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CHAPTER I
Introduction

BAmericans for some time now have been able to find
self-help books on subjects from how to relieve
emotional pain, to how to become wealthy, to how to win
friends and influence people, to how to dress for
success, to how to make a marriage last, and how to
make divor. _ess traumatic, and to how to be a more
appealing lover (Santrock, Minnett, & Campbell, 1994).

Serious researchers and clinicians disagree about
the desirability and therapeutic value of the books
currently available (Rosen, 1987; van Lankveld, 1998;
Mahoney, 1988; Forest, 1988; Starker, 1998a, 1988b).
Rosen (1987) intensified the controversy when he
pointed out the potential harm that could be caused
when untrained consumers administered therapy to
themselves, unaided by professional therapists. A major
source of contention was Rosen’s call for the
regulation of self-help books by the American
Psychological Association (APA). One of Rosen’s fears
was that treatments proven to be successful in clinics
when they were administered by trained clinicians might

not work when used as self-administered self-help




treatment.

One of the protagonists in the debate over
bibliotherapy, Starker (1988a) surveyed 121 clinicians
on their experience with bibliotherapy. Starker’s
survey included clinicians on both coasts (Boston and
San Diego) and clinicians who were practicing a
representative variety of theoretical orientations.
Starker reported that a significant number of
professional clinicians used bibliotherapy as an
adjuvant to face-to-face therapy, and a significant
number reported favorable outcomes.

In a recent meta-analysis of bibliotherapy
treatments of sexual dysfunction, van Lankveld (1998)
suggested that self-help treatment offered advantages
over face-to-face treatment. Van Lankveld suggested
that improvements resulting from self-administered
treatments contributed more to feelings of self-
efficacy and self-esteem, and consequently, the
improvements were more likely to be sustained over
time.

Today, the number of self-help titles and the
dollar volume of sales continue to grow (American

Booksellers Association, 1998). Despite the pervasive



use of self-help books by consumers and health care
providers, though, there are no standards, and no
systematic or authoritative means for evaluating
bibliotherapy (Craighead, McNamara, & Horan, 1984).

Because the delivery of mental health care through
written materials is endemic today, reaching more
consumers than traditional face-to-face therapy (Apfel,
1996), it is important to examine what makes
bibliotherapy work for mental health care consumers.

It is beyond the scope of this study to examine
the depth and breadth of the questions what works and
what does not work in bibliotherapy. However, one
aspect of the therapeutic process which has been
credited with contributing to, and even to being
necessary to success in face-to-face therapy is empathy
(Rogers, 1951, 1961). What made empathy particularly
interesting and appropriate in a study of written self-
help materials, is the existence of rhetoric, Rogerian
rhetoric, for both oral and written communications.
Rogerian rhetoric was derived from Rogers’ theories by
Young, Becker and Pike (1970). Since then, theorists
(Young, et al., 1970; Teich, 1992; Brent, 1991;

Halasek, 1992; Zappen, 1992) addressed the question,




whether readers perceive empathy from writers in
written materials.

In order to be therapeutic, according to Rogers
(1961), self-help books would have to convey the
characteristics necessary for therapeutic change:
genuineness, positive regard, and empathy.

How to operationalize empathy is an issue that has
proven elusive (Duan & Hill, 1996; Davis, 1996; Bohart
& Greenberg, 1997a; Rapoport, 1960). According to Duan
and Hill, “the lack of specification and organization
of different views of empathy has led to theoretical
confusion, methodological difficulties, inconsistent
findings, and neglected areas of research in the field”
(pp. 269-270). In their opinion, the “various
theoretical and methodological insufficiencies” called
for “creative..researchers to exert their scientific
effort and contributions” (p. 270).

One solution to the theoretical confusion
described by Duan and Hill (1996) was to take a more
pluralistic approach to empathy. Reed (1984), in
defining empathy for psychoanalysts, pointed out that
empathy did not have to be accepted as one or the other

of mutually exclusive concepts—for example, either




cognitive or affective. She arqued that the intense
controversy over multiple definitions and uses of the
term, “at the very least, ..suggests a diversity in the
subjective experience of empathy and ensuing conscious
attitude toward it” (p. 13). She argued for accepting
the term empathy as a pluralistic construct, a
synthesis of antithetical concepts, which complemented
rather than excluded each other. For example,
therapists may come to understand how others feel
(affective), and then analyze (cognitive) the meaning
of those shared feelings. The “synthesis of its
antithetical components most accurately reflects the
clinical experience of empathy” (p. 21). As pointed out
earlier, this pluralistic view of empathy paralleled
Rogers’ (1961) view.

Secondly, Teich (1992) argued that Rogers (1961)
operationalized empathy with the restatement rule. In
any dialogue between two individuals, to determine if
one person had an empathic understanding of the other,
you need simply to ask. Here is how the dialogic
process would go:

1. Second speakers restate first speakers’

positions.



