Internal characterological attributions for bad 

events were associated with depression in lonely students, 

whereas internal behavioral attributions were not associ

ated with depression (Peterson, Schwartz, & Seligman, 

1981). Solano et al. (1982) found that the lonely person 

tends to conclude that he or she has fev.̂ er initial social 

relationships than desired; such conclusions characteris

tically lead to feelings of depression (Beck, 1972, 1976; 

Beck et al., 1979; Burns, 1985). 

Russell, Peplau, and Cutrona (1980) distinguished 

between the depressed lonely and nondepressed lonely 

student and found that the depressed lonely, not unexpect

edly, tended to exhibit a global pattern of negativity and 

dissatisfaction with the nonsocial aspects of their lives. 

Although this distinction between loneliness and depres

sion is of theoretical importance, its clinical signifi

cance is less important because the effective therapies 

for these very similar negative affective states are 

virtually identical: cognitive and social skills/behavior 

therapies are effective ways of treating both the lonely 

and depressed individual (Beck et al., 1979; Burns, 1985; 

Young, 1982). 
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Cognitive Theory of Affective Disorders 

Because cognitive therapy is the therapy cf interest 

to the present researcher, cognitive therapy and theory 

will be discussed at length. In addition, social 

skills/behavior therapy will be briefly discussed. 

Aaron Beck is perhaps the foremost proponent of 

cognitive theory. Beck and other theorists (e.g., Ellis, 

1962; Ellis & Grieger, 1977; Ellis & Harper, 1975) pro

posed that emotions are largely the result of the cogni

tive interpretation of events. Loneliness and depression 

result when certain cognitive distortions or negative 

evaluations are made. Because such self-statements, 

(automiatic thoughts or ATs) may be only dimly perceived 

and seldom verbalized, the effect of these cognitive 

errors is seen predominantly in the manifestations of 

anxiety, loneliness, depression, and other negative 

affective states. With training (i.e., cognitive 

therapy), a client may be taught to monitor these auto

matic thoughts, locate the logical error in the AT, and 

replace the irrational (maladaptive, unproductive) thought 

with a more reality-based cognition. Thus, a major 

premise of cognitive theory is that loneliness and de

pression are the manifestations of systematic distortions 

of reality and logic in the lonely or depressed person's 

thinking. In particular, these cognitive distortions are 

termed arbitrary inferences, selective abstractions, and 



overgeneralizations. These are but three terms for the 

seven or so cognitive distortions (Beck, 1976). 

Proponents of cognitive theory state that the AT is 

the vehicle for the cognitive distortion. Beck (1972, 

1976) explains that ATs are specific and discrete, and 

emerge rapidly and automatically. That is, they arise 

without antecedent reasoning or reflection. Clients make 

no effort to initiate ATs, and often find them, difficult 

to "turn off." ATs are generally regarded as plausible 

and unquestionably valid by the client. ATs are often 

self-evaluative and self-critical, and are frequently, if 

not uniformly, negative. ATs are more prominent when the 

individual is severely disturbed (as in extreme depression 

or obsessionalism). In many instances, the AT is contrary 

to objective evidence (e.g., a financially successful 

businessman might believe that he is headed for bank

ruptcy) . The client is taught that ATs generally precede 

emotional states, and that when this thinking pattern is 

monitored, the distorted thoughts can be refuted with more 

rational self-statements (e.g., the businessman might say 

to himself, "In fact, my corporation has shown a 7% 

increase in profits over the last quarter; I'm doing 

fine") . 

Cognitive distortions are the paralogical, stylistic, 

or semantic departures from objective reality that form 

the heart of the AT (Beck, 1963). Although all types of 
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cognitive distortions frequently are prevalent in anxiety, 

depression, and loneliness. Beck has found that unique 

themes underlie the cognitions in each of the disorders. 

For instance, the anticipation of harmful events tends to 

be a common theme in the cognitive content of the anxious 

individual. In loneliness, a common theme tends to be 

fear of rejection (Burns, 1985), or the attribution of 

deficiencies in social relationships to personal faults 

(Young, 1982). Questioning, particularly the Socratic 

method (as a means of demonstrating, rather than telling 

or explaining, that the cognitions are illogical), allows 

the therapist (and later the client) to locate the assur.p-

tion underlying the conclusion the client has drawn from 

his or her distorted cognitions. The assumption essen

tially reflects the cognitive distortion. 

Cognitive distortions are referred to by a variety of 

names. The following list of distortions includes some 

generally accepted labels, as well as brief descriptions 

of each of the distortions. 

1. Personalization or self-reference reflects the 

individual's tendency to assume responsibility for a 

negative event even when there is no basis for doing so 

(Beck, 1976). Burns (1980) noted that personalization is 

confusing influence with control over ethers. Personali

zation is seen most readily in the psychotically depressed 

patient who heard about an epidemic of infectious disease 
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in another country and blamed himself for having caused it 

(Beck, 1976). The less severely depressed patient may see 

someone frown and think, "She is disgusted with me." The 

lonely individual might say, "He left me because I'm a 

lousy person; he wouldn't have been interested in Trixie 

if I were more fun and better looking." In sum, the 

individual experiencing the personalization error "over-

interprets the frequency as well as the degree of negative 

feelings he evokes in other people" (Beck, 1976, p. 92). 

2. Dichotomous thinking (also called polarized, 

bipolar, all-or-nothing, or absolutistic thinking) in

volves interpreting events in extreme, black-or-white 

categories, especially in situations that impinge on one's 

sensitive areas (Beck, 1976). Burns (1910) wrote that 

dichotomous thinking forms the basis for perfectionisir, 

("one mistake means I'm a failure"); in addition, he noted 

that this is an unrealistic way of evaluating stimuli 

because life is rarely one way or another. Depression and 

loneliness result when the individual's perceptions create 

an absolutistic negative view of reality. 

Unipolar thinking is a special case of dichotomous 

thinking. It also has been termed catastrophizing (Ellis 

& Harper, 1975) and magnification/minimization (Burns, 

1980). The "magnification" aspect of unipolar thinking is 

the evaluative error that usually occurs when a client is 

contemplating her own errors, faults, or imperfections. A 
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few pounds of overweight may lead the lonely person to 

conclude that she is, in fact, obese (with many of the 

irrational implications of obesity, such as the inability 

to be loved). Minimization usually occurs when the 

individual is evaluating his own positive points; his 

areas of excellence are deemed unimportant or nonexistent. 

This disqualification of positive qualities can transform, 

within the individual's set of beliefs (which are taken as 

irrefutable facts), a neutral or positive experience into 

a negative one. 

3. Selective abstraction involves singling out one 

particular detail of an incident or experience, and by 

interpreting it out of context, missing the significance 

of the situation as a whole. Burns termed this error the 

mental filter error (1980) (i.e., hearirg what you wart to 

hear) . In time, the experience as a whole seem.s negative 

and depressing. For example. Burns (1980) gives the 

example of the depressed student who overheard a group of 

other students ridiculing a friend, and concluded that the 

world is cruel and insensitive, in spite of the fact that 

in previous months she had observed no cruelty or insensi-

tivity. 

4. Arbitrary inference involves forming a conclusion 

in the absence of sufficient evidence or in light of 

contradictory evidence. This is the cognitive distortion 

experienced by the businessman described previously. 
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Burns (1980) isolated two aspects of arbitrary inference: 

mindreading ("his frown means he is disgusted with me") 

and fortune telling ("because I was stood up for a date, I 

must be unlovable and will never find love"). 

5. Overgeneralization is an unjustified generaliza

tion based upon a single incident. Because someone was 

stood up for a date one time (perhaps the first time in 

several years of enjoyable dating) , she decides that she 

will be stood up every time thereafter. The formation of 

conclusions from unlikely premises and in the face of 

ccnflicting evidence is a pattern common to the cognitive 

distortions. 

6. "Should" statements, when directed toward the 

self, cause the individual to feel pressured and resent

ful , v/ith the result that the person feels unmotivated and 

apathetic. "I should (have to, must) clean my house," if 

said repeatedly, may foster resentment in the individual, 

and the person is likely to delay cleaning his house; such 

procrastination only serves to intensify the negative 

affect ("I can't even clean my house; I'm such a slob"). 

The shoulds create self-loathing, shame, and guilt. Ellis 

(1962) would prefer that the individual say to him or 

herself, "I would be happier about my situation if I 

cleaned my house instead of staying in bed all day," VJhen 

an individual directs should statements toward another 

person, the first individual may begin to feel frustrated. 
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VThen the reality of the other's behavior fails to live up 

to the individual's standards, the individual is said to 

feel self-righteous and bitter. 

7. Labeling and mdslabeling generally create nega

tive images based on errors. Personal labeling is self-

defeating and irrational as well, for the totality of 

one's being cannot be summed up in a word or pet phrase. 

Simply because an individual has spent several Saturday 

nights alone at home, after several months of enjoyable 

socializing, does not make her a "loser" (outcast, jerk), 

for "loser" implies (Ellis, 1962) that she is always a 

loser at everything she undertakes, has always been a 

loser, and always will be a loser. Because one breathes 

does not entitle one to the label of "breather," Burns 

noted (1980). Labeling others generates hostility (for 

the labeler and the individual or group being labeled), 

and may well create a self-fulfilling prophecy. Mislabel

ing involves the use of inaccurate and emotionally loaded 

terms (e.g., pig, louse, bore). 

ATs are probably an inherent part of human cognition, 

partly because these automatic, though changeable, evalua

tions of situations are the antecedent conditions neces

sary for the occurrence of emotion. Cognitive distortions 

are thought to be based on faulty learning in development 

(Beck, 1976). By observing how others—parents, siblings. 
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television characters, etc.—react emotionally and verbal

ly to upsetting situations, a child may learn that a 

particular form of coping is the preferred or accepted way 

of dealing with the upsetting situation. For example, a 

child who sees her father derogate himself for making a 

mistake (e.g., overcooking a steak) may learn that self-

derogation ("I never do anything right—I can't even cook 

dinner; I'm a worthless failure") and subsequent anxiety 

or depression are the appropriate coping skills for such 

situations. Thus, the seeds for the growth of cognitive 

distortions may be sown early in development, although no 

directly relevant research in this area has been con

ducted. 

It would be tempting to accept the cognitive theory 

of emotions on face validity alone. Doing so, however, 

would be tantamount to making the overgeneralization and 

selective abstraction errors just discussed. Fortunately 

for cognitive theory, considerable evidence has supported 

the hypothesis that emotional arousal can be elicited 

through cognitions or self-statements. In an often-cited 

study, Velten (1968) found that both elation and de

pression could be elicited in students by having the 

students read a series of affectively loaded statements. 

Some of the response measures that were demonstrated as 

reliably affected were writing speed, decision time, word 

association, and the Multiple Affect Adjective Checklist 
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(MAACL) (Zuckerman & Lubin, 1965). According to Velten, 

the affect was induced simiply by reading the affect-laden 

sentences. More recent research with m.ood induction 

procedures (e.g., Goodwin & V7illiams, 1982) has been 

supportive of the notion that cognitions can elicit 

affective responses. 

The relationship between affectively-laden words and 

emotional arousal has been supported by showing that 

autonomic activity (heart and respiration rates) was 

greatest in response to thinking arousing (stressful) 

thoughts and least to inhibitory (nonstressful and relax

ing) thoughts (May & Johnson, 1973). More directly 

relevant to cognitive theory, however, are the findings cf 

Goldfried and Sobocinski (1975), who supported the link 

between irrational beliefs and anxiety by showing a 

significant positive correlation between anxiety scale 

scores and scores on the Irrational Beliefs Test. In 

particular, demand for approval from others, the tendency 

to hold high self-expectations, and an anxious overconcern 

for future events were the test factors that correlated 

most highly with anxiety. Although causation cannot be 

inferred because these data are correlational, these 

findings demonstrate that thinking and emotional arousal 

are related. 

Further support for the foundations of cognitive 

theory is provided by Rimm and Litvak (1969). These 
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experimenters monitored the emotional response (defined as 

galvanic skin response and respiration rate and depth) of 

students who silently read triads of either affectively 

loaded sentences or neutral sentences. Examples of the 

affectively loaded sentence triads are: "My grades may 

not be good enough this semester . . . I might fail out of 

school . . . that would be aŵ ful" and "People don't notice 

me enough . . . maybe there is something unattractive 

about me . . . how terrible." These sentence triads are 

highly similar to the patterns of irrational or distorted 

thinking said to be present in the thinking of the lonely 

and depressed individual. The experimenters found that 

the mean respiration rate for experimental students was 

significantly lower than that of control students. A 

highly significant difference for respiration depth was 

also found, with experimental students breathing deeper 

than control students. Rimm and Litvak concluded that 

students tended to show greater emotional response to the 

affect laden sentences than to the neutral sentences. 

