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CHAPTER 1
INTRODUCTION

Mental health professionals continually search for bet-
ter ways to conduct the process of psychotherapy. A primary
objective of this search is to find the means to bring the
psychotherapy of particular clients to a satisfactory com-
pletion, i.e., with a positive treatment outcome. In pur-
suit of this goal, a number of studies have been done in
which pre; and early-interview ther;peutic techniques are
correlated with their influence on outcomes. Two major
areas studied have been the treatment expectations of
clients entering psychotherapy and the effect of therapist
impression-management on the client.

Much of the research looking at pre—therapy expecta-
tions has utilized a lower class clientele. These studies,
along with others which include higher class clienté in
their samples, have shown that clients in general have
expectations of therapy which are discrepant from their
subsequent experience (Hollingshead & Redlich, 1958;
Hornstra, Lubin, Lewis, & Willis, 1972; Levitt, 1966;
Lorion, 1974). Prospective clients have been found to

expect therapy to be similar to going to a doctor for a



broken finger. They expect quick relief for the pain and a
definite set of rules and directions to follow in order to
get well. Clients also expect to be generally inactive in
the process with the professional doing.the major part of
the work. Some researchers claim that such expectancies
occur at higher rates among minority clients than majority
clients, but there is growing evidence that these expecta-
tions are widespread among nearly all clients (Lorion,
1974). The New Haven studies of Hollingshead and Redlich
'(1958) suggest that all social classes have large percen-
tages of persons who have inaccurate expectations of psy-
chotherapy. Leonard and Bernstein (1960) suggest that the
major reason why patients drop out gf treatment is that they
have expectations of thefapy disére%ant from what actually
goes on. From studying their data they believe that these
misperceptions are due to lack of information by clients of
what they are supposed to do in therapyvand of how therapy
can help them.

The second area of concern involves attempts to regulate
the impressions of clients, with respect to the therapist.
Recent research on minority clients has highlighted the pos-
.sibility that client perception of the therapist influences
the outcome of therapy (Padilla, Ruiz, & Alvarez, 1975);
Ziemalis (1974) and Devine and Fernald (1973) accepted the
notion that clients have differing percgptions of therapists

and definite preferences for certain therapists. Clients
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matched with their preferred therapists on the basis of ini-
tial perceptions showed greater improvement and higher qual-
ity interactions in therapy than did patients assigned to
their less preferred therapists. Jackson and Thompson
(1971) have suggested that the_problem‘of communication be-
fween therapist and patient may stem more from attitudinal
biases in the mental health community (i.e., lower class
clients cannot do insight therapy, ASian Ameficans do not
have mental illnesses, etc.) than from gaﬁs in mutual under-
standing of background differences. One means of |
influencing these attitudes is through regulating the early
impressions of prospecti?e clients. Studies of medical
interns, physicians, énd“médical‘pa%ients indicated that
expectations of the doctor's omnipotence can be used to
direct the treatment of medical problems (Cousins, 1977;
Frank, 1961; Mason, Clark, Reeves, & Wagner, 1969). In the
same way, Boulware and Holmes (1970) believe that client
perceptions of therapist competence and understanding of the
the client may be important to successful treatment outcomes
of both majority and minority clients. According to Danish.
and D'Augelli (1976) and Ho (1976), some of these percep-
tions can be regulated prior to or during early interviews
and the effect studied as it relates to different facets of
the psychotherapy process.

In determining the effectiveness of the pre- and early-

intervention therapeutic techniques used to counter clients'



false expectations of therapy, the investigator is faced
with the task of measuring therapy outcome results. Instru-
ments are also needed to record the use of specific impres-
sion management by the therapist. One mean§ of determining
the effeét of a therapeutic intervention hés'been use of
client questionnaires (Barrett-Lennard, 1962; Overall &
Aronson, 1963; Snelbecker, 1967). These questionnaires
allow the patient to describe and rate the therapist with
respect to perceived therapeutic abilities. If experimental
attempts to manage specific impressions are successful,
and/or discrepant treatment expectations are confronted,
therapists involved may be rated more positively on a ther-
apy rating scale. Singer (1977) and Snelbecker (1967) have
shown this to be true in some cases;

Another method of measuring the effect of psychotherapy
is to look at the termination patterns of clients‘exposed to
various interventions. From the work of Frank, Hoehn-Saric,
Imber, Liberman, and Stone (1978), assumptions may'be made
that clients who discover that therapy is different from
their expectations and/or who fail to perceive their thera-
pist as competent are likely to terminate prematurely. Pre-
mature terminations include (a)vstopping therapy attendance
before there is relief of symptoms and (b) stopping therapy
before the therapist feels it is indicated. Efforts to
increase the duration of therapy and reduce premature termi-

nations have met with mixed success. An increased



discrepancy between patient and therapist treatment
expectations as the independent vériable has been shown fo
increase the number of clients dropping out of treatment in
at least five studies (Garfield, Affleck, & Muffly, 196%;
Goldstein, 1960b; Heine & Trosman, 1960; Rickels,'1968;
Singer, 1977). Although Korchin (1980) showed treatment
styles to affect termination rates, Holliday (1978) and
Jurich (1979) were unable to verify statistically the
effects of treatment variables on dropout rates.

Research concerned with minority issues has raised
questions with respect to both majority and minority
populations. It has often been shoyn that lower class and
ethnic minority populatibns have the largest humber of
erroneous expectations of therapy (Goin, Yamamoto, &
Silverman, 1965; Lorion, 1974; Reissman & Scribner, 1965),
and are the most likely to drop out of therapy after the
initial interviews or terminate prematurely (Heine &
Trosman, 1960; Imber, Nash, & Stone, 1955; Overall &
Aronson, 1963%). Even though the issue has been found by
Heitler (1976) to extend beyond the boundaries of minority
concerns, Hunt and Cushing (1970) suggest ranking
socio-economic status in order to address this issue if it
is found to influence psychotherapy data. 1In their research
they rank the socio-economic status of college students on
the basis of occupation of the head of a student client's

parental family. The high rank includes professional and



technical categories. The medium ranks include the
clerical, sales, and skilled workers. The low rank includes
the semi-skilled, operative, service ﬁorkers,_and unskilled
laborer categories. From their study they determined that
low and high rank subjects should be offered different types

of therapy.
Statement of the Problem

One problem facing the psychotherapist is that clients
drop out of treatment before they have gained even the mini-
mum benefits of therapy. After studying the statistics of
mental health problems, Abad, Ramos, and Boyce (1974), Fujii
(1976), and Kim (197%) claimed there are too few persons
utilizing mental health services. Dodd (1971) and Wilder
and Coleman (1963) found that in general psychiatric clinics
20% to 57% of the patients fail to return after the initial
interview, and %1% to 56% attend no more than four times.
Baekeland and Lundwall (1975) found a positive relationship
between temporal variables and outcome in ten of twenty stu-
dies they surveyed. However, they state that treatment
length or intensity and prognostic factors were confounded
in these studies and that the issue of treatment length and
outcome must remain an open one until clarified by further
studies. They do note, however, that despite spontaneous
improvement and entry or reentry into treatment, on the

average the dropout seems to do worse than the hon—dropout



who perseveres in treatment. The dropout, when contacted,
is less likely than the client continuing in therapy to
report symptom relief and satisfaction with life.

There is a recognizable waste of time and energy
resources which occurs when a client terminates prematurely.
The same waste is experiencéd when a client fails to utilize
therapy because of possible poor impression managemenf on
the paft of the therapist. Ways muét be found to increase
the chances for success in treatment. These may include,
among other things, methods to develop positive perceptions
of the therapist.' Utilization of the psychotherapy model
forwarded by Luborsky, Auerbach, Chandler, Cohen, and
Bachrach (1971) suggests that enéoufaging understanding and
positive feelings tdward-therapy (and therapist) might faci-
litate maximal usekof therapy.

Goldstein, Heller, and Sechrest (1966) have advanced
their findings that clients learn best when they are given a
cognitive set within which they can integrate new informa-
tion. Providing realistic sets or norms for therapy early
in the course of treatment may be béneficial to the client
and the process of therapy. Support for this notion comes
from the findings that explaining various aspects of therapy
has improved the outcome of therapy (Gould, 1967; Sloane,
Cristol, Peppernik, & Staples, 1970) and facilitated a
quicker cooperative working relationship (Orne & Wender,

1968). To date, however, populations studied have remained
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limited and few comments can be made with respeét to gener-
alized conditions.

Goldstein et al. (1966) also found that cooperative
problem'solving took place most effectively when both per-
sons accepted the same goals and utilized the same methods
for achieving these goals. In addition, patients' percep-
tions of the therapist as being competent fo clarify and
facilitate achievement of these goals are likely to increase
the probability that the client will return to therapy and
work while there. Although racial minority groups
(Yamamoto, James, & Palley, 1968) and low socio-economic
status (SES) minority clients,(Ovérgll & Aronson, 1963) gain
the leést from psychotherapy and tefminate therapy at higher
rates than majority clients, the issues of early termination
and poor therapy utilization occur across all races, .
classes, and economic levels (Sue, 1977). New,intérvention
methods which increase the utilization of mental health ser-
vices are needed for majority well as minority populations.

In the present study, minority and majority student
subjects were asked to imagine themselves in a client role,
while listening to the voice of a client and watching the
video film of a therapist doing therapy with the client.
Experimental factors were manipulated by introducing the
therapy interview and the therapist in differing ways. Tol-
lowing exposure to a particular therapeutic intervention,

subjects were asked to complete a therapist rating form and
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a predicted client termination/continuation scale. Subjects
rated a therapist on empathic understanding, level of
regard, and congruence using the Barrett-Lennard (1962)
Relationship Inventory.

Degree of empathic understanding is conceived as the
extent to which one person is conscious of the immédiate
awareness of another."Qualitatively»itvis an active process
of desiring to know the full present and changing awareness
of another person, of reaching out to recei&e his/hef commu-
nication and meaning, and of translating his/her words and
signs into experienced meaning that matches at least those
aspects of his/her awareness‘and sense of context that are
most important to him/her at the mo;ent.

Level of regard is the general tendency (at a given
time) of the various affective reactions of one person in
relation to another. This may include various qualities and
strengths of "positive" and "negative" feelings such as_fes—
pect, dislike, contempt, and affection. |

Congruence is the degree to which one person is func-
tionally integrated in the context of his/her relationship
with another. liigh levels imply that the person (therapist)
is psychologically unthreatened and, therefore, maximally
open to awareness of what the other person is communicating
to him/her. 1t also means that the individual's capacity to
discriminate between his/her own feelings or attitudes, and

those of the other person, is at a maximum. An overall
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rating of a person's therapeutic qualities is a Total Score
which includes the factors discussed.

