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ABSTRACT 

Many attempts have been made in the past to measure depression 

and to evaluate the severity of depression in persons of all ages and 

in many settings. Psychometric procedures have also been used, al

though several of the instruments require considerable time to admin

ister and score before the results can be of practical use. This 

study attempted to measure depression by comparing it to the intensity 

of a known stimulus, in this case, a tone generated by a thymometer, 

which is operated by the subject himself. 

The thymometer is a pure-tone audiometer, with the intensity 

ranging from zero to 92 decibels. It consists of two dials, one con

taining the units which faces the experimenter, and the other which is 

blank and which is operated by the subject. 

The purpose of this study was to determine if the thymometer 

can accurately measure depression, by comparing the thymometric read

ings with the Depression (D) scale standard scores from the Minnesota 

Multiphasic Personality Inventory (MMPI). The following null hypothesis 

was tested: there is no significant relationship between the thymometer 

reading and the MMPI Depression scale score of the depressed female col

lege student. 

The subjects in this study were female student volunteers from 

on-campus dormitories located at Eastern Illinois University, Charleston, 

Illinois. Subjects were divided into two main groups: Group 1 was 

viii 
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composed of subjects who had never been to the Counseling Center; 

Group 2 was composed of counselees who originally came to the Counsel

ing Center with complaints of depression. Twenty subjects were in each 

group, for a total of forty subjects in the entire study. 

Each subject obtained three thymometric ratings, with the mean 

rating being used as the pre-test measure. Then, each subject took the 

MMPI, which was immediately followed by the second thymometric mean 

rating for the post-test measure. 

Product-moment correlation coefficients were computed between 

the thymometric pre-test mean ratings and the T-score on the D scale 

of the MMPI. An analysis of variance was completed to evaluate the 

effects of the conditions upon the results. Significant t-ratios were 

found, and a significant F-ratio was also found, indicating a rejection 

of the null hypothesis. 

Product-moment correlation coefficients were confuted, and an 

analysis of covariance was completed between the first and second 

thymometer. ratings. This resulted in a significant t-ratio, and also 

a significant F-ratio, indicating that performance on this particular 

task does vary significantly as a function of the presence of the ad

ministration of the MMPI. 

Several limitations were discussed, and the following conclu

sions were drawn from the results of the investigation: (l) the re

sults generally confirm the usefulness of the tfaymometer in evaluating 

the severi-fy of depression, in that it measures depression with reli

able accuracy and it is easier and much quicker to administer than the 
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MMPI; and (2) the results produced sin unexpected discovery, that merely 

taking the MMPI may leave many persons feeling more depressed than be

fore taking it. 



CHAPTER 1 

THE PROBLEM 

Introduction 

Over the past few decades, many attempts have been ms^de to 

measure depression and to evaluate the severity of depression in per

sons of all ages, in schools, and in mental health settings. The gen

eral purpose of such evaluations was to give the psychologist or mental 

health worker a close approximation of the level of depression, which 

would suggest an appropriate treatment program. However, many mental 

health workers were forced to rely on their own subjective (i.e., based 

on their own feelings) estimates of a client's depressed state, said the 

variability of such estimates is great. Psychometric procedures have 

also been utilized, although several of the instruments require consid

erable time to administer and score before the results are of practical 

use to the mental health worker. 

Statement of the Problem 

It was the purpose of this study to determine if a thymometric 

assessment procedure cam evaluate the severity of depression objective

ly, i.e., based on factual evidence from the subject. 

1 
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Significance of the Problem 

Previous methods of studying depression have been forced to rely 

entirely on subjective procedures, either on the part of the subject or 

of the evaluator. This study did attempt to measure depression by com

paring it to the intensity of a known stimulus, in this case, a tone 

generated by a thymometer, which is operated by the subject himself. 

The thymometer was chosen because of its use in measuring 

anxiety and it is an instrument that is virtually unknown to profes

sionals in the mental health field. Its inventor, Dr. Robert E. Peck, 

had written several articles extolling the virtues of the thymometer, 

and yet, those claims had not been challenged. At least three of his 

articles were concerned with measuring pain and anxiety. This author 

became intrigued with the reported success of the thymometer and con

sidered the possibility of the thymometer being used to measure depres

sion, which is perhaps the most common mental health problem in this 

country today. A brief biography of Dr. Peck (1966, p. 337) is as follows: 

"Dr. Peck was born in Fort Sam Houston, Texas, in 1913* While studying 

journalism at Bnory University, he became interested in medicine and 

psychiatry. After earning his A.B. at Bnory, he went to The University 

of Georgia for his medical degree. He served his internship at Wayne 

County General Hospital, ELoise, Michigan, and his residency at Logans-

port State Hospital, Logansport, Indiana. During World War II, he served 

in the European theater, receiving the Bronze Star. At that time, he 

collaborated on the cartoon book, •Nervous in the Service.' After.the 

war, Dr. Peck .entered the residency program at the Long Island College 
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of Medicine, with the Veteran's Administration. Dr. Peck has been as

sociated with numerous psychiatric clinics and departments in New York 

hospitals and is presently Director of Psychiatry, Syosset Hospital, 

attending psychiatrist at Central General Hospital, Plainview, Long 

Island, and consultant at Nassau County Medical Center, East Meadow, 

Long Island. Dr. Peck is a diplomate in psychiatry, American Board of 

Neurology and Psychiatry, is active in professional associations, and 

is president.of the Long Island Psychiatric Research Foundation." 

The primary reason for investigating this problem is that the 

thymometric assessments procedure would save a great deal of time. The 

total time needed to obtain such a measurement is approximately thirty 

seconds compared to the one to two hours to take the Minnesota Multi

phasic Personality, plus scoring time. 

A secondary reason for this study is that the thymometric mea

surement may uncover depressions in those persons trying to suppress it. 