2. After restating, second speakers ask first
speakers whether or not it appeared to them as if they,
the second speakers, understood, grasped, fully
appreciated, the first speakers’ position.

3. 0nly after getting an affirmative answer,
dosecond speakers go on to state their own positions.

Brent (1991) offered a bridge from Rogerian dialog
to written materials. Self-help books, according to
Brent, can be viewed as a single expression in an
ongoing dialogue between writers and readers,
therapists and clients. Brent argued that both writers
and readers benefited from what had gone before, that
knowledge and sensibility were cumulative.

Statement of Purpose

Despite the importance of written material as the
media from which most consumers will receive mental
health care, research has not contributed significantly
to our knowledge of what makes some materials more
effective than others. This knowledge would be of
extreme benefit to both consumers and to therapists who
use self-administered materials as an adjuvant to
therapist-administered processes.

The purpose of this study is to determine if
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readers perceive empathy, frequently associated with
satisfaction, compliance and efficacy of therapy, from
written materials, and 1f readers distinguish relative
levels of empathy from a selection of self-help
materials.

This study is designed to be a first step in a
process aimed at developing models for evaluating self-
help materials, and ultimately, for producing more

effective materials.




CHAPTER II
Literature Review

Bibliotherapy

General Definitions

Van Lankveld (1998) defined bibliotherapy as
treatments in which written materials played central
roles, and pointed out that written materials, as mode
of therapy, could be administer with any of three
levels of therapist participation: (a) no guidance from
therapists, (b) minimal guidance from therapists, or
(c) as an adjuvant to therapist-administered treatment.

Craighead et al. (1984) traced the history of
bibliotherapy to the early Christian era, and pointed

out that the root of the term bibliotherapy, biblio,

meant “of the Bible” (p. 878). They argued that the 01d
Testament itself was the first self-help book.
Craighead et al. (1984) also pointed out that the
term self-help was used to refer to two phenomena in
health care: (a) community groups such as TOPS (Take
Off Pounds Sensibly), and AA (Alcoholics Anonymous) ;
and (b) self-help books, and counseling literature.
According to Craighead et al., the two phenomena had no

common theoretical foundation.



In their look at bibliotherapy, Craighead et al.

(1984) choose to use the terms self-help books and

bibliotherapy interchangeably, and to limit the scope

of their study: (a) to materials relevant to counseling
psychology, (b) to materials that offered specific
therapeutic procedures, and (c) to materials that had
been subjected to evaluation. They did not, however,
describe the difference between relevant content and
irrelevant content, or define precisely what they meant
by therapeutic versus non-therapeutic. Additionally,
Craighead et al. admitted the absence of empirical
evidence that could verify their argument that
empirically evaluated self-help books were more
effective than self-help books that had not been
empirically evaluated. Nevertheless, Craighead et al.
stated that their goal was to promote a science of
bibliotherapy. To accomplish that, they recommended
basing self-help materials only on empirically-tested
procedures and not on mere anecdotal evidence. However,

they distinguished between empirically based and

empirically evaluated procedures. Empirically based

procedures were clinical procedures that were evolved

in clinical practice (case studies) from empirically
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evaluated procedures. Craighead et al. argued that
self-help materials that were developed from case
studies could be useful for suggesting directions for
empirical research. However, they cautioned that the
conservative approach would be to wait until the
procedures were empirically evaluated before publishing
them for public consumption. The liberal approach would
be to publish the materials before they were
empirically evaluated, and let the public decide on the
value of the material. It could be assumed that
Craighead et al. favored the policy of not publishing
self-help materials until the recommended processes
were empirically validated.

Craighead et al. (1984) did not propose a model
for self-help material, however, they said that if they
were to propose a model, one necessary element would be
the assumption that individuals were capable of self-
initiated change. At the same time they admitted that
“very little is known about the mechanisms of self-
initiated change” (p. 881).

Bibliotherapy as a Controversial Treatment Modality

Rosen (1987) incited a controversy over self-help

books (Mahoney, 1988; Forest, 1988; Starker, 1988a;
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Holtje, 1988) when he criticized “do-it-yourself
treatment books” (p. 46). Rosen’s criticized self-help
books for exaggerated claims, and for contributing to
the commercialization of psychotherapy. Rosen pointed
out that research supported three conclusions: “First,
the effectiveness of a treatment program under one set
of conditions cannot be assumed to generalize to all
conditions” (p. 47), and he cited therapist-guided
treatment programs which had been successful in a
clinical environment, but which were found to be of no
help at all without the help of therapists. “Second,
ineffective programs can actually lead to the worsening
of a problem” (p. 47), and he offered the yo-yo effect
achieved by self-administered weight-loss programs as
an example. “And third, the most well-intentioned
instructional changes can lead to ineffective
treatments” (pp. 47-48), and he offered his own self-

help treatment program, Don’t Be Afraid (Rosen, 1976,

as cited in Rosen, 1987), as an example of this
outcome. To remedy the situation, Rosen called for APA
guidelines and ethical standards. Rosen’s goals were
(a) to assure accurate cover claims, (b) to help

psychologists negotiate for and demand a list of
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informational points (empirical evaluations, peer
reviews, outcome expectations) presented in a standard
format, and (c) to convince the APA to endorse
publications meeting the standards. However, Rosen then
condemned the APA for its own role in publishing

Psychology Today. According to Rosen, Psychology Today

was a perpetrator of the kind of unethical practices he
criticized, i.e., printing advertising for materials
making exaggerated claims, and for commercializing
psychotherapy.

