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Preface

There are several reasons why reading this book is of direct relevance to you.
In teaching psychology to college undergraduates we have consistently heard
the complaint that there was too much emphasis on experimental psychology
in the laboratory setting, on methodology and statistics, and too little attention
given to real life human behavior. Often neglected has been an analysis of the
different psychological problems most of us have experienced in one form or
another. Almost always absent has been a presentation of practical and effec-
tive methods for helping those of our fellow human beings who are in distress.
This book also concentrates on scientific research and experimental psychol-
ogy. But there is a difference. The content of the research studies concerns
treatment of problems you have heard about or witnessed, such as a mentally
retarded child, the juvenile delinquent, unrealistic fears or phobias, sexual
inadequacy, and the inability to diet, drink less, or stop smoking. More impor-
tantly, this is a book about how psychologists and psychiatrists have made use
of the findings of experimental research in attempting to cope with these
human difficulties. We think that this will show the relevance of at least that
part of experimental psycholpgy that previously might have seemed to have
only a remote or abstract connection to life in the real world. We hope that
our enthusiasm for the potential that scientific psychology has for improving
our human condition will similarly inspire students who read this text.
Behavior therapy is the application of the principles of scientific psychol-
ogy to human problems. In just under 20 years of existence it has shown
phenomenal growth and currently ranks as one of the major approaches in the
treatment of psychological problems. Psychiatrists, clinical and school psy-
chologists, social workers, and nursing personnel have all increasingly adopted
the principles of behavior therapy. The American Psychiatric Association has
endorsed behavior therapy, declaring that it has “much to offer informed
clinicians in the service of modern clinical and social psychiatry.” In addition
to the U.S.A. and Canada, Western Europe, Australia, New Zealand, and
parts of Latin America such as Brazil and Mexico are active centers of behav-
jor research and therapy. Behavior therapy now accounts for a significant part
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of the psychological and psychiatric literature. Aside from the ever burgeoning
publication of new books, no fewer than eight major English-speaking journals
are devoted exclusively to behavior therapy. So diverse and large is the behav-
ioral literature that there is a need for a special series—the Annual Review of
Behavior Therapy: Theory and Practice®—that summarizes and reviews the
field on a yearly basis.

An important emphasis of this book is on the scientific evaluation of
behavior change methods. Are they effective? Do they help people? Of course,
these questions apply not only to behavior therapy but to all forms of therapy
from psychoanalysis to encounter groups. This is the age of public and profes-
sional accountability, of greater consumer awareness than ever before. As a
prospective client requiring therapy, as a heavily burdened taxpayer support-
ing massive federal funding of diverse treatment facilities, or simply as a
concerned citizen, you will want to know the answer to these questions. But
how do you evaluate such a complex matter as therapeutic outcome? In this
book we try to do more than help you evaluate behavior therapy; we describe
evaluation strategies that can—and should, we feel—be applied to various
treatment programs that purport to deal with psychological disturbances and
abnormal behavior.

Related to the issue of accountability is that of ethics. Mental health
services in general and behavior modification in particular have sometimes
been attacked as unethical and even illegal. Who decides what behavior should
be changed and in whom? Although abuses have undoubtedly occurred, be-
havior therapy has addressed, the ethical issue more directly perhaps than any
other therapeutic approach. Procedures have been identified that can be fol-
lowed to enhance personal freedom and growth and to minimize the risk of
future abuses of psychiatric patients. Again, while we discuss these procedures
in the specific context of behavior therapy, they have broad applicability to all
other treatment approaches.

Last but not least, this bpok might help you to understand better your
own behavior and the influences that regulate it. Self-control is a key focus of
behavior therapy. Many behavioral methods have been delineated well enough
that simply reading about them occasionally enables you to help yourself—and
others—change. Although this is not a practical manual on behavior change,
the principles described are those on which many popular self-help methods
are based. Two examples of how a book of this nature might promote behavior
change and personal understanding can be drawn from reactions to our previ-
ous text, Behavior Therapy: Application and Outcome.?

One of the editors of the book learned how to toilet train her child
successfully after reading our description of the relevant behavioral procedure.

'Franks, C. M.,"and Wilson, G.T. Annual review of behavior therapy: Theory and practice,
Vols. 1-7. New York: Brunner/Mazel, 1973-1979.