It was an hypothesis of this study that explaining
therapy norms and‘the role expectations of client and thera-
pist to subjegts who could be potential clients ﬁould'influ—_
encé subjects' perception of a therapist in a positive
direction, as predicted by COrne and Wender (1968). Subjects
not receiving role or norm explanations were expected to
rate these therapist traits in a less positive direction.
in recognition of the literature, which portrays minority
clients at a disadvantage in their association with the men-
tal health system, a secondary hypothesis was made that
minority subjects would undefgo chapge when influenced by
the experimental conditions, even when majority subjects
did not.

Findings by Brabham and Thoreson (197%) lend credence
to the idea that clients prefer physically disabled thera-
pists to those who are not. In this study, an introduction
with minority experience was regarded as identification with
a potentially disadvantaged population. Especially with
minority subjects and in kéeping with the preliminary find-
ings of Green (1974), it was therefore hypothesized that a
therapist perceived as trained and experienced in minority
issues would get higher ratings of empathy, regard, and con-
gruence than a therapist perceived as not necessarily having

had such specialized training.
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The present study also assumes that premature termina-
tions occur and are deleterious in enough céses to warrant
efforts to decrease them. Partially supported by the
research of Heine and Trosman (1960) and Heitler (1976), the
purposeful establishment of therapist credibility and open
consideration of discrepant therapy expectations may be two
factors which can serve to alleviate much of the tendency
for all clients to leave therapy after an initial interview
or before indicated. This may be particularly true for
minority clients. The present research was an effort to
further answer the question, "Does impression mahagement and
concern for discrepant therapy expectations alleviate the
drop out rate of majority and non—majority clients?" The
study compared rates of predicted términations of majority
and non-majority subjects with subjects' responses following
exposure to the experimental conditions of specific impres-
sion management and discrepancy clarification.

It was a hypothesis of this study that, in comparison
to the condition where pre-therapy expectations were not
specifically dealt with and a minority introduction by the
therapist was not used, utilization of either of these fac-
tors singly or in combination would influence subjects to
predict longer participation in therapy for an identified
with client. A secondary hypothesis stated that minority
subjects would register change when influenced by the exper-

imental conditions even when majority subjects did not.
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In keeping with some of the earlier research which has
attempted to look at the differences in progression within
therapy by a majority and non-majority clientele, some over
all differences were expected between the majbrity/non—
majority groups in the present resea}ch. it was hypothe-
sized that majority persons would significantly differ from
non-majority persons in their overall more positive ratings
of therapist' empathy, regard, and congruence. Also beariné
in mind that a non-majority clientele typically does not
remain in therapy for as long as a majority clientele, it
was hypothesized that in the present research, a similar
pattern would be observed in the predicted terminations of

the research subjects.



CHAPTER 1II
REVIEW OF THE LITERATURE
Intfoduction

In looking empirically at the process and outcome of
psychotherapy, one is immediately faced withvthé'task of-
identifying specific factors related to certain_aspects of
the psychotherapeutic phenomenon. The following review of
literature pertinentvto the present:study begins with an
overview of studies looking at the expectations of clients
prior to entering psycho%herapy. This is followed by a sur-
vey of some of the methods used to educate people to the
reality of therapy.

Some attention is given to the roles therapists fill in
relation to the client. This includes some attention being
given to the results of minority research which looks at the
match between therapist and client. Some of the means by
which therapist role definitions can be manipulated are then
outlined.

Finally, the outcome détérminants of therapies are sur-
veyed. Premature termination is one major area within this
topic area. Rating scales to measure therapist attributes

are also reviewed.

13
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Client Expectations of Psychotherapy

An entire subject area, which the preeent study will
_ignore, is that of therapist expectations of the client when
he or she enters therapy.l The preseht feview leoks, rather,
at the expectations clients may have of therapy aﬁd of the
therapist. Early observational studies noted that, in gen-
eral, low-income clients came to therapy uncertain about the
appropriateness and efficacy of therapy (Hollingshead &
Redlich, 1958) and frightened and ashamed of needing therapy
(Redlich, Hollingshead, & Bellis, 1955). Later studies,
which.used more direct assessment techniques to determine
patient expectations, haye found more specific and varying
responses. v

Kadushin (1969) observed few secial class related
differences in initial attitudes and expectations of clients
on an extensive questionnaire. Similar results were found
in large student samples (Fisher & Cohen, 1972; Fisher &
Turner, 1970). These studies dealt mainly with white
subjects and thus are not necessarily representative of
minority subject expectations. Two studies (Aronson &
Overall, 1963; Overall & Aronson, 1963%) using at least some
non-majority subjects showed some differences between lower
and upper socio-economic status clients. Low SES clients
had stronger expectancies for an active sﬁpportive
therapist. A later replication of these studies by

Williams, Lipman, Uhlenhuth, Rickels, Covi, and Mock (1967)
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reported similar results but the differences between upper
and lower SES groups were not so apparent. Lorion (1972)
did a follow up study and found that subjects from all
social leQels were equal in their expectancies prior to the
therapy encounter. Although Garfield (1971) concludes that
all social groups share misconceptions about treatment
equally, the issue 1is not conclusively settled in the minds
of contemporary researchers. |

Atkinson, Maruyama, and Matsui (1978) believe that much
clarification of expectations of therapy has yet to be done.
They found thaf although majority subjects expect and prefer
affective therapy techniques, Asian American minority sub-
jects expect and prefer a logical, rational, structured
therapy approach. There is further support for these ideas
by a number of authors who have suggested that affective
therapeutic techniques may actually be counter-productive
for minority clients when they are expecting the more struc-
tural type of therapy (Banks, 1972; Sue, 1973%; Williams &
Kirkland, 1971). Affective therapy is conceived of in this
case as the Rogerian style of therapy which facilitates
- therapeutic process through reflection and non-directive
acceptance.

All possible matched samples of clients from different
economic, cultural, and racial backgrounds have not been
studied. Thus it is impossible to state as fact that there

are differences in the mean expectations of different
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groups. At any rate, when one looks at expectations of
clients prior to therapy, one can find support for
Garfield's (1971) findings that expectations tend to be
similar in any group of naive psychotherapy clients.
Garfield (1971) and Lorion (1972) reported that all their
subjects expected therapy to require only a few sessions -
generally five to ten. Not surprisingly,-these expéctations
did not differ much from the actual national statistical
mean of temporal duration in therapy. _Other expectations
noted by Overall et al. (196%) are that therapists'will
assume an active, medical role in the interview. Therapists
are thus expected to do most of the talking and provide and
prescribe cures for the problems. Although Abad, Ramos, and
Boyce (1974) attempted to describe Spanish speaking minori-
ties as different from majority clients, they too found that
their samples typically hoped for advice giving rather than
.introspective reflection. Gould (1967) and Heine and
Trosman (1960) found that patients generally expected the
therapist to have nearly full responsibilify for the cure
process. Again, although attempfing to make a differential
point, Berman (1979) found that black clients preferred
their therapists to take an active role.

In looking at the literature, although there is some
confusion with respect to degrees of difference, researchers
have documented the preferences and expectations of individ-

uals initially seeking therapy. They discovered that many of
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them want an active, problem solving therapist who refrains
from excessive passivity and reflection. Thgrapists feel
they offer services different from the expectations of some
clients (Overall et al., 1963), and attempts have been made
to educate prospective élients'to the probable the}apiés
likely to be offered.

Wilkins (1973%) reviewed much of the early literature
which has claimed that the clients' eipectanéies determined
the outcome of psychotherapy. He pointed out in his paper
that the historical background of this belief is linked with
retrospective accounts of placebos, brainwashing, witch-
craft, and religious beliefs. Empirically this expectancy
has been treated either as a trait tharacteristic 6f a sub-
ject or a state experimentally induced by instructions. He
further claimed that from the results of empirical studies,
there is no certainty that a causal relationship exists be-
tween expectancy and therapeutic gain. He pointed out that
many studies used client self reports, some of them based on
predictions prior to actual therapy. None of these studies,
however, related expectancy factors to objective measures of
symptom reduction. Becéuse.studies which found that thera-
peutic gains increased with manipulation of expectancies
were generally not blind studies, the issue was not fully
delineated. Other studies indicated therapeutic gain may be
mostly determined by the therapist's expectancies. Wilkins

further reported that in the studies reviewed, the presence
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or absence of expectancy state was identified by the outcome
which expectancy was said to produce. This reasoning is
circular and therefore a caution from this review seems to
be that an effort needs to be made to specify the variables

of observed change.
Pre- and Early-Interview Techniques

The issue of clients' expectations prior to therapy may
be divided into many different facets, but a basic need is
to inform clients of what they could expect (Duckro, Beal, &
George, 1979). A number of different methods have been
used, one of them being the anticipatory socialization
interview by Orne and Wender (1968)1 Jacobs, Charles,
Jacobs, Weinstein, and Mann (1972) used a variant of this
socialization-to—therapy interview. 1t consisted of a
15-minute orientation for treatment given by a professional
other than the therapist. The presentation attempted to
differentiate, for the client, treatment received from the
family doctor or surgeon and that received from or with a
pschotherapist. 1t also mentioned discrepant expectations
of some clients entefing psychotherapy and attempted to
remediate this as a problem by explaining the active role
expected of a client in therapy. A secondary purpose was to
provide some rational basis for the patient to accept psy-
chotherapy as a means of dealing with problems, questions,

or actualization.
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Albronda, Dean, and Starkweéther (1964) utilized early
interview techniques to deal with expectations of patients
entering psychotherapy. They trained‘psychiatric social
workers to help clients formulate their problems and treat-
ment goals. Barton (1971) and Mann (1973%) lend théoretical
support to the necessity of spending early contact time in
specifically dealing wifh problem areas and hoped for solu-
tions in therapy.

In studies at the Phipps Psychiatric Clinic, Hoehn-
Saric, Frank, Imber, Nash, Stone, and Battle (1964) used a
"role induétion interview" which was designed to develop
accuréte therapy expectations. This study along with later
ones (Frank, 1978; Heitler, 1973;Schonfield, Stone, Hoehn-
Saric, lmber, & Pande, 1969; Sloane et al., 1970; Strupp &
"~ Bloxom, 197%) basically informed prospective clients of high
probability occurences in therapy. It taught them some of
the guidelines useful in taking on the role of a psychother-
apy client. Some of them attempted to give reasons for
entering therapy and the validity of such an experience.

A variant on the verbal role induction pré—interview
session is the use of modeling films of tape recordings to
educate potential clients. Films and tape recordings have
been used to convey much detailed and explicit additional
information about expected behaviors in therapy (Heller,
1969; Long, 1968; Truax & Carkhuff, 1968; Truax & Wargo,

1969; Whalen, 1969). By using this media, clients could be
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taught how other clients often explore themselves and their
feelings in therapy.

