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Abstract

THERAPISTS ' PATIENT PREFERENCES: AN INTERVIEW STUDY
BY

Margaret Dolid Fichter
Adviser: Professor Irving Paul

The present investigation is an interview study of
four therapists' patient preferences. Prominent in the
literature on therapists' patient preferences is the no-
tion that therapists uniformly prefer patients showing
stereotypically "attractive" characteristics. The Yavis
syndrome of Schofield (1964) summarizes this point of view
in proposing that therapists prefer to work with patients
who are Youthful, Attractive, Verbal, Intelligent, and Suc-
cessful. The Yavis syndrome propositions have been elabo-
rated in the literature such that the preferred patient of
therapists 1is described as an individual who is highly mo-
tivated for therapy, possesses psychological-mindedness,
collaborates actively with the therapist in psychodynamic
self-exploration, shows little psychological disturbance,

and makes the greatest therapeutic progress.
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The four therapists interviewed in this study com-
prise the senior staff of the counseling service of an
American university. They represent a relatively homoge-
neous group with respect to their level of experience and
their psychoanalytic theoretical orientation. The student
population that the staff serves is also a relatively
homogeneous group. Overall, this student patient popula-
tion meets the requirements of the stereotypically "attrac-
tive" psychotherapy patient.

In the interviews, each therapist gave anecdotal
accounts of his therapy work with three most preferred pa-
tients and three least preferred patients. In addition to
gathering the therapists' impressions of their patients in
whatever manner they chose to present them, the interviewer
also posed structured rating guestions to which the thera-
pists responded during the course of the interviews.

The results of the present study suggest that the
assumption that therapists uniformly prefer stereotypically
"attractive" patients is simplistic and inaccurate. This
study finds individual differences among therapists in
their patient preferences reflecting each therapist's per-
sonal attitudes, values, and needs. FEach of the therapists
viewed different factors in the patients and in the therapy
relationship as central to his feelings of preference, and
the interviews comprise four distinctly different portraits.

In the interviews the therapists provided examples

of most preferred patients who were not viewed as stereo-
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typically "attractive." Among the most preferred patients
described were individuals perceived to show serious psy-
chopathology, little psychological-mindedness, and high
resistance to collaborating with the therapist in the
therapy process. Some of the most preferred patients were
also felt to attain only a limited degree of insight and
behavioral improvement. Among the least preferred patients
described by the therapists were individuals viewed as
psychologically-minded, highly motivated for therapy, and
lacking in serious psychological disturbance. Some of the
least preferred patients were seen as showing active in-
volvement in the therapy process resulting in attainment of
a substantial degree of insight and behavioral improvement.
Most studies in the area of therapists' patient
preferences, including those supporting the propositions
of the Yavis syndrome, employ simple rating scales to
assess therapists' patient preferences. In the present
study, the combined use of the anecdotal interview method
and structured rating questions yielded data that were
clinically richer, more complex, and more valid than those
obtained through the use of simple rating scales alone.
Through the use of these combined methods, therapists'
preferences for patients could be examined in detail on a
case-by-case basis, revealing individual differences among

the therapists in their patient preferences.
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CHAPTER I

INTRODUCTION: THE EVOLUTION OF THE PRESENT STUDY

FROM AN INITIAL PILOT STUDY

This is an interview study of four therapists' indi-
vidual patient preferences. Durinhg the course of the inter-
views the therapists described their therapy work with three
most preferred patients and three least preferred patients.
The four therapists comprise the senior staff of the counsel-
ing service of an American university. The therapists
represent a relatively homogeneous group since they all
describe themselves as primarily psychoanalytic in theoretical
orientation.

The student population that the staff serves is also
a relatively homogeneous group. The students tend to be
articulate and psychologically-minded, intelligent, highly
motivated and lacking in serious psychological disturbance.
Overall this patient population meets the requirements of the
stereotypically "attractive" psychotherapy patient which have
been documented in the literature. These stereotypically
"attractive" patient characteristics are summarized in the
postulates of the Yavis syndrome proposed by.Schofield (1964).
According to the Yavis syndrome there is uniformity among
therapists in their preference for work with patients who are

-1-
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Youthful, Attractive, Verbal, Intelligent and Successful,

The Yavis syndrome propositions subsequently have been elab-
orated in the literature such that the preferred patient of
therapists is described as an individual who is highly moti-
vated for therapy, possesses psychological-mindedness, col-
laborates actively with the therapist in psychodynamic self-
exploration, shows little psychological disturbance, and
makes the greatest therapeutic progress. The literature
supporting the Yavis syndrome assumptions that therapists
uniformly prefer to work with stereotypically "attractive"
patients will be discussed in the following chapter. Also

to be described in the next chapter is the body of literature
that reveals individual differences among therapists in their
patient preferences reflecting the therapist's personal atti-
tudes, values and needs.

This study approaches the topic of patient prefer-
ences of therapists by examining in detail the views of four
therapists about their therapy work with most and least pre-
ferred patients.l During a portion of the interview time
the therapists gave anecdotal accounts of their therapy work
with three most preferred and three least preferred patients.
In addition to gathering the therapists' impressions of their
patients in whatever manner they chose to present them, I
also had the therapists respond to structured rating ques-

tions which I asked during the course of the interviews.

1In this study all treatment will be referred to as
therapy, and all students treated will be referred to as
patients.
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The following is an account of the evolution of this
investigation from an initial pilot study to its present
form. My interest in studying therapists' patient prefer-
ences emanated from my own experiences as a beginning thera-
pist. I had worked as a therapist-in-training over the
course of several years inh a variety of treatment settings
which served diverse patient populations. I had therapy
contact with in-patients and out-patients who ranged broadly
in their severity of disturbance, socilio-economic background
and general life style and outlook. I was beginning work in
my second post-training therapy position, which involved
making a new adjustment to learning how to establish a
therapy relationship with a particular patient population.

My involvement in this process brought to my mind the issue
of how therapists learn to select the types of patients with
whom they will work most effectively and who will bring them
the greatest satisfaction.

My new position was on the therapy staff of a univer-
sity counseling service. Patlents were assigned to work with
therapists on a rotational basis, depending upon which staff
member had time available in his schedule. The assignment
process was therefore an arbitrary one in which neither
selection of patients by therapists nor procedures for match-
ing patients with therapists were used. The working premise
was that all therapists on the staff were potentially equally
well-suited to treat any given patient.

I decided to conduct a pilot study in which I would
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ask therapists about their perceptions of whether their thera-
peutic effectiveness varied with different types of patients.,
Only after I had completed two phases of the pilot study did
I realize that my definition of the topic I was investigating
was imprecise and needed redefinition. It became clear to me
that although I was asking therapists about their perceptions

of their therapeutic effectiveness, they were telling me

about their patient preferences.

I realized that since the format of the study did not
include independent objective measures of effectiveness of
therapy outcome, the findings did not pertain to therapeutic
effectiveness per se. Moreover, in discussing their sub jec-
tive perceptions of effective and ineffective therapy work
the therapists did not focus exclusively upon factors rele-
vant to the outcome of therapy. Instead they emphasized a
variety of features of the therapy relationship with particu-
lar patients which brought them feelings of satisfaction or
dissatisfaction. For these reasons I asked therapists to
focus specifically on their preferences for patients rather
than on their views of their effectiveness with patients, in
the present study.

In the first phase of the pilot study I asked my new
work colleagues to participate in interviews, since I had
the most direct access to them. I interviewed six of them
about their therapy work, which included contact with patients
at the university counseling service, in private practice,

and in other institutional settings. In the interview I



asked the following questions:

1. Are you aware of differences in your therapeutic
effectiveness with different groups of patients?

2. Could you describe the sorts of patients you feel
you trgat particularly effec?ively, moderatgly
effectively, somewhat effectively, clearly ineffec-
tively?

3. How do you account for these differences? What
about you and what about the patient contribute to
the degree of therapy effectiveness?

All of the therapists stated that they were aware of
differences in their degree of effectiveness with different
groups of patients. Yet they tended to describe only the
two categories of patients with whom they worked most effec-
tively and patients with whom they worked least effectively.
There were individual differences in emphasis upon factors
each therapist associated with most and least effective ther-
apy cases, but all of the therapists tended to describe
feeling most effective with patients who were introspective
and psychologically-minded, who showed little psychopathology,
and who came to therapy highly motivated to participate ac-
tively in psychodynamic self-exploration. The therapists
stated that they developed a high degree of understanding of
such individuals and felt personally engaged and empathic
with them.

The therapists claimed to feel least effective with
patients who were lacking in psychological-mindedness and
who were not motivated to play an active role in striving to

attain insight into their problems. Such patients were seen

as heedy and as wanting the therapist to cure them while
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they remained closed and passive. Although the therapists

said that they did not prefer to describe patients in terms
of diagnostic categories, there was general consensus that

they felt least effective with patients who were more seri-
ously disturbed,‘suicidal, depressed and uncommunicative.

Some examples of the variety of responses among the
therapists will now be given. Therapist A stated that he
feels most effective with patients who conceive of the
therapy process as he does. He emphasized the willingness
of such patients to take responsibility for exercising their
own authority in attempting to learn more about themselves
in collaboration with the therapist. He feels that he is
least effective with less mature, less reflective, less in-
trospective patients. Such patients fear using their own
authority and competence and come to therapy with strong
expectations that the therapist will do something for them
or to them.

Therapist B explained that he works most effectively
with patients who can work in the transference. He feels
more engaged and motivated in his work with such patients
because he can understand their psychodynamics from inside
of himself. He described such patients as psychologically-
oriented and willing to talk about their feelings, fantasies
and dreams. He claimed to feel least effective with patients
who are more obsessional, guarded and intellectualized, be-
cause they don't allow him to develop a psychodynamic under-

standing of them. The patients with whom he feels least
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effective are full of dependent rage. They look to him for
solutions to their problems and lack the motivation to
struggle to understand themselves. He adds that he is not
effective with patients who need primarily supportive help.

Therapist C stated that he feels most effective with
patients who are introspective, thoughtful, modest, genuine,
and open. He feels that such patients are more easily en-
gaged in therapy because they come with curiosity and readi-
ness to think about themselves in a psychological way. He
explains that he tends to like, respect, and value such in-
dividuals and consequently feels more highly engaged and
connected with them. He emphasized the importance of feeling
that he and the patient complement each other such that there
is a sense of mutual flow and connectedness in a joint effort.
He stated that he feels least effective with patients who
are manipulative, narcissistic, exhibitionistic, and action-
oriented. He feels that such patients are closed and unre-
flective and that they tend to yank and pull on the thera-
pist for attention rather than joining with the therapist
to explore themselves psychologically.

Therapist D asserted that he feels most effective
with patients whom he likes in the intangible way that is
also the basis for friendship. He stated that he is by
nature active in the therapy work and feels most effective
with patients who engage in an active exchange with him.

He tends to carry the ball for patients who are non-verbal,

but he feels that this is not useful therapeutically. He
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expressed a greater feeling of optimism about working with
basically healthy, intelligent, young patients. With those
who are more seriously disturbed he holds back more and
feels that he is walking on eggshells. He finds it more
satisfying to be more direct and frank with healthier
patients whose fragility is not of concern to him.

After examining the results of the initial pilot
study I felt that the therapists' perceptions of their dif-
ferential effectiveness with patients might become more de-
tailed and focussed if I asked them to select and discuss a
specific most effective therapy case and a specific least
effective therapy case. I also hoped to clarify further the
extent to which the therapists would tend to agree on fac-
tors associated with effective and ineffective therapy cases
and the extent to which there would be individual differences
among therapists. For these reasons I conducted a second
phase of the pilot study in which the six therapists partici-
pated in hour-long interviews about their perceptions of one
most effective and one least effective therapy case.

The interviews began with the therapist's anecdotal
impressions of the therapy cases. I had prepared a list of
salient factors that the therapists as a group mentioned in
their initial pilot study descriptions of most effective and
least effective therapy work. I consulted this list as the
therapists spoke. In an unsystematic manner I intro jected
questions from this list when they seemed relevant to what

the therapist was saying. I did not ask each therapist
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about all of the factors on the list. The 1list contained
questions about the patient's characteristics and background,
his reason for seeking therapy, his degree of pathology, his
behavior and attitudes in therapy, and the degree of insight
and improvement he attained. The 1list also included ques-
tions about the therapist's experience of the gquality of the
therapeutic relationship, his feelings about the patient,

the degree to which he attained understanding of the patient,
the degree of personal identification he felt with the
patient, and the extent to which he found the case challeng-
ing.

] The greater specificity entailed in asking thera-
pists to describe an actual most effective and least effec-
tive therapy case did result in more detailed and focussed
responses from the therapists. My informal introduction in-
to the interviews of a number of structured questions con-
tributed to the therapists' greater specificity as well.

The findings concerning specific most effective
therapy cases provided some new and contrasting information
from that obtained in the first phase of the pilot study,
while providing confirmation of other aspects of the initial
study. The therapists described specific most effective
therapy cases in which some of the patients were felt to
show serious psychopathology, while other patients were seen
as mildly or moderately disturbed. This finding was dis-
crepant with the initial pilot study finding that the thera-

pists viewed themselves as most effective with mildly dis-
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turbed patients. It also ran counter to the Yavis syndrome
proposition that therapists prefer to work with patients who
have stereotypically "attractive" characteristics.

Another finding discrepant with the Yavis syndrome
postulates and with the results of the initial pilot study
was that among the most effective therapy cases were patients
viewed as lacking in psychological-mindedness, lacking in
initial motivation for therapy, ignorant of how the therapy
process works, and highly resistant, defensive and intellec-
tualized. The therapists' initial reactions to these most
effective therapy cases included feelings of initial pessi-
mism, frustration, and anhoyance. One therapist stated that
his feelings of satisfaction were based on the difficulty of
the case, and another therapist similarly described the dif-
ficulty of overcoming the patient's resistance to therapy.
The therapists tended to state that they felt highly chal-
lenged by the patient's initial resistance, lack of psycho-
logical thinking or complex psychodynamics.

In a specific most effective case, the therapists
felt that there was mutual collaboration in the therapy work.
They experienced the patients as highly engaged in the ther-
apy process, and the therapists tended to feel highly engaged
in the work as well. The therapists felt that they developed
a high level of understanding of the patients. They expressed
feelings of competence, satisfaction, warmth, and personal
liking for patients in most effective therapy cases. There

was also some expression of feelings of positive identifica-
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tion with the patients and some sense that the therapist and
patient shared a similar personal background. The therapists
felt that the patients developed a high degree of insight
and showed extensive improvement.

The findings concerning specific least effective
therapy cases were generally consistent with the results of
the initial pilot study. The least effective therapy cases
involved patients who tended to be seen as more seriously
psychologically disturbed than the patients described in
most effective therapy cases. Yet the therapists did not
focus on the patients' pathology as their primary reason for
finding the work least effective. They emphasized instead
that the cases were least effective because they were not
able to overcome the patients' strong resistance to collabo-
rating with them in psychodynamic exploration of their prob-
lems. The patients in least effective therapy cases were
variously described as externalizing their difficulties, as
terrified of insight, as negative and provocative, and as
passively wanting to be changed by the therapist. The thera-
pists felt that they lacked a sense of emotional engagement
with the patients and viewed the level of exchange as super-
ficial and intellectualized. The therapists tended to claim
that they did not develop a high degree of understanding of
the least effective therapy cases. They felt that the
patients developed little insight into their problems, al-
though some of them were felt to show behavioral improvement.

The therapists did not express feelings of personal identi-
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fication with the patients, and positive feelings were gen-
erally absent. The therapists described themselves as
feeling frustrated, dissatisfied, and helpless at their in-
ability to engage the patients in psychodynamically-oriented
therapy. They expressed feelings of anger, irritation and
annoyvance at the patients as well.

Despite the consensus among therapists in their
views of specific most and least effective therapy cases,
individual differences in attitude about the salience of fac-
tors each therapist associated with most and least effective
therapy patients remained striking in the second phase of
the pilot study. After reviewing these findings I realized
that I could not draw valid conclusions about the degree of
similarity or disparity in perceptions and attitudes among
fhe therapists because of limitations in the design of the
study.

The most and least effective therapy cases the thera-
pists chose to describe included patients seen at the uni-
versity counseling service, in private practice, and in
other institutional settings. The patients treated in each
setting had broadly different characteristics and therefore
constituted a heterogeneous patient population. The design
of the pilot study made it unclear whether the wvariation
observed was a function of the therapists' attitudes or a
function of the real heterogeneity of the patients. With
this limitation in mind, I required the therapists to dis-

cuss only patients whom they treated at the university
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counseling service in the present study. This change in-
creased the likelihood that any variations observed could
be attributed to individual differences in attitudes among
the therapists, since the patients at the counseling service
comprise a relatively homogeneous population.

The design of the pilot study imposed a second limi-
tation upon the validity of comparing the therapists' per-
ceptions of their effectiveness with patients. I did not
require the therapists to select patients for discussion who
were currently or recently in treatment with them. Although
some of the patients discussed were currently being treated
by the therapists, others had not been seen in therapy for
several vears. One of the therapists spontaneously men-
tioned that he thought the "recency effect'" contributed to
his selection of cases to discuss in the interviews. It is
noteworthy that four of the six most effective cases dis-
cussed involved patients who were currently being treated
by the therapists, while there was only one current least
effective case. The therapy of three of the six least
effective cases had ended several years prior to the time
of the interviews. Taking into account this design limita-
tion, I required the therapists to discuss patients whom
they had treated during the work year just ending in the
present study.

Another limitation of the pilot study design was
that I did not specify that the therapists should discuss

patients with whom they had a prescribed minimum or maximum
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number of therapy contacts. As a result there were varia-
tions in the degree of development of a therapy relationship
over time among the cases. With this limitation in mind, I
reviewed the attendance records for all patients seen by
the therapists during that work year. I determined that it
was pragmatic and feasible to ask that the therapists select
for discussion in the present study patients who were seen
for a minimum of 13 therapy sessions. It seemed overly
restrictive, however, to introduce a criterion for the maxi-
mum number of therapy sessions into the selection process.

My review of the results of the second phase of the
pilot study also indicated the need to control for the ex-
perience level of the therapists. In their discussions of
least effective therapy cases several of the therapists
explained that they felt relatively inexperienced and anxious
about their competence at the time they treated the patients.
In the present study I therefore interviewed only the four
senior staff members of the counseling service because they
shared similar levels of experience and competence. The
senior staff was also a relatively homogeneous group with
respect to the members'® theoretical orientation to therapy.
The four senior staff members had completed a background
information sheet on which they indicated that they were
primarily psychoanalytic in viewpoint.

A limitation of the pilot study that remains in the
present study emanates from the need to maintain confiden-

tiality concerning the identity of the therapists and their
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patients. For this reason all personally revealing details
including gender, race, personal characteristics and back-
ground, and specifics of the patient-therapist relationship
and course of therapy were deleted in the present study.

As a consequence, some of the data gathered will not be
analyzed and discussed.

I learned from comparing the results of the two
phases of the pilot study that the therapists' comments be-
came more focussed and detailed when I asked them to discuss
their work with specific patients. For this reason I speci-
fied in the present study that the therapists select for
discussion three most preferred and three least preferred
patients.

On the basis of the results of the second phase of
the pilot study I incorporated a number of structured rating
questions into the format of the interview in the present
study. I found that the material that emerged when I asked
the therapists to speak freely became more detailed and pre-
cise through the inclusion of structured questions in the
interviews. In addition, the use of questions provided a
degree of uniform structure to the interviews across thera-
pists. I derived the rating questions used in the present
study from the therapists' pilot study responses. I decided
to introduce a five point rating scale in the present study
to increase the standardization of the therapists' responses
to the questions.

The central change which evolved from the pilot
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study to the present one entailed redefining the interview
topic to that of patient preferences of therapists. In the
pilot study the therapists responded to my question about
perceptions of differential therapy effectiveness by dis-
cussing the factors that brought them feelings of satisfac-
tion or dissatisfaction in their work with particular
patients. Their responses to my original question helped
me to define more accurately the topic I could properly

investigate within the anecdotal interview format.



CHAPTER 1T
REVIEW OF THE LITERATURE

In this review of the literature on therapists' pa-
tient preferences, the literature has been divided into two
broad categories representing differing points of view.
According to one viewpoint there is uniformity among thera-
pists in their preference for work with stereotypically
"attractive" patients. The Yavis syndrome of Schofield
(1964) is a prominent formulation of the proposition that
therapists uniformly prefer patients who are Youthful, At-
tractive, Verbal, Intelligent and Successful. Research based
on the postulates of the Yavis syndrome and studies relevant
to it will be discussed.

The other ma jor viewpoint emphasizes that there are
individual differences among therapists in their patient
preferences reflecting the therapist's personal attitudes,
values, and needs. Those studies based upon this point of
view will be described as well.

Another issue in the literature on therapist pref-
erences involves the methods used to assess therapists'
patient preferences. The way in which preference is de-
fined is pertinent here because the most common way of
assessing preference has been for therapists to indicate

~-17-
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their degree of "1liking" for a patient on asimple rating
scale. In a review of the literature on liking for patients
which is still timely, Meltzoff and Kornreich (1970) comment
that liking and preference are often used as interchangeable
terms and that "most studies do not attempt to do more than
operationally define liking as a point along a rating scale"
(p. 327). 1In some of the studies to be reviewed here the
therapist is asked to rate his "personal liking" or his
"social liking" for the patient. In other studies therapists
are asked to rate their degree of "interest" in patients or
their "willingness to treat" them. Therapist ratings of
"patient attractiveness" or "patient likeability" are in-
cluded in still other studies which will be mentioned.

The few empirical studies that examine therapists'
patient preferences through the use of open-ended responses
more closely resembling those of therapists in the therapy
situation will be discussed. The literature to be reviewed
last bears most directly upon the way therapists' patient
preferences have been defined and examined in the present
study. In this literature therapists' anecdotal accounts of
patients they actually treat form the basis for studying
their preferences.

Before examining the literature dealing directly with
therapists' patient preferences, the impact of the psycho-
analytic tradition upon the ways in which this subject has

been considered in the literature will be reviewed.
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Impact of the psychoanalytic tradition
upon study of the therapist's feelings
and attitudes

In a recent book entitled The Human Dimension in

Psychoanalytic Practice, Frank (1977) states that "the fic-

tion of the anonymous technician-analyst has prevailed in
the iiterature for all too long" (p. 4). He believes that
the paucity of material in the literature about the personal,
subjective experience and attitudes of the therapist in his
work is the result of a phobic attitude toward the thera-
pist's inner 1life in his professional role. He cites mis-
understanding of some of Freud's technical concepts such as
"the surgeon's attitude" and "the mirror" as the origin of
what he feels is a misleading description of the therapist
in the literature.

Menninger (1958) and Stone (1961) gquote Freud's 1912
recommendation that analysts "'model themselves during psycho-
analytic treatment on the surgeon, who puts aside all his
feelings, even his human sympathy, and concentrates his
mental forces on the single aim of performing the operation
as skillfully as possible'" (Stone, 1961, p. 24). In support
of Freud, Menninger asserts that Freud's advice to therapists
on the role of warmth and sympathy is rarely quoted in full.
Stone points out that in urging the putting aside of sympa-
thetic feelings, Freud implies that sympathetic attitudes
exist. Stone also cites the mirror image used by Freud in
the same 1912 paper: "'The doctor should be opaque to his

patients and, like a mirror, should show them nothing but
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what is shown to him'" (p. 25). Stone concludes that the
early development of psychoanalysis moved toward an extreme
version of the concept of the therapist's cold aloofness
and noninvolvement, and that the impact of this has been

lasting.