An example would be the case of agitated depression, in which the client 

suffers severe depression but is capable of concealing the outward 

symptoms by appearing to be cheerful, good-natured, smiling, and so 

forth. Uncovering such depression would be invaluable in confronting 

the client with the reality of his feelings, an important step in his 

learning how to handle such depression effectively. 

The principal concern in seeking an accurate means to assess 

depression is that the depression syndrome is the most common single 

element found in suicidal patterns (Kline, 196*0. Litman (1966) agreed 

by stating that suicides should always be considered as a definite pos

sibility whenever depressive symptoms are reported. 



Therefore, it would seem important to be able not only to mea

sure the severity of a given person's depression, but also .to measure 

it quickly. A very practical use of thymometric assessment would be in 

a university counseling center, where a depressed student may very well 

receive the appropriate emergency treatment if his condition can be 

diagnosed promptly. 

Finally, this study may be considered a validity generalization 

study, first, to determine if a thymometer can accurately measure de

pression. Second, it will utilize a population not yet investigated. 

Hypothesis 

In this study, the following null hypothesis was. tested: there 

is no significant relationship between the thymometer reading and the 

Minnesota Multiphasic Personality Inventory (MMPI) Depression (D) scale 

score of the depressed female college student. 

Assumptions 

It was.assumed that: (l) the instrument used in this study, a 

thymoraeter, is calibrated correctly to provide thymes and intensity 

without significant variation; and (2) the second instrument used, the 

Depression scale of the MMPI, measures reliably what it purports to 

measure. 

Tiinri tations 

Biis study was limited to the extent, that: (l) it used only 

female student volunteers from Eastern Illinois University; (2) only. 
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those students purrently living in dormitories on campus were asked to 

volunteer. 

Definitions of Terms Used 

The terminology employed in this treatise will be best under

stood with reference to the following definitions: 

Severe depression; As used in this investigation, applies only to 

those subjects receiving a standard score of 70 or higher on the 

Depression (D) scale of the MMPI. A standard score of 70 is two stan

dard deviations above the mean, which would indicate that 93% of the 

population would fall below this score. 

MMPI; The Minnesota Multiphasic Personality Inventory, a stan

dardized objective personality test. More than 1600 research articles 

have been devoted to the MMPI. 

Female college students; Female college students currently en

rolled at Eastern Illinois University, and living in dormitories on 

campus. 

Thymometer: A pure-tone audiometer, ranging from zero to 92 

decibels. It consists of two dials, one containing the units which 

faces the experimenter, and the other which is blank and which is 

operated by the subject who is measuring her depression. 

IPiymes; Units of intensity used by the thymometer, which are the 

same as decibels used by an audiometer. 
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Summary 

Chapter 1 provided an introduction to the nature and background 

of the study. The purpose of this study was to determine if the 

thymometer can accurately measure depression, and a population that had 

not been used was investigated. 

Chapter 1 also established the need for the study, presented 

the hypothesis to be tested, and identified the concepts, limitations, 

and definitions under which the study was carried out. 



CHAPTER 2 

RELATED MTERATURE 

Depression 

Many authors have based their explanations of depression on 

physical symptoms only; others have used psychological indicators, 

while still others have viewed depression from physical and psycho

logical signs. In 1965, the American Psychiatric Association, in their 

Diagnostic and Statistical Manual, presented depression only under the 

classification (p. 5^): 

Manic depressive reaction, depressed type: Here will be clas
sified those cases with outstanding depression of mood and with 
mental and motor retardation and inhibition; in some cases, there 
is much uneasiness and apprehension. Perplexity, stupor or agi
tation may be prominent symptoms, and may be added to the diag
nosis as manifestations. 

In 1968, the American Psychiatric Association revised their 

manual and expanded their definition of depression. At the same time, 

the definition directed that depression is a part of psychosis (p. 36): 

Manic-depressive illness, depressed type: This disorder consists 
exclusively of depressive episodes. These episodes are charac
terized by severely depressed mood and by mental and motor re
tardation progressing occasionally to stupor. Uneasiness, 
apprehension, perplexity and agitation may also be present. When 
illusions, hallucinations, and delusions (usually of guilt or of 
hypochondrical or paranoid ideas) occur, they sire attributable to 
the dominant mood disorder. 

7 



Kraines and Thetford (1972, p.l6)listed the following fourteen 

symptoms of biochemical depression: (l) a feeling of sadness which 

gradually intensifies until there is a deep melancholia; (2) crying 

spells—particularly in women—often for "no reason at all;" (3) diffi

culty in doing one's normal work—whether as homemaker or at a job. 

One is always tired; (4) tiredness which progresses to marked fatigue; 

(5) poor appetite, worse in the morning and better in the evening, 

often with a loss of weight, often with nausea, and occasionally with 

gagging in the morning; (6) poor sleep, with early morning awakening, 

sometimes becoming intractable insomnia; (7) persistent "psychosomatic 

complaints" (despite negative laboratory reports) accompanied by in

tense fears centered about these symptoms; (8) difficulty in making 

decisions, even in such simple things as deciding what to cook for ' 

dinner or what to wear; (9) difficulty in concentrating and a sense of 

confusion; (10) fear that one is "going crazy" (although actual 

"insanity" rarely occurs); (11) loss of interest in almost everything: 

one's job, one's house, and one's friends or family; (12) fear of harm

ing someone—a child, a parent, or a mate; (13) frequently, an intense 

fear of suicide or of objects (knives, scissors, and so on) with which 

one might attempt it; simultaneously and paradoxically, there is a 

desperate wish for the release from suffering that suicide would give; 

(1*0 a change in personality; well-adjusted persons become morose; they 

worxy constantly and feel unable to cope with any problem. 