Mahoney (1988), one of the authors mentioned by
Rosen (1987), countered Rosen by pointing out (a) that
the critical literature cited by Rosen contained
methodological and interpretive problems, (b) that the
overall success rate for self-administered programs was
“somewhere between that of professional counseling and
no treatment” (p. 598), and indeed, (c¢) that self-
administered therapy through self-help books often
served as a “developmental bridge” (p. 598) to mental
health services. In Mahoney’s opinion “the success
rates of professional counseling and psychotherapy are
themselves nothing to brag about” (p. 598). Finally,

Mahoney argued that Hugh Prather’s Notes to Myself
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(1970, as cited in Mahoney, 1988) and Erich Fromm’s The

Art of Loving (1956, as cited in Mahoney, 1988) would

not get the APA endorsement Rosen favored, even though
“they have probably consoled and counseled more human
hearts than all our diet and self-improvement books put
together” (p. 598).

In answer to Rosen (1987), Forest (1988) recounted
data he collected on self-help material. Forest
examined the front covers and back covers of 232 books
that were published between 1970 and 1983. He reported
that 43% of the authors listed themselves as PhDs, MDs
or doctors, while 47% listed no credentials; 52% failed
to mention the theoretical orientation or basic
technique used in their work, and another 14% listed a
one-of-a-kind approach. The covers promised 2,200 cures
or improvements, using the following adjectives in
order of frequency: (a) new, unique, and revolutionary;
(b) proven and effective; and (c) easy to learn and
use. When therapy, psychology, or psychiatry were
mentioned, 84% of the mentions were negative, e.qg.,
costly, dangerous, incomprehensible, and unworkable.

While Forest (1988) supported the accusation that

self-help literature often made exaggerated and
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misleading claims, Forest also agreed with Mahoney
(1988) that outcome studies critical of self-help
materials were flawed and inconclusive. Forest
concluded by calling for further examination rather
than for condemnation.

Starker (1988b) set out to resolve one of the main
questions concerning bibliotherapy, that is, whether
self-administered treatments using written materials
could be therapeutic. Starker pointed out that self-
help books were both controversial, and at the same
time, an important adjuvant to more conventional
treatment. He referred to the dispute between Rosen
(1987) and Goldiamond (1976: as cited in Starker,
1988a). Rosen (1987) expressed concern that
unsupervised consumers would be victimized by
ineffective and possibly harmful treatment through
self-help books. As mentioned above, Rosen called for
regulation of the commercial distribution of books that
offered self-administered treatment programs. A decade
earlier, Goldiamond (1976, as cited in Starker, 1988a)
argued that consumers were capable of taking care of
themselves. To find out which point of view had become

dominant among professional health-care providers,
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Starker (1988b) surveyed psychologists in San Diego,
California and Cambridge, Massachusetts. The 121
psychologists reporting their clients’ experiences with
self-help treatment were overwhelmingly favorable.
These findings supported Goldiamond’s (1976: as cited
in Starker, 1988a) position. Although only 88.6% of the
psychologists who responded said that they prescribed
self-help books as part of treatment, 69.2% reported
having clients who had been helped very much. All of
the psychologists who responded agreed that self-help
books could be helpful.

In the discussion of his study, Starker (1988b)
suggested that the role of self-help books in health-
care would increase as therapists adopted theoretical
models that emphasized conscious choice and personal
responsibility in helping client’s change unhealthful
behavior.

In 1996, Apfel reviewed self-help literature for

Psychiatry. In her review, she noted that many

psychotherapists felt that self-help books trivialized
and oversimplified patient problems. At the same time,
Apfel noted that millions of self-help books were

reaching many more people than professional
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psychotherapists were reaching. Apfel suggested that,
unlike psychoanalytic and psychodynamic psychotherapy,
in her view the dominant approaches of the twentieth
century, self-help materials were positive, accessible
and experiential. According to Apfel, they tended to
remove the mystery and the stigma from psychological
problems. Apfel argued that self-help materials tended
to empower patients in ways that were unavailable
through traditional therapeutic approaches. Apfel
speculated that self-help materials might be touching
people in fundamental ways that professional
psychotherapists may be missing.