One final variant to be mentioned is the use of ongoing
intake groups which attempt to educate patients within the
intake procedure. Such a group was studied and used by
Dibner, Palmer, Cohen, and Gofstein (1963) to prepare
patients.to'accept psychotherapy and to offer a means to
best utilize it. It helped clients mainly by orienting them

to the requirements and the potential benefits of treatment.
Perceptions of the Therapist

Another major area which has been explored, relaféd
directly to the process of psychothérapy, is the perceptions
of the therapist by the client. Research on minority and
majority clients has looked at this afea in a particqlar
way, attempting to define the best therapist for a given
client. A great deal of work has gone into attempts to
décide whether particular clients work best with particular
racial or cultural background therapisté. Although no con-
clusive evidence has been found stating that, in all cases,
one type of therapist is better perceived than any other, a
look at some of the studies may prove beneficial in under-
standing the issue.

Some of the research takes a polemic stance in suggest-
ing that clients of particular social class and racial back-

grounds benefit most in therapy, and are matched best in



their expectations, with therapists from similar racial and
social backgrounds (Banks, Berenson, & Carkhuff, 1967;
Carkhuff & Pierce, 1967; Thompson & Cimbolic, 1978; Wolkon,
Moriwaki, & Williams, 1973). These authors claim that in
most circumstances, clients will not feel understood by or.
put trust in a therapist who is of a differentAcolor or
social background from themselves. Even though white
clients filling out response forms depict themselves as open
to any type of therépist, the‘same responsesvare not found
among minority clientele (Wolkon et al., 1973).

Other authors are quick to point out that one major
issue which needs consideration when looking at client
therapist match is that of’langﬁagei(Brown, Stein;vﬂuang, &
Harris, 1973%; Smith, Burlew, Mosley, & Whitney, 1978; Sue,
1973). Banks (1972) suggests that client therapist
similarity is important because of his finding that
therapists are often unable to transcend the parameters of
their own cultural reference points. Vontress (1971)
believes that it is an injustice to minority clients to give
them anything but a therapist who has lived at some time in
a similar cultural mileau. The implication here, taken %o
an extreme degree, is that many successful client therapist
matches will be difficult to obtain. This is in keeping
with the idea that most everyone is a minority to some

degree considering the context given.
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There are researchers who disagree with those persons
who stress the necessity of pairing similar background
therapists with cliehts. Sue (1978) has made several
.statements suggesting that because of ignorancé, majority
therapists at times fail to perceive pathology and'illness
in minority clients. A logical extension of this suggestion.
is that with lack of and deficiencies in aﬁy kind of
therapist training, pathology might go unperceived. Olmedo
and Lopez (1977) state that when attempts are made to treat
minority clients, differences in culture and interactional
norms, prejudices, linguistic barriers, and cultural
insensitivities inhibit successful outcomes. Zaro, Barach,
Nedelman, and Dreiblatt (1977), in their primer for
beginning therapists, imply that any time differences are
not deélt with by'any therapist, successful outcomes stand
to be inhibited.

In recent years the Americén Psychologiéal Association
("Minority Gréduate Enrollments," 1977) has given heed to
demands for an effort to remediate past and continuing defi-
ciences in the area of minority mental health needs. Some
of fhis effort has assumed the necessity of training thera-
pists in minority issues. Siegel (1974) promotes the idea
that despite much clinical speculation about the possible
inability of white clinicians to help black pafients, there
is little research evidence to suggest that this is the

case. 1In an outpatient setting he found that blacks
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responded well to competent whites in helping roles. Abad,
Ramos, and Boyce (1974) found that when therapists were
sophisticated and sensitive enough to recoghize the clients'
needs to learn the discrimination between personal and
social problems, there was the chance for positive treatment
outcomes with a Hispanic clientele. Babcock andFCaudill
(1958) state that, despite the strong influence of culture
and race on behavior, problems are basically similar and
were resolved in their study, regardless of client and ther-
apist matching. Duckro, Beal, and George (1979) found that
therapists could be trained to transcend the differences in
background. Lorion (1973), taking somewhat of a middle
stance, blaims thaf_although therapﬁsts from a low SES back-
ground are equally successful with clients from all social
classes, therapists from middle and upper SES backgrounds
are not as successful in‘WOrking with low SES clients. At
present it is impossible to say whether this is due to defi-
ciencies in training and/or therapist characteristics and/or
client perceptions.

Other researchers have pointed out that although racial
groups can often be differentiated with respect to their
| pathologies and expectations for treatment (Osako, 1976;
Sue, 1973; Tanaka-Matsumi & Marsella, 1976), differences are
not necessarily found between racially different or similar
therapists being able to understand those differences. Both

can be equally qualified to treat and diagnose pathology.
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Luborsky et al.. (1971) réviewéd a number of studies that._
dealt with client-therapist ratings. They found that a
feeling of similarity on variables such as social-class,
interests, and values was important to client raters;
Boulware and Holmes (1970) suggest that client perceptions
of therapist competence and ability td understand may be
more important than perceptions of similarity. Frank (1961)
reported a study which found that 70% of 150 clients return-
ing for therapy, following an initial interview, made that
decisioh based on their liking of the therapist. This lik-
ing was influenced by perceived sincerity, amount of energy,
and controlled warmth. Liked therapists were also rated as
tolerant, respectful, supportive, abcepting, and self confi-
dent. Acosta and Sheehan (1976) found that therapist's rat-
ings fluctuated according to perceived attributes of skill,
understanding, trustworthiness, and attractiveness--some-
times linked to racial factors.

One of the outcomes of research looking at clients'
perceptions of therapists has been the fostering of studies
which have deliberately varied the profile definition of the
therapist. Brabham and Thoreson (1973) report that physi-
cally disabled and able bodied clients significantly dif-
fered in their preference for disabled therapists over
normals. The implication is that handicapped or
disadvantaged therapists who are subject to stereotyping and

discrimination may command greater credibility than the more
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conventional therapist. Acosta et al. (1976) found similar
results in that a minority non-professional therapist had
better‘therapeutic results than did a professional therapist
of the clients' race. |

An extension of the idea that therapist impressions can
be managed is shown in the work of researchers (Greehberg;
1969; Greehberg, Goldstein, & Gable; 1971; Greenberg,
Goldstein, & Perry, 1970) who varied client perceptions of
therapists through pre-interview impression menagement.
Subjects received varying information structuring the thera-
pists along continuums of warm or cold and experienced or
unexperienced. Therapists perceived as warm and experienced
were rated higher than their counterparts. Even a 15-minute
1ecture-to therapists, stressing issues often encountered in
working with clients with misperceptions and differing cul-
tural expectations, has increased the appropriateness of
in-therapy behavior (Jacobs et al., 1972). Greenberg's
research has implications for simply creating a set in the
client, such that he/she perceives the therapist as
experientially and culturally labile as well as overall

professionally knowledgeable.
Uutcome Determinants

There is some theoretical and research evidence to sug-
gest that some mutuality of patient - therapist role expec-

tations is crucial to positive therapy outcomes (Clemes &
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D'Andrea, 1965; Heine & Trosman, 1960; Orne & Wender, 1968).
There is also some experimental evidence that an explicit
attempt to socialize the patient's role expectations in a
preparatory interview prior to therapy can enhance the
patient's use of psychotherapy (Heitler, 197%; Hoehn-Saric
et al., 1964; Jacobs et al., 1972; Sloane et al., 1970;
Strupp and Bloxom, 1973). |

Rates of premature termination have been one of the
means used io determine pre- and early-interview technique
effectiveness. Jacobs et al. (1972) testify to the signi-
ficance of thevinitial interview and premature terminations
in noting that, in their clinic, more than one-third of all
the patients who terminated did so after their first inter-
view. In their study, preparatory gessions decreased the
rate of premature terminétioﬁ. A discrepancy between
patient and therapist treatment expectations has been shown
to correlate with premature termination in at least some
other studies (Freedman, Engelhardt, Hankoff, Glick, Kaye,
Buchwald, & Stark, 1958; Garfield, Affleck, & Muffly, 1963;
Goldstein, 1960b; Heine et al., 1960; Overall et al., 1963;
Rickels, 1968; Rickels & Anderson, 1969).

Patient's expectations about appropriate role behaviors
in therapy also shape the course of treatment. The impor-
tance of patient expectations to treatment variables such as
duration (Lorr & McNair, 1964), attrition rates (Overall et

al., 1963) and outcome (Leonard & Bernstein, 1960), as well
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as patient discomfort (Baum & Felzer, 1964) and participa-
tion (Kamin & Caughlin, 1963; Levitt, 1966; White,
Fichtenbaum, & Dollard, 1964), have been demonstrated. A
‘more recent study by Holliday (1979) found that the longer a
person stays in treatment the more likely there is to be
improvement, but preparation for therapy did not appear.to
decrease the drop-out rates. 1In work with a military
populaﬁion, Jurich (1978) found similar results. Siﬁger.
(1978) found the greater the discrepancy between a pétient's
anticipations and perceptions of the initial interview, the
less likely that patient was to continue in therapy. The
implication here is that pre-interview techniques may have
little effect on termination rates if the patient correctly
anticipates therapy in the way it is offered. If the
discrepancies are large, early interview interventions may
be crucial with respect to continuation in therapy.

With regard to clients' ratings of what they expect
from their therapist, feelings of warmth and perceptions of
expertise appear to be important (Acosta et al., 1976).
According to rating scales used by Baekeland and Lundwall
(1975), therapist attitudes and behavior seems to loom even
larger than SES and motivation in determining whether a
patient will stay in treatment. These researchers also
found that traits of ethnocentrism, unconcern, permissive-
ness, introversion, and detachment correlate with dropping

out of treatment. A significant positive relationship has
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been found between therapist experience and 1engfh of
patient stay (Baum, Felzer, D'Zmura; & Shumaker, 1966;
Poser, 1966). Greenwald and Bartemeier (1963) found that a
global rating of resident effectiveness was significantly
related to the frequency of discharge of generai psychiatric
inpatients from psychiatric inpatient treatment against med-
ical advice.

Various research scales have been developed in order to
determine the attitudes and perceptions of clients seeking
professional help for psychological disturbances. Truax and
Carkhuff (1967) have developed and directed a great deal of
research on a scale for assessment of interpersonal func-
tioning. This scale which measures’empathy, communication
of respect, faciiitatiVe‘genuineneés and self-disclosure,
among other traits, has been used to gather information from
clients concerning their therapists attributes. The scale
has been found to differentiate, therapists on their abili-
ties to facilitate better treatment outcomes dependent on
trait factors such as empathy and/or congruence (Carkhuff,
1969). Another attitude scale developed by Fisher and |
Turner (1970) was able to rate therapist openness and
general expertise. Fisher and Turner (1970) suggést that a
clients' perceptions of the therapist can be crucial to a
clients' decision to remain in therapy or drop out.