*O’Leary, K.D., and Wilson, G.T. Behavior therapy: Application and outcome. Englewood
Cliffs, N.J.: Prentice-Hall, 1975.
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Then there was the college junior who had confided to his parents that he was
homosexual and came under severe pressure to enter into therapy designed to
change him into a heterosexual. On reading our book he discovered that
homosexuality is not a form of mental illness, that homosexuals can lead
happy, fulfilling lives, and that most behavior therapists assist clients to choose
their preferred life style rather than arbitrarily coercing adoption of the thera-
pist’s personal prejudices. A couple of sessions with such a therapist resolved
...~ ~the family crisis, alleviated the student’s severe guilt, and helped the parents
"accept the mature decision that it was their son’s prerogative to decide his
sexual orientation.
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The Case of Mr. B

Mr. B was a thirty-five-year-old man, married, with two sons aged eight and
five years, from a successful, middle-class family. He was a persistent exhibi-
tionist whose pattern over the past twenty years had been to expose his genitals

<to unsuspecting adult women as often as five or six times a week. Fifteen years
of intermittent psychoanalytic treatment, several hospitalizations at psychiat-
ric institutions in the U.S.A., and a six-year prison sentence for his deviant
sexual behavior had failed to help Mr. B change his unwanted, but apparently
uncontrollable, behavior. He was currently under grand jury indictment for
exposing himself to an adult woman in the presence of a group of young
children. There was every prospect that he would receive a life sentence in view
of his repeated offenses and his numerous failures to show improvement as a
result of lengthy and costly psychiatric treatment. At least one psychiatrist had
diagnosed him as untreatable and had advocated his removal from free society.
Shortly before coming to trial, Mr. B’s psychoanalyst referred him to one of
the current authors as a last resort to see if behavior therapy might succeed
where traditional forms of treatment had failed.

Mr. B was hospitalized and treated on a daily basis for six weeks, a total
of about 50 hours of direct therapist contact. After spending some time to
develop a trusting personal relationship so that Mr. B would feel comfortable
in disclosing intimate details about his problems, the therapist conducted a
series of intensive interviews to ferret out the specific environmental circum-
stances and psychological factors that were currently maintaining Mr. B’s
deviant behavior. With his permission, his parents and wife were also inter-
viewed to obtain more information and to corroborate aspects of his own
description of the development and present status of the problem. In order to
obtain a sample of his actual exhibitionist behavior, a situation was arranged
in a hospital office that closély resembled the conditions under which Mr. B
would normally expose himself in real life. Two attractive female professional
colleagues of the therapist were seated in a simulated doctor’s waiting room,
reading magazines, and Mr. B was instructed to enter, sit across from them,
and expose himself. Despite the artificial setting, Mr. B proceeded to expose
himself, became highly aroused, and nearly masturbated to orgasm. This entire
sequence was videotaped, and objective measures of Mr. B’s response to this
scene as well as to various other adult sexual stimuli were obtained by record-
ing the degree of penile erection he showed while observing the videotape and
selected other erotic filmed material.

On the basis of this behavioral assessment, a detailed picture was devel-
oped of the chain, or sequence, of internal and external stimuli and responses
that preceded his acts of exposure. For example, a woman standing alone at
a bus-stop as he drove past in his car often triggered a pattern of thoughts and
images that caused him to circle the block and eventually expose himself.

2
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Alternatively, the anger he experienced after a heated argument with his
father, which he could not handle, could also elicit the urge to expose himself.
The more Mr. B thought about exposing himself, the more obsessed he became
with a particular woman and her anticipated reactions. Since he tuned out
everything except his immediate feelings and intentions, he became oblivious
to the consequences of his actions. His behavior was out of control. Mr. B
hoped that his victim would express some form of approval, either by smiling
™ or making some sexually toned comment. Although this did happen periodi-
cally, most women ignored him, and some called the police.

Not atypically, Mr. B’s idea about behavior therapy was that he would
be passively “conditioned” so that his problem would disappear. The therapist
systematically disabused him of this notion by explaining that success could
be achieved only with his active cooperation in all phases of the treatment
program. He was told that there was no automatic “cure’ for his problem, but
he could learn new behavioral self-control strategies, which, if practiced con-
scientiously and applied at the right time, would enable him to avoid further
deviant behavior. !

As in most complex clinical cases, treatment was multifaceted, meaning
that a number of different techniques were employed to modify different
components of the disorder. His own beliefs about his problem were that he
was suddenly seized by a desire, which he could not consciously control, and
that his subsequent actions were “involuntary.” Analysis of the sequence of
events that always preceded exposure altered Mr. B’s expectation that he was
unable to control his behavior. He was shown how he himself was instrumental
in transforming a relatively weak initial urge into an overpowering compulsion
to expose because he attended to inappropriate thoughts and feelings and
engaged in behaviors that increased, rather than decreased, the temptation. It
was explained that the time to break this behavioral chain, to implement the
self-control strategies he would acquire as a result of treatment, was at the
beginning when the urge was weakest. In order to do this, he would have to
learn to be aware of his thoughts, feelings, and behavior, and to recognize the
early warning danger signals.

Specific tension states had often precipitated exposure. Accordingly, Mr.
B was trained to reduce this tension through the procedure of progressive
relaxation. Instead of exposing himself, he learned to relax, an activity incom-
patible with exposure behavior. Assertion training was used to help Mr. B cope
constructively with feelings of anger and to express them appropriately, rather
than to seek relief through deviant behavior. Using role-playing, the therapist
modeled an appropriate reaction and then provided Mr. B with reinforcing
feedback as he rehearsed progressively more effective ways of responding to
anger-inducing events. In covert modeling Mr. B was taught to imagine him-
self in a range of situations that customarily had resulted in exposure, and to
see himself engaging in alternative responses to exposure, for example, relaxing
away tension, expressing anger appropriately, reminding himself of the conse-
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quences of being caught, or simply walking away from a tempting situation.