However, Apfel (1996) agreed with critics (e.g.,
Rosen, 1987) that not all self-help materials were
equally efficacious, and she referred to The

Authoritative Guide To Self-Help Books (Santrock,

Minnett, & Campbell, 1994). Santrock et al. made an
attempt, aided by the American Psychological
Association’s (APA) membership, to provide therapists
and clients alike with a guide for choosing self-help
materials. Santrock et al. published ratings by 500 APA
members of 1,000 titles. In the first chapter, Santrock

et al. listed 22 books that had appeared on best seller
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lists. Santrock et al. said that there was a consensus
among mental health professionals that half the books
were not good. As Apfel pointed out, Santrock et al.
published only the ratings, not what the ratings were
based on. It is noteworthy, too, that no mention was
made in Santrock et al. of limiting endorsement to
self-help materials which had been empirically
validated. Furthermore, Apfel suggested that the
success of self-help materials, ones that are approved
of as well as ones that are disapproved of, “ask(ed)
the question over and over for us as professionals:
What is it that we do that works, or does not work?”
(p. 11). This was a question that Santrock et al. did
not attempt to answer.

Why Self-Help Worked

Speculating as to why self-help books appeared to
work, Apfel (1996) suggested, that for people suffering
psychological distress, self-help materials contained
“some words of wisdom and solace, told in an
accessible, nonelitist, practical way that can be
appealing and useful” (p. 5). Apfel also suggested ways
in which self-help books could help therapists. Apfel

argued that “self-help books can teach us something
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about what the ‘average’ person is willing to read
about psychology—a level and type of information that
we might think about as we perform and market our own
services” (p. 5). According to Apfel, Carl Rogers’
(1951) client-centered approach toc psychotherapy paved
the way for the self-help movement. In particular,
Apfel attributed the success of the self-help movement
to Rogers’ underlying assumption, that people had the
inherent capacity to mature and become more comfortable
in life.

The role of the self-help author, according to
Apfel (1996), was that of a cheerleader. Self-help
authors encouraged readers to engage in self help, and
to activate their innate powers to heal themselves.

Apfel (1996) listed the following as the chief
characteristics of self-help materials.

1. Stories that connect people to one another.
Self-disclosure, with a message of hopefulness based on
the author’s experience.

2. Integration of psychological and spiritual

elements.
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3. Emphasis on the importance of gratitude to God
and the world, a de-emphasis on the negative, and the
encouragement of loving feelings towards others.

4, The attempt to redress the imbalance of power
between physicians (use of force and will to dominate)
and patients (natural psychical energy).

According to Apfel (1996), psychotherapists can
use self-help books to expedite therapy. Apfel said she
often used books that were mentioned by patients as a
way to build a therapeutic alliance. Apfel said she
would use the topics covered in the books as subjects
for discussion, and as an extension of the client-
therapist relationship.

A self-help book may represent a transitional

object and a reinforcement of something that is

taking place within the therapy, or might be an
indirect way of expressing an adversarial or other
viewpoint that the patient fears the therapist
will not accept. It can be a way of confronting
the therapist, telling the mental health
professional in a slightly disquised way that
there is this other expert-writer who really

understands me. Any book brought to the therapy is
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like a dream, a film or art exhibit seen, or a
novel read. It is bound to have meaning within the
therapy because it has touched the patient enough

for him/her to discuss it. (p. 23)

As such, Apfel (1996) argued that a variety of
self-help approaches, which were not addressed by
empirical researchers, could nevertheless be useful.
For example, she mentioned personal life narratives,
and professional advice books.

In a meta-analysis, Marrs (19295) condemned the use
by therapists of bibliotherapy materials based on
“*clinical intuition [rather] than empirical evidence”
(p. 844), and he condemned “subjective..non-meta-
analytic ‘vote-method’ reviews” that “could not agree
as to which problems were amenable to bibliotherapeutic
change” (p. 844). Marrs said that Craighead et al.
(1984), and Glasgow & Rosen (1978), among others were
culpable. In his study, Marrs found that bibliotherapy
showed a moderate degree of effectiveness.
Significantly, Marrs identified problems, which he
claimed were most amenable to change through
bibliotherapy: (a) Most amenable were problems of

assertion, anxiety and sexual dysfunction;
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(b) moderately amenable were problems associated with
careers and depression; (c) and least amenable were
weight loss, studying and impulse control problems.

Marrs (1995), too, was troubled that so few of the
approaches used in the studies had been empirically
validated. He was also troubled by the fact that the
subjects had been recruited. “We still know very little
about the helpfulness of self-help books bought from
bookstore shelves” (1995, p. 863). Marrs condemned the
absence of data on the use of self-help books when
there was no therapist contact; he condemned the
absence of data on the use of affective bibliotherapy
not associated with clinical concerns and clinical
populations; and he condemned the absence of data on
the influence of the subjects’ education and reading
ability, and the influence of the subjects’
personality.