Impact of the concept of countertransference

Several writers state that discussion in the litera-
ture of the therapist's personal reactions to patients has
been limited largely to the concept of countertransference
because of the classical psychoanalytic emphasis on the
therapist's neutrality and anonymity. Strupp (1977) ex-
plains that when Freud articulated the concept of counter-
transference he was acknowledging that the therapist does
in fact develop feelings and attitudes toward the patient
which may influence the process and outcome of therapy.
Strupp adds that Freud primarily addresses himself to the
ways in which the therapist's feelings and attitudes were
sources of interference and negative influence in the therapy
relationship which needed to be eliminated. Strupp explains
that Freud's interest in the technical factors in psycho-
therapy precluded emphasis upon the ' 'good human relation-
ship'" the therapist provides the patient, which has sig-
nificant curative aspects (p. 10).

In a similar vein Frank (1977) asserts that the
primary disclosures in the literature of the therapist's
‘personal responses to patients are limited to examples of

countertransference which have been viewed in a pe jorative
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way. He summarizes changes which have evolved in the concept
of countertransference that have been outlined in the litera-
ture (Singer and Luborsky, 1977; Wolberg, 1977; Menninger,
1958). The classicist view is that the presence of counter-
transference in the therapy 1s a source of interference.

Its origins may be in the unconscious response of the thera-
pist to the patient's transference. The therapist may also
experience transference to the patient as a figure from the
therapist's early life. The totalists or modernists define
countertransference as the therapist's total emotional re-
sponse to the patient including both conscious and uncon-
scious reactions. These responses may be to the real quali-
ties of the patient, as well as to his transference, and

may emanate from the therapist's realistic needs in addition
to his neurotic ones. Frank states that the two views over-
lap but that the classicists minimize the usefulness of
countertransference and stress the need to resolve it, while
the modernists believe that although resolution must occur,
the countertransference is very useful in understanding the
patient. Frank concludes that the modernist view legiti-
mizes the therapist's subjective reactions to patients and
frees the therapist to experience them fully and use them
constructively. He feels that the classicist view of coun-
tertransference as problematic and detrimental to the
therapy has resulted in suppression of personal disclosures
of the therapist's feelings in the literature.

Frank mentions that there have been contributions
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to the psychoanalytic literature which are notable excep-
tions to the norms proscribing disclosure of the therapist's
personal reactions. Winnicott (1949) claims that counter-
transference includes the analyst's love and hate reactions
to the actual personality and behavior of the patient. He
believes that in order to work successfully with psychotic
patients in particular, the analyst needs to be free to hate
the patient objectively.

Searles (1959) states that psychoanalytic norms
caused him to feel troubled by his experience of strong posi-
tive feelings toward patients. He proposes that for success-
ful termination of analysis the analyst must have experienced
and resolved his countertransference to the patient as a
deeply cherished and desired figure on an oedipal-genital
level. Frank cites Racker's (1968) assertion that Freud's
case notes about some of his actual work with patients sug-
gests that he felt free to be active and expressive with his
patients. According to Frank, this observation led Racker
to postulate the need for a positive countertransference in
successful therapy.

In their empirical investigation of attitudinal
factors within the therapist in the therapy situation, Strupp
and Wallach (1965) note that their findings are inadequately
described by the concept of countertransference. Investi-
gators Howard, Orlinsky, and Hill (1969) state that the
feelings of the therapist in the therapy situation have been

relatively unexamined in empirical studies because of the
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psychoanalytic tradition of labelling such feelings as harm-
ful countertransference intrusions into the therapy of ele-
ments of the therapist's own neurosis. They state that the
proscription of all feelings imposed by the psychoanalytic
tradition has been more recently replaced by the prescrip-
tion of positive feelings toward the patient by proponents
of the client-centered approach. More recently Orlinsky and
Howard (1977) begin a discussion of their studies of the
therapist's experience of psychotherapy by describing the
misleading bias in the literature that the therapist does
not participate as a person in the therapy and that he has
no sub jective experiences worthy of study. They explain
that this bias reflects the ambivalence of therapists about
their personal involvement in therapy.

Literature emphasizing the existence of

the therapist's personal reactions in
the therapy situation

In addition to those who address the ways in which
the concept of countertransference has limited discussion
of the therapist's feelings and attitudes, there is a large
body of literature devoted to counterbalancing the classical
psychoanalytic image of the impersonal, anonymous therapist.
Analytic theorists as well as those who study the nature
and impact of all forms of therapy have pointed out that
the therapist does in fact experience a wide range of
feelings in the therapy situation which are influenced by
his personal attitudes. Moreover, there is general consensus

that the therapist's personal feelings and attitudes have an
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important impact upon the process and outcome of therapy.
Fromm-Reichmann (1950) cautions against neglecting
the significance of the dynamics of the actual doctor-patient
relationship as opposed to its transference aspects. Anna
Freud (1954) states that the analyst and the patient are two
real people in a real personal relationship to each other.
Menninger (1958) asserts that psychoanalysis is not something
which happens to onhe person but that it is a "two-party trans-
actional relationship” in which the therapist must be both the
"surgeon" who sets aside his feelings and also a warm, human,
friendly, and helpful physician (p. 85). Stone (1961) pro-
poses that there is a "real and actual integrated personal
relationship” which exists between analyst and patient in
addition to the transference-countertransference relationship
(p. 55). He claims that the analyst's own personality is
"involved in his work to a far greater degree than exists in
other branches of medicine. Greenson (1967) also discusses
the realistic and genuine relationship between patient and
analyst and claims that the analytic relationship is a "com-
plicated and fragile human predicament for both parties"
which involves more than intellectual and theoretical con-
siderations (p. 378). Greenson and Wexler (1969) state that
the real relationship between patient and therapist supports
the patient's tolerance for and endurance of the analytic
situation. They feel that failures of humanness on the
therapist's part are much more difficult to remedy than are

technical errors.
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More recently Marmor (1973) states that the real
personalities of both patient and therapist significantly
affect the process by which new learning occurs in psycho-
analytic therapy. Dickes (1975) points out that the Inter-
national Psychoanalytic Congress (1969) devoted an entire
panel to the relationship between patient and therapist. He
says that the spontaneous real reaction which both parties
in therapy have to one another influences the course of
therapy and the development of the working and therapeutic
alliances. Guntrip (1977) states that psychoanalytic therapy
is a process of interaction of the personalities of two real
people in all its complex possibilities. Strupp (1977)
postulates that all forms of psychotherapy are sustained by
nonspecific interpersonal factors and that therapy is a sig-
nificant human experience in which the therapist provides
the patient with a good human relationship.

Kiesler's (1966) discussion of myths prevailing in
therapy research is often mentioned in empirical studies of
therapy. Kiesler describes the therapist uniformity myth
which he feels ignores the growing bodv of evidence that
therapists are quite heterogeneous along dimensions of atti-
tude and personality. He asserts that these differences
seem to influence therapy outcome. In a comprehensive
article reviewing the empirical research literature on values
and psychotherapy Kessel and McBrearty (1967) state that
contrary to the traditional concept of the therapist's neu-

trality, their review indicates that the therapist does not
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function outside of his own value system. They conclude that
the interaction of therapist-patient value orientations
affects therapy outcome and that similarity of wvalues is an
important antecedent of interpersonal attraction. There

have been numerous subsequent empirical investigations which
draw mixed conclusions about the effects upon therapy outcome
of therapist-patient similarity in values and personality.
Reviews of this research appear in Meltzoff and Kornreich
(1970), Luborsky et al. (1971), Howard and Orlinsky (1972),
Bergin and Strupp (1972), and Berzins (1977).

One of the lines of inguiry about therapist-patient
matching and similarity involves the A-B variable first
discussed in 1954 by Whitehorn and Betz (see Razin, 1977).
They found that therapists with different vocational interest
patterns were differentially effective with schizophrenic
patients. Later work suggested that differential effective-
ness with outpatient neurotics also correlated with differ-
ences in vocational interest patterns. Razin (1977) compre-
hensively reviews the research in this area and concludes
that the A-B variable is not a powerful predictor of any
important process or outcome parameters in real, onhgoing
psychotherapy. |

In an empirical study of therapists' values and atti-
tudes about their patients, Goldman and Mendelsohn (1969)
assert that their own work is based on the growing recogni-
tion that the therapist's attitudes and personality impor-

tantly affect the therapy process. In their 1970 book on
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research in therapy Meltzoff and Kornreich describe therapy
as a two-way interpersonal relationship which can arouse
personal feelings of varying intensity in the therapist.

In another book reviewing psychotherapy research Bergin and
Strupp (1972) conclude that the therapist's personal reac-
tions to patients influence the course and outcome of therapy.
The therapist's personality dispositions, interests, cultural
background, and areas of conflict and anxiety influence the
therapeutic interaction as well. They describe the thera-
pist as "a person exerting personal influence rather than
simply an expert applying techniques" (p. 18). They reit-
erate that *"therapists cannot be regarded as interchangeable
units” and that depending on variables in their personality,
training, and experience, different therapists exert dif-
ferent effects (p. 8).

Literature stressing importance of

positive therapist feelings to
therapy outcome

Not only do theorists and empirical researchers
concur that the therapist does have feelings in the therapy
situation which affect therapeutic process and outcome, but
some go further to postulate that in order to produce suc-
cessful therapy outcome, the therapist's attitudes and
feelings should be positive, warm, and involved. 1In order
to establish a good therapy relationship it is felt that
the therapist must create an atmosphere of trust, respect,

acceptance, understanding, and empathy. The therapist's
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experience of positive feelings of involvement with the
patient in the therapy work has been heralded by some as an
absolute prerequisite of therapeutic movement. The absence
of such positive feelings or the presence of negative feel-
ings about the patient have been associated with outcomes
in which patients are made worse as a result of therapy.
Stone (1961) states that the analyst behaves as "both
the mother of bodily intimacy and the mother of relative
separation” (p. 110). He claims that the therapist should
feel a kindly, helpful, tolerant and friendly interest in
his patient and that a "failure of a palpable human relation-
ship" will result in spurious qualities in the transference
(p. 62). Greenson (1967) states that the analyst's role
entails motherly aspects and that a certain degree of com-
passion, friendliness, warmth and respect for the patient is
"indispensable" and "an absolute requirement”" (pp. 379 and
391). He believes that to understand a patient fully, more
than intellectual or theoretical considerations apply. The
therapist must like the patient and must be able to become
emotionally involved and committed to him. Greenson asserts
that "generalized emotional withdrawal and uninvolvement
with the patient" make the therapist unable to do the
analytic work (p. 400). 1In a more recent article Greenson
(1977) reiterates that empathy is a special variety of in-
timacy and that the therapist cannot empathize coldly but
must be willing to become emotionally involved with the

patient. He refers to the therapist's ability to empathize
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in this fashion as an "absolute prerequisite" for psycho-
analytic practice (p. 101). Guntrip (1977) asserts his be-
lief that the personal relationship is the therapeutic fac-
tor in analysis and that to find a genuinely good object in
one's analyst is a real life experience like that of having
a good parent. Frank (1977) states that analytic techniques
are optimally effective only when they are used in the con-
text of a real, caring, human relationship.

In both theoretical writings and empirical studies
Strupp and his collaborators refer to the therapist's crea-
tion of a good therapy relationship in which he himself
experiences warm, positive feelings toward the patient as

the "sine qua non" of therapeutic improvement (Strupp, 1958;

Strupp, Wallach, Wogan and Jenkins, 1963; Strupp, Wallach
and Wogan, 1964; Bergin and Strupp, 1972; Strupp, 1974;
Strupp, 1977). Orlinsky and Howard (1975, 1977), who have
developed the Therapy Session Report to investigate the
therapist's experience as it occurs in the therapy hour,
conclude that the therapist's feelings of warm, positive,
personal involvement with the patient are associated with
positive therapeutic movement. They state that the passive-
receptive, detached and neutral attitudes of the therapist
characterized by classical psychoanalysis are correlates of
poor therapy sessions. In contrast, good therapy sessions
are associated with genuine warmth, affective expressiveness,
and interested, involved, intimate feelings on the part of

therapists.
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Rogerian client-centered therapy researchers com-
prise another group of investigators whose findings relate
therapist positive feelings to good therapy outcome.
Meltzoff and Kornreich (1970) trace the development of this
group's work. In 1957 Rogers posited that the most important
necessary and sufficient conditions for therapeutic change
are the conditions of nonpossessive warmth, accurate em-
pathy, and genuineness, which the therapist offers the client.
Truax and Carkhuff (1967) developed a five point scale to
measure the degree of these therapist-offered conditions
present in the therapy hour, and a large body of research
has been devoted to studying the relationship between these
factors and therapy outcome. Among those who propose that
high levels of these therapist offered conditions are asso-
ciated with a high degree of therapy improvement or that
low levels are related to patient deterioration are Traux
and Mitchell (1971) and Lambert, Collins, and Bergin (i977).
Other researchers who have not found the presence of these
therapist offered conditions to correlate with successful
therapy outcome or who question the validity of positive
findings are Meltzoff and Kornreich (1970), Garfield and
Bergin (1971), Sloane et al. (1975), Staples et al. (1976)
and Mitchell et al. (1977). Mitchell et al. review studies
in this area and state that conclusions about the relation-
ship between these interpersonal therapist skills and client
outcome have not been investigated adequately. Sloane et al.

and Garfield and Bergin assert that the Truax group factors
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may not relate tonon-client-centered therapies and that the
findings of this group are probably not replicable in therapy
situations which are not client-centered.

Therapist negative attitudes and
deterioration in therapy

Bergin (1971) reviews 23 studies showing deteriora-
tion effects in which some patients were made worse as a
result of therapy. He indicates that personality variables
in the therapist are related to deterioration. Truax and
Mitchell (1971) state that there is evidence that low levels
of therapist empathy, warmth, and genuineness are important
factors leading to patient deterioration. Ricks (1974)
examines the therapy notes of two therapists who treated vir-
tually identical groups of child patients. One therapist's
patients were felt to show unsuccessful outcome when adult
ad justment was measured. This therapist seemed frightened
by the patients' serious pathology. He tended to spend less
time with them and became caught up in the patients' sense
of hopelessness.

Hadley and Strupp (1976) sent open-ended letters to
a sample of expert clinicians, theorists, and researchers,
asking what factors might be associated with negative effects
in therapy. Therapist variables which the respondents asso-
ciated with negative outcoﬁe were the therapist's coldness,
excessive unconscious hostility, pessimism, and absence of
genuineness. The respondents also felt that negative out-

come could result from the therapist's lack of respect for
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the patient's pain, a disappointed attitude toward the
patient and his progress, and countertransference feelings
which prevented the establishment of a working alliance.
Lambert, Collins and Bergin (1977) review the literature on
deterioration effects in therapy and give examples in which
the therapist's negative attitudes and feelings were asso-
ciated with patient deterioration.

Therapist preferences:
the Yavis syndrome

Since the therapist is affected by conscious and un-
conscious feelings and attitudes he experiences in the
therapy situation, his relationship with the patient entails
the unique interaction of two real personalities. The topic
of therapist preferences for work with particular patients
arises in this context. The notion that the therapist must
establish a good working relationship with the patient in
order to do effective therapy work also relates to the con-
cept of preference, if it is assumed that as a unique indi-
vidual, the therapist will not be able to form an equally
good relationship with all patients.

The Yavis syndrome is prominent in the literature on
therapist preferences. William Schofield first proposed the

concept of the Yavis syndrome in Psychotherapy: the Purchase

of Friendship (1964) which combines empirical research with

social criticism of the role of therapists in American
society. Schofield states:

. « « there are pressures toward a systematic selec-
tion of patients, pressures that are perhaps subtile
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and unconscious in part and that, in part reflect
theoretical biases common to all psychotherapists.

These selective forces tend to restrict the efforts

of the bulk of social workers, psychologists, and
psychiatrists to clients who present the "Yavis"
syndrome--clients who are youthful, attractive, verbal,
intelligent, and successful (p. 133).

Schofield claims that Yavis patients are the pre-
ferred patients of the three major professional groups of
psychotherapists. Considerable research literature has been
based upon the assumption of the validity of the Yavis syn-
drome. Although other studies refute its validity, the data
on which it is based‘have not generally been examined. For
this reason the data gathered by Schofield as the basis for
his proposition of the Yavis syndrome will now be reviewed.

Schofield sent questionnaires to a randomly selected
subsample of each of the three professional groups of thera-
pists. Each therapist was asked to describe his "'Typical
Psychotherapy Case'" (p. 129). The "expressed preferences"
of therapists were also sampled by asking each therapist to
"indicate the characteristics of his 'ideal' patient, that
is, 'the kind of patient with whom you feel you are efficient
and effective in your therapy'" (p. 130). The major limita-
tion to the validity of the Yavis syndrome is that Schofield
draws conclusions about therapists' attitudes without study-
ing their attitudes. His data do not measure therapist
attitudes but consist instead of therapist ratings of six
demographic-socio-economic characteristics of "typical" and

"ideal" patients. Furthermore, Schofield does not specify

to what degree the Yavis syndrome is based upon his findings
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for "ideal" patients and to what degree it reflects his find-
ings for "typical" patients. This is an important source of
confusion because he concludes that therapists actually limit
their practice to treating Yavis patients. Yet if the Yavis
patient is based on an "ideal" composite fiction, it seems
groundless to indict therapists for their actual practices.

If the Yavis patient is based upon findings for
"ideal” patients, Schofield draws the erroneous conclusion
that if an individual between the ages of 20-40 has some
degree of education beyond the high school level and works
in a professional-managerial job, then that individual is
Youthful, Attractive, Verbal, Intelligent and Successful.

If the Yavis patient is based on findings for the
"typical" patient, the data show that social workers' typical
patients have an eighth grade-high school education and work
as unskilled or skilled laborers. The typical patients of
psychiatrists have a college education or additional ad-
vanced degree and do professional-managerial work. The char-
acteristics of psychologists' patients fall in between these
two extremes. These data do not support Schofield's claim
that the three major professional groups of therapists
restrict their efforts to work with a homogeneous group of
patients showing stereotypically "attractive" characteristics.

Schofield's description of the "non-preferred
patient," whom therapists *"do not expect to be able to reach
effectively" is also based on therapists' ratings of demo-

graphic-socio-economic characteristics (p. 133). He claims
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that the non-preferred patient may be too young or too old
(under age 15 or over age 50), may be widowed or divorced,
may have less than a high school education or post-graduate
training, and may be employed in services, agriculture,
fishery, forestry, semi-skilled or skilled labor.

Studies suggesting that therapists
prefer Yavis patients

Goldstein (1971) states that his research efforts
focus upon the type of therapist-patient dyad suggested in
the Yavis syndrome of Schofield. Goldstein asserts that
"Mr. Yavis is apparentlv the type of patient with whom we
all like to work" (pp. 6-7). Goldstein claims that Mr. Yavis
is a patient who tends to be introspective and psychologi-
cally-minded or who at minimum can be trained in these be-
haviors by the therapist. He states that Mr. Yavis typically
comes to therapy with the expectation of participating ac-
tively in the process and that his in-therapy behavior 1is
characterized by high rates of verbalization and self-explo-
ration. He explains that Mr. Yavis displays "a full array
of the 'good patient behaviors' which clinical lore has
taught us is likely to lead to a favorable therapeutic out-
come" (pp. 6-7).

Goldstein's comments illustrate the way in which
the Yavis syndrome has been interpreted and perpetuated in
the literature. Goldstein redefines the Yavis syndrome con-
cept as if it were based upon therapists' evaluations of

patient role-related qualities and in-therapy behaviors



-36-
rather than upon demographic-socio-economic data. He per-
petuates the assumption that "all" therapists prefer patients
whom they perceive to have those qualities which are tradi-
tionally associated with successful outcome of psychodynam-
ically-oriented therapy. The limitation of the validity

of this assumption is that it overlooks the contribution of
the individual therapist's personality to the shaping of
preference, in focussing exclusively upon patient charac-
teristics as the determinants of therapist preference.

In an empirical study of the effectiveness of psycho-
therapy versus behavior therapy, Sloane et al. (1975) state
that there is considerable evidence that therapists prefer
Yavis patients. Sloane et al. further elaborate the defi-
nition of the Yavis syndrome in claiming that not only do
therapists assume that such patients have good prognostic
qualities but that "these patients apparently have better
outcomes" (p. 43).

They conclude from their own study that the results
confirm clinical traditions and support the Yavis syndrome,
At the end of four months of therapy the therapists in their
study completed 10-point rating scales measuring the thera-
pist's degree of 1liking for the patient, how interesting
he found the patient, and how often he felt uncomfortable.

In describing their results they provide their own opera-
tional definitions for the Yavis characteristics. They state
that the patients showing most improvement in therapy were

"more attractive (considered more likeable by the therapist),
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more verbal (spoke more during therapy and in longer speech
units, and gave faster reaction times when they spoke), and
more ‘'successful' (higher income, less clinical pathology)"
(p. 209). This specification that the Yavis patient exhibits
little psychopathology is a further elaboration of the orig-
inal meaning of the concept.

Despite the limitations to its validity the perpet-
uation of the Yavis syndrome in the literature suggests that
the Yavis syndrome stereotypes address concerns of socially
and politically-minded therapists. The Yavis syndrome is
invoked to indict the profession of therapists for limiting
their practice to patients of higher socio-economic status.
Schofield relates the Yavis syndrome to Hollingshead and
Redlich's earlier study (1958) which documented therapist
preference for work with patients of higher socio-economic
status and showed that lower class patients were excluded
from receiving therapy. Socio-economic factors in therapist
preference will not be examined in this study because of the
limitation imposed by the need to maintain the anonymity of
the individuals involved. Aside from specific considera-
tions of social class, the Yavis syndrome concept is invoked
to criticize therapists for not making greater efforts to
develop new techniques for working with patients lacking the
psychological sophistication and interpersonal skills appro-
priate to patients in psychodynamically-oriented therapy.

Goldstein and Simonson (1971) address some of these

concerns in relation to the Yavis syndrome. They state that
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Schofield called attention to the ma jor degree to which thera-
pists prefer to work with Yavis patients. Their research
program focusses upon the HOUND patient who is homely, old,
unattractive, nonverbal, and dumb. The thrust of their at-
traction enhancement research has been on developing tech-
niques for making psychotherapy more attractive to such
patients and for making the patients more attractive to the
therapist. They state that such patients have been re jected
from therapy for too long and have prematurely been judged
unsuitable for treatment.

In addition to the work of Goldstein and collabora-
tors on attraction enhancing techniques in therapy, there
have been a number of related studies which use role induc-
tion interviews, role induction films, or preparatory social-
ization interviews in the attempt to enhance patient attrac-
tiveness to therapists. These studies constitute a ma jor
area in which simple rating scales are used to measure thera-
pists' attitudes about patients. Yet the scales are not
interpreted as reflecting therapist attitudes, but rather
are felt to measure patient variables of "likeability" or
"attractiveness.” These studies are predicated on the as-
sumption that therapists uniformly prefer working with
patients who possess stereotypically '"attractive" character-
istics. Among such studies are those of Nash et al. (1965),
Sloane et al. (1970), Heitler (1973), Strupp and Bloxom
(1973), and Jennings and Davis (1977).

Other investigators who measure patient "likeability"
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on a simple rating scale and who suggest that it is a per-
sonality variable in the patient are Stoler (1963) and Tom-
linson and Stoler (1967). 1In their studies outside raters
assessed patient "likeability*" from tape recordings of
therapy sessions. In a comprehensive review of quantitative
research on factors influencing the outcome of therapy
Luborsky et al. (1971) 1list "likeability" as a patient fac-
tor associated with patient attractiveness for therapy. In
another review of the literature, Wills (1978) states that
among the perceptual dimensions used by professional helpers
to describe clients is the factor of client *"likeability" or
"attractiveness."

Several additional studies provide support for the
notion that therapists prefer to work with Yavis-type
patients. The Yavis syndrome is not specifically mentioned
in these studies, however. 1In a study of therapist values
and attitudes about patients, Goldman and Mendelsohn (1969)
asked therapists to describe by means of Gough's Ad jective
Check List "the type of patient with whom they work best,"
which they also refer to as the "preferred patient" (p. 164).
They found that the adjectives most frequently checked
describe the preferred patient as an intelligent, imaginative,
sensitive, curious, well-motivated, but anxious individual.
The authors conclude that "therapists have found that pa-
tients who benefit most from therapy are those with the least
amount of manifest pathology" (p. 167).