Barrett-Lennard (1962) developed the Relationship

Inventory scale on which a client rates a therapist with



29

regard to empathic understanding, level of:regard, uncondi-
tionality of regard, and congruence. Empathic understanding
is the active process of desiring to know the full present
and changing awareness of another person. Level of regard
refers to the quality and strength of "positive" and "nega;
tive" feelings. Unconditionality of regard refers to the
variability of the regard. Congruence implies a person is
psychologically non-threatened and, therefore, maximally
open to awareness of what another is communicating, while at
the same time being able to discriminate between the self
and an other. The scale upheld the hypothesis of its being
éble to differentiate between "expert" and "non-expert"
therapists and to show a correlation between expertness and
greater change in therapy. The sca}e was later used by
Snelbecker (1967) to determine client preferences for direc-
tive or non-directive therapists and was able to differenti-
ate the two types.

Choosing one aspect of a therapist's rated profile such
as empathy, Banks et al. (1967) found evidence that thera-
pists with high empathy ratings are preferred by minority
clients to thosé with less empathy. Using their own questi-
onnaire which looked at therapist vafiables such as active,
passive, and supportive, Overall and Aronson (196%) found
support for the idea that when therapist ratings are low in
terms of what they expect, clients are less likely to return

for further treatment. Truax and Carkhuff (1967) studied
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cliént ratings of therapists and the correlation of the rat-
ings to different outcomes. They found that clients valued
the constructs of therapist genuineness, non-possessive
warmth, and empathy. Patients who showed improvemenf in
therapy had therapists with highly rated accurate empathy.
Patients showing little improvement rated their therapists
as being unable to be empathic, 'and deficient in their abil-
ity to show high levels of positive regard. These findings
tended to hold true only for outpatient clients and not with
inpatient clients. Truax and Carkhuff discovered that
client variableness did not affect the typical empathy and
congruence traits of a given therapist. They also found
that patients tend to equate sucdeséful treatment with being
able to express their feelings and gain insights in fhe
presence of interested and understanding therapists.

McNair, Lorr, and Callahan (1963) found that therapists per-
ceived as not interested in their problems are most likely |
to be terminated by their clients. There seems to be some
justification for the implication suggesting poor ratings of
therapists by their clients is linked to utilization and
outcome in therapy.

A final summary of the literature reviewed must note an
inability to generalize from research results when dealing
with pre- and early-interview intervention studies. It
appears that, in some cases, discrepant therapy expectations

are linked to early termination and under-utilization of
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therapy. Although ﬁhére appears to be growing awareness
that perhaps the majority of first-time clients to psycho-
therapy have expectations discrepant from the view of thera-
pists, there is still soﬁe question whether differences
exist among persons from differing economic levels and cul-
tural backgrounds. There is as yet no certainty that
attempts to reduce early terminations work; although for the
most part, early terminations appear to indicate poorer
results in therapy and wasted effoff on the part of the men-
tal health professions. There is sﬁrely the need for
clarification of the presently reviewed factors in the
psychotherapeutic process. With these summary statements in
mind, it is a hypothesis of this sthdy that in attempting to
clarify for prospective clients the conditions of therapy
and expertise of a therapist, factors within the therapeutic
process can be affected. More specifically, discussion of
expectancies and therapist claims of expertise in minority
issues are.expected to increase (a) the predicted duration
of therapy attendance and (b) the positive ratings of thera-
pist traits inciuding empathy, congruence, and conditions of

regard.



CHAPTER III
METHODOLOGY
Subjects

The subjects were 48 male and 48 female white (major-
ity) students and 48 male and 48 female black (non-majority)
students enrolled in social science classes at two midwest-
ern universities. One university was predominantly white
and the other was predominantly black. Blacks from both
universities were used aé well as whites. The participating
subjects were randomly selected from a poolﬂqf students,
from the previously mentioned universities, who volunteered
to participate in research. Subjects selected were United
States citizens between the ages of 18 and 25 and all were
registered as undergraduates in at least one social science
course. Following their participation, subjects were
assigned a socio-economic status rank of high, medium, or
low based on the occupation of the head of their parental
family. These status assignments were made from students'
responses concerning parental occupation, given on the demo-
graphic questionnaire referred to in the Procedure section.
The three occupational ranks were those developed by Hunt

and Cushing (1970).
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Apparatus

Two audio-visual tapes of a simulated psychotherapy
interview were produced. The scripts were written by the
present investigator and were developed by him to be as free
as poséible from sex-bias. Graduaté students familiar with
the proéedure of psychotherapy were used to enact the roles
of therapist and client. The role of therapist was played
by a majority male actor who appeared on both of the audio-
visual tapes. He was shown in the film sitting at a 30
degree angle to the subject viewer. The role of client was
enacted by a second male actor on both tapes. The client
actor made only a voice recording wpich sounded male with
respect to sex, and és nénidentifiable wifh respect to a
specific cultural background as waslpossible. The sound
recordings of the client were identical on both tapes and
the client actor was never seen by the subjects involved in
this research.

The main difference between the two performances of the
therapist-actor was that in one tape he introduced himself
as having been tréined in minority issues, as having had a
difficult time earlier in life, and as having had a wide
background of experiences in understanding cultural and per-
sonal variables. The therapist in the other tape was dep-
icted as having been trained only in a standard majority

culture setting.
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The therapy tape presented an anxious, depressed,'and
at times angry sounding young person participating in an
initial therapy interview. Client statements were identical
in both tapes. Therapist responses included questions,
reflections, and occasional silence--and were identical in
both tapes. The therapy transcript is included in Appendix

A.
Procedure

Ninety-six subjects in the majority group were randomly
assigned to one of four experimental condition (I, II, II1I,
and IV), with equal numbers of males and females in each.
Ninety-six minority subjects were similarly divided. Male
and female subjects participated in separate groups in all
cases. This separation allowed the investigator to present
the client voice as potentially nonsignificant with respect
to sex as well as to race. Each subject completed a brief
demographic questionnaire (see Appendix B), followed by the
experimental conditions which included viewing one audio-
visual tape. The subjects were tdld to assume, for the
duration of the experiment, they were the client being
interviewed by the therapist. They were told, however, that
the client voice they heard would enact their lines for
them. They needed only to watch the therapist and listen to
the lines being spoken. The specific introduction was as

follows:
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During the next ten minutes you will be par-
ticipating in a psychotherapy session. It is a
first time interview. On the screen you will
observe a therapist working with a client. As
best you can, put yourself into the client role.
We have arranged for your lines to be spoken for
you by the person you will hear on the tape. Even
though it is unlikely the voice will sound exactly
like your own, keep in mind the content and feel-
ing of the discussion are important - rather than
the identity of the voice. While the tape is run-
ning, imagine yourself seated in your present
position, about five feet away from the therapist.

The psychotherapist you are about to meet on
this tape is a graduate student in clinical psy-

chology. He has all but completed the require-
ments for his doctoral degree. His training

includes the usual comprehensive training received
- by clinical psychologists who attended accredited-
institutions. [Condition II - In addition,.
because of interests stemming from his own back-
ground, he has received specialized training in
dealing with minority issues and concerns. |
Act now as thodgh you are relating to this
therapist, with the voice saying your lines for
you.

Experimental group I then observed Tape #!1 which showed
an enactment of a standard trained therapist in session with
a client. Experimental group Il was first presented with a
brief lecture which highlighted client expectations of ther-
apy possibly discrepant from the professional community (see
Appendix C). The group then observed Tape #1. Experimen-
tal group III observed Tape #2 depicting a therapist
allegedly tre'ned and experienced with minority issues.
Zxperimental group 1V received the brief lecture on possibly
discrepant expectations and observed Tape #2. The experi-

mental conditions and group number locations are shown in

Figure 1.
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Figure 1.
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Graphic Portrayal of the Treatment Design
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Following the interview observation, each group'was
asked to rate the therapist on the Barrett-Lennard scale,
Kelationship Inventory, depicting therapist traits of empa-
thy, congruence and regard (Barrett-Lennard, 1962). (See
Appendix D.) Subjects were thén asked to state their deter-
mination of whether the client would return for therapy and
for how many seSsions, using a termination scale COnStructed
by the present investigator. (See Appendix E.) Subjects
were also given an opportunity to state what factérs.would
~determine termination or continuation in therapy; Finally,
subjects wére debriefed and givenran opportunity to ask

questions, critique, and/or discuss the Study.
lDesign

The experimental design is a 2 (sex) x 2 (race) x 2
(introduction) x 2 (pitch) factorial design consisting of
the two experimental factors of Introduction versus No
Introduction and Pitch Qersus No Pitch and the classifica-
tion factors of Sex and Race. A four-way fixed-effects
analysis of variance was used to test for main effect
differences due to race and sex, as well as simple main
effects on each of the treatment factors across race and
sex. ©Significance was determined by comparing the F statis-
tics against a .05 probability for a Type I error. Interac- .
tions were also tested with respect to the effect of race

combined with the treatment factors. When interactions were
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- found to be significant following the analysis of variance,
further tests of significance were determined in a post hoc

fashion.



CHAPTER IV
RESULTS

The analysis of the daté is presented in two sections.
The first analysis assesses the influence‘of the independent
variables of sex, race, introduction to therapy, and claim
of minority concern on the rating of therapeutic traits
which include empathy,. positive regard, and congruence. An
overall summation of these trait scores is referred to as
the Total Scdreawherqby a therapistiis rated positively or
negatively. In all daseé,‘thé highér the score, the more
positive is the assessment of the therapist.

- The second section looks at predictions of términation
as the dependent variable. The possible selections are‘
coded with a score of "g" meaning the person would terminate
therapy after the first session and "1" meaning termination
would not occur until the therapist suggested it. Values in
between stand for incremented lengths of time for therapy
varying from one session to one year.

OUne final introductory statemént must be made with
reference to the sociocultural status of the sample popula-
tion. A Chi-square test was performed to determine if

sociocultural differences occurred in the research sample,
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between sex groups and race groups . in terms of upper,
middle, and lower‘status, no differences existed between
male and female subjects, X = 1.08, p < .58. DBetween the
black and white race groups, there was a significant differ-
ence;_X? = 15.74, p < .001. Even though there was a sihilar
number of middle status subjects in each grdﬁp, there weré
sighificantly greater numbers of lower status blacks than
whites, as well as fewer upper status blacks than whites.