In 1998, van Lankveld published a meta-analysis to
overcome weaknesses in previously published meta-
analyses, including Marrs’ (1995) study. The primary
weakness cited by van Lankveld was small sample sizes
in the studies used. To overcome the small sample

problem, in his study, van Lankveld (1998) weighted



effect size by sample size. He used data from 397
participants comprising 16 bibliotherapy groups from 12

studies. Van Lankveld found that the weighted mean

effect size in the 16 bibliotherapy groups was X = 0.50

(SD = 0.42) at the end of the treatment, and X 02l
(SD = .37) at follow up. The follow up studies were
conducted an average of 19.3 weeks (SD = 13.6) after
treatment ended, which included one follow up study
conducted 9 months after treatment, and one follow up
study conducted 1 year after treatment.

Van Lankveld (1998) concluded that bibliotherapy
was an effective treatment for sexual dysfunction.
However, he expressed concern about the dissipation of
effect over time. Van Lankveld suggested that couples’
failure to comply with treatment prescriptions was very
likely significantly correlated to the observed drop in
effect-size over time.

In conclusion, van Lankveld (1998) added a caveat
to his recommendation of self-help treatment.
Bibliotherapy should be undertaken only after proper
assessment by a professional. He pointed out that in

all the studies used in his meta-analysis, subjects
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were assessed by professional psychotherapists in
advance of the bibliotherapy. Van Lankveld argued that,
“the available evidence warrants the recommended use of
self-help books..only after proper assessment” (p. 707),
although he cited no empirical studies that support
that position.

Both Craighead et al. (1984) and van Lankveld
(1998) suggested that self-help treatment might have
advantages over face-to-face treatment. Both argued
that that self-help treatment encouraged feelings of
self-efficacy and self-control, which they suggested,
may be associated with generalization and maintenance.
They both also recommended self-help therapy because it
was cost-effective and convenient.

In 1990, Scogin, Bynum, Stephens, and Calhoon,
noting the popularity of self-administered treatments
and the scant and contradictory research (p. 42),
expressed concern about the efficacy of the treatments.
In their meta-analysis, Scogin et al. compared results
from 40 studies. Each of the studies included a self-
administered component and a control. The self-
administered component was categorized either as

(a) completely self-administered, as (b) self-
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administered with minimal contact, or as (c) therapist
administered plus self-administered. The treatments
were categorized as habit control, including smcking,
nail-biting, alcoholism, weight control; depression and
anxiety; phobias; and skill training, including parent
training and study skills. Control conditions were
categorized as (a) no treatment or delayed treatment,
as (b) self-monitoring, as (c) therapist-administered,
and as (d) therapist administered plus self-
administered treatment. Therapist administered plus
self-administered treatment was used as both treatment
and control because it represented conditions that made
comparison with both groups of interest to the
research.

Scogin et al. (1990) calculated 81 effect sizes
from 40 separate studies. They reported that as
compared with no treatment, self-administered programs
and minimal-contact programs were efficacious, and
compared favorably with therapist-administered
programs. They also reported that the effect sizes were
similar to the effect sizes reported in other empirical
studies (Smith et al., 1980, as cited in Scogin et al.,

1990). Scogin et al. cautioned, though, that their




study looked at problems that were conducive to
*information-based interventions” (p. 45). The results,
then, could not be generalized to other types of mental
health problems. Further, they said that the treatment
materials were not typical of treatment materials most
commonly recommended by therapists (Starker, 1988),
that the “circumscribed” (Scogipn et al., 1990, p. 45)
problems that were studied were not the problems that
most outpatients presented, and that the therapist-
administered approaches were not traditional.

Summary of Seven Empirical Studies

In 1987, Scogin, Hamblin, and Beutler studied
three groups of elderly subjects who were recruited
though newspaper ads. The ads announced a self-help
program for depressed older adults. The study sought to
evaluate the efficacy of cognitive bibliotherapy for
treating mild to moderately depressed older adults. The

treatment group was given Feeling Good (Burns, 1980, as

cited in Scogin et al., 1987). Subjects in the

bibliotherapy control group were given Man’s Search for

Meaning (Frankl, 1959, as cited in Scogin et al.,
1987). Pretherapy and posttherapy assessments found

that the structured bibliotherapy significantly reduced
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the incidence and severity of depression.

In 1989, Scogin, Jamison and Gochneaur compared a
cognitive therapeutic approach and a behavioral
therapeutic approach using bibliotherapy for three
groups of elderly patients diagnosed as mildly or
moderately depressed. The behavioral bibliotherapy

group received copies of Control Your Depression

(Lewinsohn, Munoz, and Youngren, 1986, as cited in
Scogin et al., 1989). The cognitive bibliotherapy group

received copies of Feeling Good (Burns, 1980, as cited

in Scogin et al., 1989). All participants, including
the delayed-treatment control group, received weekly
calls lasting no more than 5 minutes. The books were
rated as eighth- and sixth-grade reading levels,
respectively, according to the Flesch reading-ease
formula (Flesch, 1946). Both books were considered to
be highly interesting. Subjects read an average of 85%
of the books during the study.