Kadushin (1969) examines the sociological aspects of
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applyving for therapy and being accepted for treatment in
various types of therapy clinics in a large city. He states
that there have been many studies of the characteristics of
patients selected by psychiatric clinics and that almost

all show that clinics prefer young, non-psychotic, highly
motivated, better educated applicants. He claims that pre-
ferred patients are able to communicate their feelings to
middle-class therapists and that therapists judge them to
have a good proghosis for improvement. He claims his
research indicates that such patients have the psychological
sophistication which makes them acceptable for treatment ac-
cording to the psychoanalytic model. Yet in contrast to the
stereotype that good therapy patient characteristics are asso-
ciated with higher social class position, Kadushin proposes
that individuals from all social classes who have personal
contact with what he calls the Friends and Supporters of
Psychotherapy, develop the role requirements appropriate to
being a patient in psychoanalytically-oriented therapy.

In an article reviewing the empirical resesarch on the
relationship of client variables in therapy to external out-
come criteria, Garfield (1971) comments about the preference
of therapists for patients possessing Yavis-type character-
istics. He states that lower class, relatively non-verbal,
more severely disturbed clients are often re jected by therapy
clinics and are not well received by many therapists. Gar-
field concludes from his review that in the past the best

therapy results have been achieved with clients who are the
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least disturbed and who perhaps need therapy the least.

Wills (1978) makes a similar comment to that of Carfield
about the negative consequences of therapist preference for
patients presenting the Yavis syndrome. He asserts that this
preference for successful clients works against the interests
of those most in need of psychological help. Other investi-
gators who state that therapists prefer to work with patients
having Yavis-type characteristics are Rabkin (1977) and Lam-
bert et al. (1977).

Stein et al. (1972) conducted a study in which resi-
dents at a psychoanalytically-oriented hospital were pre-
sented with four case history vignettes. Represented in the
vighettes were a middle class neurotic patient, a middle
class schizophrenic, a lower class neurotic and a lower class
schizophrenic patient. The therapists completed rating
scales assessing the patients' likeability, prognosis, and
the respondent's interest in treating the patient with ther-
apy. In comparison to the schizophrenics, the neurotics
were preferred by the residents, who regarded them as having
a more favorable prognosis. It 1s noteworthy that in their
conclusion the authors urge that increased specificity is
needed in the conceptualization and operationalization of
"likeability."

Del Gaudioet al.(1976) did a similar study based on
research findings that therapists have more favorable atti-
tudes toward patients who are middle class, insightful, and

neurotic. They state that the degree to which such attitudes
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reflect bias as opposed to accumulated wisdom based on actual
clinical differences among patients is unclear. They pre-
sented 33 therapists with five years' or less experience
treating outpatients, with 8 case histories. The variables

of patient diagnosis, insight level, and social class were
systematically varied. 1In the case histories the neurotic
patients suffered from anxiety, depression, tension, or worry.
The schizophrenic patients had symptoms including hallucina-
tions, delusions, and incoherent speech. High insight
patients had at least above average intelligence and ability
to articulate emotional and/or relationship problems. The
low insight patients had average intelligence and used defenses
such as denial, projection, and somatization.

The therapists completed rating scales for each case
history. They rated the degree to which they found the pa-
tient a likeable person, the degree of initial comfort they
thought they would feel with the patient, their degree of
interest in treating the patient, and the patient's prognosis,
among other factors. The authors found that therapists
clearly held more favorable attitudes toward neurotic, high
insight patients, but that social class was not a salient
determinant of therapist attitudes.

These two studies are examples of the most simplistic
way in which therapist preferences have been examined in the
research literature. By presenting therapists with only two
extreme choices on the dimensions of pathology and psycho-

logical-mindedness, little new can be learned of value about
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therapist attitudes toward real patients. The finding that
therapists prefer to treat anxious, intelligent, insightful
individuals over hallucinating or delusional schizophrenics
serves only to reinforce stereotypes. The use of simple
rating scales unsupplemented by other methods of assessment
also seems an inadequate way to examine therapist prefer-
ences. Berzins (1977) comments upon the negative impact of
the "widespread assumption® that therapists prefer Yavis
patients and re ject non-Yavis patients for treatment (p. 232).
He claims that therapists® continued belief that non-Yavis
patients lack the proper attitudes, expectancies, or motives
toward therapy could serve as a source of incompatibility
between patient and therapist. He feels that therapists®
belief that Yavis patients are the preferred candidates for
therapy may constitute a self-fulfilling prophecy when thera-
pists encounter non-Yavis patients as therapy applicants.
Studies showing individual differences

among therapists in their patient
preferences

The studies to be discussed here emphasize that char-
acteristics ranging from patient attractiveness to degree of
patient pathology may be perceived and evaluated differently
by different therapists.

The studies provide evidence that the Yavis syndrome
is a stereotype about therapists' attitudes which has only
limited validity, despite the serious questions it raises
about the social-political aspects of therapists' values and

practices. The studies to be reviewed here also indicate
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that the method of investigation of a problem influences the
results obtained. These studies tend to focus in detail on
the individual therapist's attitudes about particular pa-
tients and the results show variation among therapists in
their patient preferences.

Several studies by Strupp, Wallach, and collaborators
examine individual differences among therapists in their pa-
tient preferences. Strupp (1958) employed a 30 minute sound
film of an initial interview between a patient and therapist.
The film served as a constant stimulus to which therapists
were asked to respond as vicarious interviewers, in order to
study individual differences among them. There were stopping
points in the film in which the therapists wrote their
responses to the question, "What would you do?" After view-
ing the film, each of the 237 therapists completed a ques-
tionnaire including ratings of his diagnhostic impressions,
treatment plans, goals, and attitudes toward the patient.
Strupp describes the film patient as a very aggressive, de-
manding, manipulative individual who was 1likely to evoke
emotional reactions in the therapists.

Strupp found that the therapist's conscious attitude
toward the patient was positively correlated with his clini-
cal evaluation, his treatment plans, goals, and proposed
techniques. He states that there were impressive dif ferences
among therapists in their attitudes toward the patient, in
their degree of willingness to engage in a therapy relation-

ship with him, and in their degree of empathy for him. 1In
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order to convey the wide range of therapist responses, the
study included quotations from several therapists in response
to particular points in the tape. The therapists' responses
ranged from empathic remarks to moral judgements and condem-
nations. Concerning the variation among therapists in their
degree of preference for the patient, 30% had somewhat posi-
tive attitudes toward him, 20% were neutral, 38% were some-
what negative and 10% were ambivalent. Thirty-six percent

of the therapists commented on the patient's unpleasant per-
sonality characteristics and almost the same percentage
stressed his personality assets.

There was a clear positive correlation between thera-
pist attitude and prognosis. Therapists having a negative
attitude toward the patient were likely to choose an unfavor-
able diagnosis such as psychopath, character disorder, or
paranoid character. These therapists saw the patient as
having a significantly poorer prognhosis than those with posi-
tive attitudes. Negative therapist attitudes were also asso-
ciated with perceiving that the patient was less insightful,
less capable of self-observation, more emotionally immature,
more poorly socially adjusted, and less anxious. A very high
proportion of therapists with negative attitudes anticipated
that therapy would produce very little change in comparison
with therapists holding positive views about the patient.
Those with positive attitudes advocated more intensive therapy
for the patient, while those with negative attitudes pre-

scribed more limited supportive treatment.
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Of the group of therapists who had moralistic and
harsh attitudes and approaches in reaction to the patient's
demanding and manipulative qualities, Strupp says that cul-
turally determined stereotypes may have a pervasive influence
upon therapists' views that certain behavior disorders are
untreatable. Strupp concludes that his findings suggest
clinical impressions and therapeutic planning are influenced
by attitudinal variables within the therapist.

Strupp and Williams (1960) asked a famous British
psychoanalvst and a young American psychiatrist to independ-
ently interview the same 22 psychiatric inpatients. The
therapists rated 14 variables on a five-point scale including
their liking for the patient as a person and their willing-
ness to treat the patient. Although the two therapists
agreed in their preference for patients who were non-defen-
sive, insightful, and well-motivated, there were idiosyn-
cratic factors in the therapists that affected their evalua-
tions and preferences. The authors state that aspects of
the two therapists' needs, values, and methods of perceiving
the world are reflected in their responses. One of the
therapists saw the patients as more defensive and more
seriously disturbed in comparison with the other therapist.
This therapist liked the patients more, felt that they were
more emotionally mature, and advocated less supportive treat-
ment relative to the other therapist.

Wallach (1962) measured therapists' patient prefer-

ences on a seven-point scale which assessed the therapist’'s
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degree of willingness to see the patient in therapy. Thera-
pists also rated the patient's degree of disturbance.
Wallach then separately compared only those patients rated
most seriously disturbed with those rated least seriously
disturbed. Only when the two groups representing extremes
of disturbance were compared did therapists prefer to work
with the least disturbed patients. This methodological dis-
tinction is important in relation to those studies which
present therapists with only two extreme alternatives of
patient pathology and conclude that therapists prefer Yavis-
type patients.

Strupp and Wallach (1965) elaborated upon the 1958
Strupp study, using two sound films showing interviews with
two different patients to whom therapists responded on paper
as vicarious interviewers. They found that there was a
positive correlation between therapists' positive attitudes
toward the patients and their favorable clinical assessment.
The authors assert that the therapist's personal responses
and his clinical judgements are confounded such that the
direction of causation is indeterminate. Strupp and Wallach
state that the therapist responds simultaneously as both an
objective clinician and as a person. He appraises and judges
in the context of his clinical experience, while at the same
time responding as a human being to another human being.

A paradoxical aspect of the study is that the thera-
pists as a group preferred one of the patients to the other.

The preferred patient was in several respects one who would
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be non-preferred according to the Yavis syndrome. The pre-
ferred patient was rated more seriously disturbed, was given
a poorer prognosis without treatment, was seen as having more
severe reality problems, and was considered more likely to
become psychotic than the non-preferred patient. The non-
preferred patient was perceived as manipulative and as glibly
glossing over his exploitative characteristics. Strupp and
Wallach comment that widely and popularly held negative atti-
tudes about the psychopathic behavior of this patient seem to
have influenced the therapists‘® assessments. They suggest
that the next task for investigation would be to study more
intensively the fit between a particular patient and thera-
pist. They advocate investigating the therapist's reaction
to a single case rather than studying group trends. They
state that although group trends are more reliable on statis-
tical grounds, they tend to obscure what might be demonstrated
more clearly in a single case.

Although these findings are an important contribution
to the literature, they are limited by the fact that thera-
pists' attitudes about actual patients in an on-going therapy
relationship were not studied. The measurement of attitudes
only in the initial interview, in combination with the wvi-
carious nature of the therapists' interaction with the
patient, may have resulted in emphasis on the degree to which
the patient's presenting characteristics influenced the
therapists' feelings of preference.

Two additional studies by Strupp et al. (1963 and
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1964) also suggest that the therapist's clinical judgements
and personal preferences and attitudes are confounded.
Highly experienced therapists completed rating scales indi-
cating their degree of 1liking for former patients they had
treated for a considerable length of time. Therapist pref-
erences were found to correlate with therapist perceptions
of the degree to which therapy was successful. The examina-
tion of therapist preferences for patients in their naturally
occurring caseloads with whom they had extensive contact is
an unusual feature of these studies.

Another unusual approach to the examination of thera-
pist preferences was under taken by Wallach and Strupp (1964)
in a study of therapist preferences for and attitudes toward
therapeutic practices hypothesized to be fairly basic in
therapy. This study focusses upon individual differences in
the ways in which therapists prefer to act in the role of
therapist. On the basis of their own clinical experience
and the results of other studies, Wallach and Strupp devel-
oped a 17 item rating questionnaire which therapists com-
pleted.

Factor analyses of the results yielded several fac-
tors. The strongest factor involved therapist preference
for personal involvement in the therapy relationship versus
maintenance of personal distance. Another factor involved
variations in therapist preferences for expectantly allowing
transference feelings to develop versus actively manipulating

the transference. The authors suggest their findings may
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reflect basic temperamental differences among therapists in
their preference for indirection and restraint versus active
direction in solving life problems. They feel that these
differences are relevant to preference for doing psycho-
analytic therapy versus other forms of therapy.

Garfield and Affleck (1961) asked 20 therapists to
complete rating scales evaluating patients on the basis of
intake reports read at staff meetings in which cases were
considered for outpatient therapy. They found that ratings
of patient prognosis were highly correlated with feelings of
the therapist about the patient and with interest in taking
the patient into treatment. Like the Strupp group, they
state that it cannot be said whether therapists 1like patients
with good prognosis or whether a good prognostic rating is
given to patients to whom therapists respond in a personally
positive fashion. Each therapist was also asked to list in
an open-ended way the therapeutic assets for each patient.
Garfield and Affleck state that although there was some agree-
ment among the therapists concerning desirable features in a
therapy patient, there was also variation among therapists
concerning the frequency with which they considered certain
features to be patient assets., For example, they explain
that one therapist listed intelligence as an asset of patients
in 12.5% of the cases, while another therapist listed intel-
ligence as a patient asset in 50% of the cases. Raskin (1961)
and Brown (1970) also conducted studies in which therapist

ratings of initial 1iking for patients were positively
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correlated with perceptions of the patient as showing favor-
able prognosis.

Lowinger and Dobie (1966) studied the attitudes and
emotions of 16 psychiatrists in the initial interview with
patients whose diagnoses included schizophrenia, depression,
neurosis, brain syndrome, and character disorder. Following
the interview the therapists completed five-point rating
scales assessing patient characteristics. The therapist's
liking for the patient and his willingness to treat the
patient were rated as well. They found that therapist atti-
tudes varied as a function of the therapist's personality
and were unrelated to patient diagnosis. The authors con-
clude that therapist attitudes reflect factors in the thera-
pist rather than factors in the patient. This conclusion
was supported by the finding that there were no significant
correlations between the ratings of two interviewers who
inadvertantly assessed the same patients. Other studies in
which therapist ratings of 1liking for patients or preference
for work with them were found to reflect individual person-
ality factors in the therapist are Gottschalket al. (1967),
Gassner (1970) and Goodwin et al. (1978).

Literature in which patient preferences

of therapists are examined on the basis
of therapists' anecdotal accounts

The literature which bears most directly upon the
way in which therapists' patient preferences are examined

in this study will now be described. In the literature on
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the selection of patients for therapy the topic of thera-
pists' patient preferences is addressed. It is asserted that
a given therapist will tend to work better with some patients
than with others. The way in which the therapist's values
and attitudes interact with the personality of the patient

is discussed as a determinant of more effective or less ef-
fective therapist-patient combinations. It is noteworthy
that writers tend to address the issue of whether therapists
should re ject for treatment those patients whom they least
prefer, rather than focussing on the process whereby a thera-
pist might strive to select those patients who would be most
preferred by him.

Fromm-Reichmann (1950) discusses the psychiatrist's
like or dislike of a patient as an interpersonal problem
facing him in the establishment of the therapy relationship.
She states that it is the therapist's privilege to re ject
for treatment a patient whom the therapist dislikes as a per-
son. She adds that if a therapist likes or dislikes a patient
he is treating, the reasons for this generally do not reside
in the patient's personality. She states that a patient is
often liked because of the satisfactory progress he is making
in treatment. She asserts that the therapist may feel grate-
ful to the patient for making his work life more meaningful
by responding well to his therapeutic efforts. In contrast
she states that if a therapist dislikes a patient, it is
often because the therapy has become stagnant. This may re-

sult in the therapist's experience of doubts about his thera-
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peutic skills or about the purposefulness of his career. She
finds countertransference feelings of unresolved anxiety in
the therapist in reaction to a patient an even more signifi-
cant reason why a therapist may dislike a patient. Fromm-
Reichmann advises that once a therapist decides to accept a
patient for treatment, the categories of liking and disliking
should become void of meaning in the therapy work. Fromm~-
Reichmann states that her views do not suggest that "every
therapist should expect to be capable of treating persons
suffering from any type of personality disorder®" (p. 40).

She believes that the contrary is true and that during the
course of his career the therapist should "learn to find out
what type of patients respond best to his personality as it
colors his type of therapeutic approach" (p. 40).

Leo Stone (1961) states that the therapist's personal
reactions to patients are as varied as those occurring in any
other situation. He claims that the therapist cannot react
to all patients in an enthusiastically positive way. The
therapist's value system, interests, and general ocutlook on
life may differ widely from those of many patients. None-
theless he claims that a conscientious therapist can treat
effectively an individual with whom he feels little in com-
mon “from the point of view of his everyday interests and
preferences," as long as he doesn't find the patient "ac-
tually and insuperably repugnhant" in some way (p. 44). If
he does, Stone feels that the therapist may not be able to

meet his professional commitment to the patient, since his
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own personality is involved in the work. Stone's viewpoint
is that a therapist may be able to work effectively with a
patient whom he does not particularly prefer as a person,
but that he may not be able to work effectively with a
patient whom he *"least prefers" as a person.

Greenson (1967) expresses a similar view to that of
Stone. He states that if the therapist experiences strong
negative reactions to a patient, it may be that the therapist
cannot work well with the patient. He claims that his per-
sonal experience has taught him he cannot work effectively
with some patients who are very reactionary in their politi-
cal or social views. He says that the therapist must be out-
spoken when he feels that he and the patient are in basic
disagreement on a social or political issue important to each
of them. He explains that depending upon the intensity of
his own feelings and the degree to which he finds the pa-
tient's other qualities likeable, he either suggests or in-
gists that the patient seek treatment elsewhere.

In a discussion of therapist-patient matching Berzins
(1977) states that in the clinic setting, patients are typi-
cally assigned to therapists either using a rotation system
or on the basis of the secretary's intuition. Matching
procedures in which therapists select patients are not gen-
erally employed. He comments that although most therapists
readily admit that they perform better with some patients
than with others, their training regimen has inculcated them

with the notion of universalizing themselves and behaving as
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though they could be of decisive benefit to almost all pa-
tients. He feels that therapists are not trained to pay
special attention to the conditions under which their skills
wax and wane relative to the types of patients they encounter.
He describes problem cases all therapists face and asserts
that such patients are perplexing, make their therapists
squirm, and call attention to therapists' blind spots. It
seems likely that such patients constitute "least preferred"
patients of therapists.

Michael Stone (1971) provides a study of what he
describes as "favorite" patients of therapists, involving
specific real patients in therapists' naturally occurring
caseloads. The study consisted of extensive retrospective
interviews with ten therapists about their work with one
particular schizophrenic patient. The therapist-patient com-
binations were selected by Stone on the basis that each pa-
tient had attained an unexpected degree of success in therapy
relative to his initial prognosis. That the data for the
study consist of direct interviews with therapists about
their feelings for actual patients is unusual in the litera-
ture.

Stone found that among the ten patients, four evoked
special feelings of attraction and sympathy from the thera-
pist and were considered by the therapist to be his "favorite"
patient. Stone concluded that in the work with all ten
patients, each therapist had an object-specific countertrans-

ference reaction in which the patient was identified with
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some past person in the therapist's life. Stone asserts that
the object-specific countertransference allowed the thera-
pist both to en joy the patient and to work effectively with
him. Stone states that the therapists' personal reactions

to the patients enabled them to en joy patients whom others
found unlikeable. He claims that if the therapists had not
en joyved the patients they would not have been likely to com-
mit themselves to the demanding, long, and uncertain task of
working in therapy with schizophrenics.

An investigation by Ricks (1974) includes specific
clinical illustrations relevant to the topic of therapists'
patient preferences. Ricks studied the effects of two thera-
pists' methods upon therapy outcome. He examined the therapy
notes of two therapists who had treated virtually identical
seriously disturbed child patients in a child guidance clinic.
Using adult adjustment of the former patients as the therapy
outcome criterion, he found that the patients of the two
therapists showed markedly different outcomes,

Ricks explains that the successful therapist showed
attitudes and approaches which were quite different from
those of the unsuccessful therapist. The successful thera-
pist responded to the seriously disturbed patients by be-
coming more involved with them and attempting to develop a
strong therapy relationship to help anchor the child in
reality. Ricks suggests that the successful therapist seemed
to be unusually open and unthreatened by feelings of extreme

love or hostility. In contrast, the unsuccessful therapist
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had a distant, cognitive attitude toward feelings and ap-
peared to be frightened by the patients' pathology. He
tended to respond only to feelings of anxiety and depression
in the patients and got personally caught up in such feel-
ings. The result was that he seemed to reinforce the pa-
tients' depression and hopelessness., The unsuccessful thera-
pist also responded to his perception that these patients
were more disturbed than others by withdrawing and spending
less time working with them. Although Ricks' focus is on

the relation of therapist methods to differential outcome,
the patients described seem to constitute "least preferred"
patients of the unsuccessful therapist from what Ricks infers
about his attitudes toward them. It may be that for the
successful therapist the patients were examples of "most pre-
ferred" patients. Yet it is possible that his reasons for
becoming closely involved with the patients did not include
personal preference for them. It is also possible that his
particular effectiveness in working with such patients was
independent of his personal feelings about them.

The Human Dimension in Psychoanalytic Practice edited

by Frank (1977), is a collection of articles by psycho-
analysts about their personal feelings and attitudes in their
work. Several of the contributors comment about their per-
sonal preferences for work with particular kinds of patients
and provide anecdotal descriptions of such patients. In an
article describing his own personal analysis with Fairburn

and Winnicott, Harry Guntrip comments that the unpredictable
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factor of natural fit enters into the relationship between
patient and therapist, because all individuals can form a
relationship more easily with some people than with others.
He explains that when he was a patient of Winnicott, the
analyst told him, "*'I'm good for vou but yvou're good for me.
Doing your analysis is almost the most reassuring thing that
happens to me. The chap before you makes me feel I'm no good
at all'" (p. 62). In this comment by Winnicott which Guntrip
reports, Winnicott seems to be saying that Guntrip is among
his "most preferred" patients.

In an article about his personal experiences treating
psychotic patients, Rosenfeld states that not all therapists
are able or want to treat psychotic patients. He explains
that his success in treating psychotic patients is due to
his capacity to make sufficient contact with them., He feels
that his empathy and insight in working with such patients
depend on his capacity to identify himself with aspects of
the patient's self.

It seems that Rosenfeld's "most preferred" patients,
to whom he has devoted his primary efforts, are those suffer-
ing from psyvchosis. Such patients do not possess the char-
acteristics of preferred patients outlined in the Yavis
syndrome, and Rosenberg acknowledges that many therapists
do not prefer to work with psychotics. That many therapists
have chosen to devote their professional careers to working
with and writing about seriously disturbed patients high-

lights the limited validity of the notion that therapists
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uniformly prefer to work with patients possessing stereotypi-
cally "attractive" characteristics.

Hilde Bruch's discussion of her ability to work well
with anorexic patients whom many therapists cannot treat
successfully, provides another example of a therapist's pref-
erence for work with non-Yavis-type patients. Bruch states
that *"the theoretical formulationh one prefers as meaningful
is closely related to his personality and experiences" (p. 95).
She illustrates this by explaining that certain features of
her own development have to do with her preference for being
active and self-assertive, which she communicates to anorexic
patients with therapeutic results. She describes some of the
personal antecedents of her refusal to be intimidated by
anorexics, which she believes 1s a reason for her success in
treating them.

David Shainberg describes certaln peak experiences
of personal transformation he has shared with patients in
his work with them. He states that there are times when he
and a patient are "able to pull together, working for each
other's growth and expansion . . . this kind of unity
occurred within . . . the mystery of the relationship we
came to share" (p. 126). He says that the therapist-patient
relationship is 1like a team coming to the edge of a forest
and making its way through each thicket to a clearing
through which they can walk together. His use of this
imagery is noteworthy because one of the therapists in the

present study described his work with most preferred patients



-60-

as being like taking a tandem walk through forest and mead-
ows. Although Shainberg does not say explicitly that the
patients with whom he has had such experiences are "most
preferred" patients, it seems likely that individuals with
whom he has shared a special sense of unity and personal
growth are among his most preferred.