As a result of this finding, comments made throughout the
results section with reference to race will also imply a
sociocultural difference in status between the two groups.
In this case, minority or non-majority references will

include not only the race factor but also a factor due to

occupational status in the family.
Assessment of Therapist Traits

The overall analysis of variance for the total sum of
the combination of variables used to rate the therapist is
shown in Table I. The main effects of therapy introduction
and minority pitch impression management were not found to
be significant in the overall design. Thus the general
research hypothesis that, by themselves, introduction and
pitch would effect change in the subjects was not upheld.
The classification variable of race was found significant
with ﬁhite subjects rating a therapist more positively than

black subjects. Table 1I shows a list of means and standard
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TABLE I

INTRODUCTION,

AND MINORITY PITCH ON THE OVERALL RATING

OF A THERAPIST
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PEDIIOTDE DO AW

Source SS af MS F
(Race). 10650.52 1 10650.52 10.98 =**
(Sex) 2836.69 1 2836.69 2.92
(Introduction) 927.52 1 927.52 0.96
(Pitch) 1073.52 1 1073.52 1.11
X B 2.08 1 2.08 0.00
X C 4408.33 1 4408.33 4.54
X C 44.08 1 44.08 0.05
XD 2914.08 1 2914.08 3.00
XD 1260.75 1 1260.75 1.30
X D 3780.75 1 3780.75 3.90
X B XC 0.02 1 0.02 0.00
X B XD 25.52 1 25.52 0.03
XCXD 117.19 1 117.19 0.12
XCXD 77.52 1 77.52 0.08
X B XC 60.75 1 60.75 0.06

170728.33 176 970.05

3
0 K
o =
® 0
s

198907.67 191

**p less than

.01.

*p less than .05.

TABLE II

MEANS AND STANDARD DEVIATIONS OF THERAPIST RATING

SCORES, DIVIDED BY RACE

Variables

N Mean Standard Deviation

Race: Black ,
Total 96 36.09 33.07
Regard 96 17.72 14.03
Empathy 96 7.66 10.17
Congruence 96 10.72 13.08

Race: White
Total 96 50.99 29.79
Regard 96 24.85 11.06
Empathy 96 9.6¢ 11.57
Congruence 96 16.44 11.55
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deviations. The higher Total Score mean forvwhité subjects
is support for the hypothesis that white subjects will rate
a white therapist more positively than their black counter-
parts.

There is a significant two way interaction of race with
introduction to therapy (see Table I). Analysis of variance
on the simple main effects with regard to introduction shows
that when there is no introduction given, white subjects
rate a therapist significantly more positive than black sub-
jects, P (1, 176) = 14.826, p < .01 (see Figure 2.).. When
an introduction to therapy is given, these two raée groups
cannot be differentiated, F (1, 176) = .698, n.s. Looking
at this effect with regard to race, (see Figure 3.), when
black subjects are given an introduction to therapy and then
asked to rate a therapist in a simulated therapy scene, they
rate fhe therapist more positively than when they are given
no introduction, F (1, 176) = 4.83, p < .05. White sub-
jects, on the other hand, do nof show a significant differ-
ence when infroduced to therapy norms and when dealing with
a therapy experience unprepared, F (1, 176) = .667, n.s.

The interpretation of this interaction effect is in support
of one secondary hypotheSis that black subjects may be
affected by the experimental manipulation of an introduction
to therapy even though white subjects may not be.

Cn the overall or Total therapist rating variable, the
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+53.6
‘~—-~_‘~___~§‘_-*-ff_4 = White
= Black
Kel
Total 43.1
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Figure 2. For Total Score, Interaction Effect
of Race at Each Level of an

Introduction
53.6
+ = Introduction
o = No Intro
43.1 43.4
+
Total
Score
29.10
Black White
Race

Figure 3. For Total Score, Interaction Effect
of an Introduction at Each Level
of Race
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final interaction which provedAsignificant was the interac-
tion between the therapy norm introduction and impression
management by reference to minority training, i.e., the
pitch (see Table 1). When looking at the simple main
effects at the two levels of the introduction variable, when
no introduction was given subjects in general rated a thera-
pist more positively when they were also told he had a Back;
ground dealing with minority issues, F (1, 176) = 4.58, p <
.05 (see Figure 4.).‘ In the case where an introduction to
therapy was given, the additional effect of the tﬁerapist
claiming training with a minority emphasis had no effect, F
(1, 176) = .425, n.s. When analyzed from the pérspective of
change on the minority pitch variable, the results again are
basically similar. In a situation in which the therapist
claims no specialized background in minority issues, sub-
Jects told what to expect in a therapy experience rated a
therapist more positively than did subjects given no such
introduction, F (1, 176) = 4.36, p < .05.

When the therapist claimed expértise iﬁ_minority
issues, an introduction to therapy or 1ack>thereof,did not
effect a significant difference, F (1, 176) = 0.50, n.s.
(see Figure 5.). Interpretation of this particular interac-
tion between introduction and impreséion management shows
support for the hypothesis that attempts to influence ther-
apy expectations and presentation of specific therapist cre-

dentials will effect subjects' ratings of a therapist, but
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48.1 = Pitch
+\ 470.8 = No PitCh
Total +
Score 43.7
o
34.5
No . Yes

Figure 4.

Introduction

For Total Score,

Interaction Effect

of Minority Pitch at Each Level

of an Introduction
‘ J

48.1 = Introduction

47.8 = No Intro

Total

Score 43.7
34.5
No Yes
Pitch
Figure 5. For Total Score, Interaction Effect

of an Introduction at Each Level

of a Minority Pitch
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only when both variables are considered together. In either
way of analyzing the interaction, it appears that in the
absence of one condition or the other, there is some advan-
'tage in presenting either a'therapy introduction, or to
claim specialty training in minority issues. 'To‘include
both early therapy techniques at once is not likely to
influence a person in the direction of.rating the therapist
more positively.

In order to determine the feasibility of analyzing the
specific components of the overall therapist ratings which
include ratings of empathy, regard, and congruency, correla-
tion coefficients for each of these variables with the Total
were computed. From Table III it ié apparent that the prob-
ability each of these scores is positively correlated with
the Total Score is highly significant. The correlation
coefficients are all above 0.85. Because these variables
are significantly linked boﬁh with one another and with the
Total sum, a detailed explanation of the results will not be
given. In all cases, the main effects and two way interac-
tions on each of these variables were similar to the ones
encountered for the Total Scores. One additional main
effect on the classification variable, sex, was significant
on a rating of therapist positive regard, F (1, 176) = 4.77,
p < .05. Females rated the thérapist'significantly higher
on an assessment of positive regard than did males. The

mean rating for females was 2%.24 and for males it was

19.3%4.
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TABLE IIT

CORRELATION COEFFICIENTS FOR EACH OF THE DEPENDENT
VARIABLES

Total Regard Empathy Congruence Termination

Total 1.000

Regard .8776 1.000

Empathy .8515 .5930 1.000

Congruence .9079  .6919  .6955  1.000
Termination -.399  -.345  -.352  -.359 1.000

All B.less than .0001
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Similar to the total rating score for the therapist, there
was a significant main effect on race (F (1, 176) = 16.04, p
< .01), on the positive regard rating, as well as a signifi-
cant introduction by minority pitch interaction (F (1,_176)
= 6.96, P < .01). Interpretations Qf directioﬁalit& and
interaction are the same as those given for the Total rating
ccore. White subjects rate a therapist.more poéitively than
blacks and an intfoduction or minority pitch by itself makes
a difference on rating scores. 1In combination, no further
change occurs.

On the dependent variable of empathy, there was a sig-
‘nificant race by introduction interaction, F (1, 176) =
4.90, p < .05. In analysis of thekéimple main effects, the
interpretation is again similar to the race by introduction
interaction analyzed for the Total Score variable. .

~Analysis of the congruence vériable showed race to be a
significant main effect (F (1, 176) = 10.44, p < .01), which
differentiated subject's scores. Again the directionality
of the means was the same as that for the Total Score varia-
ble with blacks scoring a mean of 10.7t and whites with the
higher mean of 16.45.

Evaluation of the overall analysis of variance on each
of the dependent variables for therapist rating shows there
to be no significant interactions, of higher order than the
ones already addressed. Because of this, no further quali-

fication of the main effects is necessary. In most cases,
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main effects and interactions which approached significance
in the analysis of variance on therapist trait dependent
variables were the same ones which have already been ana-
lyzed as significént. Race, sex, introduction, minority
pitch, and the two way interactions of réce by introduction,
race by minority pitch, and introductionvby minority pitch

were the only ones to approach significance.
Assessment of Predicted Termination

The final dependent variable of the present research
was measured as the length of time subjects predicted they
- would stay in therapy. The hypothesis that blacks wduld
predict termination of tperapy earlier than whites was not
statistically upheld although there appears to be some sug-
gestion in the data of a trend in that direction (see Table
1V). As main effects, an introduction to therapy norms and
claims of minority background were not found significant.
The main effect of sex was found to be significant in the
overall analysis of variance (Table IV). Female subjects
predicted that on the average, they would return for therapy
for about six months whereas male subjects predicted on the
average, a return of around three months. With regard to
the actual way these selections were scaled, the mean re-
sponse for females was 3.26'ahd the mean for males was 4.%5.

One two way interaction was found to be significant on
the termination variable. A race by introduction to therapy

interaction (see Table 1V) was further analyzed in order



TABLE IV

ANOVA OF THE EFFECTS OF SEX,

AND MINORITY PITCH ON THE PREDICTED LENGTH

RACE,

INTRODUCTION,

OF THERAPY BEFORE TERMINATION

50

Source S8 af MS F
A (race) 23.38 1 23.38 3.68
B (Sex) 57.42 1 57.42 9.04 **
C (Introduction) 9.63 1 9.68 1.52
D (Pitch) 1.17 1 1.17 0.18
A X B 0.88 1 0.88 0.14
A XC 41.26 1 41.26 6.49 *
B XC 18.13 1 18.13 2.05
A XD 2.75 1 2.75 0.43
B XD 13.55 1 i 13.55 2.13
C XD 11.50 1 11.50 1.81
A XBXC 4.38 1 4.38 0.69
A XBXD 16.92 1 16.92 2.66
AXCXD 6.38 1 6.38 1.00
BXCXD 3.25 1 3.25 0.51
AXBXCXD 1.17 1 1.17 0.18
Error 1118.08 176 6.35
Total 1329.87 191

**p less than .01

*p less than .05



to assess the effect of an introduction to therapy at the
two levels of race (see Figure 6.). As was discovered from
the analysis, whether or not black subjects are given an
introduction to therapy does not effect their predicted
willingness to remain in therapy, F (1, 176) = .867, n.s.
For whites on the other hand, when given an introduction tp
what therapy might be, they significantly decreased their
predicted length of time in therapy, F (1, 176) = 7.14, p <
.01. When given no introduction they predicted a mean
length for therapy of 2.7 which is a bit over six months.
Whenfan introduction was given, the mean jumped to 4.1 which
transiates into approximately three months. .In this cése,
not only was the original hypothesis that an introduction
would increase the prédiéted length of time in therapy not
upheld, but in the case of white subjects the reverse was
found to be true.