Aversion conditioning was used to decrease the positive appeal exposure
had for him. During repeated presentations of the videotape of his exposure
scene, a loud, subjectively aversive police siren was piped over earphones he
was wearing on an unpredictable schedule. In addition to this classical condi-
tioning procedure in which Mr. B had no control over the presentation of the
aversive stimulus, an avoidance and/or escape contingency was introduced at

“Some sessions. By shouting “stop!” as soon as he heard the siren begin, Mr.
B could terminate it, Whereas Mr. B initially found watching the videotape
pleasurable and sexually arousing, he progressively lost all sexual interest in
it. He reported that he experienced marked difficulty in concentrating on the
scene because he began to anticipate the disruptive—and given his personal
social learning history, an understandably frightening—police siren in connec-
tion with thoughts of exposure. The siren was also paired systematically with
a range of fantasies of different situations in which he would expose himself.
In addition to the siren, Mr. B learned how to associate self-administered
aversive cognitive events with deviant thoughts or images. For example, imag-
ery of an aversive event, such as being apprehended by the police, was coupled
with thoughts of exposure. Periodically, Mr. B’s sexual arousal to the video-
tape was assessed directly by measuring penile erection in order to provide an
evaluation of his progress.

Mr. B had exposed himself only to women he did not know personally.
The final treatment method consisted of asking Mr. B to expose his penis in
front of a panel of three male and three female therapists. This procedure was
extremely aversive to him and was designed to associate the act of exposure
with unpleasant consequences.

Following every session with the therapist, Mr. B was given specific
homework assignments to complete. These included self-monitoring and re-
cording any urges to expose himself, so as to ensure awareness about any signs
of reverting back to old habits] Other assignments involved practicing relaxa-
tion exercises and recording the degree to which the relaxation was associated
with reduced tension; rehearsing the association of aversive imagery with
fantasies of exposure, recording the intensity of the aversive imagery and the
clarity of the exposure fantasies on ten-point rating scales; and engaging in
assertive behavior where appropriate during interactions with other patients
and staff on his assigned ward. Direct observation of his interpersonal behavior
on the hospital ward provided an index of his utilization of assertive behavior.

Finally, after speaking with the therapist about cooperation and appar-
ent progress in the treatment program, Mr. B’s wife agreed to several joint
therapy sessions which used behavioral methods for improving marital com-
munication and interaction. Although the behavioral assessment had indicated
that Mr. B’s exhibitionist behavior was not directly caused by an unhappy
marriage or lack of sexual satisfaction from his wife, the rationale was that
improvement in these spheres of functioning would help consolidate and sup-
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port his self-control over deviant sexual behavior acquired through the rest of
the treatment program.

On leaving the hospital at the end of treatment, Mr. B continued to
self-monitor any thoughts or feelings about exposing himself, to relax sys-
tematically, to assert himself, and to rehearse the pairing of aversive imagery
with thoughts of exposure. Every week he mailed these records to the therapist
for analysis, a procedure designed to generalize treatment-produced improve-

~ment to the real world and to maintain self-control over time. Another facet
of this maintenance strategy was a series of booster sessions that were sched-
uled approximately four months after therapy in which he returned to the
hospital for a week of intensive treatment along the same lines as described
above.

In large part owing to the therapist’s strong recommendation, the court
gave him a suspended sentence. A two-year follow-up showed that Mr. B had
refrained from any exhibitionism, had experienced very few such desires, and
felt confident in his newly found ability to control any urges that might arise.

3

The Case of Diane T

Diane T was a nineteen-year-old college junior who had sought therapy at the
psychological clinic of the university on the advice of a professor in whom she
had confided. Struggling to keep back her tears, Diane slowly began to tell her
therapist of her unhappiness—of her sense of loneliness, social insecurity,
anxiety, and depression. The strain of her personal problems was beginning to
interfere with her sleep and with her school work. An otherwise excellent
student, Diane was finding it increasingly difficult to concentrate or study
because of persistent anxiety and overpowering negative feelings about herself.
A shy person, she had become almost completely withdrawn socially. This
accentuated her sense of loneliness and depression.

The therapist spent the first session or two getting to know Diane and
creating a climate of trust and cooperation, two indispensable elements of all
effective therapy. Gradually the therapist began to pinpoint the specific condi-
tions that were currently responsible for Diane’s distress. Much of this infor-
mation was obtained during a detailed, structured clinical interview. In addi-
tion, the therapist asked Diane to become an active participant in the
therapeutic process by keeping a daily diary in which she was to record events
relevant to her problem and her reactions to them. Diane’s self-monitoring
provided the therapist with the sort of specific information he needed to assess
the variables influencing her behavior. It also helped Diane to become aware
of the reasons for her unhappiness.

A focal point in Diane’s problems was her shyness in social interactions.
She was overly self-conscious, unable to express her feelings publicly, and