Conclusions: limitations upon the ways

in which therapists' patient preferences
have been studied in the literature

This review of the literature suggests that there
has been little investigation of therapists' preferences for
patients in their naturally occurring caseloads. Acceptance
of the Yavis syndrome assumption that therapists uniformly
prefer patients having stereotypically "attractive" charac-
teristics may be one reason for the insufficient study of
the individual therapist's attitudes toward specific patients
he treats. The prevalent method of obtaininhg simple ratings
of therapist attitudes and of reporting findings about the
preferences of a statistical majority of a group of thera-
pists, tends to obscure individual differences among thera-
pists in their personal preferences.

Even in the cases in which therapists provide direct
anecdotal accounts of patients they most prefer or least
prefer, the focus is seldom upon the therapist's attitudes
about their patients per se. Although therapists® attitudes
about particular patients are examined in suchbstudies as

those of Stone (1971) and Ricks (1974), the focus 1is on
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determining why certain therapists are able to achieve suc-
cessful outcome with difficult patients. Therapist percep-
tions of what factors in their work with patients are asso-
ciated with personal satisfaction or dissatisfaction are not
generally studied independent of therapy outcome.

The linkage of the concept of therapist preference
with effectiveness of therapy is common in the literature.
For example, when Schofield (1964) asked therapists about
their preferred patients, he defined the preferred patient
as one with whom the therapist feels he is efficient and
effective. It seems that this linkage fosters the often un-

tested assumption that therapists most prefer those patients

with whom they feel they are most successful.

A related limitation to what has been learned about
therapists' patient preferences is that researchers tend to
prescribe certain variables to be rated by therapists which
the researcher hypothesizes to be correlated with therapist
preference. Since therapists are not asked in an open-ended
way about the factors they associate with their patient
preferences, the information obtained in this manner is
limited to those variables prescribed by the researcher,
Schofield pursued this method in describing the preferred
patient of therapists in terms of several demographic-socio-
economic variables which he asked therapists to rate.

The predominant use of simple rating scales to
measure therapist liking for patients, interest in treating

patients, perception of patient attractiveness, etc., seems
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a global and inadequate way of assessing therapist prefer-
ences, as several investigators have pointed out. Exactly
what is being rated by therapists on such scales is often
poorly defined. The terms liking and preference are often
used interchangeably in rating studies of therapist attitudes
toward patients. It may be argued that the terms are not
interchangeable since a therapist may feel a social, personal
liking for many patients without feeling that he would prefer
to work with them in a therapy relationship. The reaction of
the therapist in his work role to qualities in the patient
related to the way in which he fills the patient work role,
may be a basis for therapist feelings of preference.

In those studies in which therapists are asked to
describe an "ideal" patient or are asked to rate their feel-
ings of preference for contrived patients presented in
written case histories, little is learned about therapist
attitudes about actual patients. The lack of opportunity
for therapists to interact with a real patient also limits
the usefulness of such studies. In many studies of thera-
pists' patient preferences, the therapist's rating of his
preferences is based upon only an initial contact with a
real or contrived patient. Those studies in which the
therapist's experience of the process and outcome of therapy
with a patient form the basis for his preference rating have
broader application to clinical practice. A final limitation
of many studies of therapists' patient preferences is that

the participants tend to be inexperienced therapists-in-
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training rather than highly experienced therapists.



CHAPTER IIT

METHOD

Initial procedures preceding
the interviews

I reviewed the attendance records of all counseling
service patients of the four therapists participating in the
study for the work year just ending. My purpose was to ex-
amine the range of number of therapy contacts the therapists
had with patients. My aim was to studyv therapists' prefer-
ence for patients with whom they had regular therapy contact
over a reasonable period of time. I did not feel it would
be useful to include in the study discussion of patients
with whom the therapists had very minimal contact. I hoped
to exclude from the study the influences of patients' very
early dropping out of therapy or of attending sessions
erratically upon therapists' patient preferences.

It seemed reasonable that a therapist could ade-
quately evaluate his feelings of preference for work with a
patient with whom he had a therapy relationship over a three
month period. At the university counseling service a thera-
pist would generally have approximately 13 weekly therapy
sessions with a patient over the course of three months.

The attendance records showed that each therapist saw between

11 and 21 patients for at least 13 sessions, and I estab-
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lished that as the criterion for inclusion of patients in

the study. It did not seem feasible to establish a maximum
number of sessions without restricting further the number

of patients from which the therapists were to select three
most preferred and three least preferred cases.

On an individual basis I met with each therapist and
asked him to complete a background information sheet on which
he described his theoretical orientation to therapy and
listed his number of years of experience at the counseling
service and elsewhere. I also presented each therapist with
two rating sheets. On both sheets were listed the names of
all patients the therapist had seen for 13 or more sessions
during the work year just ending. On one sheet the thera-
pist was asked to rate on a scale from 1-5 the degree to
which he "En joved" the work with each patient. (On the scale
1 = most and 5 = least.) On the other sheet the therapist
was asked to rate the degree to which “Therapy Helped" each
patient. I retained these sheets as an additional source of
information about the therapists' views of the patients they

later selected to discuss in the interviews.

The interviews

For each therapist the interviews took place during
a period of about one week. The length of time spent dis-
cussing each patient varied between twenty minutes and one
hour. Some therapists discussed two or three patients in
one interview session, while others discussed one patient

per session. I tape recorded all interviews and took notes
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as well,

At the beginning of the first interview I again pre-
sented the therapist with a list of all patients he had seen
at the counseling service for at least 13 sessions that year.
I asked the therapist to select three most preferred patients
and three least preferred patients from this list for discus-
sion in the interviews. During those interview sessions in
which the therapist discussed more than one patient, I asked
that he alternate between describing his work with a most
preferred patient and a least preferred patient.

A structured interview format was used. I began the
discussion of each patient by asking the therapist why he
most or least preferred the patient. I asked him why he en-
joyed working with each patient to the extent that he did
and how he assessed the degree to which he felt the therapy
helped the patient. Within this framework I encouraged the
therapists to give spontaneous anecdotal accounts of their
work with the patients. If the therapists did not offer
information about the patient's age, sex, educational rank,
dates of therapy, and frequency of appointments, I asked
about these factors. I also inquired about the patient's
reason for seeking therapy, how the therapy ended, and
whether the patient had previous therapy, if the therapist
did not provide this information in his discussion (see
Appendix). During a portion of each interview I asked the
therapist to reply orally to 20 rating questions which I

posed. I developed the questions from the therapists'
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responses in the pilot study by categorizing themes the thera-
pists emphasized in common. The rating questions involved
the four categories of the patient's characteristics and
feelings, the therapist's characteristics and feelings, therapy
characteristics and therapy outcome.

The therapist was asked to rate each item on a scale
from 1-5. I provided the instructions that anchor point one
equals "most" and that anchor point 5 equals "least," and I
recorded the responses on a form containing the 20 rating
questions (see Appendix). I did not introduce all 20 rating
questions at a fixed point in each interview. I used the
rating questions for the purpose of focussing the therapist's
comments. For this reason, if the therapist brought up an
issue which was the topic of a rating question, I interrupted

his comments and asked him to rate the question.

Methods of data analysis

The interview material was analyzed by listening to
the tape recordings and by consulting the notes I had taken.
The tapes were not transcribed verbatim, but several pages
of typed quotations were prepared from the taped interview
about each patient. The analysis of the interview material
was then based upon the resulting profile of guotations
for each patient. In order to maintain confidentiality con-
cerning the identity of the therapists and their patients,
the interview results were written in a form which deleted
all personally revealing details. The therapists are

referred to as Therapists A, B, C, and D. For each therapist
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the most preferred patients are referred to as MP1l, MP2, and
MP3, and the least preferred patients are referred to as LP1,
LP2, and LP3. In order to maintain anonymity I also resort
to the convention of referring to all therapists and to all
patients as "he." 1In order to assess the reliability and
validity of my presentation and analysis of the interviews,

I asked the four participating therapists to review what I
had written about their patient preferences. Each therapist
approved of my analysis of the interviews and thought that
the contents were reliable and wvalid.

The rating results provide an additional way of
examining and evaluating the interview material. There was
no attempt made to generate statistically significant data
based on the observations of four therapists. The therapists
were not trained to use each point on the 5 point scale in a
standardized way. The therapists used the scale according
to their personal perceptions, and the ratings constitute
their subjective evaluations. For this reason the ratings
are not reliable across therapists and the ratings of the
four therapists cannot be compared.

The rating results are presented in their original
form as separate ratings of three indiVidual patients. In
addition, the three individual ratings of most or least
preferred patients were summed for each of the 20 questions,
vielding summed rating scores for the most or least pre-
ferred patient group. Since anchor point 1 on the rating

scale represents "most," the summed score of 3 is the most
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favorable rating and the summed score of 15 is the least
favorable rating. In order to reduce the confusion this
rating system may create, the range of summed scores for
each therapist has been divided into thirds. The lowest,
or most favorable scores, are referred to as the High summed
scores. The middle scores are referred to as Moderate summed
scores. The highest, or least favorable scores, are referred
to as Low summed scores. However, two questions among the 20
were phrased such that higher scores represent more favorable
ratings and lower scores represent less favorable ratings.
These questions assess the degree of psychopathology shown by
the patient and the degree of initial resistance to therapy
exhibited by the patient. In their summed score form, the
ratings of these items have been converted so that they may

be interpreted in the same way as all other scores.



CHAPTER IV

RESULTS

Therapist A: Most Preferred
and Least Preferred Patients

Patient caseload from which
cases were selected

During the working year at the university therapist
A saw a total of 11 patients for 13 or more sessions, the
criterion for inclusion in the study.

Description of patients
selected by therapist A

After rating the 11 patients on the therapist's
En jovment of the work and the Helpfulness of the therapy,

Therapist A selected three most preferred and three least
preferred patients he wished to describe in the interviews.
He gave all three most preferred patients a rating of 2 on‘
both En joyment and Helpfulness dimensions. Two of the least
preferred patients were rated 4 on both En joyment and Help-
fulness dimensions. The third was rated 5 on the En joyment
dimension and 4 on the Helpfulness dimension.

The most preferred patient group was comprised of
undergraduates, while there were both undergraduates and
graduate students in the least preferred patient group. The
mean age of most preferred patients was 19.3 and the mean

age of least preferred patients was 21. The most preferred

~70-
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group was seen for an average of 22.6 sessions and the 1least
preferred group was seen for an average of 22 sessions. For
both groups the patients had weekly meetings with therapist
A, There were instances in both most preferred and least
preferred patient groups of interruption of the therapy work
followed by resumption of the therapy later in the year.

The patients in both groups were seen up to the end of the
working year. Two most preferred patients and one least
preferred patient had previously been in therapy with thera-
pist A.

There were no striking differences between most and
least preferred groups with respect to therapist A's descrip-
tions of the patients' presenting problems. He described a
combination of social and academic difficulties for both
most and least preferred patients.

Therapist A interviews: most
preferred patients

Therapist A indicates that his most preferred patients
do not fit the model of attractive candidates for psychodynam-
ically-oriented therapy. When asked why the patients he
selected were most preferred, his initial response is to
describe their relatively serious psychological disturbance,
lack of psychological-mindedness and high resistance to be-
coming engaged in the therapy process. He also stresses their
socially unsophisticated, isolated, waif-like qualities.
Therapist A states that there were "more psychological cases"

in his caseload, but feels they were not as satisfying
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because they were less challenging and difficult. After dis-
cussing the last of his most preferred patients, he summarizes
his views of them as follows:

Like the others, he was very difficult. There are

some students who take right to this work and sort of

breeze right along, and I don't think any of the
three were in that category. All three of them came

in with a certain degree of gkepticism. . . . When
it starts out 1like that and it works, somehow the
other is nice . . . but it's not as remarkable as

when there's skepticism, resistance, and a lack of
fit with the model.

Therapist A developed a primarily supportive therapy
relationship with his most preferred patients in which he
adopted a benevolent, protective, nurturant, parental role.
He states that a major therapeutic factor in his work with
most preferred patients is their incorporation of him as a
reassuring, uncritical, parental figure. He adds that he
does not work interpretively with the patients' positive
transference feelings for this reason. A primary source of
therapist A's satisfaction in the work with most preferred
patients seems to lie in his view that he provided them with
an accepting, supportive relationship which was unique in
their lives:

The relationship has to be incorporated and becomes
part of the treatment; . . . transference is an
inevitable part of that set up. . . . If you work
with it you take it away ultimately, one way or
another. . . ., To try and take that away is taking
away a major ingredient in the therapy. . . . To
have a relationship with somebody in the adult
community . . . who in a relatively uncritical way
listens and reassures by just his presence, or some-
times more directly than that. . . . So I've tried
to be as benign an omnipotent, omniscient figure as

I could. . . . T encourage them to take their own
responsibility wherever I felt they could. . . . I
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often feel that a tremendous amount is being taken
out of me. . . . I often feel glad I stuck it out,
that the student got alot that he needed. .

When I look it over, while nothing spectacular
happened, little things have happened which are big

things.
Therapist A feels that his most preferred patients

had serious psychological problems and were socially iso-

lated. He describes MP2 as follows:

He was like a waif for a long time--thin, fogged over,
lost, . . . He was socially backward, extremely shy,
introverted, very unsavvy about people and feelings.

. « + He was very isolated and ill-equipped; . . .
descriptively I would say he was mildly schizoid.

Therapist A also describes MPl as a socially isolated indi-
vidual with serious interpersonal difficulties:
His manner suggested that other people weren't im-
portant and didn't matter. . . . Nobody was really
very important, everybody could be taken or left;
« +« « there was a whole kind of turning off.

Therapist A feels that his most preferred patients
showed a marked absence of ability to think about their
difficulties in a psychological manner. He describes them
as frightened of confronting the psychodynamic meanings of
their problems. In addition to finding them highly resistant
to developing insight into their problems, Therapist A feels
that they feared and resisted developing an open and trust-
ing therapeutic alliance with him. He savs of one most

preferred patient:

He came very reluctantly, very suspiciously; . .
he was always asking why. It took a long time to
get him to ask himself whv. . . . I saw him at the
beginning as being terrified of insight. . . . He
didn't know how to talk about himself and he wouldn't
talk about himself in a way that would lead me to
understand him. . . . He was ready to stop many times
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early on, feeling that he was boring me, that he
couldn't talk, didn't know what to say, didn't know
how to do this.

Therapist A states that another most preferred patient main-
tained his resistance to engaging in an open and trusting
therapeutic alliance with the therapist throughout their
work together:

He entered the relationship with some degree of skepti-
cism that it would do any good, and some resistance to
a relationship doing him any good . . . because on
intellectual grounds he didn't have very much faith in
human relationships. . . . I thought there was a good
possibility that he was withholding any signs of prog-
ress because he didn't want me to feel that the rela-

tionship was doing anything for him. . . . It was still
part of his resistance to me which remained through-
out, . . . He never really let down, in the sense of a

fully mutual, cooperative, acknowledged, relationship.
Therapist A explains that the third least preferred patient's
resistance to thinking psychologically about his problems
reflected his fear of confronting painful feelings about
himself:

He's an impulsive kid, and he might very well have up

and left, . . . He was looking for magical solutions

and running away from something in the thought to

leave. . . . Just getting him to stand still, I thought,
was an accomplishment. . . . He didn't think psycho-
logically at all. . . . It amazed me how resistant he
was; . . . indications all over the place that he's
frightened . . . and yet he didn't see it for quite a
while.

Therapist A identifies a conflict with a parent as
a central source of difficulty in the lives of his most
preferred patients., He describes his own supportive be-
havior and positive influence upon the patients in contrast
to the destructive effects of the patients' experience with

their parents. He seems to view himself as acting in the
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role of the benevolent parent his most preferred patients
needed but never had. He describes each relationship as
though he were the first person with whom the patient became
open and trusting, and he sees the establishment of this sup-
portive rapport as the primary therapeutic factor in the
therapy work.

Therapist A attributes one most preferred patient's
hypersensitivity, mistrust of people, and history of destruc-
tive relationships to his conflicts with one of his parents,
He describes the evolution of an open and trusting relation-
ship with this patient, and reports that much of the therapy
work consisted of giving the patient practical help and guid-
ance of the sort a parent might give:

He was very caught up ih a relationship with his

parent; . . . the parent is very critical of him.
They fight a great deal. . . . I don't think he
trusted anybody very much. . . . Every relationship

he talked about was one in which he was inviting, it
seemed to me, angry, destructive behavior. He was
attracted to people who would diminish him . . . very
much like his parent. . . . I guess what I en joyed
most about him was that he really emerged as a person
over the course of time I spent with him. And got to
the point where he trusted me quite a bit. And con-
sidering where he started, that in itself was very

satisfying. . . . He became more open because I
stayed with him and encouraged him. . . . I believed
in him as somebody who could do it here. . . . I sort

of set some standards for what was reasonable for him.
. « « I was on the side of not getting embroiled in
those kinds of destructive relationships. . . . I
would be a superego figure; . . . that was very much me
standing behind him in that way. . . . We would talk
about . . . what kinds of things might happen, and he
would come back and report that he was able to hold
his ground.

Therapist A explains that feelings of inadequacy in

relation to competition with a parent were a central source
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of another most preferred patient's difficulties. He re-
sponded to this patient with very protective feelings and
acted in the role of an accepting, supportive parent by whom
the patient didn't need to feel threatened. When asked what
feelings the patient evoked in him he replies as follows:
The psychological equivalent of putting my arm around
him and patting him on the shoulder, and reassuring
him. . . . I felt protective . . . supporting him,
believing in him, urging him to take it easy, not to
get carried away. . . . It was largely a supportive
therapy . . . 3 he couldn't do more, He hadn't sepa-
rated from his parents . . . 3 I had the impression
that he never sat down and talked with anybody about
these things who wasn't as caught up in them as he
was, and that a minimum of clear thinking made a big
impression on him. . . . That hooked him with me.
Therapist A also attributes the third most preferred
patient's difficulties to his relationship with a parent.
His protective feelings toward the patient were reflected
in his worries that the patient wasn't getting enough to
eat and wasn't wearing a coat in cold weather. He feels that
he provided this patient with his first opportunity to have
an open and trusting relationship with another person, and

that this was the essence of the therapy work:

He had an extremely painful, hidden relationship with

his parent. . . . He had been deeply hurt in that
relationship, very early on, and had never come out
again. . . . I think he needed the kind of figure I
became to him. He never had, was terrified to enter
into it, and slowly did, to his benefit. . . . I
think the process of opening up and just establishing
a relationship with me was very helpful. . . . It

was an unusual kind of therapy in the sense of the
content. I don't know what he would say if he was
asked what he learned., . . . I think the most impor-
tant thing for him was having a relationship.

Therapist A stresses that he helps maintain equilib-

rium in the daily lives of his most preferred patients, and
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their real dependence upon him is emphasized. He provides

his most preferred patients with concrete problem solving
help of the sort a parent might give. Therapist A feels

that moderate behavioral improvement is the ma jor benefit

his most preferred patients derive from his supportive

therapy relationship with them. He views them as developing
only a limited degree of insight, but he feels that the in-
sight they attained was crucially important to their develop-
ment and welfare. Therapist A also tends to feel that his

own psychodynamic understanding of his most preferred patients
was limited.

At the time when he was working on termination with
one of his most preferred patients, he experienced the pa-
tient as very dependent upon him for everyday functioning.

He seemed to feel that the patient needed a push to help him
individuate from the therapist, as though he were a parent
helping a child with separation. He expresses the view that
the primary therapeutic aspect of the therapy was that he
served as the benevolent parent whom the patient could en-
corporate:

I felt he needed some time on his own. . . . I felt

he was taking me with him and I was very much a

presence and a force in his life here, and that con-

sidering where he started . . . he'd gone as far as

he could go right now. And that he was becoming too

dependent on the relationship.
He feels that this patient attained only limited, but crucial
insight into his difficulties, and that his own understanding

of the patient was incomplete as well:

[His insight] . . . wasn't very much in terms of
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quantity, but the quality was very important. . . .
It's very limited, but also very crucial. . . . I
understand him as a type, but whether I understood
his particular dynamics and genetic aspects of them,
I don't think so. I know where he is. I don't know
how he got there.

Therapist A feels that another most preferred patient
depended upon him for help in sustaining his well-being in
interpersonal relationships. He explains that the patient
responded to his supportive help by trying to please him as
though he were a parent. He ascribes the improvement the
patient achieved to his coming to behave in a way he felt
the therapist would approve, rather than to the attainment
of insight:

It became difficult for him to lead that kind of 1life
. « + which he knew we had come to identify as not
being in his best interest. So that in that way he
wanted to please me. . . . I wasn't always sure
whether that [behavioral progress] was coming from
inside of him or whether that was coming from a wish
to preserve his relationship with me. . . . He never
really understood that he was repeating something;

. » . instead, what he did was he stopped having the
relationships. . . . I think he behaved alot better,
functioned better, but I don't think he had all that
much better insight. He was still flying by the seat
of his pants.

Therapist A also feels that his third most preferred
patient attained only a limited degree of insight, and that
the patient allowed therapist A to develop only a partial
understanding of him. Therapist A believes that the patient
benefitted primarily from the parental support he provided
to help him cope with basic aspects of his daily life and
social interactions:

He's the kind of kid who could miss meals and not

have a warm coat if somebody wasn't reminding him that
he needed these things. . . . By the end I felt he
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was much more able to make his way. . . . A big part
of the therapy was getting him into situations where
he would have interactions, and he did 0.K. but he
was absolutely mystified in terms of how to pursue
them. . . . His social life was much improved [at
the end of therapyl]. . . . I'd say one of the more
effective contacts I've had with students, but not

in the traditional way. He didn't have all that

many insights. . . . There's always the feeling
throughout with him that there was still stuff I
didn't know about. He was really quite a closed, mys-
terious, strange person.

Therapist A concludes that he en joyed "overcoming
the odds" in engaging these patients who did not "fit with
the model" in a therapy relationship from which they derived
benefit.

Therapist A interviews: least
preferred patients

Therapist A describes his least preferred patients
as having similar characteristics to those of his most pre-
ferred patients. He views them as relatively seriously
psychologically disturbed, lacking in psychological-minded-
ness, socially isolated and unsophisticated, and highly
resistant to becoming engaged in the therapy process. An
important correlate of his satisfaction in the work with
most preferred patients was that they responded positively
to his adoption of the role of the supportive, benevolent,
parental figure he felt was lacking in their lives. He
feels that least preferred patients had similar needs for
support and he attempted to f£ill that role with them, but
they rebuffed him. Therapist A was unable to overcome their
fear and resistance to developing a trusting, open, thera-

peutic alliance with him. As a result, therapist A feels
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that he developed little psychodynamic understanding of the
patients and that they developed little insight into their
difficulties, although some behavioral improvement occurred.
He experienced feelings of incompetence, confusion, and
frustration about the work with his least preferred patients,
which interfered with his ability to like the patients.
Therapist A feels that one of his least preferred
patients was "schizoid," and showed extreme social isolation

and mistrust of other people:

How sealed off he was; . . . SO insensitive to social
organization and society. . . . He saw himself as
socially inept, unappealing, unattractive, unlike-
able. . . . He's a very angry person. . ., . He was
very suspicious . . . and very alienated; . . . he
was very suspicious of people who extended themselves
to him.