According to Wolberg (1967), depression is often ushered in by 

feelings of loss of self-confidence, absent initiative and fatiguability. 
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The depressive mood itself may not be apparent, and is often covered by 

an overlay of hollow humor in what has been called the "smiling depres

sions. " As the depression deepens, loss of appetite, insomnia, diminu

tion of the sexual drive and a general anhedonia (lack of gratification 

in the pursuit of pleasure strivings) follow. There are difficulties 

in attention and concentration, and variations in mood, the intense 

depression during the morning lifting as the evening approaches. In

terference with work and interpersonal relationships follow. Extreme 

suffering and regression to early dependency with masochistic behavior 

then develops in the course of which suicidal thoughts, impulses and 

acts may erupt. 

Unfortunately, depressions are singularly resistive to treat

ment in that the mood change imposes a barrier to three of the most 

important elements in therapy: faith, hope and trust (Wolberg, 1967). 

Lost is the expectancy of getting well which so often powers the 

machinery of cure. Gone is the feeling that someone cares, so essen

tial in establishing a therapeutic relationship. Yet beneath his iso

lation and hopelessness, the depressed individual seeks a restoration 

of his ties with humanity* He resists relationships, and then credits 

his isolation to the fact that he is unloved. As therapeutic measures, 

Wolberg (19&7) suggests the following: (l) establish as rapidly as 

possible a relationship with the patient; (2) hospitalize severe de

pressions; (3) institute psychotherapy as soon as feasible. 

The depression syndrome is of major importance to physicians 

because of its frequency, serious disability, danger to life—and good 
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response to treatment (Idtman, 1970). Suicide should be considered as 

a possibility whenever depressive symptoms are reported. The symptoms 

are physiological, psychological, and social. In all areas, the abil

ity to enjoy is lost or seriously disrupted. 

Litman further states that the physiological symptoms include 

sleep disorder, especially sleeplessness; appetite disorder, especially 

loss of appetite; constipation, dry mouth, headaches, other aches and 

pains; and fatigue. The psychological symptoms include loss of energy, 

loss of initiative and absence of interest in usual pleasures, such as 

sex, sports, books, and television. The mood is sad and often guilty, 

with low self-esteem. Patients tend to feel hopeless and helpless. 

These emotions are experiences as painful and uncomfortable. 

Social withdrawal completes the picture. The patient loses 

interest in social gatherings and other people, although he may try .at 

times to pretend interest. Often physicians or families suggest a vaca

tion. The realization by the patient that he is unable to enjoy a 

vacation may be the last straw that precipitates a suicidal crisis. 

The depressive syndrome tends to have a discreet onset said a 

limited duration. Older patients usually have had previous depressive 

episodes. A family history of depression is common. 

Depression has always been difficult to measure. As stated by 

Shneidman (1968), the syndrome of depression is, by and large* made up 

of symptoms that reflect the shifting of the individual's psychological 

interests from aspects of his interpersonal life to aspects of his pri

vate psychological life. This means that the individual is less 
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interested in food; he loses his appetite and then loses weight. His 

regular patterns of sleeping and waking become disrupted, so that he 

suffers from lack of energy in the daytime, followed by sleeplessness 

and early awakening. The regular patterns of social and sexual re

sponse also tend to change, and the individual loses interest in others. 

His rate of speed of talking, walking, and doing the activities of his 

everyday life slows down. At the same time, there is increased pre

occupation with internal conflicts and problems. The individual is 

withdrawn, apathetic, apprehensive and anxious, often "blue" and tear

ful, somewhat unreachable and seemingly uncaring. 

Depression can also be seen in an individual's decreased 

willingness to communicate. Talking becomes harder; there are fewer 

spontaneous remarks; answers are shorter or even mono-syllabic; the 

posture is more drooped; gestures are less animated; the gait is less 

springy; and the individual's mind seems occupied and elsewhere. 

Shneidman (1968) further stated that an additional syndrome of 

depression is detachment, or withdrawing from life. This is evidenced 

by behavior that would reflect attitudes, such as "I don't care," 

"What does it matter," "It's no use any way." If an individual feels 

helpless, he is certainly frightened, although he may fight for some 

control or for some safety. But, if he feels helpless, then the heart 

is out of him, and life is a burden; he is only a spectator to a dreary 

life that does not involve him. 

Diggory (196?) asserted that the category of depression includes 

many "indicators" such as sagging posture, drooping countenance, slowing 
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of thought and action, and a general disinclination to seek any experi

ences or activities, even those which previously were most rewarding. 

Also prominently mentioned are "feelings" or negative affects of gloomi

ness, sadness, hopelessness, emptiness, worthlessness, and despair. 

Discussions of depression, more often than not, include references to 

suicide; and discussions of suicide almost invariably contain allusions 

to depression. 

It seems that depression refers most generally to a mood or af

fective state which is described as gloomy, sad, blue, or melancholy. 

Such sufferers sometimes say that they feel hopeless, despairing, empty, 

or helpless; and they act without spontaneity and neglect their usual 

activities, even routine maintenance of their own house or person. 

Neither threats nor enticements can rouse them to action. Nothing, 

whatever its aim, seems worth doing. Some are verwhelmed by regret, 

or guilt, or self-blame by things they have done or left undone in the 

past. In some cases it seems that these omissions or commissions are 

only imaginary. And often, even when they were real, they were not so 

bad as they now seem to the person who is depressed. Now, nothing is 

worth anything—not love, laughter, thinking, talking, music, games, or 

work; not even the sufferer himself. Even if the person can see that 

there is some ultimate utility to an action, he simply does not feel 

like doing it. This is, perhaps, a description of an unusually severe 

or extreme degree of depression. Not all episodes of depression are so 

pervasive. Furthermore, some of these episodes of depression last for 

only a few hours and others may last for years. Some individuals may 



experience a depressed mood almost every day, and others may have the 

experience only once or twice in their lives. 

Apart from differences in the severity, duration, and frequency 

of periods of depression, some of them begin without the presence of 

any events or conditions in the person's life which could be thought of 

as, in the least, discouraging or frustrating, or in some way assignable 

as "causes" or depression (Diggory, 1967). Furthermore, some people are 

more likely than others to have recurring intervals of depression with

out reasonable assignable causes. People with this kind of life his

tory are likely to have ancestors with similar histories; and in 

monozygotic, twins, if one suffers depressions then the other will 

also—in nine out of ten pairs. These facts suggest that some depres

sions result chiefly from characteristics of the individual and are 

relatively independent of environmental events which impinge on him. 