Because there was no self-report measure of affect (e.g., 

the MAACL) , it is not possible to determiine which affec

tive state, if any, was actually generated, or if there 

was solely a physiological state change. Although it is 

impossible to determine which affect was induced in the 

students of the present study, the results do support a 
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relationship between affectively loaded statements and the 

physiological reactions associated with emotions. 

Recent researchers, however, have argued that nega

tive cognitions are symptomatic of, rather than causal in, 

depression (Reda, Carpiniello, Secchiaroli, & Blanco, 

1985). Reda et al. found that administration of the 

tricycle antidepressant drug amitriptyline (e.g., Elavil) 

reduced the number of dysfunctional attitudes held by the 

depressed individual. According to Beck (1976), the 

depressive's thinking is characterized by the cognitive 

(negative) triad—a negative view of the self, world, and 

future. The dysfunctional attitudes reflect this cogni

tive set. Because a number of dysfunctional attitudes 

were highly resistant to change with amitriptyline, the 

explanation that the cognitive triad is symptomatic of 

depression seems likely. The same argument may be nade 

against neurotransm.itter changes (decreased norepinephrine 

and serotonin in the depressive) associated with drug 

administration (and relief from depression): Are the 

changes in levels of norepinephrine and serotonin ŝ Tnptom-

atic of, or causal in, depression? Perhaps both ATs and 

neurotransmitter substances are both symptomatic of and 

causal in depression. Regardless of the cause of depres

sion, negative evaluations seem to prevail in the depres

sive 's thoughts. The causal effect of negative cognitions 

seems less important than the modification of these 
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cognitions; such modification consistently leads to 

decreased severity of depression (see Barber, 1986, for an 

overview of cognitive theory, therapy, and therapy effec

tiveness) . 

Cognitions or self-statements have been shown to 

relate clearly to the development and miaintenance of 

affective states. Research in this field is increasing 

rapidly. Role models for children may begin the cycle of 

learning ineffective patterns of cognitions which lead to 

maladaptive emotional states (and thus the perpetuation of 

the cycle). Societal expectations and biases may further 

contribute to the learning of ineffective thinking and 

coping styles. 

The basis of cognitive therapy is cognitive restruc

turing (Beck, 1972, 1976; Beck et al. , 1979). Cognitive 

restructuring or cognitive modification refers to the 

process of identifying the AT, refuting the thought using 

the list of cognitive errors as a guide, and replacing the 

dysfunctional thought with a more reality-based thought. 

Beck et al.'s (1979) comprehensive treatment manual 

describes the use of this technique in the treatment of 

depression, as does Williams' (1984) text (which empha

sizes behavior change somewhat more than Beck et al.). 

Young (1982) has outlined six basic steps to which cogni

tive restructuring is applied in one type of cognitive 

treatment of loneliness: (a) becoming corfortable with 
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being alone, (b) acquiring casual friendships, (c) begin

ning self-disclosure, (d) meeting a potentially intimate 

partner, (e) developing intimacy, and (f) m.aintaining 

long-term emotional commitments. The reader is referred 

to Burns (1980) and Burns (1985) for two excellent self-

help books for depression and loneliness, respectively. 

The premises of the social skills training approach 

to the explanation and treatment of loneliness and de

pression are uncomplicated and are based on operant 

learning principles. Negative affect is presumed to 

result from insufficient positive reinforcement contingent 

upon the person's nonlonely and nondepressed behavior 

(Becker & Heimberg, 1985). Because many positive rein-

forcers are interpersonal in nature, treatment is designed 

to increase the likelihood of response-contingent positive 

reinforcement. Such reinforcement should decrease the 

amount of "negative affective behavior." 

Target behaviors in the social skills/behavioral 

treatment of loneliness and depression might include 

appropriate nonverbal behavior (e.g., posture, eye con

tact, and social distancing), verbal behavior (e.g., 

speech content, tone of voice), and frequency of contact 

with people in the immediate environment. Becker and 

Heimberg (1985) provide a good description of this 

approach to therapy, and the interested reader is referred 

to this source. 
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Present Study 

The present counseling pretreatment study was intend

ed to use personal relevance (involvement) and emotional 

locus of control as predictors of preference for cognitive 

therapy versus behavior/social skills training descrip

tions with reduction in loneliness and depression as the 

therapeutic goal of the descriptions. Introductory 

psychology students' involvement and emotional locus cf 

control were assessed. Students read two descriptions of 

brief workshops designed to reduce loneliness and de

pression, and indicated which therapy approach they 

preferred. Students then com.pleted a self-ef f icacy 

questionnaire for the preferred therapeutic approach. 

Students were offered an opportunity to participate in the 

workshop of their choice, with the understanding that if 

that workshop became full, they would be asked to attend 

the other workshop. Both workshops were conducted, and 

students v/ere asked to return approximately three weeks 

after the initial testing session to complete a second set 

of loneliness and depression measures and a questionnaire 

asking for suggestions for improving the workshops and 

descriptions. To test the adequacy of the design and 

procedure, two preliminary hypotheses were examined: 

1. Order of presentation of the therapy descriptions 

was not expected to have an effect on preference for 

therapy. 
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2. No gender differences were expected. 

The following hypotheses were examined: 

1. Self-efficacy expectancies, outcome expectancies, 

and behavioral intentions were expected to be stronger for 

involved than uninvolved students, reqardless of the 

student's emotional locus of control. 

2. Outcome value (the imiportance of reducing or 

controlling loneliness and depression) was not expected to 

differ as a function of either emotional locus of control 

or involvement. 

3. Involved internals were expected to prefer the 

cognitive therapy to the behavior therapy description. 

4. Involved externals were expected to prefer the 

behavior therapy to the cognitive therapy description. 

5. Uninvolved internals' and uninvolved externals' 

preferences were not expected to differ. 

6. Involved internals were expected to be more 

likely to attend the cognitive therapy workshop than were 

any other subjects (uninvolved internals, involved or 

uninvolved externals). 

7. Involved externals were expected to be more 

likely to attend the behavior therapy workshop than any 

other subjects. 

8. Students who attended the workshops were expected 

to report lower levels of loneliness and depression at the 

conclusion of the study than they reported at the 
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beginning of the study. Because both types of therapy are 

considered to be effective treatments for loneliness and 

depression, neither workshop was expected to produce 

superior results. It also was expected that the reported 

levels of loneliness and depression for students not 

attending a therapy group would remain essentially un

changed fromi the beginning of the study to the end. 



CHAPTER II 

METHOD 

Subjects 

Subjects were 202 students (85 males and 117 females) 

enrolled in introductory psychology at Texas Tech Univer

sity. Students participated for class credit. A sample 

of this size was used to ensure a full range of ELOCS 

scores and involvement scores. 

Independent Variables 

Ego Involvement 

One primary and one secondary measure of task in

volvement were used. The primary measure, which was 

included in the self-efficacy questionnaire, consisted of 

tŵ o items to which the students responded using a 7-point 

Likert scale (1 = not at all, 7 = very much). The items 

were: "The issue of loneliness and depression is very 

relevant to me" and "I put a great deal of thought 

(effort) into evaluating the two treatment approaches, 

especially in terms of their appropriateness for me." 

These items allowed the experimenter to assess the stu

dent's perception of his or her degree of involvement. 

Two self-report inventories were used as a secondary 

measure of ego involvement or personal relevance. It was 

57 
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expected that as severity of loneliness and depression 

increased, so would involvement, because as the salience 

of symptomatology increased, so would the amount of 

cognition associated with the symptomatology (cf. Beck, 

1972) . The Beck Depression Inventory (Beck, 1972) was 

used to assess severity of depressive ŝ Tnptom.atology. It 

consists of 21 groups of four symptom-severity statements, 

scored 0 to 3. Students indicate which of the four 

statements most closely describes their feelings in the 

past two weeks. Scores range from C to 63, with higher 

scores indicating greater severity of depression symptoma

tology. Scores of 9 or less are considered normal (non-

depressed) in most students. 

The UCLA Loneliness Scale-Revised (LS-R; Russell, 

Peplau, & Ferguson, 1978; Russell et al., 1980) also was 

used. This is a 20-item inventory using 4-point Likert 

scales. It has been shown to differentiate between lonely 

and nonlonely students on self-reports of loneliness. The 

correlation between the LS-R and the Beck Depression 

Inventory is .62 (Russell et al., 1980), which indicates 

that there is likely to be considerable overlap in the 

classification of involvement by using these two inven

tories. 

Emotional Locus of Control 

The Emotional Locus of Control Scale (ELOCS) was used 

to measure this construct. Psychometic properties and 
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scale development are presented in Appendix A. A median 

split (score of 14) was employed to classify internals 

(above 14) and externals (below 14). 

Stimulus Materials 

Two descriptions of a two session, 4-hour workshop 

were prepared (Appendix D) . One description emphasized 

the role of cognitions in loneliness and depression, and 

the other emphasized the role of social skills and behav

ior in these negative affective states (the two affective 

states are not distinguished in the descriptions). Both 

descriptions listed several activities required of the 

potential client (e.g., thought listing or the initiation 

of contact with a stranger). Pilot data with 4 5 students 

indicated that neither therapy description was preferred 

significantly more than the other (XMl) = 2.74, NS) . The 

two therapy groups were offered by the Tech Psychology 

Clinic (and conducted by the experimenter). 

Dependent Measures 

Preference for therapy type was assessed using three 

items. Students were asked, "If you were to seek help for 

feelings of loneliness and depression, how strongly would 

you prefer the cognitive (thought) workshop?" The stu

dents responded to the item using a 7-point Likert scale. 

The next item was, "How strongly would you prefer the 

behavior workshop?" Again, the student responded using a 
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7-point Likert scale. The third item was, "If you were to 

seek help for feelings of loneliness and depression, which 

of the two workshops that you read about would you prefer 

to attend?" A space was provided for the student to write 

in which workshop he or she preferred. 

Self-efficacy Variables 

Separate self-efficacy questionnaires for the two 

workshops were created (see Appendix G). Three items for 

each measure assessed self-efficacy expectancies, outcome 

expectancies, outcom.e value, and behavioral intentions. 

Items were embedded in a group of filler items taken from 

the Minnesota Multiphasic Personality Inventory, and all 

items v/ere responded to using a 7-point Likert scale. 

Scores for each of the self-efficacy variables were 

obtained by summing the responses to each cluster of itemtS 

when the internal consistency measures were acceptable 

(this is discussed later). 

Procedure 

Students were run in four groups of approximately 50 

students each. Students were told that the experimenters 

were interested in developing a series of workshops to 

help students overcome feelings of loneliness and de

pression, and that the students' responses to the w^orkshop 

formats would help the experimenters develop effective 

workshops. In addition, students were encouraged to 
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participate in a workshop for their personal gain (not for 

class credit). Students completed the Beck Depression 

Inventory (BDI) , LS-R, and ELOCS, and then read the two 

therapy descriptions (administered in counterbalanced 

order to control for order effects). The next page in the 

package of materials given to each student asked the 

student not to refer back to the descriptions they had 

just read in answering subsequent questions. The first 

question was, "Please list as many points from the 

'thought' workshop as you can remember," and approximately 

one-quarter of a page was allov7ed for responses. The next 

question asked the student to list as many points from the 

behavior workshop as the student could remember, and 

another quarter page was allowed for responding. 

The three measures of preference followed the recall 

questions. The last item on the page allowed the student 

to enroll in the workshop of their choice. It read, "If 

you would like to participate in one of the workshops, 

please circle 'yes' (if not, 'no'), and you will be 

contacted in a week or two." 

After the student completed the first package of 

materials, the student returned the package to the experi

menter. The experimenter checked to determine which 

therapy description the student preferred, and then 

administered the corresponding self-efficacy question

naire. 
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Three weeks after the initial data collection, the 

students returned for follow-up questionnaires (therapy 

groups were conducted in the intervening time period). 

Follow-up questionnaires consisted of the BDI and LS-R, 

and a question asking the student to recommend suggestions 

for change or improvement in the workshops (even if the 

student did not attend a workshop). 