Therapist A also describes another least preferred patient

as seriously psychologically disturbed. Therapist A empha-
sizes that this patient was socially isolated, lacked inter-
personal skills, and was mistrustful and fearful of re jection:

I felt he was borderline. . . . He would get caught
up in paranoid fantasies, I'm sure, and only give me
little tips. . . . I could see him sort of retreating
and caught up in his own fantasies. . . . He was very
isolated, was going to his classes, going to his room,
frequently not going to meals . . . wasn't talking to
anybody and was convinced that nobody wanted to talk
to him. . . . He's very wary of being rejected; . . .
he's very wary of people. . . . He was terrified that
people wouldn't like him and also convinced that they
wouldn't.

Therapist A states that at the beginning of therapy
with the third least preferred patient, he was optimistic
that the work would be helpful because he viewed the patient

as less seriously psychologically disturbed. His optimism
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diminished quickly as the patient's defensive style of deny-
ing his difficulties pervaded their interaction. Therapist
A feels that all three least preferred patients showed little
ability to understand their difficulties in a psychodynamic
way. He describes the last mentioned patient's defensive
style and resistance to psychological thinking. He explains
that the major way this patient blocked psychological explora-
tion of his problems was to remove himself from social in-
volvement with others, which was a central area of difficulty
for him:
No difficulty is going to stop him, it's not going to
affect him even, is what his modus operandi was. . . .
The problems . . . don't really matter, they're just
minimized, they don't affect him really. . . . It was
an acknowledgement of certain problems in his 1life,
but no connection with the things that I thought were
connected with his problems . . . his family background,
his sense of himself. . . . When he came he was in-

volved in difficult and upsetting relationships . . .
and what he did was he seemed to get out of that arena.

+ « +» So for most of the time I saw him . . . he wasn't
active, and that's one way in which he protected him-
self. . . . Things got better for him but I think they

got better in the way that they went underground.
Therapist A gently attempted to talk with another

least preferred patient about his family in a psychological
way, hoping to ease the patient into considering his problems
from a psychodynamic viewpoint. The patient reacted bv feel-
ing that therapist A was being insulting and closed the door
to working psvchologically such that therapist A developed
little understanding of him:

I felt he was closing the door to working psycholog-

ically. . . . He shared one secret with me . . . he

very reluctantly told me. . . . I was very encouraged
by that. I thought, here we go, getting into his
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fantasies, and was very accepting of it, but it dried
up, never went anywhere. . . . I had very 1little
understanding of him, . . . he's a very angry person,
and I don't know what he's angry about.

Therapist A was hever certain whether the third least
preferred patient was unable to think psychologically or
whether he was deliberately concealing aspects of his life
from the therapist. He could not make a clear assessment of
this patient's capacity for psychological thinking because he
remained confused about the extent to which apparent naivete
was being used to resist becoming engaged in a therapeutic

alliance:

One of the things which unsettled me was, here we were
dealing with very basic things, almost as if he were a

very young adolescent; . . . on the other hand it would
occur to me that this was a very sophisticated person
in many respects. . . . I didn't know sometimes whether

he was putting me on, whether he was really as primitive
in his social relationships and as unsophisticated and

haive as he seemed to be. . . . Lots of things would
come out almost like he wasn't aware he was talking
about something significant. . . . I would almost by

accident, it seemed to me, pick them up.

When asked why he did not enjoy working with his
least preferred patients, therapist A's initial response is
to describe his sense that the patients strongly resisted
developing an alliance with him in which he could offer sup-
port and help them gain an understanding of their difficul-
ties. His feelings of dissatisfaction with the therapy work
were based primarily on his perception of being shut out and
pushed away by his least preferred patients.

Therapist A's first comments about his work with the
patient whose apparent naivete confused him reflect his sense

of lacking any firm footing in dealing with him. He felt
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that the patient would not allow him to develop a clear under-
standing of his behavior and psychological functioning. He
had a constant concern that this patient was concealing
aspects of his actual behavior as well as his inner experi-
ence, He feels he never developed any genuine contact and
exchange with the patient in which he had some control as a
participant in a dialogue:

[T didn't enjoy the work because of] . . . my confu-
sion about him and the uncertainty that I felt all the
way through about whether he was going to decompensate.
Never developed any sense of, I'd say certainty, that I
knew what was going on and that something crazy wasn't
going to happen. And I never felt sure that I would
know about it either, until it was pretty late. . . .

He kept a great distance from me; . . . I had a linger-
ing doubt all the time about whether . . . I was getting
the whole picture from him. . . . I wasn't sure that he
was telling me the truth about what he was doing. . . .
It was a matter of trust and embarrassment; . . . I
didn't know to what extent he had a hidden 1life.

In his first words about another least preferred patient,
therapist A describes the patient's enduring fear and resist-
ance to trusting him and exploring his difficulties with him:

I didn't like working with him because I didn't feel

very much of a relationship got established. He never

trusted me, and I don't think I did very much for him.

¢« » « He was virtually hand-delivered here; . . . he

had not been talking to anybody . . . so he came with

very little motivation. . . . We never really got

engaged . . . he would push me away . . . he volunteered

very little. I would have to pump him for everything.

These two least preferred patients exhibited their

resistance to becoming engaged with therapist A in a specific
concrete way. Therapist A states that they erected a barrier
to communicating with him openly by mumbling when they spoke.

He explains the way one least preferred patient shut him out

by mumbling as follows:
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There were large patches of it that were so mumbled,
so obscure that I would have to let it go. Because if
I stopped him and made him say the words in a way that
I could understand them . . . he would get annoyed.

« + «» I would just have to stay very alert. I would
often sit on the edge of my chair, practically with my
ear in his mouth.

The second least preferred patient kept therapist A perpetu-

ally confused and frustrated by mumbling when he spoke:
About the first five minutes of every session was spent
with him sort of smiling in a strange way, grunting,
giving me half sentences. They were the strangest
hours. . . . I felt like every session was the first
session. . . . He mumbled, spoke very fast, spoke with
his hand in front of his mouth. No amount of interpre-
tation could really alter that.

The third least preferred patient was not as mistrust-
ful of therapist A, but the therapy relationship remained
superficial and distant. The patient resisted thinking about
his difficulties in a psychodynamic way, because he was
frightened of giving up his defensive posture of being
"normal." Therapist A states that he could not accurately
assess the patient's feelings about him because he felt held
at a distance. His initial observations of his feelings of
least preference for the patient are as follows:

I have to say I didn't enjoy working with him because
I never found out what was going on. I never got on
track with him. My overall evaluation of it is that
he was very invested in being normal and in order to
get into a working relationship that position would
have to be threatened., And as I was conscious of

that I tried very hard to get him involved in the work
in a way that wouldn't threaten that position, but I

couldn't do it. . . . I don't think I became anybody
for him, nor he for me. . . . I kept waiting for him
to become engaged. . . . They were problems that

lacked the stuff, they lack the juice that I think was
there but never came into the relationship.

Despite his least preferred patients' resistance to
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engaging in a therapeutic alliance with him, therapist A ex-
pended great effort to support the patients' self-esteem and
to help them function in their daily lives. Therapist A
feels that the patients showed some behavioral gains in
response to his protective, supportive parental interaction
with them, but theilr lack of reciprocity led him to feel
frustrated and dissatisfied with the work. It seems that
therapist A felt that one least preferred patient needed a
surrogate parent to intervene in the world for him. He
assumed a very protective, nurturant role with this patient
that included "going out of role" of the therapist at times.
After feeling buoyved by progress made by the patient in his
daily functioning, he experienced painful personal disappoint-
ment when the patient suddenly left school. It appears that
he felt this was an ultimate re jection of his offer of sup-
port and sustenance:

I felt a warm kind of concern, a wish to step in and

sort of join him and go through his life with him for

a few weeks--guide him around, supplement him. . . .

The next step would have been for me to have gotten

into a relationship with his instructors and to sort

of shepherd him through every course. . . . The leaving

school came out of nowhere; . . . he rejected my offer

of help in the relationship. . . . I felt that I tried

hard and that he didn‘'t even appreciate any of the

efforts., . . . His fear of exposing himself . . . was

so great, and that nothing I could do . . . was able

to diminish that sufficiently for him to take advantage

of help that was available. . . . I felt frustrated,

angry, resentful, sorry for him, humbled . . . I was

depressed.

Therapist A provided another least preferred patient

with supportive help in his daily functioning that resulted

in some behavioral improvement, although there were frequent
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regressions. Toward the end of their work together therapist
A felt that the patient was in a decline in which he began
withdrawing in anticipation of ending therapy. Therapist A's
experience of serving in a parental role with this patient is
revealed when he speaks of finding it hard to like him be-
cause he felt responsible for his welfare:

I found myself 1liking him at times, but it was very

much interfered with by my sense that if he went bad,

I knew I was going to feel very responsible, because

I was the only potential, that I could see, source of

intruding on that. . . . It was as if he was a

potential source of alot of pain for me; . . . I'm

very worried about him now.

Therapist A also feels that the third least preferred
patient derived some supportive help in dealing with concrete
issues in his 1life. He acted in the role of the benevolent
parent he felt this patient needed but lacked. Nonetheless
he felt dissatisfied, frustrated, and bored by his interac-
tion with this patient because of the patient's unwillingness
to explore his difficulties in a psychological way:

A good part of the time was spent in figuring out . . .
how to free himself from his family, how to conduct him-
self . . . with his friends . . . where to live. . . .
He's somebody I felt dissatisfied working with, and yet
also felt got something out of it. . . . I felt bored
alot of the time . . . it didn't come alive and that

was frustrating until I settled down and just allowed

it to be largely an intellectual process. . . . I still
felt not all that interested in his problems as they
were presented and talked about.

Therapist A describes a dilemma in which he felt
trapped in the work with each least preferred patient. He
had the wish to confront the patients with their resistance

to becoming engaged with him in a more trusting and psycho-

logically open way. He refrained from doing so because he
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feared that the patients were too fragile and would have fled
from therapy if he challenged them to make the therapy rela-
tionship a more open, psychologically intense experience.
Therapist A describes the therapeutic strategy he wished he
could use with one least preferred patient:
If I had it to do over again, I would do alot of very
direct interpretation. . . . I would talk about the
degree to which he's angry and how he comes in in a
fight stance. . . . I wouldn't try to hold him, help
him through, hold the line. . . . I would have taken
that shot . . . he might have run. . . . I think he
would have been terrified of the positive feelings
much more so than the fight.
In describing the dilemma he faced over whether to confront
another least preferred patient with his resistance to en-
gaging in a therapeutic alliance, therapist 2 expresses his
fear that a confrontation would drive the patient away:
The question I always had . . . was should I really
let him know just how unsure I was that I knew what
was going on, and possibly drive him away. In other
words, demand alot more from him--or hang in there,
ride it out, do the best I could. . . . I made little
efforts here and there and watched his reaction, and
never felt that he was about to open up.

Therapist A felt that if he interpreted the third
least preferred patient's avoidance of certain situations in
which he experienced difficulties as resistance, he would be
advocating the reactivation of painful feelings produced by
these situations. He found that an untenable position to
take because the patient viewed his own behavior as progress
and improvement :

His becoming less desperate was a desirable thing, so
I was in the untenable position of advocating the

return of something he saw as desirable to let go. . . .
I couldn't work with it; . . . the avoidance behavior
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couldn't be interpreted as a defense against the
work.

Some of therapist A's frustrations about his work
with least preferred patients resulted from his sense that
he could not implement a confrontation which might have pro-
duced a more meaningful therapeutic engagement. In order to
avoid risking that the patients would flee from therapy, he
chose to work with them in a way which brought him little
satisfaction about the quality of the therapy relationship
and its outcome.

Therapist A rating results:
most preferred patients

Therapist A's range of summed scores for most pre-
ferred patients was 3-14 and his range for leas* preferred
patients was 4-14 (see tables 1 and 2). His full range of
3-14 has been divided into three parts. Summed scores from
3-6 are his High summed scores. Scores from 7-10 are Moder-
ate summed scores and scores from 11-14 are Low summed scores.
Therapist A's modal group for most preferred patients is the
Moderate one containing 10 items (see table 1). There are
6 High items and 4 Low items. Since the modal group for
the other three therapists was the High one for most pre-
ferred patients, therapist A assessed his patients in a less
favorable manner.

Therapist A's summed scores indicate that his most
preferred patients were felt to be seriously psychologically
disturbed and were felt to show High initial resistance to

therapy and Low initial psychological thinking. They were
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TABLE 1
THERAPIST A: SUMMED RATING SCORES
FOR MOST PREFERRED PATIENTS
Rating questions Scores

High scores (3-6)

Patient attitudes .« + + « « &+ o o o « + o « o 5
Therapist empathy « + ¢« « ¢« ¢ &+ « o o s &« o 5
Challenge felt « & + « ¢ ¢ o « o o o s o o 4
Liking for patient .+ o+ « o« o o « o o o o o 3
Therapist competence . « + o + o « s o o o 5
Behavioral improvement .« « « « « o« o &+ & o« 6

Moderate scores (7-10)

Patient involvement . . « « s o o o o & & o 7
Therapist understanding « « « « + « o ¢ o o« & 7
Personal identification . .« « « « + o & o+ « & 9
Therapist involvement . « + ¢ & + + o o « o« & 7
Initial optimism .+ + ¢ & & o o & o o o & « & 9
Therapist €ffort « « o o o o o o o s o o s 8
Mutual collaboration . . + ¢ « « &+ & & & + . 8
Feelings emphasized . + v « « + o o« o o & o 7
Understanding emphasized . . + + « « + + » . 10
Insight attained . . + ¢ « « ¢ o« & o o« &+ o 8

Low scores (11-14)

Psychopathology +« « &+ « & o « o o o ¢ s o+ o« « 11
Psychological thinking .« « + + + ¢ ¢« « « + o 14
Initial resistance . . +« + & & & &« & + « + o+ 13

Similar backgrounds . . « « + « o o o« o« o« o o 12



~90~
TABLE 2

THERAPIST A: SUMMED RATING SCORES
FOR LEAST PREFERRED PATIENTS

Rating questions Scores

High scores (3-6)

Challenge felt .« ¢ « ¢« ¢« ¢ & & & o « o o o & 4
Therapist effort « « + s o « s s s o s o« o 6

Moderate scores (7-10)

Patient attitudes . .« + « « + + ¢« « o« . 10
Therapist empathy « ¢« ¢ ¢« « « o s « o « o 10
Liking for patient .« . « « ¢ & v « o o & 4 8
Initial optimism o v « &+ o o & o o ¢ « o o 8
Therapist competence . . « « « « o « o« &+ o« 10
Understanding emphasized « +« « o ¢ o o o & 8
Behavioral improvement . . « + « &+ « « o« &+ 10

Low scores (11-14)

Psychopatholody « v o + o ¢ ¢ o ¢ o o o« » o 12
Psychological thinking . « + + « o s s & & o 14
Initial resistance . « « ¢ &« o o o & o o+ & 13
Patient involvement . « + 4+ o o & « o & o 11
Therapist understanding . « « « « & o &« o & 11
Personal identification . + « « + « « & & 12
Similar backgrounds « .« ¢ « o + ¢ « o & o 12
Therapist involvement . . . « +« « & + « + & 11
Mutual collaboration + + + « & « ¢« o« & o + 11
Feelings emphasized .+ + + « « o« o o o &+ « & 13

Insight attained . . . . ¢ 4+ +v « + &« « + « 13
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felt to develop a Moderate degree of involvement in the
therapy process and a Moderate degree of insight into their
difficulties. Therapist A feels that they exhibited Highly
positive attitudes toward him and that they showed a High
degree of behavioral improvement. The ratings suggest that
the therapy with these patients was not primarily psycho-
dynamically-oriented, since the patients were viewed as
developing less insight than behavioral improvement, and
since there was felt to be only Moderate collaboration be-
tween patlent and therapist in examining feelings and striv-
ing for intellectual understanding of difficulties.
Therapist A felt Highly empathic with the patients,
liked them to a High degree, felt Highly challenged by the
work, and felt Highly competent. At the same time he experi-
enced only Moderate involvement in the therapy and Moderate
initial optimism about its outcome. He expended a Moderate
degree of effort in the work, felt Moderately personally
identified with the patients, and felt that he developed a
Moderate degree of understanding of them. He feels that
his own background was Low in similarity to that of his most
preferred patients.

Therapist A rating results:
least preferred patients

Therapist A's modal group for least preferred pa-
tients is the Low one containing 11 items (see table 2),
There were 7 Moderate items and 2 High items. The rating

data suggest that as was the case with most preferred
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patients, the therapy work with least preferred patients was
not psychodynamically-oriented. Although there was a Moder-
ate degree of emphasis upon intellectual understanding, there
was Low emphasis upon examining feelings. Least preferred
patients were felt to show a Low degree of collaboration in
the therapy work, were felt to develop a Low level of insight,
and were viewed as showing only Moderate behavioral improve-
ment. The patients were seen as seriously psychologically
disturbed and as exhibiting a Low degree of initial psycho-
logical thinking, High initial resistance to therapy, and Low
involvement in the therapy process, despite their Moderately
positive attitudes toward the therapist. Therapist A also
felt a Low degree of involvement in the therapy work with
these patients, felt a Low degree of identification with
them, saw his background as dissimilar to that of the patients,
and felt that his degree of understanding of them was Low as
well. Nonetheless therapist A felt Moderate 1liking and em-
pathy for least preferred patients, experienced a Moderate
sense of competence in the work, and was Moderately initially
optimistic about its outcome. He also found the therapy with
least preferred patients Highly challenging, and he expended
a High degree of effort in the work.

Areas of i1inconsistencv between
ratings and interview material

When therapist A's ratings are compared with the
interview material, several areas of inconsistency emerge.

One area of discrepancy resulted from combining rating scores
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for individual patients into a summed score for the most pre-
ferred or least preferred patient group. Certain individual
dif ferences among patients that are clear in the interview
descriptions and in the individual ratings were obscured by
summing the ratings. In the interviews therapist A charac-
terizes <ne lezast preferred patient as only Moderately psy-
chologically disturbed in comparison with the other patients.
The individual rating score for the patient shows this dif-
ference as well (see table 3). Yet the summed score for
the least preferred patient group indicates that the group
showed a High degree of psychological disturbance.

On two other items therapist A's Moderate summed
scores also seem inconsistent with his interview comments.
He rates his understanding of most preferred patients as
Moderate, but in the interviews he tends to elaborate upon
the limitations of his understanding. He also rates most
preferred patients as developing a Moderate degree of insight,
but his interview observations indicate that two of the pa-
tients attained little insight into their problems.

Another area of discrepancy involves therapist A's
Low rating of his degree of involvement in the therapy with
least preferred patients. This rating appears inconsistent
with other ratings in which he indicates he felt Highly
challenged and expended a High level of effort in the work
with the patients. The Low involvement rating is also in-
consistent with therapist A's interview comments that he

felt frustration, anger, resentment, and depression in the
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TABLE 3

THERAPIST A: INDIVIDUAL RATING SCORES FOR MOST PREFERRED
AND LEAST PREFERRED PATTIENTS

Rating questions MP1 MP2 MP3 LP1 LP2 LP3
Psychopathology « + + « « 2 2 3 1 4 1
Psychological thinking . 5 4 5 5 4 5
Initial resistance . . . 1 2 2 1 2 2
Patient attitudes . . . . 1 2 2 4 3 3
Patient involvement . . . 3 2 2 4 4 3
Therapist empathy . . . . 2 2 1 3 3 4
Therapist understanding . 2 2 3 5 2 4
Challenge felt . . . . . 1 2 1 1 2 1
Personal identification . 4 3 2 5 3 4
Similar backgrounds . . . 4 4 4 5 3 4
Liking for patient . . . 1 1 1 3 2 3
Therapist involvement . . 3 2 2 3 4 4
Initial optimism . . .« . 4 3 2 2 2 4
Therapist competence . . 2 2 1 3 3 4
Therapist effort . . . . 3 2 3 1 3 2
Mutual collaboration . . 3 3 2 5 3 3
Feelings emphasized . . . 2 2 3 5 4 4
Understanding emphasized 3 3 4 4 2 2
Insight attained ., . . . 3 3 2 5 4 4

Behavioral improvement ., 1 2 3 4 3 3
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work with the patients, and that he went out of his therapist
role in his attempts to help them. These comments suggest
his high degree of emotional involvement with the patients.
There is also evidence in the interview material that the
rating item assessing patients' initial resistance to therapy
is inadequately defined. Therapist A uses two different in-
terpretations of the term, and his ratings seem of limited
value for this reason. In the interviews he indicates that
some patients were initially resistant in the sense of feel-
ing mistrustful of the therapist and of being reluctant to
talk candidly with him about their problems. Other patients
were felt to show greater trust in therapist A, but they were
initially resistant to thinking about their problems psycho-
dynamically because they feared the painful feelings they
might experience as a result,

Therapist B: Most Preferred
and Least Preferred Patients

Patient caseload from which
cases were selected

During the working year at the university, therapist
B saw a total of 11 patients for 13 or more sessions, the
criterion for inclusion in the study.

Description of patients
selected by therapist B

After rating the 11 patients on the degree to which
the therapist Enjoyed the work and felt that the therapy was
Helpful, therapist B selected 3 most preferred and 3 least

preferred patients he wished to discuss in the interviews.
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He rated 2 most preferred patients 1 on both En joyment and
Helpfulness dimensions. The third patient was rated 3 on
the En joyment dimension and 2 on the Helpfulness dimension.
One least preferred patient was rated 5 on both En joyment
and Helpfulness scales, and another was rated 4 on both
scales., The third least preferred patient was rated 4 on
the En joyment scale and 2 on the Helpfulness scale.

The mean age for most preferred patients was 23.3 and
the mean age for least preferred patients was 21.6. Under-
graduates and graduate students were represented in both most
and least preferred groups. During the year of the study the
mean number of therapy sessions was 17 for the most preferred
group and 18.6 for the least preferred group. One most pre-
ferred patient and two least preferred patients had been
seen previously by therapist B. Two most preferred patients
had previous therapy with another therapist. Therapist B
viewed one patient's previous therapy experience positively
and the other's negatively. One least preferred patient had
a previous negative therapy experience.

Therapist B characterized the reasons for seeking
therapy differently for most preferred and least preferred
groups. The most preferred patients were described as
seeking therapy for personal identity conflicts or for con-
flicts involving relationships with loved ones. The least
preferred patients were seen as coming for therapy because
they had difficulties forming social relationships and felt

socially isolated, or because they were generally seriously
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disturbed. Therapist B tended to characterize both groups
as having symptoms of depression.

There were important differences between the two
groups with respect to therapist B's description of how the
therapy ended. The most preferred patients were planning to
continue therapy privately elsewhere as a result of their
positive therapy experience working with therapist B. The
therapy with two least preferred patients ended when the
patients failed to appear for appointments without dis-
cussing with therapist B their intention to discontinue
therapy. Therapist B felt that the third least preferred
patient would need to continue therapy with him the following
year.

Therapist B interviews:
most preferred patients

When he was asked why he found the therapy work with
MP3 particularly satisfying, therapist B said, "What you have
to offer is what the person can use . . . giving me a feeling
that he felt this was a useful process for him, . ., ." In
describing why he was not satisfied with the work with LP2
he referred to "the fascinating dilemma of patient expecta-
tions and therapist expectations.”" The key to understanding
what makes certain patients most preferred by therapist B
lies in his definition of his own preferred role and that of
the patient in the therapy relationship. The interview
material and rating results indicate that therapist B prefers

psychoanalytically-oriented therapy work. He places the
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highest premium on coming to understand the patient in a
psychodynamic way and on the patient's development of insight
into his thoughts, feelings, and behavior.

Within the general definition of most preferring
patients whom he can engage in an insight-oriented therapy
relationship, therapist B's descriptions of most preferred
patients reveal aspects of his preferences which are particu-
lar to him in a personal way. Therapist B conceives of
therapy as an active, strenuous, productive process. He
habitually uses the word "work" to describe the therapy pro-
cess with most preferred patients. He also tends to employ
the word "struggle" to describe most preferred patients'
involvement in therapy and their strivings to achieve insight.