They appear to be of "interior origin," and are called "endogenous." 

On the other hand, some people have periods of depression when 

they seem to have objective cause to be discouraged: a loved one has 

died; he has suffered financial reverses; he cannot keep a promise he 

made; he has witnessed something unpleasant; he was betrayed by people 

he trusted, or he himself betrayed a trust; or his abilities have been 

overtaxed and his undertakings have failed. In many cases, it appears 

that some one or a combination of these situations is the precipitating 

"cause" of the depression. Die depression is the reaction to the situ

ation, and would be called "exogenous" or "reactive." 
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Depression in Suicide 

Mintz (1968) was concerned that, since most suicide attempts are 

made by persons suffering from depression, an early diagnosis of this 

condition may often be an important first step in the prevention of sui

cide. Depression is one of the most common emotional disorders encoun

tered by the therapist. It is easily identified when the classical signs 

and symptoms are present, includ ng anorexia, with associated weight 

loss; insomnia; constipation; dry mouth; amenorrhea in women; impotence 

and diminution of sexual drive in men; psychomotor retardation or agi

tation; and the depressed mood of discouragement, hopelessness, despon

dency, sometimes with constant worrying and severe guilt feelings. 

Most persons committing suicide have previously communicated 

their intentions to family, friends, physician, or therapist. Some 

patients who discuss depressed feelings with their therapists will not 

discuss suicidal impulses and intentions unless the therapist makes 

specific and deliberate inquiry. Sometimes the therapist may harbor a 

concern that adcing a patient about suicidal ruminations might put a 

suggestion in his mind and actually increase the suicidal danger. On 

the contrary, however, all authorities seem in agreement that a chief 

error in evaluating suicidal danger lies in not asking the patient about 

suicidal thoughts and feelings. 

Farberow (1967) stated that suicidal symptoms are not limited 

to any one psychological state. The most common symptom is depression, 

which may be evidenced in both physical and psychologiceil manifestations 

of sleep disorder, weight loss, anorexia, withdrawal, apathy, loss of 

interest, despondency, severe feelings of hopelessness and helplessness, 
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and feelings of psychological exhaustion. Agitation complicates the 

picture and heightens the suicidal potentiality. Feelings of tension, 

anxiety, guilt, shame, rage, anger, hostility, and revenge, along with 

poor impulse control, may bring about intolerable internal pressure. 

These may be exhibited through marked tension, fearfulness, restless

ness, and pressure of speech. 

Earlier, Farberow, Shneidman, and Neuringer (1962) studied the 

case histories of neuropsychiatric male patients at Veterans Hospitals, 

of which 220 had committed suicide and 220 had not committed suicide. 

They found that the suicides were characterized by: (l) more crying 

spells; (2) more fist fights and violent episodes; (3) more severe de

pressions; and (k) more periods of withdrawal and mutism. Furthermore, 

(5) they escaped from the hospital more often. 

Other tests with indicators of depression are available. Among 

the non-projective types are the California Psychological Inventory, 

the IPAT Anxiety Scale, the Sixteen Personality Questionnaire, and the 

Bernreuter Personality Inventory. The projective techniques include 

the Rorschach Technique, the Holtzman Inkblot Technique, and the Hotter 

Incomplete Sentence Test. The MMPI was used for this study because it 

was the instrument of choice in the Counseling Center. 

Summary 

This chapter has been concerned with the theoretical and research 

literature having relevance for the present investigation. The first 

section presented an overview of the general area of depression, with 

explanations based on physical symptoms only, psychological indicators 



only, and both physical and psychological signs. The second section 

presented the very common problem of depression in suicide. The chap

ter states very clearly that all depressions must be taken seriously, 

that an early diagnosis is extremely important, and that the risk of 

suicidal thoughts and attempts occurring during depressed moods is 

many times greater than during normal moods. 



CHAPTER 3 

METHOD OF PROCEDURE 

This chapter describes the procedures which were used in the 

collection and analysis of the data. The sections deal with selection 

procedure, instruments, data collection, data analysis, and a summary. 

Subjects 

The subjects (Ss) chosen for this study were female student 

volunteers from on-canrpus dormitories located at Eastern Illinois Uni

versity, in Charleston, Illinois. Only females were used in order to 

eliminate the possibility of sex differences contributing to the re

sults of this study. Only students were asked to volunteer because the 

Counseling Center has a policy of excluding the other citizens of the 

area. The Counseling Center retains all testing materials administered 

to counselees, and the previous records of depression scale scores from 

the MMPI were readily available. Only those female students living in 

campus dormitories were sought to become Ss, in order to eliminate the 

question of possible differences in emotional, make-up between students 

living on campus and those living off campus. 

To eliminate the possibility of the problem of "recruitment of 

sound" interfering with the Ss perceptions of the intensity of the 

sound heard from the thymometer, only students with normal hearing 

were allowed to be Ss, because recruitment is very rare in persons 

17 
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with normal hearing. Recruitment is usually defined as an abnormally 

rapid growth of loudness as intensity increases (Fowler, 1937)* Al

though an increasingly intense signal is perceived as increasing in 

loudness, the ear which exhibits recruitment shows a more rapid in

crease in loudness than would normally be expected. Every student at 

Eastern Illinois University is required to submit to an audiometric 

evaluation upon initial enrollment, and these records were used to se

lect those students with normal hearing. 

Instruments 

Two research instruments were administered to all Ss partici

pating in this study: (l) the Minnesota Multiphasic Personality In

ventory (MMPI); and (2) the Thymometer. 