Although 28 students indicated that they wished to be 

contacted about attending the workshops, 17 students were 

unable to attend because of scheduling conflicts. There 

V7ere no statistical differences in the BDI, LS-P, or ELOCS 

between students who signed up to attend and those who 

actually attended the groups. Thus, 11 students partici

pated in the tv7o-session therapy workshops (all students 

participated in the workshop of their choice; 6 partici

pated in the cognitive workshop and 5 in the behavioral) . 

Workshops were conducted according to the descriptions, 

and proceeded smoothly and without incident. 



CHAPTER III 

RESULTS 

Cronbach's alpha coefficient, which is a measure of 

internal consistency, was calculated for each cluster of 

self-efficacy items. For the behavior therapy question

naire, the alpha coefficients for self-efficacy expec

tancies (SEE) and outcome expectancies (OE) were .43 and 

.44, respectively. For outcome value (OV) and behavioral 

intentions (BI), alpha coefficients were .53 and .76. For 

the two-item m.easure of involvement, the alpha coefficient 

v/as .44. Although these values are somewhat low, they are 

consistent ŵ ith the values obtained by other researchers 

addressing these constructs, and are adequate to allow the 

scores for each self-efficacy variable to be suuin-;ed and 

used as a single score (i.e., the sum of the three scores 

for the self-efficacy expectancy items was used as the SEE 

score) , although their low magnitudes are likely to 

obscure the relationships between these constructs and 

ELOC and involvement. 

Alpha coefficients for the cognitive therapy ques

tionnaire were of the same magnitude as those of the 

behavior therapy questionnaire. For OE and OV, values of 

.58 and .57 were obtained. For BI, alpha was .70, and for 
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involvement, alpha was .51. For the SEE cluster, however, 

alpha was .06. VThen one item was removed from this 

cluster, alpha rose to .62. The item which drastically 

reduced the internal consistency of this construct was, 

therefore, discarded. The item in question, in retro

spect, lacked the specificity of the other two items. 

This lack of specificity probably accounts for the un

usually low alpha coefficient obtained for the three-item 

cluster. The resulting two items were used to assess 

self-efficacy expectancies in subjects who preferred the 

cognitive therapy description. 

Order of presentation of therapy descriptions had no 

effect on preference for therapy, using all three measures 

of therapy preference (degree of preference for each 

description, and the forced choice measure). Analyses 

consisted of t tests, with resulting _t values of .81 to 

1.84 (df̂  = 200); none were nonsignificant. Thus, there 

seemed to be no primacy or recency effect of order of 

presentation on preference for type of therapy. 

In general, there were no significant gender differ

ences found. The only exception was that males tended to 

report slightly stronger self-efficacy expectancies than 

femiales (t(176) = 2.00, £ < .05) across conditions. Mean 

SEE scores for males and females were 13.7 and 12.4, 

respectively. Because of the large number of t tests run 

to analyze this effect, it may be that this slight 
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difference reached significance through a chance occur

rence due to alpha inflation. Alternately, it may be that 

males reported feeling slightly more competent in their 

abilities to implement the techniques in the therapy 

description, whereas females were somewhat more willing to 

admit their doubts about carrying out these techniques. 

Means and standard deviations for internals and 

externals and involved and uninvolved students are pre

sented in Tables 1 through 3. 

Tests of Hypotheses 

Hypothesis One, that SEE, OE, and BI would be strong

er for involved than uninvolved students, regardless of 

emotional locus of control, received only partial support. 

The data were analyzed two ways. For purposes of clarity, 

involved students v/ere considered to be those students who 

scored above the median on the priiuary involveirent n.easure 

(the two items on the self-efficacy questionnaires). By 

this method, 113 students were classified as uninvolved, 

and 89 were classified as involved. SEE and OE did not 

differ between the involved and uninvolved students, 

according to t tests (t(200) = .45 and .32, respectively), 

and the correlation between the primary measure of in

volvement and SEE was nonsignificant (£(202) = -.05) . The 

correlation between involvement and OE was significant, 

however, but very small (£(202) = -.18, £ < .009). 

Correlations of this magnitude have little clinical or 
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Means and Standard Deviations for 
Internals and Externals 

Variable Internals (N = 103) Externals (N = 99) 

ELOCS 
BDI 
LS-R 
Involvement 
SEE 
OE 
OV 
BI 

16. 
5. 

34. 
9. 

12. 
16, 
18. 
15, 

.18 

.92 

.91 

.30 

.62 

.70 

.19 

.40 

(1, 
(6. 
(9. 
(7. 
(4, 
(3. 
(2. 
(3. 

.8) 

.2) 

.3) 

.7) 

.4) 

.5) 

.8) 

.5) 

10 
9 
39 
10 
13 
17 
18 
16, 

36 
58 
11 
18 
29 
27 
34 
10 

( ) 2 
( 8.5) 
(10.9) 
( 6.C) 
4.6) 
2.9) 
2.6) 
3.5) 

TABLE 2 

Means and Standard Deviations for Uninvolved and 
Involved Students Using the Primary 

Measure of Involvement 

Variable Involved (N = 89) Uninvolved (N = 113) 

ELOCS 
BDI 
LS-R 
Involvement 
SEE 
OE 
OV 
BI 

12.60 
10.41 
40.49 
13.11 
13.11 
17.07 
19.27 
16.74 

( 3.2) 
( 8.2) 
(10.1) 
( 9.7) 
( 4.8) 
( 3.4) 
( 2.0) 
( 3.4) 

13. 
5. 

34. 
7. 

12. 
16. 
17. 
14. 

.91 

.58 

.19 

.07 

. 82 

.92 

.48 

.96 

(3. 
(6. 
(9. 
(2. 
(4. 
(3. 
(3. 
(3. 

.3) 

.4) 

.7) 

.0) 

.2) 

.1) 

.0) 

.3) 
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Means and Standard Deviations for Involved and 
Uninvolved Students Using the Secondary 

Measure of Involvement 
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Variable Involved (N = 49) Uninvolved (N = 91) 

ELOCS 
BDI 
LS-R 
Involvement 
SEE 
OE 
OV 
BI 

12.06 
18.00 
48.00 
11.06 
11.47 
16.36 
18.65 
16.00 

(4.1) 
(7.1) 
(7.0) 
(2.1) 
(5.0) 
(3.7) 
(2.7) 
(4.1) 

14. 
2. 

28. 
8. 

13. 
17. 
18. 
15. 

.02 

.93 

.50 

.59 

.95 

.58 

.31 

.85 

(3. 
(2. 
(4. 
(8. 
(3. 
(3. 
(2. 
(3. 

.5) 

.7) 

.1) 

.1) 

.9) 

.0) 

.7) 

.5) 
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practical significance, as they account for less than 4 

percent of the variance. 

VJhen the data were divided using a median split for 

the secondary measure of involvement (BDI and LS-R), such 

that students scoring above the m.edian on both the BDI and 

LS-R were considered involved and students scoring below 

the median on both measures were considered uninvolved, 49 

students were classified as involved and 91 as uninvolved 

(the remaining 62 were not classified because they did not 

score above or below the median on both the BDI and LS-R). 

Beca-use these analyses were run in addition to those 

originally proposed, a more conservative alpha level was 

used to test for statistical significance (£ < .01). 

Using this measure of involvement, a significant differ

ence for SEE emerged, but not in the expected direction. 

Uninvolved students reported stronger self-efficacy 

expectancies than involved students (t(138) = 3.24, £ < 

.002). The correlation between SEE and the BDI supports 

this finding (r(202) = -.15, £ < .03). This was the only 

significant correlation out of the eight correlations 

performed among the four self-efficacy variables (SEE, OE, 

OV, BI) and the BDI and LS-R. 

In addition, the difference for OE using the second

ary measure of involvement was not significant, although 

it approached the .01 criterion (t(138) = 2.65, £ < .03). 

As mentioned earlier, means and standard deviations for 
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involved and uninvolved students are presented in Tables 2 

and 3, and the correlation between the self-efficacy and 

involvement variables are presented in Table 4. 

For behavioral intentions, a similar pattern of 

equivocal findings emerged. When the primary measure of 

involvement was used, involved students reported stronger 

intentions to use the described techniques to control 

loneliness and depression (t(200) = 3.74, £ < .0002), 

although the correlation was not significant (r;(202) -

-.08, £ < .24). V7hen the secondary measure of involvement 

was used, no significant differences emerged. 

In sum, the results indicate that, contrary to 

predictions, uninvolved students believed more strongly in 

their ability to carry out the techniques required of 

their preferred therapy, and also reported stronger 

beliefs in the intended outcome of using these techniques. 

In addition, consistent with predictions, involved stu

dents reported stronger intentions to use the techniques 

in the descriptions. Results tended to depend upon which 

involvement measure was used; possible explanations for 

this are discussed in a later section. 

Hypothesis Two, that outcome value (the importance of 

keeping loneliness and depression to a minimum) would not 

differ as a function of emotional locus cf control or 

involvement, also received only partial support. When the 

data were split by the primary measure of involvement (not 
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TABLE 4 

C o r r e l a t i o n s Among S e l f - e f f i c a c y and 
I n v o l v e m e n t V a r i a b l e s Tak ing I n t o 

Account P r e f e r e n c e f o r Therapy 

OE OV BI INV 

For Students Who Preferred Cognitive Therapy (N = 

SEE .28*** -.05 .25** -.05 
OE .21* .49*** -.008 
OV .34*** .11 
BI .12 
INV (involvement) 
BDI 

BDI 

95): 

-.29*** 
-.09 
.16 
.09 
.15 

LSR 

-.31*** 
.03 
.03 
.08 
.13 
.59**** 

For Students Who Preferred Behavior Therapy (N = 107): 

SEE .39**** 
OE 
CN 
BI 
INV (involvement) 
BDI 

*£ < .05 
**£ < .01 
***p < .005 

.36*** 

.24** 
49**** 
^43**** 
.46**** 

-.05 
-.44**** 
.:5 

-.04 

-.07 
-.15 
.09 

-.06 
.16 

-.18 
-.28*** 
-.06 
-.09 
.22** 
.55**** 

* * * * £ < .0001 
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accounting for emotional locus of control) , it was found 

that involved students rated the value of reducing loneli

ness and depression as more important than did uninvolved 

students (t(200) = 4.9, £ < .0001). Mean ratings (out of 

a possible 21) were 17.5 and 19.3 for uninvolved and in

volved students, respectively. When the data were split 

according to BDI and LS-R scores (as described above), no 

significant differences emerged, providing support for the 

hypothesis. Table 4 provides correlations among self-

efficacy and involvement variables, and Table 5 provides 

overall correlations for these variables, not taking into 

account students' preference for therapy. 

When emotional locus of control alone was accounted 

for, the difference in OV was not significant and mean 

ratings of OV were approximately 18 for both internals and 

externals. 

Analyses of variance also were performed with emo

tional locus of control scores and involvement measures as 

the independent variables. Significant results were not 

obtained, providing support for Hypothesis Two. The 

interaction of emotional locus of control and involvement 

measures was also not significant. 

Hypotheses Three, Four, and Five referred to stu

dents' preferences for therapy descriptions as a function 

of emotional locus of control and personal relevance. 

Hypothesis Three predicted that involved internals would 
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TABLE 5 

Correlations Among Self-efficacy and Involvement 
Variables for All Students (N = 202) 

SEE 
OE 
OV 
BI 
INV 
BDI 

*£ 
**£ 

***P 
****P 

OE 

.46**** 

< .02 
< .03 
< .0002 
< .0001 

OV 

.13 

.22*** 

BI 

^ 21**** 
^44**** 
^39**** 

• . • 

INV 

-.05 
-.18* 
.13 

-.08 

BDI 

-.13 
-.11 
. 1 ^ 

.009 

.15** 

LSR 

-.15** 
-.10 
-.01 
-.01 
.17* 
.56**** 
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prefer the cognitive therapy description to the behavior 

therapy description, and Hypothesis Four noted that 

involved externals would prefer the behavior therapy 

description. Hypothesis Five was that uninvolved stu

dents, regardless of emotional locus of control, would not 

differ in their preferences. A median split for emiOtional 

locus of control and the primary measure of involvement 

was used in conducting analyses of variance with prefer

ence for cognitive therapy and preference for behavior 

therapy as dependent variables. VJith this split, 103 

students were classified as internal and 99 as external. 

Main effects for emotional locus of control were found for 

both preference for cognitive therapy (F(l, 200) = 6.65, £ 

< .01) and for preference for behavior therapy (£(1, 200) 

= 6.64, £ < .02). No main effect for involvement was 

found, but the interaction of emotional locus of control 

and the primary measure of involvement for the preference 

data was significant (for students who preferred cognitive 

therapy, F(3, 198) = 2.65, £ < .05). Similar results were 

obtained when the secondary measure of involvement was 

used in the analysis, for students who preferred cognitive 

therapy, F(3, 136) = 3.24, £ < .02, and for students who 

preferred behavior therapy, F(3, 136) = 3.77, £ < .01. 