Scogin et al. (1989) reported that 66% of the
subjects who completed the study had improved, while
only 19% of the delayed-treatment control had improved
at posttherapy. The effects were maintained at a 6-

month follow up. No differential effect between the two



bibliotherapy approaches was found.

In 1984, Libman, Fichten, Brender, Burstein,
Cohen, and Binik compared the efficacy of three
treatment formats in the treatment of secondary
orgasmic dysfunction. They chose the three treatment
formats, in part, because of their relative cost when
compared to standard couple therapy, group therapy, and
inexpensive minimal contact bibliotherapy. In their
study, subjects receiving the standard couples therapy
reported to have experienced more frequent orgasms,
more enjoyment of noncoital sex, more affection, and
more satisfying communication than were reported by
subjects receiving the other two therapies. The outcome
of the bibliotherapy, however, equaled the outcome of
the group therapy.

Mahalik, and Kivlighan, Jr. (1988) used a popular
personality typology to attempt to predict who would
and who would not benefit from bibliotherapy. The cost-
effectiveness of bibliotherapy “in terms of staff time
and money” (p. 237) was given as Jjustification for the
study. In this study, Mahalik, and Kivlighan, Jr.
(1988) used Holland’s (1985; as cited in Mahalik, and

Kivlighan, Jr. 1988) typology, in part, because, ®“The
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only studies found addressing the question of who
succeeds in a self-help intervention were from the
career counseling field” (p. 237). To select
participants, Mahalik and Kivlighan, Jr. (1988)
administered the Beck Depression Inventory (BDI) to
more than 800 students in introductory psychology
classes. From the 800 students who were screened,
Mahalik, and Kivlighan, Jr. (1988) selected as subjects
52 students who were at least mildly depressed. The
subjects who were selected had scored from 10 to 27 on
the BDI. Treatment consisted of a self-administered, 7-
week program. The treatment included behavioral
techniques, such as goal setting, planning and rewards,
and cognitive techniques, such as diary keeping for
identifying and overcoming negative thoughts and hidden
assumptions. In addition to the BDI, subjects were
pretested and posttested with the Automatic Thoughts
Questionnaire (Hollon & Kendall, 1980, as cited in
Mahalik & Kivlighan, Jr. 1988), the Self-Directed
Search (Holland, 1985, as cited in Mahalik & Kivlighan,
Jr. 1988), the Self-Expression Inventory (Robbins &
Patton, 1985, as cited in Mahalik, and Kivlighan, Jr.

1988), a Generalized Self-Efficacy Scale (Tipton &
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Worthington, 1984, as cited in Mahalik & Kivlighan, Jr.
1988), the Nowicki Strickland Internal-External Control
Scale for adults (Nowicki & Duke, 1974, as cited in
Mahalik & Kivlighan, Jr. 1988), and a satisfaction
measure devised by Mahalik & Kivlighan, Jr. (1988) from
subject responses to questions given during
posttreatment testing. Thirty-five of the 52 subjects
completed the treatment and the posttreatment testing.
From the analysis of the 35 subjects, Mahalik and
Kivlighan, Jr. (1988) declared that “The depression
program, 1n general was effective” (p. 239). Indeed,
the mean depression score of the subjects, who
completed treatment, dropped to 7.11 from 14.91, a
significant difference according to a repeated measures
t test, t = 7.72, p < .0001. However, the data and
results were tainted by the fact that Mahalik and
Kivlighan, Jr. (1988) failed to account for the
participants who failed to complete the treatment.
Rosen (1987) pointed out, “Should treatment failure
occur, there are risks of negative self attribution, of
anger toward self or others, and of reduced belief in
the efficacy of today’s therapeutic techniques” (p.

46) . Because nearly 1 in 3 subjects in the study failed
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to complete the treatment, it would be difficult to
accept the conclusion that the self-help treatment was
a success. Adding to that, Mahalik and Kivlighan, Jr.
pointed out that the small sample size (n = 35) limited
the power of their analyses.

In 1991, Wollersheim and Wilson argued that too
much attention was paid to pharmacotherapy and not
enough attention was paid to psychotherapy in the
treatment of depressed patients. Therefore, they set
out to find “the necessary and sufficient conditions
for alleviating depression” (p. 496). In their study,
Wollersheim and Wilson formed three treatment groups
and one delayed treatment group as the control group.
The coping therapy and the bibliotherapy groups
received cognitive-behavioral approaches, tailored for
unipolar depression, and lasting for 10 weekly
sessions. The bibliotherapy group received minimal
therapist contact, meeting three times in ll-weeks to

distribute or collect materials (Bye Bye Blues:

Overcoming Depression, Wollersheim, 1980, as cited in

Wollersheim & Wilson, 1991). The supportive therapy
group used person-centered techniques (Rogers,