The MMPI 

The MMPI was originally developed "to assay those traits that 

are commonly characteristic of disabling psychological abnormality" 

(Anastasi, 1966). The inventory consists of 550 affirmative statements, 

which the subject is asked to classify into three categories: True, 

False, and Cannot Say. In the individual form of the test, the state

ments are printed on separate cards, which the subject sorts into three 

stacks. later, a group form was prepared, in which the statements are 

printed in a test booklet and the responses are recorded by the subject 

on £in answer sheet. Both forms were designed for adults from about 16 

years of age upward, although they have also been employed successfully 

with somewhat younger adolescents. Use of the individual.form is 
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generally recommended, especially when testing disturbed patients or 

persons of low educational or intellectual level. The MMPI items range 

widely in content, covering such areas as: health, psychosomatic symp

toms, neurological disorders, and motor disturbances; sexual, religious, 

political, and many well-known neurotic or psychotic behavior manifes

tations, such as obsessive and compulsive states, delusions, hallucina

tions, ideas of reference, phobias, sadistic and masochistic trends, 

and the like. 

In its regular administration, the MMPI now yields fourteen 

scores, including the nine original clinical scales, the Si (Social-

Introversion) scale, and the four validating scales. Norms on the 

original control sainple of approximately 700 persons are reported in 

the form of "T scores," or standard scores with a mean of fifty and a 

standard deviation of ten. These standard scores are used in plotting 

profiles; any score of seventy or higher—falling two standard devia

tions or more above the mean—is generally taken as the cutoff point 

for the identification of pathological deviations. It should be noted, 

however, that the clinical significance of the same score may differ 

from one scale to another. A score of seventy-five on the Hypochondri

asis and on the Schizophrenia scales, for example, may not indicate the 

same severity of abnormality. There is considerable evidence to suggest 

that, in general, the greater the number and magnitude of deviant scores 

on the MMPI, the more likely it is that the individual is severely dis

turbed. 



20 

Pearson and Swenson (1967) explained that, as generally used in 

conjunction with automated procedures, the MMPI comprises 550 statements 

dealing with thoughts, feelings, attitudes, physical symptoms, emotional 

symptoms, and previous life experiences. Of these, sixteen are repeated 

so that the subject is presented with a series of 566 statements and 

asked to respond "true" or "false" to each as it applies to him. The 

subject is given the option of a "cannot say" category—i.e., he may 

leave unanswered any item to which he feels unwilling or unable to 

answer "true" or "false"—although the standard instructions encourage 

answering every item, and many users reinforce these instructions 

orally. In essence, the MMPI may be considered a sample of verbal be

havior, with full recognition that what people say they think, feel, or 

do does not always correspond to what they actually think, feel, or do. 

Scale 2 (D)—D is derived from "depression," which is the char

acteristic symptom and psychiatric diagnosis of patients in the crite

rion group. The sixty items in the scale cover a greater diversity of 

content than does Scale 1 (Hypochondriasis), and a considerable number 

of the items are rather subtle, and difficult to explain in terms of 

any rational.relationship with emotional depression. A careful and 

rather complicated process was conducted in the item analysis to make 

the final scale more sensitive to minor fluctuations in mood within the 

normal range. A significant number of the items are concerned with 

physical health and symptoms, some of them overlapping with Scales 1 

(Hypochondriasis) and 3 (Hysteria). Others reflect the narrow interests, 

energy, passivity, and tendency to give up quickly, which seem to 
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characterize depressed individuals. Still others are naturally con

cerned vdth sadness, pessimism and hopelessness toward the future, and 

the sense of guilt often associated with depression. 

Thymometry 

Thymometry is a term coined by Dr. Robert E. Peck (1966), a 

neuropsychiatrist, to specify a unique technique of measuring feelings 

by comparing the intensity of a known stimulus with that of the feeling 

to be measured. The term is derived from the Greek roots thymo- and 

-metry, signifying respectively feeling and measure. The technique con

sists of comparing the feeling in question with a gradually increasing 

intensity of a sensory stimulus, in this case, a tone generated by an 

audiometer. It can be compared with the process of titration in chem

istry where an unknown substance is compared to a known. 

Peck reported on two experiments that he conducted in 1966. 

The first experiment was done on patients who were given nystagmus 

threshold determinations. It consisted of injecting a small amount of 

sodium anjytal intravenously and slowly until the appearance of a sus

tained nystagmus of lateral gaze. Patients are less anxious after such 

an injection, and this can be objectively demonstrated by the falls in 

blood pressure and pulse that follow, as well as by their statements. 

The thymometer reading is obtained by asking the patient to turn the 

decibel knob of an audiometer, with his eyes closed or turned away, to 

the point where the intensity of the sound is equal to the intensity 

of his anxiety (by successive approximation or by trial and error). 

This process is repeated three times and the median taken as the 



measurement of anxiety. Peck stated that the differences were in the 

expected direction. 

The other experiment consisted of determinations of thymes be

fore and after carbon dioxide therapy (Peck, 1966). Peck demonstrated 

that such treatment is usually followed by a period of relaxation and 

lessened tension and anxiety. The changes were parallel with those 

with sodium amytal but somewhat less in amount as might be expected as 

carbon dioxide seldom gives the same degree of subject relief as sodium 

aiqytal. 

A third experiment was conducted in 1967 by Peck, who stated 

that pain is one of the basic aspects of sickness and physicians have 

been much preoccupied with describing and attempting to treat it. How

ever, we have been handicapped by an inability to measure it and we can 

readily understand the many attempts over the years to do so. The 

techniques that have been introduced for the purpose have been cumber

some, difficult, imprecise, and not readily suited to clinical use so 

that they have never been used on a wide scale and have been mostly 

confined to experimental situations. If one remembers that all mea

surement consists of comparing the entity to be measured with something 

that is already measurable, the process becomes simple even when one is 

measuring subjective matters such as feelings, of which pain is one of 

our most important. Pain is the unknown to be measured, in this case, 

a noise signal of gradually increasing intensity from the threshold.of 

the sound to unbearable degrees. The instrument used by Peck was espe

cially designed for the purpose and has been named a thymometer and goes 



23 

from zero up to 92 decibels. It consists of two dials: one containing 

the units and which faces the experimenter and the other which is blank 

and which is operated by the subject who is measuring his pain. Peck 

reports very good results with this instrument. 