Chi-square analyses were also supportive of this relation

ship. V7hen the forced-choice preference item and the 

primary measure of involvement were used, X^ (3) - 11.29, £ 
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< .01. When the secondary measure of involvement was 

used, X2(3) = 15.86, £ < .001. Table 6 provides the 

distribution of students. These findings indicate that 

emotional locus of control affects preference for therapy 

type, whereas involvement does not, and neither does the 

interaction cf the two factors. 

In order to conduct a more powerful test of the 

predictions made in Hypotheses Three, Four, and Five 

regarding emotional locus of control/involvement and 

therapy preference, between cells t tests were conducted 

(Winer, 1971). Analyses indicated that, consistent with 

predictions, involved internals reported a stronger 

preference for cognitive therapy than did involved ex

ternals (t̂ (87) = 2.84, £ < .006), whereas involved ex

ternals reported a stronger preference for behavior 

therapy than did involved internals (t.(87) = 2.06, £ < 

.04). In addition, uninvolved students' preferences for 

cognitive and behavior therapies did not differ (t(lll) = 

1.06 and 1.35, NS) . Table 7 provides means and standard 

deviations for students' preferences for therapy types. 

These results indicate that Hypotheses Three, Four, and 

Five were supported. Involved internals preferred cogni

tive therapy, involved externals preferred behavior 

therapy, and uninvolved students, regardless of emotional 

locus of control, did rot differ in their preferences for 

the two types of therapy. 
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TABLE 6 

Distribution of Students' Preferences 
for Therapy Types 

Cognitive Behavioral 

Using the primary measure of involvement: 

Uninvolved Externals 18 29 
Involved Externals 17 35 
Uninvolved Internals 37 29 
Involved Internals 23 14 

Using the secondary m.easure of involvement: 

Uninvolved Externals 7 2 6 
Involved Externals 12 17 
Uninvolved Internals 35 23 
Involved Internals 13 7 
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TABLE 7 

Means and Standard Deviations for Students' 
Preferences for Therapy Type 

Cognitive Behavior 

Involved Internals* 5.27 (1.6) 4.35 (2.0) 

Involved Externals** 4.13 (2.0) 5.15 (l.-?) 

Uninvolved Internals*** 4.55 (1.7) 4.29 (2.0) 

Uninvolved Externals**** 4.21 (1.6) 4.74 (1.5) 

*N = 37 
**N = 52 

***N = 66 
* * * * j ^ = 47 
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When the recall data were used as a measure of 

involvement, statistical analyses for preference data 

approached significance, but because this means of 

assessing involvement is psychometrically crude, the 

recall data were not used in subsequent analyses. This 

means of assessing involvement is crude because there is 

no standardized way of assessing amount of recall, and 

instead such an assessment was primary subjective (the 

experimenter counted the number of correctly recalled 

points from each description; students' recall and listing 

of the points frequently were obscure). 

Hypotheses Six and Seven, that involved internals 

would be more likely to attend the cognitive group than 

would other students, and that involved externals would be 

more likely to attend the behavior therapy workshop, were 

tested with chi-square analyses. Because the expected 

cell frequencies were less than five in some cells, the 

analyses were not interpretable (Feinberg, 1977). Al

though it has been suggested that cell frequencies as low 

as one may be allowed in chi-square analyses (e.g., Roscoe 

& Byars, 1971) , significant results were not found. Table 

8 shows the distribution of students. It is clear that 

the majority of the students attended no therapy group. 

If there had been a more even distribution of students, 

the analyses would have been interpretable. 
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TABLE 8 

Group Attendance Distribution of Students as a Function 
of the Primary Measure of Involvement and 

Emotional Locus of Control 

No Group Cognitive Behavioral 

Uninvolved Externals 44 1 2 

Involved Externals 4 9 1 2 

Uninvolved Internals 65 1 0 

Involved Internals 33 3 1 
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Discriminant function analyses were performed to test 

the ability of the variables to classify accurately the 

students who attended the therapy groups. The magnitude 

of the differences in group sizes, however (191 in no 

therapy group, 5 and 6 in the therapy groups) , rendered 

these analyses uninterpretable. 

Hypothesis Eight predicted that both workshops would 

be effective in reducing levels of loneliness and de

pression, and that loneliness and depression ratings of 

students who did not attend a workshop would remain the 

same from the first to second testing. Of the 202 stu

dents initially tested, 166 returned for follow-up test

ing. For students who attended the cognitive therapy 

workshop, mean BDI scores went from 12.3 (SD = 8.7) to 4.5 

(4.3). A t̂  test for matched samples revealed this differ

ence to be significant, t(5) = 6.33, £ < .01. Mean LS-R 

scores went from 43.2 (SD = 12.4) to 35.5 (5.8). This 

difference failed to reach statistical significance, t.(5) 

= 1.65, £ < .20. Power analyses revealed that the results 

for the depression data were not likely to have occurred 

by chance (power = .63), whereas the results for the 

loneliness data were less reliable and more likely to have 

occurred by chance (power = .44). This means that it can 

be stated with confidence that the cognitive therapy group 

was effective in reduci.ng depression, whereas it cannot be 
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stated with confidence that the cognitive group was 

ineffective in reducing loneliness. 

For students who attended the behavior therapy 

workshop, mean BDI scores went from 10.6 (SD = 9.4) to 2.2 

(2.4). Although this difference is large, it failed to 

reach significance (t(4) = 1.90, £ < .20) because most of 

the decline in the mean value was accounted for by one 

student. Mean LS-R scores went from 47.2 (SD = 8.2) to 

35.8 (12.6), and this difference did reach significance, 

t(4) = 2.96, £ < .05. Power analyses revealed that the 

results for both the loneliness and depression data were 

not likely to have occurred by chance (power = .67 and .71 

for depression and loneliness, respectively). This means 

that it can be stated with confidence that the behavior 

therapy was effective in reducing loneliness, but not 

depression. 

For students who attended no workshop, mean BDI 

scores went from 7.5 (SD = 7.5) to 6.3 (7.1), and mean 

LS-R scores went from 36.5 (SD = 10.1) to 36.0 (9.45). As 

expected, these changes were not significant. 

In sum, the cognitive workshop reduced self-reported 

depression but not loneliness, whereas the behavior 

workshop reduced loneliness but not depression. Levels of 

loneliness and depression did not change in students who 

did not attend a workshop. 
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Summary of Results 

As expected, students who reported involvement in the 

task and who believed their feelings originated from 

within preferred the cognitive approach, whereas involved 

students who believed their em.otions to result from 

environmental occurrences preferred the behavior therapy 

approach. Students who were uninvolved in the task, 

regardless of ELOC, did not differ in their preferences 

for therapy. 

Contrary to the hypotheses, uninvolved students, com

pared to involved students, reported stronger perceived 

abilities to implement the tasks required of therapy, and 

stronger beliefs in the presumed outcome of these tech

niques. According to the Evaluation Likelihood Model, 

this can be accounted for by the uninvolved students' less 

thoughtful evaluation of the therapy descriptions. In 

addition, involved students placed a greater value on the 

reduction of loneliness and depression than did uninvolved 

students. Consistent with the hypotheses, involved 

students reported that they were more likely to em.ploy the 

mood-control techniques than were uninvolved students. 

Six students participated in the two-session cogni

tive therapy workshop, and five participated in the 

behavior therapy workshop. Three weeks after the initial 

data collection, there were no changes in levels of lone

liness or depression in students who attended no workshop. 
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whereas students in the cognitive workshop reported 

decreased depression and those in the behavior therapy 

workshop reported decreased loneliness. 

Results were discussed in terms of the utility of 

assessing emotional locus of control and involvement in 

clients for whom type of therapy is undecided. Because 

clients who receive the type of therapy they prefer tend 

to be more successful in therapy than clients who receive 

a nonpreferred therapy, it may be important to provide a 

type of therapy that is consistent with the client's 

conceptualization of the disorder. 



CHAPTER IV 

DISCUSSION AND IMPLICATIONS 

Discussion 

In general, the hypotheses related to self-efficacy 

theory received only partial support. Results tended to 

depend upon which measure of involvement was used in the 

analyses. It was hypothesized that involved students 

would reported stronger self-efficacy expectancies, 

outcome expectancies, and behavioral intentions than 

uninvolved students; outcome value ratings were not 

expected to differ as a function of involvement. Depend

ing on the measure of involvement used, it was found that, 

contrary to expectations, uninvolved students reported 

stronger self-efficacy expectancies and outcome expec

tancies, whereas involved students reported stronger 

behavioral intentions and a higher outcome value of 

controlling emotions. Consistent with expectations, 

involved internals preferred the cognitive approach to 

therapy, whereas involved externals preferred the behav

ioral approach; uninvolved students did not differ in 

their preference for type of therapy. Equivocal support 

was found for the effectiveness of the two workshops: the 

83 
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cognitive therapy workshop reduced depression, and the 

behavior therapy workshop reduced loneliness. 

More specifically, when the primary measure of 

involvement (the two questionnaire items) was em.ployed, 

self-efficacy expectancies and outcome expectancies did 

not differ as a function of involvement. When the secon

dary measure of involvement (BDI and LS-R scores) was 

employed, significant differences were found, but these 

differences were not in the expected direction. When 

using the secondary measure of involvement, uninvolved 

students reported stronger self-efficacy expectancies than 

involved students. 

The ELM can be used to suggest why uninvolved 

students reported stronger perceived abilities to 

implement the tasks required of therapy and stronger 

beliefs in the intended outcomes of such techniques. 

According to the ELM, when personal relevance is low—for 

example, when an issue is unimportant to the student—more 

peripheral than central route processing occurs when 

evaluating a persuasive message. Peripheral processinc 

involves more attention to extraneous, irrelevant, or 

contextual cues than to the issue-relevant components of a 

message. Students who were neither lonely nor depressed 

were unlikely to exert as much cognitive effort in 

evaluating their perceived abilities to implement the 

tasks of therapy as were students who actually were lonely 
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or depressed. Involved students—those who reported that 

they were lonely or depressed on the LS-R and BDI—were 

more likely to scrutinize the issue-relevant components of 

the message (central processing) and to evaluate carefully 

their perceived abilities to alter maladaptive cognitions 

or initiate contact v/ith a stranger. 

In addition, involved students were relatively 

skeptical of the outcomes of such therapy techniques. 

This skepticism may be a reflection of the students' 

actual perceptions, or may be the result of an idealistic 

or poorly thought-out appraisal of these expectancies by 

the uninvolved students. Alternately, because the in

volved students were relatively depressed, it may be that 

this skepticism reflects the pessimism frequently associ

ated with depression (e.g.. Beck, 1976). 

The type of involvement measure used also affected 

the analyses of students' intentions to implement the 

therapy techniques discussed in the descriptions (behav

ioral intentions) . When the primary m.easure of involve

ment (the two items on the self-efficacy questionnaires) 

was used in the analyses, involved students reported 

stronger intentions to use the techniques than did the 

uninvolved students. When the secondary measure of 

involvement was used, however, no significant differences 

emerged, although the means were in the expected direc

tion. The use of the secondary measure of involvement for 
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evaluating this hypothesis seems appropriate, because 

according to the secondary measure of involvement, in

volved students were both lonely and depressed (i.e., any 

response bias to please the experimenter was more likely 

to be absent in the secondary measure of involvement than 

in the primary measure). Because lonely or depressed 

students were likely to be motivated to take steps toward 

relieving these feelings, they should have been more 

likely to report stronger behavioral intentions than 

nonlonely and nondepressed students. Although the 

hypothesis was not supported using this measure of in

volvement, means were in the expected direction. In sum, 

it appears that the hypothesis regarding behavioral 

intentions was not supported. One possible explanation 

for this lack of support is that, because involved stu

dents failed to place much faith in the ability of the 

techniques to alter their affective state (outcome expec

tancies) , they subsequently reported less vvillingness to 

implement these techniques. 