 Another way of looking at the two way interaction of
race by introduction is shown in Figure 7. 1In looking at
race characteristics at each level of the introduction,
there is a significant mean difference between white and
black subjects when no introduction is given (F (1, 176) =
9.98, p < .01), but none when an introduction is given (F
(1, 176) = 0.20, n.s.). With no introduction to either
group, black subjects predicted a briefer length of time in
therapy with a mean of 4.4 than did white subjects with a

mean of 2.7. In terms of months, black subjects predicted
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continuation in therapy for approximately three.months, and
whites, longer than six months. With an introduction, both
groups predicted the length of time in therapy to be around
three months. 1n this case, the hypothesis that a non-ma-
jority group would terminate therapy earlier than a majority
group was upheld, but only when both groups were given no

explicit introduction to the format of therapy.



CHAPTER V
DISCUSSION

The issue of both therapeutic outcome and training of
therapists to conduct psychotherapy continues to be relevant
at a time when the federal government is making decisions
concerning funding for delivery of mental health services to
specific groups, and for types of mental health training
programs. The present research arose from questions raised
by majority and minority researchers claiming that therapeu-
tic processes are measuréable and ménipulable and different
with respect to sociocultural status. Results.from the pre-
sent research lend support to the work of such researchers
as Clmedo and Lopez (1977) who view minority persons as
responding differently to therapy than do majority persons.
Because the racial groups in this study were also different
in terms of occupational status, minority status and/or race
'imply potential differences specific to, or including,
sociocultural status. Within the present study, race alone
was found to differentiate the subject pool on overall rat-
ing of a therapist as well as on the specific variables of
positive regard and empathy. This suggests that white sub-

jects, to a greater degree than black subjects, believed a

54
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white therapist felt positively toward them. 'This occurred
regardless of how the therapist structured pre-therapy expo- ‘
sure of himself. White subjects also perceived the thera- %
pist as more psychologically at ease with them than did a |
group of black subjects.

Other differences also occurred within the context of
an interaction of race and an introduction to therapy. One
implication from the results is that under conditions in
which a white therapist is scheduled to see a black client,
the therapist may assume that a reciprocated level of accep-
tance by the client may not be as high as in situations
where the client is of the same race. This assumption may
lend credence to the ideas of Wolkon et al. (1973) and
Thompson and Cimbolié (1978) who suggest it is best to match
similar race therapists and clients. Before this statement
could be accepted as a generalization, however, it would be
important to include in an expanded research paradigm, the
situation in which blacks and whites are given an opportu-
nity to rate a black therapist. Perhaps it is simply the
case that on the scale utilized in this study, blacks in
general would rate therapists of any race, lower than would
a group of white subjects.

With respect to the ongoing question of whether an
introduction to therapy is beneficial to the client, the

present research offers no conclusive answer. In and of

‘itself, the fact that subjects were told what therapy
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consisted of and what things they might expect did not
create an automatic increase in a subject's positive evalua- é
tion of a therapy situation. It is true, however, thaf 5
explaining therapy to black clients did effect a change in
the direction of mofe positive ratings of a therapist. It
did not influence the determination of how long they would
remain in therapy. For white subjects, an introduction did
not change their ratings of a therapist. One suggestion
from looking at this result is to recognize that using an
introduction to combat lack of knowledge is likely to effect
change only in the situation where in fact there is lack of
knowledge. Eveh though Lorion (1972) and Garfield (1971)
assumed from evaluations of their sample population, that
all prospective clients regardless éf race were unfamiliar
with the structure of therapy, perhaps this is not always
so. it may be the white subjects used in the present
research had a fairly realistic understanding of what ther-
apy consisted of whereas the black subjects did not. Such
learning could have occurred through university courses in
psychology and other personal experience. In this case, for
white subjects to be given redundant information would not
be expected to change how they viewed a therapist.

A more sophisticated research design might have
included a means to actually measure expectations prior to
therapy, and allowed for comments to be made as to the simi-

larity or differences between white and black subjects. At
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any rate, when blacks were told about the process and proce-
dure of therapy, they rated a therapist more positively. In
fact there was no significant difference on therapist rating
when bléck and white subjects wefe provided opportunity for
at least a temporarily similar understanding bf what psy-
chotherapy consisted of. Under the particﬁlar conditions of
the present research, therapist ratings did not signifi-
cantly decrease when therapy was explained to either black
or white subjects. This finding suggests that no harm is
elicited by introducing a clientele to therapy even in situ-
ations where it does not necessarily benefit them. Further
significance in such a finding may lie in the possibility
that if black clients are extended knowledge concerning psy-
chotherapy, they may feel as positively towards any given
therapist as would a white client. Consequently, the
informed black client may be less prone to terminate therapy
after the first session. A similar notion was described in
the work of Frank (1961).

Another way of viewing this result is to assume that
since Luoth racial samples of subjects were drawn from psy-
chology courses, although in many cases, different universi-
ties, there is really no difference in the amount of
knowledge each group had about psychotherapy. If this were
the case, then it could be assumed that black subjects when
forced to relate with a white therapist just simply have

less positive feelings for the therapist. Even in this
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approach, however, a distinct advantage is gained by
attempts to confront incorrect expectations or percepts in a
black group of potential clients. |

Even though blacks increased their rating of a thera-
pist when told what to expect in therapy, they remained sta-
ble in their prediction of length of time they would remain
in therapy. The average amount of time the black sample
predicted for remaining in therapy was about three months,
whether or not their perceptions of therapy wére manipu-
lated. The work of Jacobs et al. (1972) and Rickels and
Anderson (1969) &as not supported in this case. It may be
important to note, however, that one of the generally
accepted notions that most clients 6n1y remain in therapy
for ¥ to 1% sessions (Dodd,1971; Brdwn & Kosterlitz, 1964;
Aftleck & Garfield, 1961) was supported empirically in this
| sfudy when looked at from the point of prediction. The
actual dropout rate after about three months may be a mes-
sage to psychotherapists that, for many people, an average
of three months is approximately the amount of time they
have to work with any given client.. It may be significant
that black subjects believed mental health problems could be
effectively dealt with in three months regardless of their
understanding of therapy. With more positive feelings
towards a therapist resulting from a better understanding of
therapy, more effective work could possibly take place. If

this is the case, perceptions of the dropout-from-therapy
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vdoing more poorly in life (Baekeland & Lundwall, 1975) may
“have to be tempered by the hypothesis that this is more
likely in the case where the client drops out.of therapy
following the initial interview. If the hypothesis of
Boulware and Holmes (1970) is correct, it may be‘trué that
the most important determinant of a successful therapy out-
come once the client has decided to attend for three months,
is the degree to which positive attitudes exist between
therapist and client.

It is also interesting to note that even though white
subjects given no introduction to therapy predicted a return
to therapy for approximately six months, when given a spe-
cific structure within which to think about therapy, they
too lowered their predic%ed time spent in therapy to three
months. One explanation of this phenomenon is that when
given a realistic view of the psychotherapeutic process;
they changed their thinking to a more realistic sense of hbw
long it would take to deal with a particular problem. In
this paradigm the suggestion would follow that black sub-
jects more accurately assessed the therapy requirements as
necessitating three months' work and thé white subjects
acquired this understanding when the actual therapy norms
were explained to them. 1t might also be that when sub-
jects' perceptions of the mystique of psychotherapy were
confronted with an explanation of therapy, white subjects

gave up their stereotypic view that psychotherapy is a long

[~

'
;



60

term process and began to view it in a more realistic fash-
ion along with choosing to resolve their therapeutic issue
in less time.

Another explanation might be that when white subjects
discoveredvthe personal reSponsibility they have in working‘
through their therapeutic issue, they felt leSS wiliing to
struggle towards resolution over an extended amount of time.
If this were the case, the present results may reflect the
fact that the stimulus trahscript used in the research
involved a depressed individual whose problems could be very
easily viewed as situationally transient. With a depiction
of more severe pathology, there is some chance subjects may
have predicted a longer period of time as being necessary
for resolution.

One final explanation may be'relatéd to the actual
introductory transcript used. At some perceptuai level,
white subjects may have responded to an implicit suggestion
from the introduction, which caused them to believe such
therapy could be successfully completed in 12 sessions.
Blacks may have correctly guessed this implicit message
prior to the introduction and thus found it unnecessary to
change their predictions following the introduction.

A post hoc comment of the sex difference on therapy
termination can be addressed here. Regardless of race dif-
ferences or experimental manipulation, females were found to

predict longer periods of time in therapy than did their
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male counterparts. This sex différence did not change as
subjects were introduced to therapy or the therapist.
Within the limits of this study, a therapist can expect
females to be open to remaining in therapy for an average of
six months and males for an average of three months. These
results must be tempered, however, by the reported resulfs
of Baekeland and Lundwall (1975) who report that in actual
practice, females tend to drop out of therapy sooner than
males. Although this may not hold true for the present
group of females, it is at least noteworthy the females
began with longer therapy intentions than males. In order
to promote more extended use of therapy, researchers must
find ways to capitalize on these kind of intentions.

One final result which stems directly from the data is
the interaction effect of an introduction to therapy and
claims by a therapist to have training in minority issues.
Looking at the results at each level of the introduction
variable, a theory can be forwarded that when no introduc-
tion is given, the effect of a therapist claiming minority
experience elicits a type of empathy or sympathy on the part
of the client which causes him or her to think more posi-
tively of the therapist. OSuch an interpretation is similar
to thevinterpretation giVen by Brabham and Thoreson (1973%)
when they stated a disabled therapist was preferred by
patients, over a normal therapist. Within this framework it

is not impossible to think that in such a case, clients may
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meet some of their reciprocal needs by not only receiving
aid but also giving it to someone they feel is in some ways,
less fortunate than themselves. 1t follows then, a conse-
quence of giving an explanation of therapy to a person is
that he or she may begin to understand the non-reciprocal
nature of the psychotherapy relationship and be less prone
to perceive the therapist as requiring aid in return. For
this reason, positive ratings of a therapist are not likely
to increase although they will not decrease due to the
effect of the introduction causing equally positive ratings.

To gain perhaps a slightly better understanding of the
possible dynamics behind the empathic draw for reciprocity,
it may be helpful to‘explore a trend found in the race by
minority pitch interaction for the Total rating variable.
When‘thiS'interaction was analyzed for the simple main
effect at each level of race, blacks did not show change
when the therapist claimed training and a background in
minority issues. It is difficult to say whether this was
because they did not believe the therapist or whether it
simply means from their perceptual standpoint, it was incon-
sequential. In this respect it is probably noteworthy that
a non-majority clientele responded better to a therapy
introduction, than claims by a therapist to be somewhat
similar to them.