1951/1998) .
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The study (Wollersheim & Wilson, 1991) found that
all treatment groups, including the delayed treatment
group, showed significant statistical and clinical
improvement from pretreatment to posttreatment. Five of
the 8 subjects in the delayed treatment group showed
improvement as measured by the BDI, one was considered
nondepressed (score of 11 or less), and the symptoms
were alleviated (scores dropped from depressed to
nondepressed) in another. In the 6é-month follow up, the
effect size of the three treatment conditions was
equal. Although Wollersheim and Wilson suggested that
the study be repeated with a larger sample size before
accepting the conclusion, they said “this study did
demonstrate that severely depressed patients respond
significantly to psychological treatment, even when
treatment was very limited, as was the case with
patients in the delayed treatment condition” (p. 501).
Wollersheim & Wilson also concluded that bibliotherapy
appeared to be as effective as more costly therapies.

Jamison and Scogin (1995) looked at bibliotherapy
for the treatment of depression in adults from 18- to
60-years—-old. They felt that because from 5% to 30% of

the adult population were estimated to suffer from
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depression, inexXpensive and readily available
bibliotherapy could be of value to a large number of
people who can not afford treatment by professional
therapists or for whom treatment was inconvenient. In

their study, Jamison and Scogin used Feeling Good by

David Burns (1980, as cited in Jamison & Scogin, 1995),
a book that they said was interesting, and that was
rated as sixth-grade reading material according to the
Flesch (1949) reading ease formula.

The results found by Jamison and Scogin (1995) in
this study were statistically and clinically
significant. The change in depression scores on the
Hamilton Rating Scale for Depression (HRSD) and the BDI
were significantly greater than for the control group,
and 70% of the treatment group failed to meet the
criteria for depression after treatment. Additionally,
at 3-month follow up, 75% of the treatment group did
not meet the criteria for depression. A 3-year follow
up (Smith, Floyd, Scogin, & Jamison, 1997) found that
the treatment gains were apparently maintained, even
though “limitations in the study design” (p. 326)
confounded the conclusion.

The book that was used in Jamison and Scogin’s
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(1995) research, Feeling Good, by David Burns, was

still available in updated versions. Barnesandnobel.com

listed The Feeling Good Handbook by Burns, published in

1990, Feeling Good: The New Mood Therapy, published in

1992, and it listed a 1999 edition yet to be published.
However, another self-help treatment (Clum, 1990,

as cited in Lidren et al., 1994) that had been

empirically validated was no longer available. Coping

with Panic by George A. Clum was no longer in

publication, according to both amazon.com and
barnesandnobel.com. Gould, Clum, and Shapiro (1993)
found that the bibliotherapy using Clum’s (1990, as
cited in Lidren et al., 1994) book achieved comparable
results with the same program administered by
individual therapists, and both treatment groups showed
significant effect size when compared with a delayed-
treatment control group. Lidren et al. also found that
8-weeks of bibliotherapy and 4-weeks of group therapy,
based on Clum’s (1990, as cited in Lidren et al.,
1994) cognitive-behavioral approach to treating panic
disorder, both achieved significant statistical and
clinical results. Clinical success was measured as no

panic attacks during the assessment period.
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Conclusions and Questions

As the studies cited above (Scogin et al., 1987;
Scogin et al., 1990; Scogin et al.,1989; Libman et al.,
1984; Mahalik & Kivlighan, Jr., 1988; Wollersheim &
Wilson, 1991; Jamison & Scogin, 1995) suggested, in
controlled environments, bibliotherapy with minimal
therapist support was often as effective as group
therapy, and it was often as effective as individual
therapy. Apfel (1996) went so far as to argue that the
popularity of bibliotherapy could teach therapists
about the kind, level and intensity of therapeutic
intervention that consumers, with freedom to choose,
prefer and accept. No answer was offered, however, to
the question, what makes bibliotherapy effective in
natural conditions. One venue that could prove to be
instructive would be to look for common elements shared
by traditional therapy and bibliotherapy.

Empathy in Theory and Practice

Definitions of Empathy

According to Rogers (1951/1998, 1961), a person
found the capacity for therapeutic change only within a
certain type of relationship. The therapeutic

relationship was characterized by genuineness, positive




regard, and empathy. In his explanation of empathy,

w

Rogers used the following terms and phrases: “a
continuing desire to understand,” “a sensitive empathy
with ..feelings,” “a sensitive empathy
with..communications as they seem to (clients),” “it
involves understanding,” “understand the feelings,”
*understand the .. thoughts,” “a complete freedom from
any type of moral or diagnostic evaluation,” “a deep
empathic understanding..enables me to see his private
world through his eyes" (1961, p. 34). From Rogers’
words alone, it was difficult to determine clearly what
was denoted by the term empathy, and later attempts to
clarify the construct have failed (Bohart and
Greenberg, 1997).