Data Collection 

The Ss were divided into two main groups: Group 1 was composed 

of Ss who have never been to the Counseling Center for any reason; 

Group 2 was composed of former counselees who had originally come to 

the Counseling Center with complaints of depression. Twenty Ss were in 

each group for a total of forty Ss in the entire study. The data col

lection took place during one session with all Ss present of six hours. 

As each S was brought into the testing room, the first thymo-

metric reading was obtained. Dr. Peck's original instructions were 

followed, in that each S was told "to place the earphone on either ear, 

and to adjust the knob to find a tone that is the same in loudness as 

your worst depression was strong." All Ss were able to follow these 

simple instructions without asking for them to be repeated. 

Three ratings were taken from each S, with the mean rating 

being used as the pre-test measure. Immediately after the pre-test 

reading was obtained, each S was taken to another room, where they 

were administered the MMPI in the individual booklet form, with no 

time limit being specified. The MMPI was used because it is easy to 

administer and to score, and has already been standardized. It pro

vides a reliable measure of depression at the time of testing; only the 

Depression (D) scale was scored said used in this study. 
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Each S spent an average of eighty minutes on the MMPI, after 

which a second thymometric mean rating was taken immediately, to deter

mine if the administration of the MMPI itself would have a significant 

effect on the thymometric readings of those same Ss. The same instruc

tions were given as in the first thymometric readings. 

Data Analysis 

The thymometric readings for each S were recorded by the author 

at the time they were obtained. Each answer sheet from the MMPI was 

scored the following day, using only the scoring key from the D scale. 

The proper conversions were made from the raw scores to standard scores, 

which were then tabulated along with both thymometric readings for each 

S. The statistical analyses employed were based on the fact that this 

study does not represent a true experimental design, in that the ef

fects of a treatment process were not the issue. Rather, this design 

depicts a quasi-experimental, ex post facto correlational study, par

ticularly a Design 3: A Static-Group Comparison (Campbell and Stanley, 

1963). 

Product-moment correlation coefficients were computed for each 

group between the first thymometric readings and the scale score from 

the Depression (D) scale of the MMPI. An analysis of variance was then 

completed on the differences between the first thymometric readings and 

the MMPI D scale standard scores to determine if the experimental con

ditions had a direct effect upon the results of this study. 

In an effort to find out if the administration of the MMPI it

self would have a significant effect on the second set of thymometric 
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readings, product-moment correlation coefficients were computed between 

the T-scores of the MMPI D scale and the thymometric post-test mean 

ratings. To further discover the effects of taking the MMPI upon the 

results of the second set of thymometric readings, the analysis of 

covariance was completed between the readings of the first and the sec

ond thymometry results. 

Summary 

Chapter 3 has described the procedure used for the selection 

of the subjects and the instruments and to describe the procedures for 

collecting and analyzing the data. 



CHAPTER ^ 

RESULTS AND DISCUSSION 

The study was designed to determine if the thymometer relates 

significantly to the Depression (D) scale on the MMPI, i.e., to see if 

both instruments measure the severity of depression with the same de

gree of accuracy. Two groups of female college students were studied 

with the use of the MMPI and the thymometer; one group with a prior 

history of severe depression, and the other with no such history re

ported. 

Results 

Analysis of the data consisted of four steps, for which the 

0.05 level of significance was established as acceptable. First, 

product-moment correlation coefficients were computed for each group 

between the first thymometric readings and the D scale score of the 

MMPI. The following correlation coefficients were found: Group 1 

(Control) = O.83 (significant at the 0.001 level); and Group 2 

(Experimental) = O.89 (significant at the 0.001 level). These results 

are included in Table 1. 

The second step involved an analysis of variance that was com

pleted on the differences between the first thymometric readings and 

the MMPI D scale standard scores to determine if the experimental con

ditions, i.e., those who had experienced severe depression previously, 

26 
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Table 1. Means, Standard Deviations, Correlation 
Coefficients, and t-ratios, Comparing 
the First Thymometric Scores and the 
MMPI D Scale Standard Scores 

Group Me am X 
SD 
X 

Mean 
y 

SD 
y 

* t df 

1 39 11.05 63 8.67 .83 6.29 19 

2 71 15.16 86 10.37 .89 8.27 19 

(Note: both significant at 0.001 level) 



had a direct effect upon the results of this study. Highly significant 

F-ratios were found and these are shown in Table 2. 

For the third step, an effort was made to find out if the admin

istration of the MMPI itself would have a significant effect on the 

second set of thymometric readings. To that end, product-moment cor

relation coefficients were computed between the T-score of the MMPI D 

scale and the thymometric post-test mean ratings. The results were as 

follows: Group 1 = 0.85 (significant at the 0.001 level); and Group 2 -

0.989 (significant at the 0.001 level). These results are included 

in Table 3. 

The final step was made to discover the effects of taking the 

MMPI upon the results of the second set of thymometric readings. An 

analysis of covariance was completed between the readings of the first 

and the second set of thymometry results. As shown in Table k, a sig

nificant F-ratio was found, indicating that the administration of the 

MMPI itself had a decided effect on the performance of the Ss on the 

second thymometric readings. 

Based on the findings of this study, the null hypothesis 

tested, that there is no significant relationship between the thymom-

eter reading and the MMPI D scale score, is hereby rejected. Further, 

there is an indication that anyone who takes the MMPI may become more 

depressed than before taking it. 
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Table 2. Analysis of Variance: Differences Between 
the First Thymometric Readings and the 
MMPI D Scale Standard Scores 

Source of Variation df SS 
X 

SS 
y 

MS (V ) 
X X 

MS (V ) 
y y 

Among Means 3 10,2^0 5,290 3^13 1763 

Within Groups 36 7,032 3,652 195 101 

Total 39 17,272 8,9^2 

F = 2+12 = 
X 195 

17.5 From Table F, df = 3/36: 

- iZfi = 
* 101 

F at .05 level 

P at .01 level 

- 2.8? 