Therapist B's primary role requirement for most pre-
ferred patients is that they show high motivation and ability
to think about their difficulties in a psychodynamic way.

His sense of engagement and empathy with most preferred pa-
tients involves viewing them as hard workers who have the
courage to struggle to understand themselves and to implement
their understanding productively. He says of MP2:
I had alot of empathy for him because I felt that he
was a man in pain, who has developed a characteristic
defensive style to ward off some of it, and who at the
same time had, I felt, a certain courage and willing-

ness to uncover his own self-deceptions as best he
could, And I could empathize with some of his dilemmas

and some of his struggles. . . . I admired his work

ability . . . I admired his spunkiness, in a way, and
his tenacity in the face of alot of sadness . . . but
worked hard . . . I admired that.

When asked why he found the therapy work with MP3 particu-

larly satisfying, therapist B replies:
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His thinking psychologically, his willingness to push
and get in touch with his feelings . . . trying to make
sense of things. . . . So that I think he made prog-
ress and certainly sees therapy as a very useful tool
for him and can use it productively. . . . 1It's his
working capacity, it was his bringing in dreams and
his working with dreams.

Therapist B also describes his en joyment of the work with

MP1:
He was very psychologically oriented. He was highly
motivated, was able to work, to bring in dreams, fan-
tasies. He worked in the transference . . . he was
highly motivated.

In defining the nature of the therapy relationship
with most preferred patients, therapist B emphasizes that he
and the patient are co-equals who share the work task of psy-
chological exploration of thoughts, feelings, dreams, and
behavior. He stresses the active self-sufficiency of most
preferred patients in their work relationship with him. In
the pilot study therapist B stated that he did not prefer
acting as a supportive therapist because "you have to use
more of your person." In his descriptions of most preferred
patients he reiterates that he has an aversion to working
with patients who are passive, needy, and dependent upon him.
He feels that his work competence entails his freedom to work
creatively at understanding the patients' psychodynamics, un-
hampered by demands that he sustain them in a supportive way.
He refers to "our work" and "our commitment" in discussing
his relationship with most preferred patients. His use of
the plural reflects therapist B's sense of comradeship with

these patients as they struggle together as self-reliant

co-equals sharing the therapy work task. He articulates
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these issues in discussing his reasons for en joying the work
with one of his most preferred patients:

e« « « I think I understand something about him, which

helps. I mean I don't have enormous feelings of being
helpless and overwhelmed and confused when I'm working
with him. . . . There's a good feeling, an unspoken

feeling that exists between the two of us, in terms of
our commitment, and he takes it seriously and I take it
seriously. . . . I have felt my ownh competence in
working with him and he has felt his own competence in

a way. . «+ » He sees it pretty much as a work relation-
ship; . . . he's a very self-reliant person. . . .
There's a mutuality in the work together, that he does
his bit and I do mine; . . . so that he's holding up his
end in a way and that I feel freer to work and more
creative. I don't feel that I've got to do something
for him. That's relevant to me, I think, as a therapist.

He compares his feeling of competence in sharing the
psychological work with this self-reliant patient to his re-
action to patients who are passive, needy, and dependent.
Such patients' expectations that he provide them with solu-
tions to their difficulties arouse unrealistic rescue fan-
tasies in him, accompanied by feelings of incompetence:

«+ » « he doesn't drag at me for the answers, he doesn't
make me feel like I have to do something miraculous to
save him. . . . [These issues] say something about me
as a therapist. . . . There's something about him in
which he doesn't lay back and expect that the answers
will come from me . . . which doesn't make me feel
useless and helpless and arousing rescue wishes that
I've got to do something to save this guy. Which I
know I can't do, which always throws me into conflict
about work with somebody.

Therapist B describes most preferred patients as in-
dividuals who are able to internalize the process of psycho-
logical self-exploration and work with the transference
feelings the therapist's role evokes rather than needing

him to sustain them in a supportive way. He emphasizes

that these self-reliant patients become highly involved in
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the therapy process and find the analytic process useful.
He downplays the patients' dependence upon him in reiterating
that they are engaged in the analytic process in their on-
going 1lives outside of the therapy relationship with him.
He comments about this in discussing why he en joyed working
with MP1:

He was trying to make use of what he learned in therapy,
outside, in order to try and change some things. So it
was as if something was happening inside that he was
trying to make use of outside. . . . The work became
not only sort of in the hour, but it moved him to begin
to open up his relationship with X.

Therapist B describes the evolution of his relationship with
MP3 from passive dependence upon the therapist to active self-
sufficient collaboration as follows:

I do have trouble in that area in which someone comes
in and says, "Hi, I don't khow--things are messed up.
What can you do for me?" He did that initially. . . .
He shifted at that point from someone who was just in

a morass that he couldn't understand to someone who
began to try to understand what was going onj; . . .
that made me feel then that I was working with somebody
rather than someone simply presenting himself to me and
saying, "Do something. . . ." So that therapy became a
central part of his life. Even if he was only comihg
once a week he was using it during the week. I think

I find that a rewarding personal experience. . . . His
really thinking about things between sessions that made
me feel he was really engaged in the process and that
we were having a meaningful relationship. . . . He'd
go deeper into his own images and his own thoughts and
his own feelings outside of the hour to see where it

would take him ., . . and then he would come in with
the feeling, and there'd be alot of work around the
feeling,

Therapist B spends much of the interview time talking
about the insights he and most preferred patients developed
into the psychodynamic meaning of the patients® difficulties

and the ways in which the patients implemented these insights
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in beginning to make changes in their 1lives. From his vivid
and detailed descriptions of the psychological material it
seems that an important aspect of his preference for these
patients was that their difficulties were rich, complex, and
highly psychodynamically interesting to him.
He explains that in the work with MP2 the develop-

ment of insight involved both intellectual understanding and

exploring feelings:

« + » there was a combination of how he felt about
things, how he experienced things, and at the same

time an attempt to figure out and to link and to
understand. I mean I think that's what made it good,
that it wasn't purely intellect and it wasn't purely
catharsis. . . . There's been an engagement, a kind

of direct engagement, and I find myself absorbed in the
hours, and involved in what he's telling me, and listen-
ing intensively.

Therapist B devotes most of the interview on MPl to
describing the understanding he formulated about the patient's
family dynamics and the way in which the patient's developing

insight helped him to change his family relationships in sig-

nificant ways:

. . . what surfaced around that situation was the
enormous anger that he had never experienced before
about X keeping him away from Y. . . . In a sense he
discovered his relationship with Y. . . . He began
to see that he had alot of rage at X and was also
terribly frightened. . . . He was able to integrate
both X and Y into his 1ife in a much more meaningful

way.

Therapist B also feels that MP3 made important strides
in improving his family relationships as a result of the in-
sight he developed into ambivalent feelings and distant

feelings he experienced about his family. Therapist B

ascribes the patient's recovery from serious feelings of
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depression to his success at working through these issues:

. . . we made alot of progress on his relationship

with X . . . and then got into his feelings about
X. « « . And then also began to get into feelings
about Y . . . some ambivalent feelings. . . . He
began to have dreams . . . and all in all his depres-

sion and despair lifted. He was much more active and
vital and alive.

Therapist B feels that he did not develop a high
degree of psychodynamic understanding of all of his most pre-
ferred patients' conflicts, but he felt highly challenged to
grapple with the psychological puzzles they presented. It
seems that therapist B may have been particularly attracted
to and involved with these patients because they so strongly
stimulated his psychological curiosity and wish to understand
their difficulties, His high motivation is evident in his
reply to a question about the degree of effort he expended in
the work with one of them:

. . [I worked] hard in the sense of trying always as
much as I can to be there, to listen carefully, to
listen for nuances, to ralse issues that were difficult,
to stretch myself hard in that way.

In relation to another most preferred patient, he
states that he felt highly challenged to understand the pa-
tient's conflicts but that he achieved only a limited degree
of psychodynamic understanding:

I thought he was a challenge, particularly in that
area--I was working hard to try to get to what was

going on around the . . . identity issue. . . . T
never really got to the point where I felt I had a
firm grasp; . . . that was the one area where my

understanding was intellectual and textbookish,
rather than having come from him,

Therapist B also found it highly challenging to

grapple with the psychological meanings of a third most
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preferred patient's difficulties:
I felt challenged by the situation, and challenged by
trying to get him to get in touch with more feelings
and to broaden his understanding of what was going on.
He activated my interest. . . . The thing that puzzles
me most about him is his [core conflict]. . . . I was
never clear about his own development [with respect to
that]. . . . Dynamically, I couldn't see it quite
clearly.

Therapist B views the psychological problems of his
most preferred patients as moderately serious in nature. He
feels that despite their moderate psychopathology they were
able to function well in areas of their lives which did not
involve their focal problems. He describes the degree of
psychopathology shown by one most preferred patient as
follows:

+ + » developmentally he was retarded; . . . there was
like a split off part of himself . . . but outside of
that he functioned quite well.

He views the psychological difficulties of another
most preferred patient in a similar manner:

« « +» he really has much more of a characterological
prroblem, but he's able to work effectively and he's
able to love moderately effectively and he is sympto-
matic on occasion.

Therapist B feels that in relation to the high degree
of insight into their difficulties which his most preferred
patients developed, they made only moderate behavioral gains.
He did not view his therapy work as complete with any of the
most preferred patients. Each patient was described as be-
coming highly involved in the analytic process during the

course of his work with therapist B and as demonstrating his

commitment to therapy by making plans to continue therapy



-105-
privately. Therapist B expresses feelings of satisfaction
that his work with these patients culminated in their deci-
sions to pursue further therapy in other settings.

Therapist B interviews: least
preferred patients

Therapist B felt satisfied in the therapy work with
most preferred patients because they found what he had to
of fer them useful. His least preferred patients re ject the
kind of therapy relationship he offers them, wanting some-
thing more or something different. These least preferred
patients do not find helpful and useful the kind of therapy
relationship which he prefers to establish with patients.

In the interviews therapist B describes the "fascinating
dilemmas".which emanate from the discrepancies between least
preferred patients' expectations of therapy and his own.

In his discussion of most preferred patients thera-
pist B outlines the model of the kind of therapy work rela-
tionship he prefers. The interview material and rating
results for least preferred patients are discrepant with this
model, One major way in which least preferred patients dif-
fer from the most preferred model is that therapist B viewed
them as showing little ability to think about their diffi-
culties in a psychological way. Although one least preferred
patient developed some degree of psychological-mindedness
during the course of therapy, the other two patients were
felt to continue to show a lack of psychological thinking

ability. Therapist B describes one of these patients as
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lacking the basic understanding that therapy involves psycho-
logical self-examination on the patient's part:

My initial reaction to him is I didn't think that he

was a good candidate for insight therapy; . . . he
wasn't psychologically oriented, he wanted somebody to
help him. . . . He had the feeling that if he came
long enough, I'd give him the answers. . . . He
couldn't get really far into his feelings; . . . I may

have had more insight into him than he had into himself.
« « » I figured things out and told them to him. And
he sort of nodded his head, but I don't think that he
really was figuring anything out.

Therapist B feels that another least preferred patient
had profound developmental difficulties which placed his diag-
nosis in the borderline category. He viewed the patient's
serious psychopathology as greatly limiting his ability to
think psychologically:

He knows very little about his own wants. He can't
really perceive his own inner states. He can't tell
what his likes and dislikes are, and he's very diffuse
and amorphous. . . . His feeling states--they're a
jumble; . . . I try to get him to clarify what he is
saying. And he gets more frustrated and feels he's
disappointing me.

Therapist B viewed the psychological difficulties of
his least preferred patients as more serious in nature than
those of his most preferred patients., He feels that the
borderline patient was among the most disturbed individuals
with whom he has worked. He found the general functioning
of another least preferred patient to be impaired, although

he was not as seriously disturbed:

At first I thought he might be borderline; . . . the
intensity of his feelings . . . depression . . . made
me worry. . . . I thought he might be schizoid, and
I think as time went on I felt that he was not as
seriously disturbed. . . . I'd say he was a kind of
mixed neurotic character with hysterical and obses-
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sional characteristics.
He assesses the third least preferred patiént's psychological
difficulties as follows:

I think he was a terribly anal, insecure person who

was very passive-aggressive--very very angry . . .

and couldn't act on any of it. Would hold everything

in; . . . he got depressed. . . . He was primarily

socially inadequate,

Therapist B describes his least preferred patients
as unable to function as self-sufficient, independent co-
equals in a psychological work relationship. He emphasizes
that these patients brought to the therapy relationship in-
tense needy-dependent and/or angry-demanding feelings. His
descriptions of these patients contain oral images which
make clear that he was personally affected by his perception
of the intensity of the dependent longings and angry demands
of the patients. Rather than viewing the patients as moti-
vated to collaborate with him in a psychological work rela-
tionship, he tended to experience them as wanting to merge
personal boundaries by eating him or being fed by him.

At the very beginning of the interview about each
least preferred patient, therapist B describes feeling in
conflict with the patient because the kind of therapy rela-
tionship he was prepared to offer was not what the patient
wanted. He experienced each least preferred patient as
either demanding or needing to become dependent upon him in
ways that violated the boundaries of his preferred analytic
role and his once-a-week therapy work schedule., He conse-

quently expresses the wish not to work with each least
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preferred patient from the very outset.

Therapist B viewed one least preferred patient as a
passive-aggressive individual who expected the psychological
work to be done for him by the therapist. Therapist B feels
that this patient wanted him to become a supportive and
directive therapist rather than a therapist who engages the
patient in psychodynamic exploration of his problems. He
said that he "tried to get rid of" the patient early in the
relationship:

Working with him made me feel as if I were a dentist.
He's a very passive-aggressive person who . . . had
very few social relationships. . . . Sort of sat him-
self down, could hardly speak. . . . His notion of
therapy is that he would sit quietly waiting for me

to feed him . . . and no matter what I'd give him, he'd
spit it out. . . . And so I'd be energizing myself
trying to £i1ll1l him up; . . . I'm no good at that kind
of stuff.

Therapist B explains that he tried to persuade arother
least preferred patient to pursue private therapy because he
felt he was too disturbed to be seen in a university setting
on a weekly basis. The patient did not want to follow this
recommendation and therapist B backed down, sensing that the
patient would feel rejected if he refused to work with him.
It seems that he experienced the patient's refusal to pursue
private therapy as an indirect demand that he take care of
him. Therapist B felt that the therapy work would have to
be mainly supportive because of the patient's degree of dis-
turbance:

He came to have his needs met and his dependencyv needs

met, . . . We've worked on his passive approach to
things; . . . he won't do it for himself--I have to do
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it. He'll talk, but it will just go all over the
place. He won't make any effort to focus. . . . I
should not have seen him initially . . . my own in-
ability to reject him. . . . It feels like a rejec-
tion and a pushing out . . . and I think I'm probably
very conflicted, knowing I should see him two or

three times a week and not wanting to. . . . I'm not
prepared in this setting to get into that kind of total
involvement with him.

Therapist B states that the third least preferred

patient wanted to be seen two or three times a week in a
sort of "total therapy experience" and was enraged that the
therapist would only see him once weekly. Therapist B was
unwilling to become deeply involved with the patient because
he wasn't clear about his degree of disturbance. His angry
demandingness suggested that he might regress, making once
a week therapy inadequate treatment and raising the possi-
bility that supportive intervention might be needed:

He came in really Jdepressed and down, crying. . . .

He would weep and sob during the hours at the begin-

ning. And scream at me for being so dispassionate.

I did keep him at a distance, partly out of my own

anxiety. . . . I was afraid that he would regress

and get very much involved with me and have no other

relationships, and it would become a very intensive

therapy, that I'd have to see him more than once a

week., . . . At the beginning I felt that he was

going to gobble me up. He had no contact with any-

body for a long time. . . . I used to feel used up

at the end of the hour. I had to fill up so much

for him, and I was trying. . . . There was a very

quick transference to me as a kind of ungiving, un-

vielding parent.

In discussing his most preferred patients therapist

B states that he experiences unrealistic, conflictual rescue
fantasies in response to patients who expect him to provide

solutions to their problems. He describes rescue fantasies

which two of his least preferred patients aroused in him,
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throwing him into conflict about whether to succumb to the
patients' demands. In contrast to his description of most
preferred patients' internal struggles to understand them-
selves, is his reiteration of the "struggle" and "conflict"
which least preferred patients stimulated in him. He suc-
cumbed to his rescue fantasies and attempted to meet the
patients' expectations in ways which deviated from his pre-
ferred analytic role. Therapist B feels dissatisfied with
the therapy work as it proceeded, because he was not able
to overcome the patients' resistance to collaborating with
him in psychodynamic exploration of their difficulties. He
describes his attempt to "feed" LP1 the answers to his prob-
lems as falling into a trap:
There was a certain threat for me in that it touches
off in me my wish to save him and rescue him, and at
the same time knowing that's foolhardy. . . . And of
course when you fall into the trap of telling him what
to do, it wasn't any good, and it wasn't useful. . . .
He never really saw much value to the whole thing,
. « « he really blocked me and himself at every turn.
Nothing was good enough; . . . no matter what I'd give
him he'd spit it out. . . . Even though he said he
wanted to change, there really wasn't very much he
was going to do about it. So I found it very, very
frustrating. . . . I felt I understood him, but I
didn't feel competent in being able to get him in a
working alliance with me.

Therapist B was in conflict about his work with LP2
because he struggled to overcome the patient's resistance
to exploring his difficulties psychodynamically, and at the
same time he resisted intense psychological engagement with
the patient because he feared his regressive potential.

Therapist B felt that if he encouraged intensive psycholog-

ical engagement with the patient, LP2 would become too needy
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and dependent upon him. His two conflicting modes of action
resulted from therapist B's decision to work with LP2, whom
he viewed as inappropriate to treat within the boundaries

of his preferred analytic role:

I tried to get him to go into private therapy, which
he didn't want to do, and I led into one of my rescue

fantasies, unfortunately. . . . He holds back a great
deal, and tells me that; . . . he was always struggling
not to get into therapy. . . . I'm in conflict about

knowing that more intensive treatment could be useful
and yet being fearful myself of wading in all that

deeply. . . . I think I have been burdened by my own
anxiety in this situation in not wanting to invite
that regressive potential. . . . I think probably a

much more intensive transference relationship has to
develop, which on a once a week basis can't, and which
I don't invite. . . . If only I could be satisfied
with acting as an anchor for him . . . if I could come
to that position I probably could be happier with the
treatment because I think I am a stabilizing force in
his 1life. But I'm very critical of myself in my work
with him.

The third least preferred patient emphatically de-
manded that therapist B engage with him in intensive psycho-
logical exploration of his problems. Therapist B felt con-
flicted because he thought the patient could benefit from
intensive therapy, but he also feared that the patient might
regress to a state of extreme neediness and dependency upon
him. He did not give in to the patient's demands to be
seen more than once a week, but he felt dissatisfied with
the therapy work. He viewed his own resistance to intense
psychological engagement with the patient as 1limiting the
extent to which the patient was able to make therapeutic
progress t

He was very demanding that he needed something much

more intensive than I felt I was willing to give.
. + « There were alot of conflicts in me--feeling
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T should see him as often as possible; . . . at
times I thought maybe I felt guilty because he
really needed more therapy and I wasn't giving it
to him. . . . He wanted a much more volatile kind
of psychotherapy. . . . I think I was dissatisfied
because I was aware that alot of intensity had been
drained off the therapy and that I had been in-
volved with that; . . . I did keep him at a dis-
tance.

During the course of his discussion of this patient,
therapist B mentions several times that his primary source
of dissatisfaction with the work was that the patient
abruptly stopped coming without discussing his decision to
terminate therapy. It seems that therapist B felt that the
patient's abrupt termination indicated his resistance to
collaborating with the therapist in the kind of therapy
relationship he was offering.

Therapist B feels that his least preferred patients
attained 1little insight because he was unsuccessful in over-
coming their resistance to collaborating with him in psycho-
logical exploration of their difficulties. In addition, he
views them as showing limited behavioral improvement. He
states that LP1 made no improvement of which he was aware.
He explains that although LP2 seemed less depressed in a
global way, little real growth and change occurred in the
therapy. He feels that LP3's depression lifted in reaction
to disengagement from the therapy because the relationship
with the therapist was not gratifying. Therapist B viewed
this change as indicating that the patient was acting out

a character issue. Therapist B concludes that his work

with least preferred patients was "very challenging and
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extremely frustrating." He states that he worked '"the hard-
est" with these patients and that his efforts had a "Sisy-

phus" quality to them.

Therapist B rating results:
most preferred patients

Therapist B's range of summed scores for most pre-
ferred patients was 3-11 and his range for least preferred
patients was 3-12 (see tables 4 and 5). His full range of
3-12 has been divided into three parts. Summed scores from
3-5 are his High summed scores. Scores from 6-9 are Moder-
ate summed scores and scores from 10-12 are Low Scores.
Therapist B's modal group for most preferred patients is
the High one containing 11 items (see table 4). There are
8 Moderate items and only one Low item.

The ratings reveal that in the therapy with most pre-
ferred patients there was a High degree of mutual collabora-
tion between patient and therapist resulting in attainment
of High levels of intellectual understanding and insight
about feelings. Therapist B experienced himself and most
preferred patients as Highly involved in the therapy process.
He found the work Highly challenging, expended a High degree
of effort, felt Highly competent, and felt a High degree of
empathy and liking for the patients.

Therapist B felt that most preferred patients showed
a Moderate degree of behavioral improvement. He viewed the
patients as showing Moderately positive attitudes toward
the therapist, Moderate initial psychological thinking, as

well as a Moderate degree of psychopathology and initial
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TABLE 4
THERAPIST B: SUMMED RATING SCORES
FOR MOST PREFERRED PATIENTS
Rating questions Scores

High scores (3-5)

Patient involvement . « « « « « & « « o« o o o 4
Therapist empPathy « « v & o & ¢ o o s &« o« + 5
Challenge felt . o o & o o o ¢ o o o s o o 5
Liking for patient . « « + &+ + o + o o « . 4
Therapist involvement « « + o o o o ¢ o « & 5
Therapist competence . .« « « « o o & s+ o o 5
Therapist effort .+ « o o o« « s o s « o o o 5
Mutual collaboration .+ « o o « o « & o o & 3
Feelings emphasized . . « « « « « « o o o o & 4
Understanding emphasized . « + + « « &« o o+ & 5
Insight attained .« ¢« o & ¢« ¢ o « o o o o o 3
Moderate scores (6-9)

Psychopathology + ¢« v ¢ ¢ &« « o o s o & & o 8
Psychological thinking .+ + « o « o &+ &+ « » 6
Initial resistance . . « « « « v « & 4+ o . 7
Patient attitudes . . . . . . . 6
Therapist understanding . . . . « « « + + o« . 6
Personal identification . . « « « « « « « + & 8
Tnitial optimism . . &« & ¢ + ¢ ¢ o o & o o 8
Behavioral improvement . . . « + « & o« « + 6

Low scores (10-12)

Similar backgrounds . . + 4 « + o + o s ¢ o o 11
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TABLE 5
THERAPIST B: SUMMED RATING SCORES
FOR LEAST PREFERRED PATIENTS
Rating questions Scores

High scores (3-5)

Challendge felt + ¢ &« 4 « o & o o o o o« o o 3
Therapist effort « « « « o« o« « o & s & o + 3

Moderate scores (6-9)

Patient attitudes .« .« « « ¢ + & o o « o o o 7
Patient involvement . . + + v &+ & « o o o o 9
Therapist empathy .+ ¢ « ¢ « & ¢ & o o o & 9
Therapist understanding .« « « « « « + o « o 9
Liking for patient . . . « ¢« + v & o + o o . 7
Therapist involvement .« .« « ¢« +» o o o o o 7

Low scores (10-12)

PsychopathOlogy « « o « o o o s s o o o s 12
Psychological thinking « + « + « v o & « « o 11
Initial resistanCe + v « o o « s o o o « o 11
Personal identification . . + « &« & & o« + & 11
Similar backgroundsS + « s s o o &+ o o o s 11
Tnitial optimism . v + + ¢« o « ¢ o« o o o o 10
Therapist CcCompetence .+ + o « ¢ ¢ o s e o e s 12
Mutual collaboration .« « « « « &+ o « o o o« 12
Feelings emphasized .« « + + « + o o + o o & 10
Understanding emphasized . . ¢ « « o « « + & 11
Insight attained . . . « + ¢« « v ¢« o « o« « o 10

Behavioral improvement .« « + « o o o+ « o o o 11
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resistance to therapy. He felt Moderately initially opti-
mistic about the outcome of therapy, attained a Moderate
degree of understanding of the patients, and felt Moderately
perscnally identified with them. Therapist B viewed his own
background as Low in similarity to that of most preferred
patients.