It was expected that the value cf minimizing loneli

ness and depression (outcome value or OV) would not differ 

as a function of involvement. This hypothesis stemmied 

from, an earlier research finding (Barber & Maddux, 1986) 

that the value of emotional control did not differ as a 

function of em.otional locus of control. Contrary to 

expectations, however, when the primary measure of 
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involvement was used in the data analysis, involved 

students rated the value of decreasing loneliness and 

depression more highly than did uninvolved students. This 

finding can be understood by considering outcome value a 

reflection of involvement. It is likely that the more 

personally relevant the issue, the more highly valued will 

be the remediation of an uncomfortable condition (e.g., 

loneliness or depression). When the secondary measure of 

involvement was used in the analysis, no difference in 

outcome value was found for involved and uninvolved 

students. 

The question of why the results differ as a function 

of the involvement measure used must be answered. Al

though the correlation between the BDI and LS-R was 

significant (r(202) = .56, £ < .0001), the correlations 

between these two measures and the primary measure of 

involvement were lower than expected. The correlations 

between the two questionnaire items and the BDI and LS-I. 

were .15 (£ < -03) and .17 (£ ^ .02), respectively. 

Although these correlations are statistically significant, 

they are small enough that they are not likely to be 

practically or clinically significant. Because of this 

relationship, the validity of the two measures of involve

ment is called into question. It is possible that stu

dents did not respond truthfully to the two questionnaire 

items, perhaps in an attempt to please the experimenter. 
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Alternately, it is possible that students failed to 

respond truthfully to the BDI and LS-R, although the 

widespread use of such measures (particularly the BDI) 

tends to suggest that students generally do respond 

truthfully to these instruments. A third possibility is 

that either one or both measures of involvement did not 

assess personal relevance as it is defined by the ELM. 

The BDI and LS-R were included as measures of involvement 

because the salience of psychological symptomatology is 

likely to determine the prevalence of cognitions associ

ated with such symptoms (i.e., loneliness or depression). 

The more the student thinks about an issue, the more 

personally relevant the issue; as personal relevance 

increases, so does central processing. 

A final explanation for the unclear relationships 

between the self-efficacy variables, the Emotional Locus 

of Control Scale, and the involvement measures is the 

rather low consistency measures of both the selt-efficacy 

variables and the ELOCS. It is likely that if the scoring 

of the ELOCS were altered to yield one 20-itemi scale 

(instead of two 10-item. scales) , then its internal con

sistency would increase. Additionally, refinements in 

assessing the self-efficacy constructs (including involve

ment) would be likely to improve the reliability and 

validity of such assessments (and hence, internal con

sistency measures would be higher). Future researchers 
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should assess carefully their measures of self-efficacy 

constructs to prevent obscure relationships between these 

constructs and other constructs of interest. 

The hypotheses regarding students' preferences for 

therapy type were supported. Involved students tended to 

prefer the therapy type that was consistent with their 

perception of the origin of their emotions, whereas 

uninvolved students did not prefer one therapy over the 

other. This finding has clinical utility in that the 

client who receives a form of therapy that is consistent 

with his or her conceptualization of the problem may be 

more likely to be pleased with therapy and as a result, 

may have a better outcome than the client who receives a 

nonpreferred therapy (Devine & Female, 1973). The 

finding of this study bear on Devine and Fernald's find

ings in that emotional locus of control is likely to 

determine a client's preference for type of therapy. It 

may be clinically useful to provide a client with a type 

of therapy that is consistent with his or her concep

tualization of the problem; emotional locus of control is 

likely to be a useful construct to assess such concep

tualizations and maximize the benefits of psychotherapy. 

It is unfortunate that the distribution of students 

prevented a more fruitful analysis of the characteristics 

which predicted therapy group attendance. It would be 

beneficial for future research to utilize students who are 
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seeking therapy; in such a sam.ple of students, involvement 

is not likely to be as relevant an issue as it is in 

introductory psychology students, and emotional locus of 

control is likely to be a good predictor of preference 

for—and perhaps success in—therapy. Such research is 

the logical extension of the present study. 

Although both types of therapy were expected to 

reduce loneliness and depression, the therapy workshops 

had differential effects on symptomatology. The cognitive 

workshop reduced depression but not loneliness, and the 

behavior workshop reduced loneliness but not depression. 

It is likely that the differential effectiveness of the 

therapies was a function of the brevity of therapy. It is 

possible that the symptom most directly targeted by the 

form of intervention (i.e., depression in cognitive 

therapy and loneliness in behavior therapy) was the first 

symptom to rem̂ it, and that with continued therapy, the 

other symptom (i.e., loneliness) would also remit. 

Because of the theoretical bases of the two types of 

therapy used in the present study, it is not surprising 

that these brief therapy workshops had differential 

effects on the symptomatology. Alternately, it may be 

that the instruments used to assess symptomatology inter

acted with the treatment type. For example, because 

irrational thinking is targeted in cognitive therapy, and 

the BDI items strongly reflect irrational thinking related 
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to depression, it may be that students in the cognitive 

therapy group recognized the follow-up BDI items as 

irrational self-statements and failed to endorse them. 

Conversely, items on the LS-R have a less clear relation

ship to irrational thinking and instead emphasize actual 

behaviors (e.g., social activity—the primary target of 

the behavior therapy workshop). Students in the behavior 

therapy group, therefore, may have been somewhat sen

sitized to such items and, consequently, failed to endorse 

such items. 

The therapy workshops proceeded smoothly and utilized 

basic psychotherapy principles found in many psychoeduca-

tional workshops (e.g., Brown & Lewinsohn, 19 84). The 

groups followed a highly structured format that was 

modified from the variety of writings on the treatment of 

loneliness and depression. In that sense, the groups were 

auite easy to conduct. Given the brief time period of 

therapy and the generally positive results, it is likely 

that such workshops could be beneficial to many students 

when offered on a regular basis. The comments for improv

ing the workshops and descriptions, although generally not 

substantive, were quite positive. One frequent suggestion 

was to offer the groups on a regular basis and to publi

cize the availability of the groups. 
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Implications 

In sum, the findings of the present study suggest 

that emotional locus of control and personal relevance are 

good predictors of preference for type of therapy. 

Students tended to prefer a type of therapy that was 

consistent with their perception of the origin of their 

emotions. The two variables of interest were less suc

cessful in predicting perceived ability to implement the 

techniques of the therapies, and the equivocal findings 

are likely a result of a response bias in the students 

(e.g., a tendency to answer some self-efficacy question

naire items in such a way as to please the experimenter) . 

In spite of these inconsistencies, the type of cognitive 

processing that was likely employed by the students 

(central or peripheral) offers somie clarification of the 

results. Introductory psychology students generally 

participate ir experiments for class credit rather tnan 

personal edification; as such, their motivation for a 

veridical assessment of their feelings and perceptions is 

likely to be minimal to moderate. In other words, these 

students' involvement in the task is likely to be rela

tively low overall. Future research would benefit by 

employing subjects whose motivation (involvement) for a 

veridical assessment of their thoughts and feelings is 

somewhat stronger. A "real world" sample of subjects 

(e.g., clinic clients awaiting therapy) would likely help 
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clarify the relationship between type of cognitive pro

cessing used, perceived origin of emotions, and preference 

for therapy. The use of introductory psychology students 

as subjects, however, is an important first step in the 

clarification of this relationship. 

Future research with psychology clinic clients is 

advised, and will help clarify the relationship between 

perceived origin and control of emotions, ego involvement, 

and preference for and success in psychotherapy. It is 

hoped that individuals seeking psychotherapy, particularly 

for affective disorders, will benefit from this line of 

research. 
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Abstract 

Subjects' reactions to cognitive restructuring were 

examined to determine if the researchers' construct of 

emotional locus of control influenced subjects' perceived 

self-efficacy for emotional control. The Emotional Locus 

of Control Scale was developed to determine internal 

versus external emotional locus of control; the scale 

demonstrated adequate psychometric properties. Forty 

undergraduate subjects, 20 internals and 20 externals, 

received two mood induction procedures (Velten induced 

depression and failure on two tasks purported to assess 

intelligence and likelihood of academdc success); in

ternals and externals did not report different degrees of 

negative affect following these manipulations. This 

finding failed to support the researchers' predictions. 

Subjects also read an article describing the principles of 

cognitive therapy for anxiety/worry, with em.phasis on the 

technique of altering unrealistic thoughts to control 

affect. Subjects then completed a questionnaire assessing 

self-efficacy for emotional control through cognitive 

restructuring, and were then asked to keep a behavioral 

record of their use of the technique. As predicted, 

internals reported greater self-efficacy expectancies and 

outcome expectancies. Internals and externals did not 

differ in their ratings of the desirability of emotional 

control, again supporting the researchers' predictions. 
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Internals also reported greater use of the task, although 

this finding barely reached significance. Self-efficacy 

expectancies and behavioral intentions accurately predict

ed self-reported behavior, but only for internals. 

Results are discussed in terms of the utility of the 

emotional locus of control construct in predicting re

sponse to cognitive therapy. 

Self-efficacy for Cognitive Restructuring 
as a Function of Emotional 

locus of Control 

Cognitive restructuring or cognitive modification 

(the identification and alteration of unrealistic and 

maladaptive thoughts) is a frequently used technique in 

psychotherapy (Beck, 197 6; Beck et al. , 1979; Ellis & 

Grieger, 1977; Kendall & Hollon, 1979; Lazarus, 1971; 

Meichenbaum, 1974; Rimm & Masters, 1979; Williams, 1984). 

Cognitive restructuring is often used to alter affective 

responses such as anxiety and depression. Little research 

has been conducted to determine individuals' reactions to 

using this technique; the present study addresses this 

issue. It was expected that subjects who perceive their 

emotions to arise from internal or cognitive activity 

(internal emotional locus of control) would be more likely 

to respond favorably to using this cognitive therapy 

technique than would subjects who perceive their emotions 

to be governed by environmental events (external emotional 

locur of control). Thus, the researchers' goals were to 
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develop an emotional locus of control scale and to examine 

subjects' perceived ability to control emotions with this 

self-talk technique. Internals and externals were also 

expected to differ in the affective response to two types 

of mood induction procedures. 

Previous researchers have shown that clients with 

internal loci of control (using the Rotter Internal-

External Locus of Control Scale; Rotter, 1966) prefer 

unstructured counseling sessions, whereas clients with 

external loci of control prefer highly structured counsel

ing sessions (Friedman & Dies, 1974). Similarly, in

ternals are more therapeutically responsive to nondirec

tive therapy, whereas externals are more responsive to 

highly directive therapy (T^ramowitz et al., 1974). 

Researchers, however, have not addressed the similarity 

between clients' perceived origin of enotions (emotional 

locus of control) and perceived or actual abiî ity to 

utilize specific therapy techniques. Self-efficacy theory 

allows for such a comparison. 

According to Bandura (1977) , a self-efficacy expec

tancy or SEE is the degree of confidence in one's ability 

to perform a given behavior. An outcome expectancy (OE) 

is the perceived outcome of performing a behavior. SEP 

are thought to predict behavior change. Two additional 

constructs have been used with self-efficacy theory: 

behavioral intentions (Fishbein & Ajzen, 1975) and outcome 
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value (Maddux et al. , in press). Although some contro

versy exists, there is evidence that these four variables 

are relatively independent predictors of behavior (Maddux 

et al., 1982). 

In the first phase of the research, the Emotional 

Locus of Control Scale (ELOCS) was developed (Appendix C 

of the larger manuscript). The ELOCS was designed to 

assess the degree to which people feel their emotions to 

result from environmental events and, therefore, are 

beyond personal control (external emotional locus of 

control) and the degree to which people feel their 

emotions to result from internal or cognitive events and, 

therefore, are under personal control (internal emotional 

locus of control). The researchers hypothesized that 

subjects with an internal emotional locus of control would 

display relatively lower levels of depression and higher 

levels of self-esteem than would subjects with an external 

emotional locus of control. In addition, the researchers 

expected a moderate negative correlation between the ELOCS 

and the Rotter I-E (higher scores on the I-E indicate 

externality). A moderate correlation was expected because 

of the generality of the I-E and the specificity of the 

ELOCS. 

In the second phase of the study, undergraduate 

subjects scoring as relative internals and externals on 

the ELOCS were administered the Velten procedure of 
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induced depression (Velten, 1968). This manipulation was 

seen as an internal event because it involves the use of 

self-statements. It was hypothesized that internals would 

report higher levels of negative affect than would ex

ternals because this task involves telling oneself de

pressing statements, v;hich internals report as affecting 

their emotions to a greater extent than externals do. 

Subjects were also given two tasks, ostensibly from an 

intelligence test, that would predict college success. 