Remaining aware of the theory of reciprocity, it is

interesting to note that when white subjects heard a
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therapist, claim to be disadvantaged and aware of minority
| issues, they tended to rate the therapist significantly
.higher than in those situations where they were led to
believe he was identifiably majority culture and majority
trained. This finding is in support of similar evidence

found by Acosta et al. (1976). These researchers hypothe-

sized that disadvantaged therapists elicit greater credibil-

ity with their empathic statements than those therapists who
do not so extrinsically demonstrate possible human suffer-
ing. 1t seems equally possible that in the present case,
white college students felt some draw on their basic
altruism and thus rated a therapist more positively because
of feeling sympathy for him and because of feeling fortunate
they could reciprocate tﬁe:help beiﬁg given. Of course the.
possibility always exists, that white subject's response to
claims of minority training simply signified recognition of
the "more is better" theory. Therapists who have gone out
of their way to pick up specialty training in addition to
standard training may have been perceived as more motivated,
expert, and likeable due to their extra effort in training.

Continuing the discussion of the introduction by pitch
interaction on the therapist Total Score rating, it is
apparent that in either situation where an introduction or a
minority pitch is not given, there may be some advantage to
the therapist in spending time talking about therapy or

building himself up as having a specialty in minority

IR
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issues. When no introduction to therapy was given, a thera-
pist elicited more positive feelings from the client when he
claimed a minority background than ﬁhen he did not. When an a
introduction was given and the client presumably understood
the format of psychotherapy, no greater advantage was gained
by also introducing the therapist as trained in minority
issues.

In a similar manner, an introduction to therapy was
beneficial to therapist ratings in the absence of talk about
minority issues. When the therapist made an effort to let
the client know about his training in minority issues, once
again there was no increase in therapist ratings when an
introduction to therapy was given. |

An introduction‘to fherapy, to demystify therapy and
provide an outline of format and structure, was found to be
consistently advantageous to more positive therapist rat- 4
ings. A minority pitch, on the other hand, was advantageous %
only when no introduction was given. In the one case where
there seemed to be some trend in the data of an interaction
between minority pitch and race, the minority pitch was not
specifically influential in changing a non-majority clien-
tele's feelings about therapy. At the same time, the minor-
ity pitch was influential in the white subjects feeling more
positively towards therapy - even though this may not have

much practical value in the case of most white therapists.

It may also be important to realize that even though white
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subjects in general rated a therapist more positively than
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blacks, when both groups were subjected to clarificétion of
: their therapy expectations, both groups rgted the therapist
essentially equal. |

Although the results from this Study‘cannot be general-
ized to the entire écademic or therapeutic community, they
may have implications for training and for practice. If a
therapist assumes, as do Truax and Carkhuff (1967), that
better therapeutic progress can be obtained when the client
feels most positively towards him or her, it may be advanta-
geous to give the client, prior to therapy, some idea of
what he or she can expect. In the case of non-majority

clients--even if unidentifiable as $uch, this may result in

|
i

more positive feelinés t&w&rds the therapist. With any
given sample, more positive feelings may be engendered by
such an introduction, especially in the absence of a thera-
pist claiming a specialty background with minority training.
Since few majority psychotherapists are trained in minority
issues, this condition may be rather common. As a means of
seriously confronting black/white subject differences in
their utility of psychotherapy, a pre-therapy introduction
may help equalize majority and non-majority therapeutic sta-
tus.

Another impiication from the present study is that with
respect to the academic mental health training program cur-

riculum for majority graduate students, the emphasis on
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minority training may not be cost effective. 1t seems that

a non-majority client is not automatically going to think
- more highly of the therapeutic qualities of a white thera-

pist simply because he comes from a disadvantaged background

and has had professional training in minority issues. Al-
though in some cases it may positively influence a therapy
client, it does not effect change greater than does an

introduction explaining the psychotherapeutic structure.

‘There may also be a tendency towards engendering change in

white subjects while not affecting the cognitions or emo-
tions of a non-majority client. In térms of training goals,
there is probably little reason to make such a maneuver with
reference to majority culture persoms, and may create unnec-
essary uncértainty i& majbfity clients. Such clients would
most likely not understand why therapists would reference
their minority background in their work with them.

One final implication from the present study deals with
the average amount of time clients expect to be in therapy
even after being told what therapy consists of. Even though
such an introduction may shorten the amount of time clients
expect to be in therapy, the average time clients expect to
be in therapy hovers around three months. The implication
follows, that even though a certain percentage of clients
will continue to attend therapy for extended periods of

time, therapists can be trained to realistically expect some

therapy to terminate in three months. If therapists have
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thfee months to facilitate resolution of problems or issues,
they might spend at least a significant amount of their time §
during training learning therapeutic procedures geared %
towards shdrf term therapy for both majority and non-major-
ity clients. Realistic perceptions may include the know-
ledge that females in general anticipate staying in therapy
longer than males and that most black and white subjects,
when told what to expect, remain in therapy for approxi-
mately three months. Throﬁgh sensitivity to these issues, a
therapist may have a better means of evaluating his or her
own effectiveness.

As often occurs with research, more questions afe
raised than answered. Because of the necessary limitations
of the present design, c&mmén%s with regard to training and
application must be very tentative indeed. Much of the past
research which has dealt with patient/therapist similarity
cannot be addressed sinée for all sample groups, only a
white male therapist was used. Perhaps differences in ther-
apist ratings would be discovered if blacks were given same
race and sex therapists. Purther research efforts will need
to determine whether introductory statements and expressed
training in minority issues, by a therapist, benefits the
therapeutic process when the therapist is the same sex and
race as the client. It may also be true that a black clien-

tele would feel more positively about a white female thera-

pist than a male therapist. Many different combination
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possibilities exist not only in therapist/client match-ups

but also in the type of mental health issues portrayed.

One criticism professionals attempting to apply the
pfesent research to practice may have, is that responses by
subjects to the therapy conditions were made with a reliance
on projective theory. The therapy situationjwés only a
simulation and actual client-therapist interaction did not
take place. OSubjects were essentially required to use pro-
jection in orderbto complete the rating forms. In’the same
way that one cannot always go directly from a Rorschach pro-
tocol interpretation to specific interpersonal behavior, one
may not be able to draw specific conclusions about therapy
behavior from the projective resgonfes in the study
presented. In response to this eomﬁent and as a summary
statement concerning the research, the following acknow-
ledgement is made. Even though there is possibly little
relationship between subjects identifying with an analogue
therapy session, and their actual involvement in therapy,
the present research partially dealt with and confronted two
issues which réquire further study. The issue of whether
clients benefit from knowing what to expect in therapy is an
important ongoing question. The present research suggests
an affirmative answer, especially in the context of a minor-
ity clientele. Because one cannot always recognize the
minority client, it may be important to consistently explain

therapy to a client. On the topic of minority issues
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training, the present research at least suggests that
further evaluation of such training be considered. It is
difficult to determine whether such training would be per-
ceived by a minorify client in the presence or absence of
such credentials if the therapist made no mention of it.

If, wheﬁ such credentials are claimed, there is questionable
benefit gained either for the client or therapist, such
training may be suspect.

Perhaps before graduate programs are required to train
their majority culture students in minority issues, the
efficacy of such a curriculum needs to be further evaluated.
Perhaps it is the overall understanding of cultural aspects
as they impact on human beings rather than "minority issues"
which should be brought into training and experience discus-
sions. In the long run, this understanding may create a
beneficial climate within which therapists and clients can

grow together.
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TRANSCRIPT OF AN INITIAL INTERVIEW

Therapist: Before you begin talking about what brings
you here today, I want to intruduce myself to you. By the
way, what name would you prefer to go by in our time
together? ‘

Client: Pat

T: Pat, good. You may call me dJon. To start with I
should mention I'm a graduate student in clinical
psychology. I am directly supervised by a 1licensed
psychologist which simply means someone is available to act
as a guide and consultant to me as I work in therapy with
people.

(Condition I) My training is the standard training all
psychotherapists receive, who call themselves clinical
psychologists. I have received training which has taught me
to understand a wide variety of problems which people face
in life. Because of this training and various other work
experiences, I feel qualified to work with most people
seeking help. |

(Condition II) Along with my work in this clinic I've
received specialized training in working with all types of
individuals from various racial and cultural backgrounds.
1've had numerous difficult situations to face in life and
because of my own underprivileged background, as well as my
present training in both majority and minority issues, I
feel qualified +to work with a wide variety of persons
seeking help.

However, because my life experience will obviously have

been somewhat different from your own, you may at times need

to make sure I understand your ideas and feelings correctly.

Umm, anything else ~- oh yes, I also have access to a
psychiatrist who is qualified to prescribe medication if
that becomes necessary, for psychological reasons. I want
to say, too, that nothing you say in our time together will
be told to anyone else unless you agree to that and sign a
release of information form. I use a tape recorder to help
me when reviewing the session and in preparation for
following sessions. Umm, - I guess that's about it. Do you
have any questions, Pat?

C: Umm, not that I can think of right now.

T: Ok, if you have any later, feel free to bring them
up. Perhaps you would spend some time then, talking about
why you are here today.

FTRME
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C: Well, +to be honest, I almost didn't come. When 1
called the other day I was feeling really down and felt like
maybe coming here would help. L broke up about two and a
half months ago and that was still on my mind. The weekend
before last I had one bad headache through the whole weekend
and after I got over that, 1I've just felt real depressed.
It's probably stupid for me to even have come - - - Since I
made the appointment though, I thought I might as well come
and check the place out.

T: Sounds like you've noticed some unacceptable
differences in yourself these last couple weeks.

C: That's for sure - - I've just been staying in my room
and sleeping alot. I haven't had much of an appetite for
the last two months now. I think I've lost four pounds.
The worst though, 1is just not having any energy. I said I
sleep alot but I still feel tired. Just thinking about
going to classes makes me depressed, plus I probably
wouldn't be able to pay attention anyway.

T: 7You don't have much motivation for doing things.

C: Not lately I don't. I hate to leave my room even, to
go eat or go up town. | '

T: From some of the things yéu've said, it seems as
though you had a painful experience with another person
recently. Could it be that the way you are feeling is
related to that event?

C: Oh, I don't know - - I'm just sick of dating. People
are so shallow - about +the time I start feeling a little
close, then everything goes to pieces. I'm seriously
starting to think about just staying single. It sure would
save me a lot of grief. Just thinking about this gets me so
mad - sometimes I just think everyone is locked away into
their own little closet and couldn't care less about anyone
else. I remember as a little child, I used to go to the
store with mom and I would say hi to people I met on the
street. They would nearly always say hi in return -
although mom would tell me it wasn't polite to bother other
people that way. Children can do things older people can't,
I guess.