Therapist B rating results:
least preferred patients

Therapist B's modal group for least preferred patients
is the Low one containing 12 items (see table 5). There were
6 Moderate items and 2 High ones. The two High scores indi-
cate that therapist B felt Highly challenged and expended a
High degree of effort in the work with least preferred pa-
tients., He viewed them as showing serious psychopathology,
Low initial psychological thinking, and a High level of ini-
tial resistance to therapy. He feels that least preferred
patients exhibited a Low degree of collaboration in the work
and showed a Low degree of attainment of insight and behav-
ioral improvement. He feels that there was Low emphasis upon
feelings and intellectual understanding in the therapy work.
He experienced a Low degree of competence, felt Low initial
optimism about the outcome of therapy, felt a Low degree of
personal identification with the patients, and viewed his
own background as Low in similarity to that of the patients.,

Therapist B viewed least preferred patients as
Moderately involved in the therapy process and as holding
Moderately positive attitudes toward the therapist. He also

felt Moderate emotional involvement in the work, liked the



-117-

patients to a Moderate extent, and felt a Moderate degree of

empathy and understanding of the patients.

Areas of inconsistency between
ratings and interview material

Several Moderate summed scores seem inconsistent with
therapist B's interview statements, He rates his understand-
ing of most preferred patients as Moderate but he devoted a
ma jor portion of the interviews to describing the insights
he and the patients developed about the patients' difficul-
ties. When the interviewer challenged his Moderate rating
of a particular patient he explained that it would be pre-
sumptuous of him to assign a High rating to his understanding
of the patient. He adds that the longer he works with a pa-
tient, the clearer the limitations of his understanding be-
come to him. Therapist B rates his most preferred patients
as showing Moderate behavioral improvement. The interviews
indicate that their behavioral gains were greater than the
ratings indicate. Therapist B feels that most preferred
patients showed Moderate psychopathology according to his
rating, but his interview comments explain the meaning of
this rating much more precisely. He states that the patients
were able to function quite well despite their considerable
psychological problems.

Therapist B also rates himself as Moderately emo-
tionally involved in the therapy with least preferred pa-
tients. This rating is inconsistent with other ratings in

which he indicates he exerted a High level of effort and
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felt Highly challenged by the work with least preferred pa-
tients. 1In the interviews he also expresses feelings of
fear, anxiety, frustration, and irritation which suggest
strong negative affective involvement in the therapy.
Therapist B's ratings of individual patients did not

tend to be inconsistent with his summed ratings, although
such inconsistencies appear in the other three therapists'
ratings. Therapist B's ratings of individual most preferred
and least preferred patients are shown in table 6.

Therapist C: Most Prefgrred

and Least Preferred Patients

Patient caseload from which
cases were selected

During the working year at the university, therapist
C saw a total of 21 patients for 13 or more sessions, the
criterion for inclusion in the study.

Description of patients
selected by therapist C

After rating the 21 patients on the degree to which
the therapist En joyed the work and felt that the therapy was
Helpful, therapist C selected three most preferred and three
least preferred patients he wished to describe in the inter-
views, He rated two most preferred patients 1 on both Help-
fulness and Enjoyment dimensions. He rated the third most
preferred patient 2 on the Helpfulness dimension and 1 on
the En joyment dimension. Two of the least preferred patients
were rated 5 on both the Enjoyment and Helpfulness dimensions.

The third least preferred patient was rated 4 on the En joyment
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TABLE 6

THERAPIST B: INDIVIDUAL RATING SCORES FOR MOST PREFERRED
AND LEAST PREFERRED PATIENTS

Rating questions MP1 MP2 MP3 LP1 LP2 LP3
Psychopathology . + + . . 4 3 3 3 1 2
Psychological thinking . 2 2 2 4 4 3
Initial resistance . . . 4 5 2 1 4 2
Patient attitudes . . . . 2 2 2 2 2 3
Patient involvement . . . 2 1 1 4 2 3
Therapist empathy . . . . 2 1 2 3 3 3
Therapist understanding . 3 1 2 2 4 3
Challenge felt . . . . . 1 3 1 1 1 1
Personal identification . 3 1 4 5 3 3
Similar backgrounds . . . 2 4 5 4 3 4
Liking for patient . . . 2 1 1 2 2 3
Therapist involvement . . 2 1 2 3 2 2
Initial optimism . . . . 3 1 4 5 3 2
Therapist competence . . 2 1 2 5 4 3
Therapist effort . . . . 3 1 1 1 1 1
Mutual collaboration . . 1 1 1 5 4 3
Feelings emphasized . . . 2 1 1 5 4 1
Understanding emphasized 2 1 2 5 3 3
Insight attained . . . . 1 1 1 4 4 2

Behavioral improvement . 2 2 2 5 3 3
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dimension and 1 on the Helpfulness dimension. Since there
were no other ratings for therapist C which indicated that
a patient was felt to be helped to the highest extent but
en joyed to a low extent, this patient is of interest.

The most preferred patients tended to be older than
the least preferred patients. The mean age for most pre-
ferred patients was 24 and the mean age for least preferred
patients was 21. There were undergraduates and graduate
students in both groups. There was a difference in the
number of times per week that therapist C had sessions with
the most and least preferred groups. At the university
counseling service, patients are generally Seen on a once a
week basis, but therapists have the choice to see patients
more or less frequently, depending on their perceprtion of
patients' needs, the degree to which their schedules are full,
and personal preference. Two most preferred patients were
seen on a twice weekly basis, althouch one of them was
initially seen once a week. The third most preferred patient
was seen primarily once every two weeks. This patient had
previously been in therapy with therapist C, and the every
other week schedule was therapist C's way of continuing to
meet with the patient as an alternative to having to termi-
nate the therapy. None of the least preferred patients were
seen on a twice weekly basis. One least preferred patient
was seen once a week, Another was seen weekly at first and
later was moved to an every oﬁher week schedule, when his

presenting symptoms abated. The third least preferred
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patient had previously been in therapy with therapist C.
During the year of the study he was seen on an every other
week basis. As a result of these scheduling differences,

the average number of sessions for most preferred patients
was 35 and the average number of sessions for least preferred
patients was 17.

None of the most preferred patients had previously
been in therapy with another therapist, but two of the least
preferred patients had been. Therapist C states that one
least preferred patient had several prior therapy experiences
but that the therapy "never made any difference." The other
least preferred patient had prior therapy experiences which
therapist C characterizes as both positive and negative.

Therapist C describes the most preferred patients as
seeking therapy because of conflict or depression involving
the patient's relationship with family members. Therapist
C describes two least preferred patients as coming to therapy
because of anxiety and depression about academic concerns.
One of them was also concerned about feelings of social iso-
lation. The third least preferred patient was described
as coming to therapy because of difficulties with social
isolation as well.

Therapy with most preferred patients continued up
to the end of the work year. One least preferred patient's
therapy continued through the end of the work vear, but the
two other least preferred patients ended therapy several

months earlier. In both cases there was mutual agreement
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between the patients and therapist C about ending treatment,

Therapist C interviews:
most preferred patients

In describing his work with most preferred patients
therapist C emphasizes that the quality of the personal inter-
action between the patient and himself is of central impor-
tance to his feelings of preference. He feels that his most
preferred patients possess "sterling character" because they
have high integrity, are modest, and show sensitivity and
responsiveness to the needs of others. 1In addition to
valuing these unique personal characteristics therapist C
also views most preferred patients as unusually intelligent,
perceptive, and quick to develop the ability and motivation
to understand themselves psychodynamically, which makes the
therapy work particularly interesting for him. The therapy
relationship with these patients involves mutual giving,
caring, and appreciation, as well as hard psychodynamically-
oriented work.

Therapist C begins each interview with a description
of the unique personal qualities his most preferred patients
possess., He next describes their quick dévelopment of psy-
chological-mindedness and interest in understanding them-
selves psychodynamically, which makes the work en joyable to
him. He also states that he feels personally gratified by
the mutual giving and appreciation in the relationship with
these patients. He says of MP1l:

He's preferred, one, because of his uniqueness as a
person. He's, I think, extraordinarily gifted in
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terms of his intuition and perceptiveness and sensi-

tivity. . . . Tremendous fairness and openness. His
enormous capacity to see all sides of a question both
from his own vantage point and from his understanding

of the people he talked about . . . that's why per-
sonally he's preferred., Then you might say therapeu-
tically or psychologically . . . it's so marvelous to

find someone who was so engaged and worked so hard

and struggled so with himself, and was so honest and
searching and trying so hard to really understand him-
self and work things through. I thought he gave me
alot; , . . that sort of ineffable interaction where
you just feel so engaged with someone. . . . I learned
alot about psychological dynhamics from sharing his
feelings and his perceptions.

Therapist C's initial description of MP3 is as follows:

He is mature, extremely intelligent, extremely eager
and responsive, and committed, and he really made me
feel as if I were giving him alot. . . . Full of
integrity, trust, terribly terribly nice human being.
A person with a great deal of strength and resources,
gifts, charm, in a very unassuming way, you Know, a
sterling character. . . . I think he quickly became
very psychologically-minded and very interested in
himself. Not just in working on the problem which
brought him to therapy, but understanding himself in
all sorts of ways. And I think he learned guite a bit
about himself, and that meant alot to him and made him
see how much he wanted to change.

Therapist C alsogives his initial impressions of MP2:

He's just, to me, very likeable. He's extremely in-
telligent and yet modest about it and very competent;
« « . he's very fair, very open, very honest, very
genuine, a very decent person. You have the feeling
that he's motivated by very good principles, alot of
integrity. He obviously gratifies me alot because he
likes therapy. He feels it's been helping him alot,

and I must say . . . it's so clear in this case, and
it's very gratifying. . . . I look forward to the
hours.

In the pilot study therapist C states that in the
kind of therapy relationship that makes him feel most en-
gaged and effective, it is as if he and the patient are "arm

in arm walking . . . there is this willinghess to embark on
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this walk together." Therapist C again uses this same image
to describe the therapy relationship with one of his most
preferred patients. He states that the mutual collaboration
in the work was 1like taking a "tandem walk." His use of
this imagery underscores the importance to him of the per-
sonal interaction between himself and his most preferred
patients:

It was almost like leading someone through a path in
the woods where you know the way and you just say,
"You can turn here or turn there,”" and in that sense
helping him from going too far afield. . . . He was
such a great companion, you might say--so stimulating.
Offered so much,

Therapist C articulates a feeling of personal identi-
fication with the conflicts with which his most preferred
patients were dealing. He states that he has experienced
similar struggles in his own life. It appears that his per-
sonal identification with most preferred patients contributed
to his feeling of preference and special rapport with them.

Therapist C's sense that mutual giving, caring, and
appreciation characterized his relationship with most pre-
ferred patients is evident in his decisions regarding how
frequently to meet with the patients, Although therapy
sessions are normally held on a weekly basis, it was thera-
pist C's choice to meet with two most preferred patients on
a twice weekly basis. He chose to work with the third most
preferred patient once every other week. He explains that
this was a way to continue to see him on a long-term basis

rather than terminating when there was great demand for

service on the part of new patients. It is apparent that
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therapist C expressed his commitment and involvement with
his most preferred patients in the giving of his time. He
explains that the patients responded to the time commitment
he made to them by showing appreciation and high motivation
to work on their difficulties. He states that the patient
he saw on an every other week schedule was "very grateful"
that he was able to continue in therapy and he explains the
mutual commitment to the therapy work he shared with the
patient:

I was very motivated to keep him because he was so

motivated and working so hard and I thought so well

and getting so far.

In discussing his decision to meet with another most
preferred patient twice a week, he describes his eagerness
to give as much effort as he could to the patient. He states
that the patient responded with strong commitment to the
therapy process and explains that he was deeply moved that
the patient became much more open about himself when they
began to have more frequent sessions:

Those were very moving sessions when he certainly
opened up much more about himself and his early
memories. . . . I felt it was important to really
hang in there; . . . how needful he was both of
help and support, and how much there needed to be
done, and how much he wanted to work on things . . .
plus my willingness, 1liking him and wanting to give
as much as I could.
He states that he initially began to meet twice a week with
the third most preferred patient because he seemed to need
it. He continued this schedule because of his personal

interest in the patient and the pleasure he felt at the

patient's responsiveness to his efforts:
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I saw him twice a week when I could, and then I con-
tinued to because he was working so hard and so well
and was such a joy and a pleasure and I was so inter-
ested.

Therapist C's description of his high degree of ef-
fort, commitment, and involvement in the therapy work with
most preferred patients includes his personal response to
the patient. His personal motivation to help the patients
impelled him to go beyond the work requirements inherent
in the role of therapist. When he speaks of his own efforts
he simultaneously describes the patient's efforts as well,
so that he and the patient seem to be responding to each
other's behavior in their mutual commitment to the therapy
work. Therapist C experiences most preferred patients' ex-
ploration of their innermost thoughts and feelings with him
as a personal kind of sharing that makes him feel appreciated,
helpful, and competent. He describes his sense that one most
~ preferred patient was giving him a great deal in sharing his
inner experience with the therapist, and he explains his own
high level of dedication to the therapy work:

He talked very freely and shared so much, and I thought
I was giving him the message that I had alot of compas-
sion for what he was going through and appreciated his
opening up and letting me in and sharing. . . . I al-
ways felt he was giving me so much by letting me in,

by letting me see what he was really 1like because I
think he was remarkable. . . . I guess I never worked
with someone who engrossed me quite so much, both in-
tellectually and emotionally. And every hour was a
remarkable experience in terms of my total dedication

. « « my total responsiveness, my total working hard
and concentrating, and my feeling that I learned so
much from him.

He describes taking personal pleasure in expending a very

high degree of effort in the work with another most preferred
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patient and feeling that the patient reciprocated with hard
work and appreciation:

I felt alot of press to try to help him. . . . I

worked with great pleasure and joy, involvement,

enerdgy; . . » he did make me feel very competent.

. + « He was just so responsive to his insights,

and carrying them further, and being so positive

and appreciative. It just was great--everybody

should have that once a year.
Therapist C also discusses the mutual liking and acceptance
he felt in the work with the third most preferred patient in
addition to describing their mutual commitment to the therapy

work ¢

It was challenging in that I wanted very much to do

ity . . . 1t was easier to work with him--it didn't
feel so hard, but I certainly worked hard. . . . A
breakthrough recently and we really are working on
that; . . . he was very moved . . . it was very
touching . . . I felt very rewarded. . . . It's so
obvious that he trusts me and feels that I help him.
He likes me, is comfortable. . . . I'm so genuinely

aware of my 1liking of him and my acceptance of him.
It's not ambivalent, it's not complicated.

Therapist C feels that his most preferred patients
developed a high degree of insight into their difficulties,
He believes that helping patients to "get in touch with"
their feelings is the key to their development of insight,
and he stresses that the therapy work was not an intellec-
tualized process. Therapist C assesses the improvement
shown by the patients in terms of their becoming more able
to understand and express their feelings in formerly con-
flicted areas of their lives. Therapist C contrasts the
earlier phase of therapy with one of his most preferred
patients in which the patient was more intellectualized in

his manner, with the later development of greater freedom
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on the patient's part to express his feelings directly.
Therapist C explains that he directed his efforts toward help-
ing this patient to explore his feelings and that he made few
interpretive or explanatory interventions:

The therapy hours were so bland compared to what it
became; . . . it got to be much more feeling and
internal experience as opposed to . . . that descrip-
tive way. . . . I wanted to help him to get in touch
with his feelings and understand things. . . . I tried
to ground him and hold him with things and help him
look rather than . . . offering him many explanations
or interpretations. . . . It was much more asking him
questions, helping him to get into his feelings . . .
tryving to be really with him on his wavelength. . . .
That was a real change; . . . to be in touch with his
own feelings and thoughts, and furthermore to hold
onto them and even express them. This happened a few
times, which was really impossible before.

Therapist C describes the improvement shown by another most
preferred patient with similar emphasis upon the patient's
greater ability to be in touch with and express his feelings:
He also made tremendous strides vis-a-vis [conflicts
with his family];getting in touch with his anger and
being able to express it more to X; . . . really got
to the point of talking to X very directly . . . and
just in general, self-acceptance.
Therapist C also refers to the third most preferred patient's
development of insight based upon greater awareness of his
feelings in his description of the progress made by the

patient:

He certainly became more expressive with X, and got
in touch with his anger and what he wanted, and was
able to give voice to that alot more. And the appre-

ciation of himself and how he behaves, . . . that
tremendous awareness of what he was doing and what
the effects were. . . . The pressure he felt and what

it did to him, and how it affected his personality
. . . and his contribution to things. He became very
introspective and very curious.

Therapist C views his most preferred patients as
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showing only a moderate degree of behavioral improvement rela-
tive to the high level of insight he feels they achieved. He
relates their limited ability to translate insight into be-
havioral change to the relatively serious nature of their
psychological difficulties. He explains that one of the pa-
tients was among the most disturbed individuals with whom he
has ever worked. He expresses pessimism about the small
degree of progress this patient was able to make, and mentions
that the patient was also discouraged by his inability to make
substantial changes in his behavior:

He could function so well even though there was tre-

mendous pathology underneath. . . . I think his

problems are on a very primitive level, . . . tremen-

dous anxiety all the time about an awful lot of things.

« +» « I think he had alot of understanding, but it

was so hard for him to feel that he could use it and

could change. And the few steps he could take that

were different, I'd applaud. He would often not be

so encouraged, . . . alot of the time he was very hope-

less about ever being able to be different and get

along better by changing his behavior. . . . At times

I thought he was less depressed . . . but I didn't trust

that. I felt he could move back to the earlier posi-

tion. . . . I still think [serious depression is] an

active possibility for the future for him.

Therapist C also feels that another most preferred
patient had serious psychological difficulties. He mentions
that despite the progress made by this patient in certain
areas of his functioning, there was not much progress in
other areas:

He's really a very obsessive-compulsive person with a

lot of rigidity, a lot of doubts about himself. . . .
When he first came I didn't have the hope, confidence

. « « that therapy would help. . . . I just didn't
know that he could loosen up very much; . . . he was
very, very perfectionistic . . . has alot of ups and
downs. . . . He felt progress . . . but he did want

to talk more about . . . his conflicts. . . . Some
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progress has been made there, but not really as
much; . . . I'd really like to take him further on
that issue.

Therapist C explains that the third most preferred
patient had less serious psychological problems than the
other two but faced difficult situational problems which
caused him to be depressed. He feels that this patient also
developed greater insight into his difficulties than ability
to change his behavior:

The presenting thing was so much to get over. The
depression and how to understand that. . . . How he
behaved, at times, disappointed him, . . . how he
wanted to be different! Even if he didn't actually

effect it, that tremendous awareness of what he was
doing and what the effects were,

Therapist C interviews: least
preferred patients

Therapist C feels that the therapy relationship with
his least preferred patients was characterized by psycholog-
ical and emotional distance. He describes his interaction
with each least preferred patient as dominated by "pushing,"
"pulling," and "tugging." Therapist C views his least pre-
ferred patients as individuals with whom he could not identify
and whom he could not value and respect. He feels that these
patients lacked both the personal qualities of sensitivity
and responsiveness to the needs of others and the high moti-
vation and ability to explore their problems in a psycho-
logical way, which he valued in his most preferred patients.
He characterizes his least preferred patients as needy,
demanding, and dependent and he feels that they pulled and

tugged on him for attention, for gratification of dependency



-131-

needs, and for magical solutions to their problems. He ex-
plains that he pushed and tugged in the attempt to overcome
the patients' resistance to collaborating with him in psycho-
dynamic exploration of their problems. He expresses feelings
of frustration and dissatisfaction about the therapy with
these patients because he experienced a lack of personal
reciprocity and mutual collaboration to do psychodynamically-
oriented work.

Therapist C states that one of his least preferred
patients developed substantial insight into his difficulties
and made behavioral progress as well. He explains that this
patient was least preferred because of "his personality, his
styvle." He feels that this patient's extreme narcissism
represented the opposite of the gualities of responsiveness
to the needs of others and eagerness to enhgage with the
therapist in a collaborative psychodynamic exploration of
problems, which therapist C valued in his most preferred
patients. Therapist C feels that this patient tugged at him
for attention rather than valuing him as a collaborator in a
psychological work relationship. He adds that the patient
wanted him to do all the giving in the therapy relationship
without giving anything himself:

I didn't rate him high because I found him one of
these very needful people who just pulls from me.

I have the feeling he can never get enough attention,
never ggt gnough time, . . . He seems extremely
narcissistic, extremely self-centered; . . . a feel-
ing that I can never make up for the lacks he feels
he apparently experienced. . . . Always pulling on

you and wanting yvour attention. It's almost physical,
as if, you know, tugging. . . . No matter how much
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you give him he'd want more. . . . I always felt
really he couldn't care a whit about anvbody else;
. . . 1lnability to give at all and just wanting to
get . . . I want to say, "Let me be. Go away."

Another least preferred patient is also characterized
as an individual whose personal qualities therapist C could
not respect or value. He feels that this patient was ex-
tremely bland, naive, simplistic in his thinking, and passive-
aggressive. Therapist C states that this patient lacked the
motivation and ability to engage in psychological exploration
of his problems, and the patient's lack of psychological-
mindedness made the therapy work unen joyable for therapist C.
Therapist C describes this patient as needy and dependent and
feels that the patient made covert demands for the therapist
to transform his life without giving any of his own efforts
to the therapy process. Personal reciprocity and mutual col-
laboration in the therapy relationship between patient and
therapist hence were lacking in his work with this passive-
aggressive patient:

His immense passivityv and blandness. I would try to
get him somewhat engaged, somewhat more lively, but

it was hard . . . not psychologically-minded, not
introspective. Needy, you know, dependent. If I could
just [do X for him] then everything would be fine, he
seemed to think. . . . He was also terribly naive and
terribly simplistic. I think that's another reason why
T didn't like working with him. And I tried very hard
to make him . . . see that things were more complicated.
« « « My hunch is . . . that he was not only passive
but passive-aggressive. . . . He didn't make those
demands overtly, but underneath . . . he hoped that by
some magic it would happen.

Therapist C explains that the third least preferred

patient was a very inadequate person who had no "personhood"

with which he could identify. He feels that the patient had
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very serious psychological problems that prevented him from
developing psychologically during the course of his life,
Therapist C describes the patient as refusing to cooperate
in a collaborative effort with the therapist to consider his
problems from a psychological vantage point:
He has always caused me no end of grief; . . . he's
impossible to work with. . . . As soon as we would
begin to really talk about something psychological and
really would get close to the core of things, he
wouldn't want to cooperate. . . . Psychologically,
that he never sort of had a chance to develop. . . .
He has had so many psychological problems and is so
tied up in knots . . . so repressed., . . . I feel he
must be so closed to himself; . . . how inadequate a
person I feel he is. . . . He's probably very intel-
ligent. 1It's even hard for me to really feel that and
experience that when I'm with him; . . . there's no
personhood there.