Subjects attempted to trace a geometric design which could 

not be traced, given the constraints, and then attempted 

to complete a series of insoluble anagrams. After these 

two failure tasks, the subjects were informed that their 

performance was well below average. This manipulation 

(negative feedback about intellectual performance) was 

seen as an external mood manipulation. It was hypoth

esized that externals would report higher levels of 

negative affect than would internals, because externals 

report external events as affecting their emotions more so 

than do internals. Because this prediction involves the 

untested assum.ption that the two mood induction procedures 

are indeed internal and external, only a weak effect was 

expected. 

Subjects also read a brief article explaining the 

premises ot cognitive therapy and how to identify unreal

istic, irrational, or illogical thoughts and replace them 
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with realistic thoughts to achieve control over negative 

affect. Subjects then completed a questionnaire assessing 

self-efficacy expectancies for using the cognitive re

structuring technique, outcom.e expectancies for using the 

technique, outcome value of emotional control, and behav

ioral intentions to use the technique. Subjects were then 

asVed to keep a record of their use of the cognitive 

technique for one ŵ eek. It was hypothesized that in

ternals would show increased levels of SEE, OF, behavioral 

intentions, and self-reported behavior, but not outcome 

value, compared to externals, because the cognitive 

technique is consistent with the internals' conceptualiza

tion of emotional origin. Externals were not expected to 

report intending to use or using the cognitive technique 

because the article described a miood control technique 

that is inconsistent with their conceptualization of 

emotional origin. 

Experiment 1 

The first study was designed to develop a brief 

self-report scale to determine the researchers' concep

tualization of the emotional locus cf control construct. 

Construct validity was assessed by obtaining correlations 

between the ELOCS and the Beck Depression Inventory (BDI), 

Rosenberg Self-esteem Inventory (Rosenberg, 3 965), and the 

Rotter I-E. (See Appendix. B for further construct validi

ty information.) 
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Subjects 

Subjects who completed the final version of the 

ELOCS, BDI, and Rosenberg scale were 45 male and 5 4 female 

students enrolled in introductory psychology at Texas Tech 

University. Subjects participated for class credit. 

Subjects who completed the ELOCS and the I-E were 16 male 

and 14 female students enrolled in a class of adolescent 

psychology; these students also participated for class 

credit. 

Procedure 

The researchers initially developed 60 statements 

believed to reflect their definitions of internal versus 

external emotional locus of control. Twelve items were 

taken from the Dysfunctional Attitude Scale (V?eissman & 

Beck, 1978) , and seven of these were retained in the final 

version of the ELOCS (three item.? rated as external and 

four as internal). The researchers then selected the 40 

statements they believed most strongly reflected the 

concept of emotional locus of control, and had seven 

doctoral students in clinical and counseling psychology 

(a) provide a scale-applicability rating by rating the 

degree to which each item reflected the researchers' 

definition of emotional locus of control, using a seven-

point Likert scale (1 = not at all, 7 = very m.uch), (b) 

determine whether a "true" response to each statement 
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better reflected the researchers' definition of internal 

or external control, and (c) provide a strength rating by 

rating the degree to which the statement reflected the 

internal or external definition determined in (b) , again 

using a seven-point Likert scale. 

Eleven items were discarded because all seven raters 

failed to agree on which concept the statement better 

reflected. Mean applicability and strength ratings were 

obtained for the remaining items and the 10 internal and 

10 external items with the highest mean applicability 

ratings were retained in the final version of the Emotion

al Locus of Control Scale (M = 5.6 and 5.9 for internal 

and external items, respectively). Mean strength ratings 

vjere 6.1 for both internal and external items. 

The resulting 20 item ELOCS, the BDI, and the 

Rosenberg were administered to 99 introductory psychology 

students. Subjects were asked to respond "true" or 

"false" to each ELOCS item, and were then asked to respond 

to each item on a seven-point Likert scale (1 = strongly 

disagree, 7 = strongly agree), without looking back at 

their true-false responses. In scoring the true-false 

responses to the ELOCS, the number of true responses to 

the external items was subtracted from the number of true 

responses to the interna]s items, and a constant of 10 was 

added to eliminate negative scores. This scoring method 

provided a measure of overall internality with a possible 
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range of 0 to 20, with higher scores indicating greater 

internal emotional locus of control. In scoring the 

Likert ratings, the sum of the external item ratings was 

subtracted from the sum of the internal item ratings, and 

a constant of 60 was added to eliminate negative scores. 

This scoring method provided a degree of internality 

rating with a possible range of 0 to 120, again with 

higher scores indicating a greater degree of internality. 

A second sample of 30 subjects from a class of 

adolescent psychology completed the ELOCS (using the 

true-false response format) and the Rotter I-E. These 

subjects completed the ELOCS twice, one month apart, to 

determine test-retest reliability and stability of the 

construct of emotional locus of control. 

Results and Discussion 

Ihe mean rating for overall internality for the 

larger sample was 13.9 (SD = 3.01) and 75.6 (SD = 14.99) 

for degree of internality. The correlation between the 

two ratines was .83 (£ < .01). Frequency distributions 

were plotted for each of the internality scores. Both 

distributions approximated a normal curve, with a tendency 

to be negatively skewed (reflecting a tendency toward 

internality). Because the true-false ratings yielded 

greater score variability (spread), the researchers 

decided to use this form of rating in future research and 

later data analyses. 
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A measure of internal consistency, Cronbach's alpha, 

was calculated for the true-false ratings of the ELOCS. 

For the internal items, the alpha coefficient was .52; for 

the external items, .63. The ELOCS correlated -.20 with 

the BDI and .35 with the Rosenberg Scale (£ < .05 for 

both), confirming the researchers' hypothesis that in

ternally-oriented subjects would report less depression 

and greater self-esteem than externally-oriented subjects. 

For the smaller sample, the correlation between the 

ELOCS and the I-E scale was -.51 (£ < .01), confirming the 

hypothesis that subjects who perceive reinforcement to 

result from internal events (response-contingent outcomes) 

also perceive their emotions to result from internal 

events. The one-month test-retest correlation coefficient 

was .65, indicating that emotional locus of control is 

somewhat variable over time. 

In sum, the results of the first study can be taken 

to indicate that people do indeed differ in their attribu

tion of emotions or emotional locus of control, and that 

internally-oriented subjects report less depression, 

greater self-esteem, and increased internal locus of 

control of reinforcement, compared to externally-oriented 

subjects. 

Experiment 2 

The second study was designed to determine if in

ternal versus external emotional locus of control subjects 
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report different affective responses to presumed internal 

versus external negative events, and to determine if 

internals report great self-efficacy for emotional control 

through the use of a cognitive mood-control technique than 

externals. The researchers hypothesized that internals 

would report greater levels of negative affect (anxiety, 

depression, and hostility) than externals following the 

Velten induced-depression procedure. The researchers also 

hypothesized that externals v/ould report greater levels of 

negative affect following failure on two tasks which 

ostensibly assessed intelligence and likely academic 

success. 

For measures of perceived ability to control affect, 

the self-efficacy variables discussed earlier were as

sessed after having the subjects read an article describ

ing the identification of unrealistic thoughts and re

placement with realistic thoughts as a means of mood 

control. The researchers predicted that internals would 

express stronger self-efficacy expectancies, outcome 

expectancies, and behavioral intentions to use the cogni

tive technique relative to externals. Internals and 

externals were not expected to differ in ratings of 

outcome value (the importance attached to controlling 

emotions). Self-efficacy expectancies were expected to be 

the best predictor of behavior; the behavioral measure was 

the subjects' frequency counts of how often they used the 



116 

cognitive technique during the week following their 

participaticn in the experiment. No sex differences on 

any of the measures were expected. 

Subjects 

Forty-nine riale and 45 female introductory psychology 

students completed the ELOCS. Forty of these subjects— 

the 10 highest and lowest scoring males and females--

participated in the experiment for class credit. Mean 

internality ratings for internals and externals were 18.1 

(SD = 1.19) and 10.4 (SD = 1.62), respectively. 

Procedure 

Subjects were run individually. Subjects were told 

that the researcher was interested in the relationship 

between em.otions and intellectual performance. For the 

internal mood induction procedure, each subject received 

the Velten induced-depression procedure, which consists of 

instructing the subject to read 60 depression-inducing 

statements typed on separate index cards; subjects read 

the statements at a rate of one every 20 seconds. A 

pre-recorded tape which simply said "next" every 20 

seconds was provided. Subjects were told to feel the mood 

the statement suggested (e.g., "There are too many bad 

things in my life"). Subjects then completed the MAACL, 

Today form. This adjective checklist assesses state 

anxiety, depression, and hostility. 
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For the external mood induction procedure, subjects 

attempted to trace a geometric design witheut retracing a 

line or lifting the pencil from the paper; the task could 

not be completed, given these constraints. Su}:>jects were 

allowed 5 minutes to complete the task, and had been told 

that three other designs would follow upon completion of 

the first. Subjects were told that this task was a 

subtest from an intelligence test that tapped perceptual-

motor skills, and that successful task performance was 

predictive of college success. When the subject in

variably failed at this task, the experimenter said, 

"Well, that gives me all the informiation I need, so I 

won't have you try the other designs. VJe'll go on to the 

next task." Subjects then attempted to solve nine 

anagrams, only three of which were soluble. The task 

instructions indicated that most subjects could correctly 

solve about seven anagrams. This task was presented as a 

"more sensitive measure of intelligence that relates to 

English abilities and gives more information about 

academic success." Subjects were allowed 10 minutes to 

work on the anagrams. When the subject again failed, the 

experimenter told the subject that his/her scores were 

well below average, sighed, and gave the subject the MAACL 

to complete. The order of the Velten procedure and 

failure tasks was counterbalanced to determine and control 

for order effects. 
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Upon completion of the second MAACL, subjects were 

informed that the intelligence testing portion of the 

experiment was finished and that they would be asked to 

read an article about feelings and then answer a series of 

questions about their attitudes. 

The researchers had prepared an 850 word description 

of the principles of cognitive therapy with an emphasis on 

the technique of replacing irrational thoughts with 

rational thoughts. Two example scenarios were included; 

one dealt with having an exam returned and feeling one did 

poorly, and the other dealt with asking som.eone for a 

date. Part of the article was taken from Burns (1980) . 

Subjects were instructed to read the article and highlight 

or underline the im.portant points (to assure their reading 

the article) and to become "as familiar with the article 

as you can in the next few minutes, so that you could 

explain it to someone if you had to." No time limit was 

imposed; most subjects completed the article within 5 

minutes. 

Subjects then used a seven-point Likert scale to 

respond to items regarding self-efficacy for emotional 

control using cognitive restructuring. Three items each 

assessed self-efficacy expectancies, outcome expectancies, 

outcome value, and behavioral intentions. The target mood 

of both the article and questions vas worry/anxiety. 
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Items were embedded in a group of filler items from the 

MMPI. 

After completing the questionnaire, subjects were 

given a printed and stamped postcard with instructions to 

record each time they replaced an unrealistic thought with 

a realistic one, without regard to the outcome of the 

behavior. The instructions also instructed the subject to 

return the card to the experimenter at the end of the 

seven days. The instructions were also given verbally to 

assure that the subjects understood. This behavioral 

record was given after the questionnaire to avoid biasing 

the questionnaire responses through attempts to please the 

experimenter. 

Finally, subjects received the Velten induced-elation 

procedure, and were then fully debriefed. The experi

menter was careful to assure the subjects that the two 

"intelligence" m.easures were nothing ncre than failure 

tasks used to induce negative affect, and bore no rela

tionship to their academic success. Subjects did not 

leave until the experimenter was convinced that no nega

tive affect remained; this was usually determined by the 

subjects' expressions of relief upon learning the true 

nature of the failure tasks or by the subjects' laughter 

during post-experimicnt conversation with the experiiTienter. 
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Results 

With two exceptions, t tests showed no sex differ

ences or effects of order of mood induction procedures. 

One exception was that females were more likely to report 

having used the cognitive restructuring technique (t(27) = 

2.22, £ < .03). The second exception was that subjects 

who received the Velten procedure before the failure tasks 

reported stronger intentions to use the cognitive tech

nique (t(32) = 2.10, £ < .04). For further analyses, the 

data were combined for both sex and miood induction proce

dure order. 

Correlation coefficients for the self-efficacy 

variables are presented in Table ^^-1. Each of the corre

lations is significant, with £ values ranging from .003 to 

.0001. Behavioral intentions were best predicted froF 

outcome expectancy. It follows logically that if cne 

believes that a technique will contrcl one's affect, one 

is likely to report intending to use the technique. 