= k.ko 
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Table 3« Means, Standard Deviations, Correlation 
Coefficients, and t-ratios, Comparing the 
First and Second Thyraoraetric Scores 

Group Mean 
X 

SD 
X 

Mean 
z 

SD 
z 

r t df 

1 

2 

39 

71 

11.05 

15.16 

b2 

72 

10.68 

13.73 

•85 6.8 

.989 28.31 

19 

19 

(Note: both significant at 0.001 level) 
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Table k. Analysis of Covariance: Differences Between 
the First and Second Thymometrie Readings 

Source df SS SS SS ss MS df X z xz Z.X Z.X 

Among Means 3 10,2^0 9,000 9,600 3 1 

Within Groups 35 7,032 6,050 6,398 229 
\ 

6.5 

Total 38 17,272 15,050 

F = jv5 = 6.5 
Z.X -r£-

From Table F, df 3/35: 

F at .Q5 level = 2.87 

F at .01 level = b.kO 
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Discussion 

The MMPI scores from Group 2 (Table 1) appear to be signifi

cantly higher than those from Group 1. This was not unexpected since 

the Ss in Group 2 had experienced previous depressions with enough 

severity to cause them to seek help from the EEU Counseling Center. 

Further support comes from the fact that even the mean D scale score 

from Group 2 is in the severely depressed range. 

The thymometric scores from Group 2 also appear to be signif

icantly higher than those from Group 1. This may be a direct result 

of the original instructions given to them when they were directed to 

respond to previous (i.e., remembered) sieges of depression. The Ss 

certainly may have had different interpretations of depression, which 

may have influenced their current perceptions of past depressions. 

Asking the Ss to be subjective and make judgments about those previous 

times may have influenced the results. However, the author had de

cided to follow as closely as possible the original instructions that 

Dr. Peck used in his studies. 

Prom the results, the thymometric scores appear to be signif

icantly related to the MMPI D scale scores, as noted in Table 1 by the 

high correlation coefficients. Such results clearly indicate that the 

higher the reading on the thymometer, the higher the standard score on 

the D scale of the MMPI. With the average time to obtain three thy-

mometry readings (in order to reach a mean rating) being about thirty 

seconds, and the average time to take the MMPI in this study being 

eighty minutes, it appears that, while both instruments measure 



depression, the thymometer does so in much less time and with much less 

effort. 

The high F-ratios in the analysis of variance (Table 2) may in

dicate that the differences in the experimental conditions did signifi

cantly affect the performance of the Ss on both tests. In composing 

the two groups from the beginning, random assignment to each group was 

not possible because of the nature of the design itself. It would ap

pear that v'ae effects of no randomization were borne out by the analy

sis of variance, which shows that significant differences between means 

do exist. 

In this study, the analysis of covariance represents an exten

sion of the analysis of variance to allow for the correlation between 

the initial and the final thymometric scores. According to Garrett 

(i960), it is especially useful when for various reasons, it is im

possible or quite difficult to equate control and experimental groups 

from the start. One is able to effect adjustments in final or ter

minal scores which will allow for differences in some initial variable. 

In the current study, the high F-ratio confirms the possibility that 

the administration of the MMPI may in itself leave many persons more 

depressed than before taking it. Therefore, the effects of taking the 

MMPI is a serious matter, and this discovery is probably the most 

significant outcome of this particular study. 

The Static-Group Comparison design is a quasi-experimental 

design as outlined by Campbell and Stanley (1963). This is a design 

in which a group which has experienced X (the effects to be measured) 
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is compared with one which has not, for the purpose of studying the 

effects of X. According to Campbell and Stanley, instances of this 

kind of research include, for example, the comparison of school systems 

which require the bachelor's degree of the teachers (the X) versus 

those which do not; the comparison of students in classes given speed-

reading training versus those not given it; the comparison of those who 

heard a certain TV program with those who did not, etc. In this study, 

the comparison was made between those who had experienced severe de

pression previously and those who had not. 

Design 3, the Static-Group Comparison study, has two possible 

sources of internal invalidity to consider, and those are selection 

and mortality. In selection, these variables concern the possible 

biases resulting in differential selection of respondents from the 

comparison group. If a difference in observations occurs, it could 

well have come about through the differential recruitment of persons 

making up the groups; the groups might have differed anyway,- without 

the occurrence of X. Campbell and Stanley further state that matching 

on background characteristics other than 0 (observable measurements) 

is usueilly ineffective and misleading, particularly in those instances 

in which the persons in the "experimental group" have sought out ex

posure to the X. In the current study, control of this selection fac

tor was attempted by selecting only those students who had been to the 

Counseling Center for depression, and by comparing those with students 

who had not. 



She second confounded variable for a Design 3 is called ex

perimental mortality, or the production of observable differences in 

groups due to the differential drop-out of persons from the groups 

(Campbell and Stanley, 1963). Thus, even if in Design 3 the two groups 

had once been identical, they might differ now not because of any 

change on the part of individual members, but rather because of the 

selective drop-out of persons from one of the groups. This potential 

problem was solved in the current study by obtaining the first thy-

moraetric reading, followed by the administration of the MMPI, and then 

taking the second thymometric reading from each S during one long 

session. 

Possible sources of error in this study must be considered 

because of their potential effect upon the results obtained. The first 

limitation lies in the composition of the groups themselves. Only fe

males were used as Ss, leaving the question of possible differences in 

results if both males and females had become Ss. College students liv

ing on campus were asked to volunteer, meaning the general population 

as a whole was not included. Random selection of the Ss from the gen

eral population could have increased the precision of this study and 

made the results more meaningful. 