According to Davis (1996) and others (Duan & Hill,
1996; Bohart & Greenberg, 1997a; Rapoport, 1960),
empathy was a multifaceted concept, used by a variety
of academics and clinicians—psychologists,
anthropologists, philosophers, and theologians—in a
variety of differing ways. Moreover, the term was used
differently within the field of psychology by
practitioners of various theories, modes and

disciplines—clinical, developmental, sociobiological,
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personality, social. According to Davis (1996), empathy
could be cognitive or affective, active (process) or
passive (state). Reed (1984) agreed that empathy was
usually described in terms of opposites, but there was
a multitude of opposites.

First, there are the active and passive versions
of the clinical experience of empathy—the former
associated with grasping meaning, understanding,
and interpreting; the latter with resonating,
sudden illumination, losing the self. Second,
there are the rational and mystical sides to the
concept of empathy—the first associated with
concepts such as perceptual scanning, organization
of derivatives, and inference; the second, usually
rejected, with telepathy and the uncanny. Third,
there is an opposition between science and art, in
which the dispassionate observation of data that
leads to uncontaminated understanding contrasts
with the creative resynthesis of data. Recognizing
that in practice these oppositions are combined in
various ways and quantities, we may still note the
dichotomy between, on the one hand, an active mode

involving scientific observation, which grasps
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unconscious meaning and finds rational

explanations for apparently mysterious data, and,

on the other, a passive mode, which involves
losing the self, mystery, merger, oneness,
ineffable experience, and creative participation.

The first of these we may tentatively and

generally represent by the mythological figure of

the dispassionate, rational scientist of

“calibrated” ego; the second, again tentatively

and generally, by the mythological figure of the

perfectly attuned, resonating, responsive mother.

(p» 16)

Because the term had so many opposing referents,
Davis (1996) admitted that it took him 15 years to “get
a handle on it” (p. ix).

After writing a recent compendium of contemporary
thinking about the concept of empathy in a book on
empathy which they edited for the American
Psychological Association, Bohart and Greenberg (1997a)
admitted to being “somewhat unclear” about the
*definition and mechanisms” (p. 5) of empathy.
Nevertheless, Bohart and Greenberg asserted that it was

a “major component of the healing process” (p. 5), and
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added that empathy consisted of three elements: (a)
*deep and sustained psychological contact with another
in which one is highly attentive to, and aware of, the
experience of the other as a unique other” (p. 5);

(b) “*immersing of oneself in the experience of the
other” (p. 5); and (c) resonant grasping of the ‘edges’
or the implicit aspects of a client’s experience to
help create new meaning” (p. 5).

Bohart and Greenberqg (1997a) described the process

(or mechanism) of empathy as therapists putting
clients’ experiences into words, making them explicit
or conscious so that clients could understand the
experience and come to accept themselves. Using this
definition, the challenge for researchers, according to
Bohart and Greenberg, would be (a) to measure congruity
between therapists’ words and clients’ experiences,

(b) to measure clients’ change in understanding, and
(c) to measure client’s change in their acceptance of
themselves.

Bohart and Greenberg (1997a) argued that to

traditional client-centered advocates, empathy was a
condition, or part of the context, in which change

could occur. It was primarily a tool for therapists for
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checking their understanding of their clients,
contributing no specific effect. In contrast,
contemporary person-centered therapists considered
empathy to be a model to teach clients how to relate to
others. To experiential therapists, empathy was
necessary and sufficient to affect therapeutic change.

Bohart and Greenberg (1997a) also reported that in
classical psychoanalytic thought, empathy was said to
lead to counter-transference. In contrast, in
contemporary psychoanalytic thought, empathy was
thought to provide a useful context for therapy,
especially useful for illuminating the unconscious.
Buie (1984), according to Bohart and Greenberg,

modified the term, and defined resonance empathy as a

temporary merger of therapists with clients,
facilitated by feelings of warmth and closeness. The
result was that both therapists and clients experienced
similar emotions.

Greenberg and Elliott (1997), in an attempt to
make empathy measurable, first distinguished between

empathic attunement and empathic communications,

attunement being an internal condition, and

communication being an interpersonal process. Then
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Greenberg and Elliott distinguished between
communications based on empathic attunement as being
either empathy or as being interpretation. The chief
differences between empathy and interpretation,
according to Greenberg and Elliott, were therapists’
intentions. If the intentions of therapists’ responses
were to convey news, even though the content of the
message was based on empathic understanding, Greenberg
and Elliott defined it as interpretive. If on the other
hand the intention of therapists was to convey
understanding or to promote exploration, Greenberg and
Elliott defined it as empathic. Having made that
distinction, they proposed a typology of emphatic
responses (see Appendix A).

Although the foundation of Greenberg and Elliott’s
(1997) typology was empathic attunement, they said,
“From the therapist’s point of view, empathic
attunement is an unmistakable but difficult-to-describe
experience” (p. 174). Greenberg and Elliott’s typology
of forms and targets reduced empathy to what exists
when therapists respond, with the intention of
communicating understanding or with the intention of

promoting exploration, to clients by saying, “I hear