Two self-efficacy variables were significantly 

correlated with the ELOCS scores. Self-efficacy expec

tancies correlated .31 (£ < .05) with the ELOCS, and 

outcome expectancies correlated .41 (£ < .03) with it. 

These results were expected, as was the nonsignificant 

correlation between the ELOCS and outcome value (r < .19, 

NS) . 
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TABLE A-1 

Correlations Between Self-efficacy Variables 

OE OV BI 

SEE .60^ .46^ .50*̂  

OE .60^ .76^ 

OV .65^ 

^£ < .0001 
£ < .003 
^£ < .001 

SEE = self-efficacy expectancy 
OE = outcome expectancy 
OV = outcome value 
BI = behavioral intentions 

The data for predicting reported use of the cognitive 

restructuring technique were mixed. For internals, the 

correlation between behavioral intentions and reported 

behavior was .55 (£ < .02), but for externals, the corre

lation was only .03 (£ < .90). Self-efficacy expectancies 

also predicted behavior for internals (£ < .50, £ < .04), 

but not for externals (r = .04, £ < .85). Thus, the 

researchers were able to predict behavior for internals, 

but not for externals. (See Table A-2.) 

Results from multiple regression analysis, predicting 

behavior from the self-efficacy variables and ELOCS 

scores, and from the self-efficacy variables alone, were 

nonsignificant. Behavioral intentions, however, were 

predicted using multiple regression with the self-efficacy 
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TABLE A-2 

Correlations Between Self-efficacy Variables and 
Self-reported Use of Cognitive Restructuring 

Internals Externals 
1 t 

Self-efficacy expectancies .50 (£ < .04) .04 (£ < .85) 

Outcome expectancies .31 (£ < .21) .12 (£ < .61) 

Outcome value .15 (£ < .55) .25 (£ < .30) 

Behavioral intentions .55 (£ < .02) .03 (£ < .90) 

S = 18 
^N = 20 

variables and ELOCS scores, with F(4, 35) = 16.7, £ < 

.0001, and with the self-efficacy variables alone, v̂ ith 

F(3, 36) = 21.1, £ < .0001. This finding is not surpris

ing, due to the correlations among the four variables. 

The researchers' hypothesis that internals and 

externals would respond differently to mood induction 

procedures was not supported. No significant differences 

emerged from t-test analyses in reported levels of anxi

ety, depression, or hostility following the mood induction 

procedures, although mean differences were in the expected 

direction. 

Internal consistency measures were calculated for 

each three-item self-efficacy varial>le. For SEE, 

Cronbach's alpha was .54; for outcome expectancy, .83; for 

outcome value, .77; and for behavioral intentions, .83. 
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In retrospect, it appears that the moderate alpha value 

for the self-efficacy expectancies was due to the awkward 

wording of one of the three items (one was scored in the 

reverse direction to counteract acquiescence response 

set) . The acceptable internal consistency values of the 

self-efiicacy variables allowed the sum of the sec res on 

each set of three items to be used in the data analyses. 

In general, the self-efficacy variables differed as 

expected. Internals expressed stronger beliefs in their 

ability to use the cognitive technique (t(39) = 2.11, £ < 

.04) , and stronger beliefs in the ability of thought 

replacement to alter mood (t(38) *= 3.03, £ < .004). Also 

as predicted, both internals and externals agreed on the 

positive value of controllinc emotions (t̂ (38) = l.C, £ < 

.11, N£). Contrary to t .s researchers' expectation?, 

however, internals and externals did rot differ in their 

reported intentions to use the cognitive technique (t(38) 

= 1.63, £ < .11, NS)f although the mean difference was in 

the expected direction. 

Two subjects, an internal male and internal female, 

failed to return their behavioral records. Both of these 

subjects, however, previously had mentioned that they did 

not need the additional class credit offered for returning 

the card (one-half point out of the four point? required 

for class). In addition, one subject, an internal female, 

reported having used the cognitive technique 161 times 
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during the seven-day period. Because of its extremity, 

this score was not included in the reported data analysis. 

Internals tended to report having used the cognitive 

technique more than externals, although this difference 

barely reached significance (t(34) = 1.73, p < .09). 

Discussion 

Subjects classified as internal or external by their 

scores on the ELOCS did not differ in their self-reported 

affective responses to what the researchers deemed in

ternal versus external mood manipulations. Failure to 

find significant differences miay be a result of the 

assumption that the Velten procedure reflects an internal 

mood manipulation because it involves providing depressing 

self-statements, whereas the failure tasks reflect an 

external mood manipulation because they represent objec

tive failure. It may be that the internal subjects 

reported negative affect after receiving the negative 

feedback and subsequently thinking depressing self-

statements, and external subjects reported negative affect 

after interpreting the Velten procedure as a negative 

environmental event. Alternately, because the externals' 

ELOCS scores were at the scale's midpoint of 10, rather 

than below that point (reflecting extreme externality), it 

may be that although these subjects view external events 

as largely determining their emotions, they do put some 

credence in the role cf cognitive events in determining 
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emotions. More extreme scorers, although difficult to 

locate, should be used when replication is undertaken. 

In general, internals reported greater perceived 

ability to control their emotions through the use of the 

cognitive therapy tecnnique, and expressed more belief in 

the positive outcome of using the technique than did 

externals. Also as expected, internals and externals did 

not differ significantly in their value of emotional 

control. Internals and externals also did not differ 

significantly, however, in their reported intentions to 

use the thought replacement technique, and only slightly 

differed in their reported use of the technique. Also 

unexpectedly, females reported using the technique more 

than did males. 

One interpretation of externals' reported intentions 

to use the thought replacement technique i? that because 

they may feel their emotions to be determined in part by 

chance events, they turn to available methods of mood 

control in attempts to increase their feelings of control. 

The article the subjects read might have been persuasive 

enough to weaken the externals' conviction that emotions 

arise from external events and are beyond their control. 

In addition, demand characteristics may have been present; 

the subjects may have responded in an effort to please the 

experimenter. Similarly, the validity of the behavicral 

records may be questioned, given the barely significant 
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difference between internals' and externals' reported use 

of the technique. It may be that neither internals nor 

externals actually used the thought replacement technique, 

and that both groups reported what they felt to be an 

appropriate number of instances. Further research should 

address the validity of the behavioral records. 

General Discussion 

The researchers successfully developed an emotional 

locus of control scale. Undergraduate subjects tended to 

perceive their emotions as arising from internal or 

external events. Internally-oriented subjects tended to 

report less depression and higher self-esteem than did 

externally-oriented subjects. Also, internally-oriented 

subjects tended to be more internally-oriented in terms of 

locus of control of reinforcement. These internal and 

external subjects, however, did not report different 

affective responses to internal versus external mood 

induction procedures. Internal subjects, relative to 

external subjects, reported significantly greater self-

efficacy expectancies and outcome expectancies for using a 

thought replacem-ent technique to control negative affect, 

and both internals and externals agreed on the positive 

value of emotional control. Internals and externals 

failed to differ in their expressed intentions to use the 

technique, and only slightly differed in their self-

reported use of the technique. 
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Internal subjects tended to report less depression 

and higher self-esteem than external subjects. This 

finding may reflect the internals' feelings of control 

over their emotions and environment. Feelings of help

lessness have been associated with depression (Abramson et 

al., 1978); lowered self-esteem is inherent in depression 

(Beck, 1972, 1976). The internally-oriented subjects 

reported having control over their cognitive processes, 

which they believe are responsible for their emotions. 

The externally-oriented subjects reported having little 

control over their feelings because the events of the 

world are uncontrollable; it is this sense of floundering 

helplessness that may account for their increased levels 

of depression and decreased sense of self-esteem, although 

causality cannot be inferred. These feelings of helpless

ness or lack of emotional control may also explain why the 

externals reported using the cognitive technique to iirpcse 

order on their feelings. This explanation is consistent 

with Abramowitz et al.'s (1974) finding that externals 

(using Rotter's I-E) were more therapeutically responsive 

to directive techniques, and also is consistent with 

Lefcourt's (1972) finding that externals are more suscep

tible to directiveness and suggestions. Finally, the idea 

that externally-oriented subjects seek control imposed 

fromi outside is consistent with the Friedm.an and Dies 

(1974) finding that externals prefer structured therapy 
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session—that is, structure imposed from outside. Thus, 

the hypothesis that externally-oriented subjects are 

unable to provide control or structure for themselves 

seems to be supported empirically, and may explain the 

nonsignificant differences in behavioral intentions, as 

well as the only slightly significant differences in 

behavior: the cognitive technique allows for control and 

imposes structure for the externals, and is consistent 

with the internals' conceptualization of their diffi

culties. 

Internally- and externally-oriented subjects did not 

report different affective responses to internal versus 

external mood induction procedures. The researchers 

predicted that internals would be more strongly affected 

by the Velten procedure, whereas externals would be more 

affected by the failure tasks. One plausible explanation 

for the internals' not being more strongly affected by the 

Velten self-statements is that these subjects failed to 

follow the experimenter's instructions. Several subjects, 

during debriefing, freely admitted that they stopped 

concentrating on the statements because they did not 

believe them. The Velten procedure is time-consuming and 

tedious; it would have been easy for subjects to proceed 

to the next card upon heaiing the signal, without reading 

the statement or concentrating on the mood suggested. 
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Thus, it is possible that some subjects failed to follow 

directions, although this assumption cannot be determined. 

A second explanation for the failure to find a 

significant difference between reported negative affect is 

that the endpoints of the internality-externality continu

um were not represented. The mean ELOCS score for the 

externals was near the scale's theoretical midpoint of 10. 

Few subjects scoring below 8 on the ELOCS were found in 

the samples tested. This indicates that few college 

students believe their emotions to be governed solely by 

environmental events. The externals used in this research 

either acknowledged some influence of cognitions on 

emotional locus, or failed to acknowledge some of the 

influence of environmental events on emotional locus, :-n 

order to score near the midpoint of 10. xhe use of more 

extreme groups probably would result in significant 

differences in reported affect, given that meî n differ

ences were in the expected direction. 

The utility of the ELOCS and the concept of emotional 

locus of control is related to the selection of clients 

for cognitive therapy. Clients must "buy into" the 

therapist's mode of action if change is to occur, and 

cognitive therapy is no different from other therapies in 

this respect (Beck et al., 1979). Clients whose emotional 

loci of control are near the midpoint of the ELOCS r.ay be 

malleable enough to convince quite easily that emotions 
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are largely the result of cognitive activity; these 

clients may benefit from cognitive therapy as much, if not 

more than, more internally-oriented clients. Althouch the 

internal clients would accept the therapeutic rationale, 

the highly structured format of pure cognitive therapy may 

be objectionable and detrimental to these clients. It 

remains for future researchers to determine the inter

action of emotional locus of control and response to 

cognitive therapy. 
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TABLE E-1 

Correlations Between the ELOCS and Related Scales^ 

Beck Depression Inventory -.20 (£ < .04) 

State-Trait Anxiety Inventory, state -.26 (£ < .007) 

State-Trait Anxiety Inventory, trait -.27 (£ < .006) 

Need for Cognition Scale .33 (£ < .0005) 

Rotter I-E^ -.29 (£ < .002) 

Myers-Briggs Type Indicator^ 

Thinking-feeling -.32 (£ < .0008) 
Judgment-perception -.18 (£ < .07) 
Extravert-introvert .13 (£ < .20, ns) 
Sensing-intuiting .21 (£ < .03) 

^N = 106 

Higher scores on the I-E indicate greater externality. 

^Higher scores on the Myers-Briggs indicate heavier 
weighting on the second component (e.g., high score on 
the thinking-feeling subscale indicates greater reliance 
on feeling). 
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Emotional Locus of Control Scale 

1. An unpleasant event does not make me sad. I make 

myself sad by what I tell myself.* 

2. Happiness is more a matter of my attitude toward 

myself than the way other people feel about me.* 

3. If a person has to he alone for a long tii.e, it 

follows that he/she has to feel lonely. 

4. I usually have control over my feelings.* 

5. I do not need other people's approval for me tc be 

happy.* 

6. My value as a person depends greatly on v̂ hat people 

think of m̂ e. 

7. It is difficult to be happy unless one is good 

looking, intelligent, rich, and creative. 

8. No one can hurt ne vith words. I hurt myself by the 

way I choose to react to their words.' 

9. Hy happiness depends more on what other people thiiik 

of me than what I think of myself. 

10. I cannot expect to control how I feel when something 

bad happens. 

11. My moods are primarily created by factors that are 

largely beyond my control, such as body chemistry, 

hormone cycles, or fate. 