T: You guess - - - say more about what you mean when you
say children can do things older people can't.

C: Oh, I don't know why I said that. I just remember
that as a child it never seemed such a big deal to run into
people I could get along with. Kids don't hide behind their
clothes, or what car they drive, or what major they're in.
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T: csome of +the things you've said about having
difficulty feeling comfortable around people makes me think
it hurts alot when people act like they don't care about you
- especially after you've gotten to know them some.

C: Ya, well maybe that's what I need - to learn how not
to care - all that will take care of itself if I just stay
away from people. ' v '

T: Hmmm, But you've come here today because you've
learned that really doesn't seem to be the answer.

C: Well, I'm afraid there probably aren't any answers.
I doubt if this would make sense to anyone, anyway.

T: Hmmm. Maybe this is one of those moments where you
feel I1'm so different than you +that I won't understand you.
Perhaps you could help me better understand you by talking
some about your years growing up.

C: (Mumbling) I don't know what this has to do with my
depression - but, anyway - I'm the oldest child. I've got
one younger sister and one younger brother. My sister will
maybe go to college but my brother will probably never make
it at anything. He's so lazy. Mom|used to let him get away
with everything. Dad wasn't around[much and when he did get
home he was always grumpy and pretty much wanted to be left
alone. (Pause) Oh, by the way, my parents separated when I
was three years old. I went +to live with my dad because
apparently mom needed some time to figure out some things.
Actually I lived most of the next year with my grandparents
and baby sitters. My parents got back together a year later
and things got Dback to normal. My sister was born within
that next year. I remember that it took awhile ©before 1
really let myself trust that my parents would stay together.
Everytime mom got upset I worried that she'd leave again.

T: Before you were able to trust her, you probably
needed a lot of reassurance from your mom, that she still
cared about you.

C: Oh, I know she cared about me. She made sure that I
would be ok in 1life by giving me all kinds of advice. My
mom was always going on how the only way to compete in this
world is to get a college education. She got married right
after high school and never made it back into academia. I'm
really not sure how she knows. Of course, she never has any
doubts about what she thinks she knows.

T: It seems your mother's ideas are pretty important to
you, but they make you angry.

b
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C: Oh, my mom and I get along flne It's just that 1
haven't even seen my mother for several years - at least for
any length of time.

T: Perhaps your mother's ideas meant alot to you as you
were growing older as a child.

C: Well, all I know is that for not having gotten much
schooling, she sure thought my life depended on how I did in
school. She would actually cry if I got a C in grade
school. She'd go into this big tirade about how I wasn't
paying attention in school and how I didn't give a damn what
impression people had of the family. I never saw her make
such a ruckus when the other kids got C's Plus I hardly
ever got C's anyway. Sometimes I think I got B's in school
just to please her.

T: Hmmm - Or you may have felt forced to do well in
school to stay on the good side of her.

C: Maybe - - 1 have to admit though, grades became
pretty important to me - just for myself. That's why it
gets me so upset when my dating goes sour. I didn't have
time to spend all my time with Lynn - that's the last person
1 dated - Dbecause I also needed to|study. But noone else
seems to wunderstand that life consists of more than being
together all the time. 0f course, sometimes I fantasize
that +that might be alot of fun - it also seems pretty
impractical.

T: That leaves you kind of in a bind. If you are ever
to amount to anything you better not play around too much -
but when you don't, you have +trouble with your friends and
get depressed.

C: That sounds depressing just to hear it said that way
(laughs).

T: And it's also an area that we will need to look more
at. For right now though, I wonder if you would say a bit

more about the kind of fantasies you have, when thinking
about the perfect relationship ----

I



|

' APPENDIX B.

INFORMATION QUESTIONNAIRE

85



84

INFORMATION QUESTLONNAIRE

Age:

vex:

Race:

‘Primary or First Language:

Secondary Language spoken:

Country of Citizenship:

Classification in school (i.e., Freshman, Sophomore, etc.):

Major in school:

Father's present or most recent job:

Mother's present or most recent job:

Have you ever been in therapy or counseling:

Was it helpful: Comments:
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INTRODUCTION TO PSYCHOTHERAPY

Persons sometimes enter therapy when they have difficulty
getting along with their friends, family, or people 1in
general. . Others enter therapy because of curiosity or
uncertainties about their behavior, thoughts, or feelings.
Persons entering psychotherapy for the first time are often
uncertain exactly what therapy is and what to expect from
the therapist.

In many ways, talking with a psychotherapist is different
from talking with, and being treated by, a physician. When
you consult your family doctor, the usual procedure is for
you to tell him or her what's wrong and for him or her to

prescribe the appropriate medicine or treatment.
Ordinarily, you do not discuss your emotional feelings in
great detail. You concentrate on the particular thing that

hurts or bothers you.

With a psychotherapist it is a little different. Rather
than prescribing medication, the therapist tries to get to
the root of your experience or problem by discussing the
issue with you. Many clients discover they must play a very
active role in dealing with their questions. Psychotherapy
may take 3 months to a year, or even longer, on a once a
week basis. Sessions each time generally 1last about 50
minutes. 3

Below is a 1list of ideas some clients found to be true,
after having been in therapy for a period of time.

My therapist:
Wanted my opinions.
Expected me to do most of the talking.
Wanted to know what my childhood was like. .
Believed some of my problems were emotionally based.
Wanted to know what kinds of things made me unhappy.
Was interested in hearing about my personal problems.
Wanted to know about my thoughts and feelings.
Asked questions about my personal life.
Wanted to know what my friends were like.
Did not give advice until he got to know me well.
Wanted to know how 1 got along with people.
Seldom if ever gave me definite rules to follow.
Did not necessarily tell me ways to solve my problems
questions. . ‘
Expected me to talk about my thoughts, feelings, and
behavior, openly.

15) Wanted me to introduce and sustain, topics of my own
choice. ‘

Many clients discover that having a relationship of trust
with another person, as well as talking about their life,
helps them to deal with, overcome, and work through problems
they have in living. Psychotherapy, which relies on clients
talking about themselves (their thoughts, feelings, and
actions), is one place persons can work on how their
- personality affects their life.
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RELATIONSHIP INVENTORY

Below are listed a variety of ways that one person
could feel or behave in relation to another person. Please
consider each statement with respect to whether you think it
is true or not true 1in +the present relationship of +the
observed therapist and yourself acting as a client. Mark
each statement in the left margin according to how strongly
you feel it 1is +true or not true with reference to the
therapist you just observed. In answering, assume you are
the client. Please mark every one. Write in 3, 2, 1; or
-1, -2, -7, to stand for the following answers:

3: 1 strongly feel that it is true.

2:. 1 feel it is true.

1: 1l feel +that it is probably true, or more true than
untrue.

-1+ 1 feel that it is probably untrue, or more untrue than
true.

-2: I feel it is not true.
-%: 1 strongly feel that it is not true.

: |
* KX K K% *’%

1. He respects me.
2. He tries to see things through my eyes.

A He pretends that he 1likes me or understands me
more than he really does.

4. le disapproves of me.
5. He understands my words but not the way 1 feel.

6. What he says to me never conflicts with what he
thinks or feels.

7. He is curious about "the way I tick," but not
really interested in me as a person.

8. He is interested in knowing what my experiences
mean to me.

9. He 1is disturbed whenever I talk about or ask
about certain things.

10. He likes seeing me.
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1. ‘He nearly always knows exactly what I mean.

B

12. I feel that he has unspoken feelings or concerns
that are getting in the way of our relationship.

_ 1%. He is indifferent to me.

14. At times he jumps to the conclusion that I feel
more strongly or more concerned about something than 1
actually do.

15. He behaves just the way that he really is, in
our relationship.

16. He appreciates me.

17. Sometimes he thinks that 1 feel a certain way,
because he feels that way.

18. 1 do not think +that he hides anything from
himself that he feels with me.

19. He is friendly and warm toward me.

20. He understands me. |
i ! i {
!

21. He cares;abodt me.

22, His own attitudes toward some of the things I
say, or do, stop him from really understanding me.

2%5. He does not avoid anything that is important for
our relationship.

24. He feels that I am dull and uninteresting.

25. He understands what I say, from a detached,
objective point of view.

: 26. I feel +that I can trust him to be honest with

me.

27. He is interested in me.

28. he appreciates what my experiences feel like to
me . :

29. He is secure and comfortable 1in our
relationship.

50. He just tolerates me.

31. He is playing a role with me.
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32. He does not really care what happens to me.

33. He does not realize how strongly I feel about
some of the things we discuss. -

34. There are times when I feel that his outward
response is quite different from his inner reaction to me.

55. He seems to really‘value me.
56. He responds to me mechanically.

37. 1 don't +think that he is Dbeing honest with
himself about the way he feels toward me.

58. He dislikes me.
39. 1 feel that he is being genuine with me.
40. He is impatient with me.

41. Sometimes he is not at all comfortable but we go
on, outwardly ignoring it.

42. He feels deep affectionifor me.
|

4%. He usually understands all of what I say to him.

44. He does not +try to mislead me about his own
thoughts or feelings.

45. He regards me as a disagreeable person.

46. What he says gives a false impression of his
total reaction to me.

47. At times he feels contempt for me.

48. When I do not say what I mean at all clearly he
still understands me.

49. He tries to avoid telling me anything that might
upset me. :

50. He tries to understand me from his own point of

view.

51. He can be deeply and fully aware of my most
painful feelings without being distressed or burdened by
them himself.
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TERMINATION SCALE

Most therapists believe mental health problems cannot be
resolved in only one session. Oftentimes eight or more
sessions are recommended. Whether a client returns for
therapy 1is often dependent on his/her initial experience
with the therapist. Following the session you just
observed, +this therapist recommended that the client return
for further sessions on a once a week basis. From your
observation of the therapy session, please make a prediction
by selecting one of the following choices.

Keeping in mind that for the present experiment, I am
responding as the client, 1 would return and remain in
therapy on a once a week basis for:

1 - as long as the therapist recommends.

2 - a year (50 sessions), if necessary, but no
longer.

3 - six months (25 sessions), if necessary, but no
longer.

- 4 - three months (12 sessions), if necessary, but no
longer.

5 - two months (8 sessions), if necessary, but no
longer.

6 - one month (4 sessions), if necessary, but no
longer.

7T -~ one more time in order %o check things out
further.

8 - I would stop therapy altogether by not returning.

Please 1list the reason(s) you believe yourself (the
client) will or will not return for therapy.

Will return because:

Will not return because:
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