Although basically an audiometer, not many people have ever 

heard of a thymometer or its many possible applications, as claimed 

by its inventor, Dr. Peck. Die D scale of the MMPI may be unstable 

and change from day to day as the person's mood fluctuates. An effort 

was made to control this possibility in this study by obtaining the 



D scale score immediately after securing the thymometry reading for each 

S. However, it is conceivable that the D scale did not accurately mea

sure each person's depression at the time of the administration of the 

MMPI. 

A true experimental design was not possible, because the main 

purpose of the study was to determine if a relatively unheard-of in

strument, the thymometer, would live up to the claims of the inventor, 

who had already reported on several studies supporting his claims. 

Therefore, a validity generalization study was utilized, i.e., to test 

the validity of the claims of the inventor. 

In spite of admitted limitations which must be imposed on gen

eralizations from the results, some tentative conclusions may be drawn 

from the results of the investigation: 

1. The results generally confirm the usefulness of the 

thymometer in evaluating the severity of depression, in that it mea

sures depression with reliable accuracy and it is easier and much 

quicker to administer than the MMPI. 

2. The results produced an unexpected discovery, that merely 

taking the MMPI may leave many persons feeling more depressed than 

before taking it. 

Subject to the limitations and reservations noted earlier, 

the overall results support the conclusion that the objectives of this 

quasi-experimental study were substantially realized. 
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Summary 

Chapter k has reported the results of the study, drawn conclu

sions regarding acceptance or rejection of the hypothesis stated in 

Chapter 1, and discussed the limitations to be observed in interpreting 

the outcomes of the study. 

I 



CHAPTER 5 

SUMMARY AND COMMENDATIONS 

Summary 

A great many authors have presented their own definitions of 

depression over the years, and several of these descriptions were pre

sented in this study. Some authors are content to use physiological 

terms to describe depression; some others prefer to use psychological 

eymptomatics; and the remainder combine these two general areas in 

their descriptions. 

The views of other authors were given to show the common occur

rence of depression in suicidal patterns and attempts. The importance 

of making appropriate and timely diagnosis in suicidal persons was 

emphasized, and was also mentioned as a secondary reason for the present 

study. 

Three articles were presented concerning the research done by 

the inventor of the thymometer, Dr. Peck. Each article gave a good 

description of the experiments, with reports of the results implying 

that the instrument could certainly be used to measure other feelings 

or states. 

Therefore, the purposes of this study were to utilize a popula

tion not previously used, and to attempt to measure a feeling not pre

viously measured. The present study was undertaken to test the 

38 
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following null hypothesis: there is no significant relationship between 

the thymometer reading and the MMPI D scale score of the depressed fe

male college student. 

The subjects in this study were female student volunteers from 

on-campus dormitories located at Eastern Illinois University, Charleston, 

Illinois. Subjects were divided into two main groups: Group 1 was com

posed of subjects who have never been to the Counseling Center; Group 2 

was composed of counselees who originally came to the Counseling Center 

with complaints of depression. Twenty subjects were in each group, for 

a total of forty subjects in the entire study. 

Each subject obtained three thymometric ratings, with the mean 

rating being used as the.pre-test measure. Then, each subject took the 

MMPI, which was immediately followed by the second thymometric mean 

rating for the post-test measure. 

Product-moment correlation coefficients were computed between 

the thymometric pre-test mean ratings and the T-score on the D scale 

of the MMPI. An analysis of variance was completed to evaluate the 

effects of the conditions upon the results. Significant t-ratios were 

found, and a significant F-ratio was also found, indicating a rejection 

of the null hypothesis. 

Product-moment correlation coefficients were computed, and an 

analysis of covariance was completed between the first and second mean 

thymometer ratings. This resulted in a significant t-ratio, and also 

a significant P-ratio, indicating that performance on this particular 



40 

task does vary significantly as a function of the presence of the ad

ministration of the MMPI before obtaining the thymometric readings. 

It was not possible to compare the results of this study with 

those of any other stuqy, except those of the inventor himself. 

Recommendations 

1. The results of this exploratory investigation provide suf

ficient justification for conducting more precise and controlled 

studies to evaluate further the thymometric technique with other 

feelings or emotional states. 

2. Since men were not included in the present investigation, 

studies are needed to determine whether men differ from women with 

respect to evaluating depression or other feelings with the thymometer. 

3. For those researchers who wish to conduct a similar study, 

a correlational. study comparing a thymometer and an audiometer may be 

valuable, since Dr. Peck, the inventor, used an audiometer in his 

earlier studies. 

4. Other measures of depression exist, which might be used 

to .compare with the thymometer, to include the possibilit,y of using 

projective techniques. 

5. A final recommendation is that the present study be 

replicated with as near a true experimental .design as possible. This 

quasi-experimental design is suitable for the purposes outlined in 

this study; however, it represents only a beginning. 
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APPENDIX A 

RAW SCORES BY CATEGORY 

Group 1 (Control) Group 2 (Experimental) 

X Y z S X Y Z 

20 k9 28 21 64 82 62 

36 69 k2 22 *fO 71 k2 

3^ 59 ko 23 8k 107 8k 

50 73 50 2k 62 7k 66 

to 69 kk 25 80 92 80 

36 59 38 26 76 88 80 

52 67 50 27 58 71 62 

*f8 57 50 28 8k 86 82 

W 65 52 29 88 96 86 

58 73 56 30 73 k6 

36 67 *fO 31 Jf8 72 51 

38 63 38 32 82 92 8^ 

20 k6 22 33 88 93 86 

3k 56 38 3k 7^ 86 77 

28 51 28 35 90 102 88 

ko 65 '+6 36 70 88 7k 

36 66 Ito 37 56 80 60 

3^ 68 36 38 86 96 82 

6*» 82 70 39 80 93 80 

30 56 32 JfO 66 78 68 

kl 
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