12. My happiness is largel^ dependent on what happens to 

me. 
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13. I can't help becoming upset cr depressed when I learn 

of bad news. 

14. When I'm in a bad mood, I can generally talk myself 

into feeling better.* 

15. People won't necessarily become upset when they've 

had bad days.* 

16. 1 am responsible fcr how I feel.* 

17. When I'm feeling low, I can talk myself into feeling 

better.* 

18. Emotions come mostly from what we tell ourselves.* 

19. Vte feel the way we do because of the things that 

happen to us. 

20. If others dislike you, you cannot be happy. 

Note: Items followed by "*" are internal items. 
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Cognitive Workshop Description 

In the next few weeks, the Tech Psychology Clinic 

will offer a workshop to teach students how to overcome 

feelings of loneliness and depression. The workshop vill 

meet two times for two hours each session. To participate 

in the workshop, sign up with the receptionist in the 

Psychology Clinic office. 

The first part of the workshop will be devoted to 

education about the causes of loneliness and depression. 

These feelings are very common among college students, and 

are often brought on by the changes involved in leaving 

home for college and adjusting to a different environment. 

Oftentimes, feelings of loneliness and depression are 

related to the new demands and responsibilities of college 

life--for example, learning to live independently and to 

manage time and money more effectively. Students who 

leave their friends behind and move to a city vhere they 

don't have as many friends can feel alone, isolated, sac, 

and depressed. 

Many psychologists believe that feelings of loneli

ness and depression result from maladaptive "cognitions" 

or thoughts. A cognition refers to the way someone looks 

at things—one's perceptions, attitudes, and beliefs. 

This includes the way one interprets thingr--what the 

person says about someone or something. People feel the 
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way they do because of the thoughts they are thinking at 

the moment. 

When someone tends to be lonely or depressed, his (or 

her) thoughts tend to 1e negative. He sees the future as 

gloomy, and tells himself that bad things will happer, 

even if realistically nothing bad will happen. He comes 

to believe that things really are as bad as he imagines 

them to be, and then feels isolated, lonely, or depressed. 

Research has shown that these negative thoughts 

(irrational, unrealistic, or illogical thoughts) nearly 

always contain errors in logic (cognitive errors), such as 

overgeneralization (making a mountain out of a molehill), 

all-or-none thinking (seeing things as one way or another 

with no in between), or "should" statements ("I have to do 

better"). Although these thoughts appear valid or true, 

it is clear that they are irrational or just plain wrong. 

Changing these thoughts leads to feeling better. 

The second part of the workshop is designed to teach 

students how to get rid of these negative thoughts and 

replace them with more adaptive thoughts. There are 

several steps in this part of the workshop. 

1. Self-monitoring. The student will be asked to 

begin keeping lists of the thoughts he or she has just 

before and during a stressful situation (such as asking 

someone out for a date or waiting for an exami to be 

returned). These thoughts often contain the cognitive 
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errors. An example might be "I'm so nervous—he/she will 

never go out vith someone like me" or "I just know I 

flunked the exam, even though I studied all week long." 

2. Evaluation of thoughts. Next, the student is 

taught to examine the thoughts to see if they contain 

errors in logic. To do this, the student learns a list of 

ten cognitive errors (such as overceneralization, should 

statements, etc.) and determines if his/her negative 

thoughts contained any of the errors. In the above 

example of asking someone out for a date, the error is 

called "mindreading" or "predicting the future," because 

the person tried to second guess the other person's 

behavior. This is unrealistic because no one can predict 

the future! The person who tries to convince himself 

(ŵ ith these statements) that no one will go out with him 

is sure to feel lonely. 

3. Thought replacement. In this step, the student 

is taught to replace an unrealistic thought with a more 

realistic one (at first this is written on paper, but 

later on, the student does it in his head). The student 

might write "I can't predict the future—nobody can. I'm 

just asking someone to go to a movie, not to get married. 

Even IF I'm refused, it certainly doesn't mean I'm un

lovable." It is important to write down the different 

rational and irrational thoughts because writing them down 

makes the student pay careful attention to what he/she is 



140 

thinking. Unless the student is very conscious of what 

he/she is thinking, not much change in feeling is likely 

to occur. To succeed in this approach to changing feel

ings, lots of record-keeping is important. 

The last part of the workshop is designed to encour

age students to perform the cognitive activities outside 

of the workshop. Several assignments are given, such as 

the list of unrealistic and realistic thoughts, because 

these skills must be practiced just like any other nev; 

behaviors. During the second workshop meeting, students' 

successful and unsuccessful uses of these activities are 

discussed and the workshop leaders help the students 

improve their skills. After some practice, the student is 

able to replace unrealistic thoughts with realistic ones 

without having to write them down. Pretty soon the 

student feels less lonely and depressed and feels more 

adjusted to the college environment. 



APPENDIX E 

BEHAVIORAL WORKSHOP DESCRIPTION 

141 



142 

Behavioral V7orkshop Description 

In the next few weeks, the Tech Psychology Clinic 

will offer a workshop to teach students how to overcome 

feelings of loneliness and depression. The workshop will 

meet for two times for two hours each session. To partic

ipate in the workshop, sign up with the receptionist in 

the Psychology Clinic office. 

The first part of the workshop will be devoted to 

education about the causes of loneliness and depression. 

These feelings are very common among college students, and 

are often brought on by the changes involved in leaving 

home for college and adjusting to a different environment. 

Oftentimes, feelings of loneliness and depression are 

related to the new demands and responsibilities of college 

life—for example, learning to live independently and to 

manage time and money more effectively. Students who 

leave their friends behind and move to a city where they 

don't have as many friends can feel alone, isolated, sad, 

and depressed. 

Many psychologists believe that feelings of loneli

ness and depression are the result of unrewarding rela

tionships and too few enjoyable activities. W^en som.eone 

feels a bit depressed, he (or she) may act sad and with

drawn, and will not attempt to interact with many people. 

Most nondepressed people feel a bit uncomfortable around 

sad, withdrawn people because they don't know how to 
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respond. The depressed person then becomes more withdrawn 

and depressed because he or she perceives the other person 

as being uninterested. Therefore, the lonely or depressed 

person has fewer relationships, and the ones he has tend 

to be somewhat unrewarding. Also, the lonely person tends 

to be involved in fever enjoyable activities than the 

person who isn't lonely. By increasing the numiber of 

pleasant activities, the lonely or depressed person begins 

to feel better. 

Research has shown that it is possible to help the 

lonely or depressed person engage in more rewarding 

activities and relationships, and that doing so helps the 

person feel much bctter--less lonely and depressed. 

Changing the person's behavior so that other people 

respond more positively allows the lonely, depressed 

person to feel better. 

The second part of the workshop is designer to help 

the student elicit (get) more rewarding responses from 

other people. Rewarding responses include smiles, 

laughter, pleasant conversation, or invitations to social 

functions. There are several steps in this part of the 

workshop. 

1. Instruction. The student is taught why the 

following behaviors are important, and how to perform^ the 

behaviors to get rewarding responses from others: (a) 

speech content (what is actually said—for example, "That 
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looks like the book I had for American History last 

semester. Who's teaching it this time?" instead of "You 

have Dr. Smith for history?") , (b) tone of voice 

(inflection—not speaking in a monotone) , and (c) non

verbal behavior (body posture, eye contact, facial ex

pression) . 

2. Role playing. The student and workshop leader 

(or two students) take turns enacting the above behaviors 

in imaginary situations. For example, one may portray a 

person standing in line in front of the other at the 

cafeteria. The second person attempts to elicit positive, 

rewarding behavior (smiles, pleasant conversation) from 

the other person; the rewarding behavior then helps the 

student feel less lonely or isolated. Roles are then 

reversed. 

3. Outside practice. After the first session of the 

workshop, students are encouraged to practice the newly 

learned behaviors in the real world and to keep written 

records of the outcomes of these attempts. The results of 

this type of homework assignment are discussed in the 

second meetings and suggestions are given to make the 

student more successful in eliciting rewarding behavior 

from other people. 

The third part of the workshop is designed to in

crease the number of enjoyable activities the student is 

engaged in. Lonely or depressed people tend not to have 



14: 

as much fun as people who do not feel lonely or depressed. 

In this phase, students help each other come up with 

activities that would be pleasant (such as going to a 

movie at the UC, perhaps with a friend, or "studying" in a 

part of the dorm where there are a lot of people) . A 

specific nuTTber of enjoyable activities is decided upon in 

the first session, and these activities are performed 

between sessions; records of mood are kept during this 

time. After some practice, the student should begin to 

feel less lonely and depressed, and better adjusted to the 

college environment. 
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Revised Loneliness Scale 

1. I feel in tune with the people around me. 

2. I lack companionship. 

3. There is no one I can turn to. 

4. I do not feel alone. 

5. I feel part of a group of friends. 

6. I have a lot in common with the people around mie. 

7. I am no longer close to anyone. 

8. My interests and ideas are not shared by those around 

me. 

9. I am an outgoing person. 

10. There are people I feel close to. 

11. I feel left out. 

12. My social relationships are superficial. 

13. No one really knows me well. 

14. I feel isolated from others. 

15. I can find companionship when I want it. 

16. There are people who really understand me. 

17. I am unhappy being so withdrawn. 

18. People are around me but not with me. 

19. There are people I can talk to. 

20. There are people I can turn to. 
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Self-efficacy Questions for the 
Cognitive Workshop 

Note: Items followed by an asterisk ("*") are scored in 
the reverse direction. Items will be embedded in a 
group of filler items. 

Self-efficacy Expectancies 

1. I will find it easy to keep lists of my unrealistic 

thoughts. 

2. I will be able to identify my illogical or maladaptive 

thoughts and replace them with realistic, logical 

statements when I'm feeling lonely or depressed. 

3. I will probably have trouble changing my unrealistic 

thoughts when I start to feel lonely or depressed.* 

Outcome Expectancies 

1. Telling oneself rational and realistic things when 

lonely or depressed will help a person feel less 

lonely or depressed. 

2. Someone who identifies and repl'ces unrealistic 

thoughts when feeling lonely or depressed will feel 

better. 

3. Unpleasant feelings such as loneliness or depression 

can be miade miore pleasant by telling oneself realistic 

or logical things instead of negative and unrealistic 

things. 

Outcome Value 

1. It is important to me to feel satisfied with my 

relationships with others. 
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2. Reducing the amount of loneliness and depression I 

feel is important to me. 

3. It's important to me not to feel lonely or depressed. 

Behavioral Intentions 

1. During the next few days when I feel lonely or de

pressed, I will try to identify and replace unrealis

tic thoughts. 

2. During the next week or so, I doubt I will try to 

identify and replace unrealistic, negative thoughts.* 

3. Next week when I want to feel less lonely or de

pressed, I intend to change my irrational or unrealis

tic thoughts. 
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Self-efficacy Questions for the 
Behavioral VJcrkshop 

Note: Items followed by an asterisk (••*") are scored in 
the reverse direction. Items will be embedded in a 
group of filler items. 

Self-efficacy Expectancies 

1. I will find it easy to get involved in more activities 

instead of staying home so m.uch. 

2. I will be able to monitor and control my verbal and 

nonverbal behavior (such as what I say and how I say 

it) when I'm in a position to meet someone new. 

3. I probably won't be able to practice the behaviors I 

learn, such as tone of voice and getting involved in 

more activities, after I leave the workshop.* 

Outcome Expectancies 

1. Phrasing comments to other people so that the comĵ ents 

are more positive is likely tc encourage other people 

to be more friendly toward me. 

2. Someore who practices changing his or her verbal and 

nonverbal behaviors (such as speech content, eye 

contact, and tone of voice) so that they are more 

positive is likely to be able to make more friends and 

feel less lonely and depressed. 

3. Getting involved in different kinds of activities will 

help a person feel less lonely and depressed. 
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Outcome Value 

1. It is important to me to feel happy and well-liked by 

friends. 

2. Reducing the amount of loneliness and depression I 

feel is important to me. 

3. It's important to me not to feel lonely or depressed. 

Behavioral Intentions 

1. During the next few days when I feel lonely or de

pressed, I will try to monitor and change my tone of 

voice, make more eye contact, and get involved in more 

activities. 

2. During the next week or so, I doubt I will try to get 

involved in more activities when I feel lonely or 

depressed. 

3. Next week when I want to feel less lonely or de

pressed, I will talk in a pleasing tone of voice, mav.e 

more eye contact with people, and get involved in more 

activities. 