In the interviews therapist C devotes much time to
describing his persistent efforts to overcome the strong
resistance of the patients to becoming "open" and "engaged"
with him in a psychological work relationship. He repeatedly
employs the images of "pushing" and "pulling," which empha-
size the psychological and emotional distance and opposition
characterizing his therapy relationship with least preferred
patients. Therapist C states that LP2 was "an implacable
block" he was trying to penetrate in describing his attempts
to engage the patient in psychodynamic exploration of his
problems. This image gives concreteness to therapist C's
sense that the patient was shutting him out from psycho-
logical collaboration and closeness. He believes that the

patient remained highly resistant because his serious psy-

chological problems made him fearful of becoming more open
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both to himself and the therapist:

It was sort of 1like this implacable block--no way to
get in--you try and try. . . . I felt I just couldn't
get in and make any difference, into all this morass.
« « « So much resistance; . . . I try to pull things
out of him or get him to see things. . . . His usual
answer is that he doesn't have a clue. . . . I just
felt I was dealing with someone who was so unable to
help himself at all. And I was so unable to reach
him. . . . He didn't want to go too deeply into things
. + « because he was afraid. . . . He realized that
he'd never committed himself to therapy.

In therapist C's description of his efforts to overcome LPl's
resistance to collaborating in a psychological work relation-
ship, the therapist's active giving and the patient's passive
lack of reciprocation is clear:

It was very hard to find out very much; . . . he

wasn't a very open person. . . . LIf you would try

and confront him with expectations or what did he

think he would accomplish here . . . you wouldn't

get much. . . . It was very hard to get at [his

feelings]; . . . pulling teeth, a challenge to

engage him., I did try to do alot of digging about

his background; . . . in terms of making connec-

tions 1like that I would try and pull and stretch and

point, and still, you know, he would just sort of

sit there. And I thought I'd been doing sort of

interesting work, suggesting possibilities, and trying

to be engaged myself.

Therapist C feels that at the beginning of his rela-
tionship with LP3 the patient was closed to him and resisted
his efforts to engage him in psychodynamic exploration of his
problems. He explains that the patient eventually began to
consider his problems from a psychodyvnamic viewpoint and that
he ultimately attained substantial insight. Therapist C ex-
perienced the patient's development of interest in psycho-

logical exploration of himself as a change the patient made

on his own, rather than viewing it as the product of a col-
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laborative effort with the therapist:

I think he was resistant alot early on and wasn't

as open as he became. . . . Even though I might

suggest things he usually had to reject them. . . .

So it was very hard to get in; . . . there was no

way to get in with him . . . I never felt I could

get in. + . . I guess I hung in there, and what

happened was that he began to work on his owng;

+ +. « he began to see connections on his own.
Therapist C's feelings about the quality of the personal in-
teraction between patient and therapist and the outcome of
therapy with least preferred patients contrast sharply with
his sense of feeling engaged, helpful, competent, and appre-
ciated in his work with most preferred patients. He expresses
feelings of restlessness, disinterest, frustration, and irri-
tation about least preferred patients' lack of personal
reciprocity and mutual collaboration to do psychodynamically-
oriented work. He feels that two of the patients neither
developed insight nor made behavioral progress. He was also
dissatisfied with the therapy with the third least preferred
patient despite the insight and improvement he achieved, be-
cause of the patient's lack of genuine engagement and collab-
oration with the therapist.

Therapist C states that he felt despairing about his
inability to help one of the least preferred patients make
therapeutic progress. He viewed this patient as a deeply
disturbed individual for whom he provided a much needed
supportive and educational experience. Therapist C found
the absence of psychological engagement and exploration in

his work with this patient frustrating and unsatisfying:

I really see him-as a Very crippled person psycho-
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logically . . . all his life from childhood on. . . .
I was very despairing that I felt I couldn't get in
and make any difference; . . . I can't see that our

working together made any difference except that he
certainly seemed to want to touch base and come. . . .
It was to give him support and help him review things,
be interested. . . . He was so needy and so out of
contact with people that someone he could talk to was
important. . . . I thought it was supportive and
education . . . but to me that's not therapy and I
think I would feel very frustrated . . . irritatedq.

« « «» I could never really come to terms with that.

Therapist C views the passive-aggressive patient as
less seriously disturbed, but feels that his naive and sim-
plistic manner suggested immaturity. He explains that the
patient viewed therapy as a place to come and tell stories
about himself without making any effort to understand their
psvchological importance to him. Therapist C asserts that
since no psychological work was being done, he was relieved
when the patient decided to stop coming:

When there were events that he wanted to report . . .
then he would come in and tell a story . . . without
anv thought as to looking at how come it happened,

or what does it mean or what does it say about him.

« «+ « We weren't doing anything or getting anywhere
and I did find the hours a terrible drag, so in that
sense it was a relief, but I just felt professionally
it shouldn't have happened. . . . Nothing was happen-
ing . . . nothing would take.

Despite the third least preferred patient's attain-
ment of insight and behavioral improvement therapist C ex-
presses negative feelings about the quality of the inter-
action between the patient and himself. Therapist C found
the patient's narcissism a barrier to mutual engagement and
reciprocity in the work. He feels that the patient viewed

him as a source of gratification of needs for attention and

admiration, rather than as a collaborator in a psychological
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work relationship. Hence therapist C believes that his own
therapeutic contribution was never really appreciated by the
patient. He also feels that the patient's narcissism repre-
sented serious psychopathology, which frustrated him because
he viewed the progress made as only a modest beginning in
the process of change for the patient:

I didn't enjoy working with him; . . . he is so self-
absorbed and so delighted with himself and his own
productions, and I often didn't find them that inter-
esting. . . . I really didn't look forward to those
hours. I would get restless before they were over.

. + » His whole style; . . . sort of this pleading,
"Admire me," . . . "gratify me!" . . . I guess it's
also the infinite quality about it; . . . that no
matter how much you give him he'd want more. . . .
Another thing that made it so frustrating to work
with him--even though he was beginning to open up and
beginning to see some patterns, it was just such a
beginning. How far down he needed to go; . . . his
very profound conflicts were on a very primitive level.

Therapist C rating results:
most preferred patients

Therapist C's range of summed sScores for most pre-
ferred patients was 3-9 and his range for least preferred
patients was 3-14 (see tables 7 and 8). His full range of
3-14 has been divided into three parts. Summed scores from
3-6 are his High summed scores. Scores from 7-10 are Moder-
ate summed scores, and scores from 11-14 are Low summed
scores. Therapist C's modal group for most preferred pa-
tients is the High one containing 16 items (see table 7).
There are 4 Moderate items and no Low items. Relative to
the other therapists, therapist C's summed scores for most
preferred patients are heavily concentrated in the High end
of the range.

Therapist C feels that in the therapy with most
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TABLE 7
THERAPIST C: SUMMED RATING SCORES
MOST PREFERRED PATIENTS
Rating questions Scores

High scores (3-6)

Psychological thinkKing « « « « o o o o o« o & 5
Initial resSisStanCe .« .« « o o o & o s s o o 5
Patient attitudes . . « +« & & & ¢« + o + . 4
Patient involvement . . + « & o o o s o o 3
Therapist empathy .+« + « o ¢ o o ¢ o o o o & 3
Therapist understanding . .+« + « o « s « « o 3
Challenge felt + « + « &+ o o o o s s s o o 4
Personal identification . . . « + + « + « . 4
Liking for patient . « « o « o o « o o o« & 3
Therapist involvement . . + « + o « o « & 4
Therapist competence . . .« « + « o o « & o« 3
Therapist €effort « o ¢« ¢ &« « &+ o o s o & o+ 3
Mutual collaboration .« + « o« & & o o « o o o 3
Feelings emphasized . . « & « o o o o & s & 3
Understanding emphasized . « o « « o« o« o« o« 4
Insight attained + ¢« & ¢ v « & o« &+ o & o « & | 3

Moderate scores (7-10)

Psychopathology .« + « ¢ & « o o« o o o o o & 9
Similar backgrounds . .« + ¢ ¢ o o & « o + 8
Initial optimism +« « + v & v & & & ¢ o o o 9

Behavioral improvement . « « « s o o o o o 7
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TABLE 8
THERAPIST C: SUMMED RATING SCORES
FOR LEAST PREFERRED PATIENTS
Rating questions Scores

High scores (3-6)

Patient attitudes . « o « ¢ o o o &+ o o o + 5
Patient involvement « « « « « o « s « s o« o 6
Therapist empathy « « « « « o ¢ o o o o & o 4
Challenge felt .+ & o 4 o« o o« o o o o o s o o 3
Therapist involvement . « « o + s « o o o & 5
Therapist €ffOort « « + v « o o o o o o « o 5
Moderate scores (7-10)

Initial resistance . .+ « + & ¢« « &+ « o« & o 9
Therapist understanding « .« « « « o &+ o o & 7
Mutual collaboration . . .+ « & ¢ o « o o o« 9
Feelings emphasized . +« « v & v & o o o o o o 8
Understanding emphasized .« « « + « « o« o+ « 8
Behavioral improvement .+ + « + « o s « + « » 10
Low scores (11-14)

Psychopathology . « & ¢« ¢« « v &+ + + & o o« « » 13
Psychological thinking . « « « « ¢« & « + « « 14
Personal identification . . « + + « & +« « » » 14
Similar backgroundsS . « + « & « s+ o s o + o o 12
Liking for patient . ¢« ¢ « ¢ ¢ o o « o« o« o o 12
Initial optimism . . . .« . & « v &« & &« & o+ . 12
Therapist competence . . o + v « « « o « « .« 11

Insight attained . . . . . ¢« ¢« ¢ ¢« + ¢« « o .« 12



-140-
preferred patients there was a High degree of collaboration
with the therapist in emphasizing both feelings and intel-
lectual understanding, resulting in a High degree of attain-
ment of insight on the patients' part. Therapist C views
most preferred patients as High in initial psychological
thinking, positive attitudes toward the therapist, and in-
volvement in the therapy process. He feels that they showed
little initial resistance to therapy. He feels that he was
Highly involved in the therapy work, that he expended a High
degree of effort, and that he felt Highly competent. He
gives High ratings to his 1liking of the patients, his sense
of empathy and personal identification with them, his degree
of understanding of them, and the degree to which he found
the work challenging. He felt Moderately initially optimistic
about the outcome of therapy and viewed his own background as
Moderately similar to that of his most preferred patients.
He views the patients as showing a Moderate degree of psycho-
rathology and as developing a Moderate degree of behavioral
improvement.

Therapist C rating results:
least preferred patients

Therapist C's modal group for least preferred patients
is the Low one containing 8 items (see table 8). There were
6 items in both the Moderate and High categories. Relative
to the other therapists, therapist C assigned more High
scores to rating items.for least preferred patients,

He views least preferred patients as High in positive
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attitudes toward the therapist and in their involvement in
the therapy process. He feels that he was also Highly in-
volved in the therapy and that he expended a High degree of
effort in the work. He found the therapy work Highly chal-
lenging and was Highly empathic with the patients. He feels
that he developed a Moderate degree of understanding of
least preferred patients and that they showed Moderate col-
laboration with him in emphasizing exploration of feelings
and intellectual understanding. He found them Moderately
initially resistant to therapy and feels that they showed a
Moderate degree of behavioral improvement. He feels that
least preferred patients were Low in initial psychological
thinking and that they developed a Low degree of insight
into their problems. Therapist C viewed them as High in
psvchopathology. He feels that he had a Low degree of 1iking
for least preferred patients and that his sense of personal
identification with them was Low as well. His degree of
competence about the work with them was Low, as was his
initial optimism about the outcome of therapy. He views his
own background as Low in similarity to that of his least
preferred patients.

Areas of inconsistency between
ratings and interview material

Therapist C's summed scores for most preferred pa-
tients do not describe this patient group in an articulated
way because the ratings are globally positive. The interview

comments provide details necessary to understand his percep-
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tions of most preferred patients.

There are several inconsistencies between therapist
C's ratings and his interview impressions of patients, re-
sulting from the use of summed ratings which obscured indi-
vidual differences among patients shown in the individual
ratings and in the interview material. Therapist C rates
most preferred patients as showing Moderate psychopathology,
but the interviews and individual ratings show considerable
variation among patients (see table 9). In the interviews
therapist C states that one patient was among the most dis-
turbed he had ever treated. Another most preferred patient
was felt to be moderately characterologically disturbed,
while the third patient was seen as having less serious psy-
chological difficulties. 1In the interviews therapist C
emphasizes both the behavioral gains made by most preferred
patients and the limitations upon the behavioral progress
made. These distinctions are not reflected in the Moderate
rating of behavioral improvement. Therapist C's least pre-
ferred patients are also rated as showing Moderate improve-
ment. The individual ratings and interview impressions of
patients reveal that therapist C viewed two patients as
showing Low improvement while the third patient showed Mod-
erate improvement. This same patient was also described
and rated as developing a High degree of insight. Yet the
least preferred patient group was rated as attaining a Low
degree of insight. Therapist C also rated the degree of

initial resistance to therapy shown by least preferred
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TABLE 9

THERAPIST C: INDIVIDUAL RATING SCORES FOR MOST PREFERRED
AND LEAST PREFERRED PATIENTS

Rating questions MP1 MP2 MP3 LP1 LP2 LP3
Psychopathology « - . « . 2 3 4 3 1 1
Psychological thinking . 1 1 3 5 5 4
Initial resistance . . . 3 5 5 5 1 3
Patient attitudes . . . . 2 1 1 2 1 2
Patient involvement . . . 1 1 1 3 2 1
Therapist empathy . . . . 1 1 1 1 2 1
Therapist understanding . 1 1 1 3 3 1
Challenge felt . . . . . 1 2 1 1 1 1
Personal identification . 2 1 1 4 5 5
Similar backgrounds . . . 4 2 2 5 5 2
Liking for patient . . . 1 1 1 4 4 4
Therapist involvement . . 1 2 1 3 1 1
Initial optimism . . . . 2 4 3 3 4 5
Therapist competence . . 1 1 1 4 5 2
Therapist effort . . « . 1 1 1 2 2 1
Mutual collaboration . . 1 1 1 5 3 1
Feelings emphasized . . . 1 1 1 4 2 2
Understanding emphasized 2 1 1 3 3 2
Insight attained . . . . 1 1 1 5 5 2

Behavioral improvement . 4 1 2 4 4 2
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patients as Moderate, but his interview comments convey his
sense that. the patients were Highly initially resistant to

therapy.

Therapist D: Most Preferred and
Least Preferred Patients

Patient caseload from which
cases were selected

During the working year at the university, therapist
D saw a total of 14 patients for 13 or more sessions, the

criterion for inclusion in the study.

Description of patients
selected by therapist D

Therapist D rated the 14 patients on the degree to
which the therapist En joyved the work and felt that the
therapy was Helpful. All three most preferred patients were
rated 1 on the En joyment dimension and 2 on the Helpfulness
dimension. Therapist D assigned no ratings of 1 to the Help-
fulness dimension. One least preferred patient was rated 3
on both the En joyment and Helpfulness dimensions, and a
second was rated 5 on the Enjoyment dimension and 4 on the
Helpfulness dimension. The third least preferred patient
is of interest because he received a negative En joyment
rating but a positive Helpfulness rating. He was rated 4
on the En joyment scale and 2 on the Helpfulness scale.

The most preferred patients tended to be slightly
younger than the least preferred patients. The mean age
for the most preferred group was 20,3 and the mean age for
the least preferred group was 22.3. There were under-

graduates and graduate students in both groups. The average
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number of therapy sessions with most preferred patients was
22, while least preferred patients had an average of 14
therapy sessions with therapist D. In both the most pre-
ferred and least preferred groups, the patients began meeting
with therapist D on a weekly basis. One most preferred pa-
tient and two least preferred patients were moved to an every
other week schedule as therapist D's workload became heavier.
Two most preferred patients and two least preferred patients
had previous therapy contact with therapist D,

Therapist D describes the most preferred patients as
having diverse reasons for seeking therapy. Each was engaged
in a kind of identity conflict involving struggles with the
beginnings of his adult development. The least preferred
patients were described as coming for therapy because they
had general interpersonal problems as well as difficulties
in the area of feeling sufficiently mobilized to function
well on a daily basis. Therapy with both most and least
preferred patient groups continued up to the end of the
working year, although the therapy with one least preferred
patient ended slightly before this time on the basis of
mutual agreement between patient and therapist.

Therapist D interviews:
most preferred patients

Therapist D's interview comments and rating results
indicate that his patient preferences are not determined by
the degree of psychological-mindedness, attainment of in-

sight, or level of behavioral improvement shown by his most
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preferred patients. He feels that the patients ranged from
developing little insight and showing little improvement to
achieving substantial insight and change. 1In the pilot
study therapist D explains that he views himself as being
most effective with patients for whom he feels greater em-
pathy and 1liking. He states that his feelings of preference
for patients develop in an intangible way and are "like
friendships" in that sense.

Therapist D's feelings of preference for patients
primarily seem to be a response to the "person" of the pa-
tient rather than a reaction to characteristics which relate
to fulfilling the role of a therapy patient. The interviews
about his most preferred patients begin with his observation
that he found the patients "likeable" and "appealing,'" and
experienced a sense of "empathy" or "identification" with
them.

Therapist D describes MPl as the most seriously
psychologically-disturbed patient with whom he worked on a
regular basis. His initial comments about why he preferred
working with the patient are as follows:

Basically because I found him a very appealing, like-
able person. I could empathize with some of the
things he was going through. . . . Probably of the
students whom I've been seeing on a regular basis

+ + «» the most disturbed student, which generally
would be a reason why I wouldn't en joy working with
someone like him, but I found him likeable, and also,
I found that I could get into his world. . . . That
despite the degree of loss of touch with reality . . .
he and I were communicating on some wavelength; . . .

the rapport transcended just sitting there and talking.

In his initial observations about his preference for
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work with MP2, therapist D mentions that in addition to feel-
ing that he 1liked and identified with the patient, his re-
sponse to the patient 1is atypical for him. This was also
true for MPl whom he preferred despite the patient's serious
psychopathology, a factor he normally does not associate
with preferred patients. It seems that therapist D's view
that his response to these patients is unusual for him con-
tributes to his feelings of preference:

What made him stand out . . . in very atypical style

for me, I told him he was crazy if he was even think-

ing of doing it [suddenly leaving schooll]. . . . It

was certainly a departure from the way I respond to

people. . . . I probably in some way was identifving

with him, not in terms of his personal identity, but

almost like a parent to a child. . . . It was defi~-

nitely a sort of parental kind of role. . . . The

therapy was quite relaxed and I had a feeling of,

again, 1liking him, and that he felt that way too.

Therapist D also describes his positive feelings about MP3

as a person, in his first comments about his work with the

patient:
I found that it was easy to relate to him. I felt to
some extent some identification with him, . . . just a
certain basic rapport that made things seem easy. . . .
Some degree of warmth and more identification . . . in
terms of his personal background. . . . I enjoyed him

as a person so that it was a pleasant hour.

Therapist D explains that he trusted his most pre-
ferred patients to communicate with him openly and turn to
the therapy relationship as a source of help rather than
fleeing from therapy at a time of crisis. Their welfare
was not a source of worry and burdensome concern for thera-
pist D for this reason. Hence, he comments repeatedly that

he felt a sense of "comfortable," "relaxed" "rapport" in the
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therapy work with his most preferred patients. Therapist D
describes the feeling of comfortable rapport he shared with
MP1l, whom he trusted to contact the therapist when his
serious psychological difficulties were overwhelming to
him. He adds that the patient also felt sufficiently com-
fortable and trusting of the therapist that he was able to
express negative feelings about him without needing to flee
from the relationship:

I felt comfortable with what was happening, and that

somehow or other he would sooner be in touch with me

than taking self-destructive action. . . . Collabora-

tion evolved and became pretty important. . . . He

was able to be comfortable being rejecting and harsh

at times; . . . he would just stand up and say, "I

really can't talk any more." . . . I felt completely

comfortable with that. I didn't feel I had to go

chasing him. I knew that he would come back for our

next appointment.
Therapist D explains that he felt comfortable and relaxed in
his therapy relationship with another most preferred patient.
They shared good rapport and the patient's psychological dif-
ficulties were not so severe as to be a taxing burden for
the therapist:

The therapy sessions were relaxed. I guess that I

didn't feel that his problems were of that kind of

nature that they were so severe that I didn't feel

they were taxing or a great burden; . . . that con-

tributed to the relaxed feeling. . . . The rela-

tionship was very relaxed, very comfortable.

In the pilot study therapist D states that he feels

a sense of identification with creative individuals and en-
joys working with them in therapy. He describes each of

his most preferred patients as questioning the conventional

patterns of behavior they have been following and as strug-
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gling to find a personal identity which lay off the beaten
track. It seems that therapist D's feelings of preference
for the patients were enhanced by his view that they were
engaged in a creative process of building a personally
meaningful identity. He states that one of his most pre-
ferred patients "had grown away from . . . the usual run of
the mill kind of ambition" and that he found the patient's
choice a "refreshing"” one. He expresses feelings of identi-
fication with the patient in his struggle to find a personal
identity which was not conventional. He also explains that
the patient who was on the verge of suddenly leavihg school
was mechanically following a conventional pattern of behavior
without examining the personal meanings of it. During the
course of his therapy work with therapist D the patient did
question the meaning of his behavior and identity. He also
describes the third most preferred patient's development of
awareness that the conventional behavioral path he had been
pursuing seemed hollow to him:

He had never before really asked himself why . . . he

was mechanically going on and on a given path, and

now at least he was stopping and looking at it and

asking himself about it. . . . It was different, and

in that sense I thought important. . . . We got more

into . . . why he in a sense had these expectations

of himself. 2As it kecame less and less clear to him

why he had them he began to in a sense doubt their

import. Which wasn't necessarily a very pleasant

thing for him because in the long run he didn't know

where he was at then; . . . it had a much hollower

sound to it.

It seems that therapist D's patient preferences are

not determined by his perception that his most preferred

patients attained substantial insight into their difficulties
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and achieved significant behavioral gains. He views the
nature of his therapeutic collaboration with one most pre-
ferred patient as a primarily supportive, stabilizing opera-
tion. He feels that this patient resisted thinking about
his difficulties in a psychological way and feared develop-
ing insight into them. Therapist D was not certain of his
own understanding of the patient, and he feels that the pa-
tient made little behavioral progress in therapy:

The level . . . which essentially we were dealing

with things was very superficial most of the time,

and certainly supportive rather than any kind of in-
depth work, . . . Having me as an anchor; . . .

there was not very much change really. I saw it from
the very beginning as at best a stabilizing or holding
operation. . . . He came motivated by desperation

. « « with alot of hesitation. Alot of questions and
doubts about therapy. . . . Very difficult to get into
his own feelings and thoughts. . . . I'm not sure that
I really understand him at the end; . . . i1t might be
that really the understanding was rather complete, but
didn't particularly generate too much in the way of
change.

Therapist D's initial comment about another most pre-
ferred patient is that nothing very much happened in the
therapy but that he 1liked the patient and could relate to
him with ease. He feels that the patient achieved some sig-
nificant insights about his difficulties but that they were
not translated into behavioral change to a notable extent:

Nothing really that much happened; . . . I don't
really think it changed much frankly. I think the
only thing that really changed was his looking at
things; . . . his having stopped and taken a look
and questioned. . . . He may just cover it all up
again. . . . We got more into his past history
and his background . . . to stir up some things
and make some connections. All this was really

pretty tentative.

Therapist D feels that the third most preferred patient
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attained a substantial degree of insight and behavioral im-
provement. Yet he expresses some doubt about whether this
might have occurred because of the patient's general develop-

ment over the course of time, rather than as a result of.

therapy:
We did get into some basic dynamics; . . . he was
able to work on them quite well, both on a feeling
level as well as intellectually. . . . There was
a sufficient degree of improvement that . . . his
relationships . . . had changed significantly--was

certainly one of the sources of his problems. . . .

I'm not sure that it wouldn't have all happened

anyway, just in the course of getting through school.

Therapist D's feelings of preference seem influenced

by his perception that his most preferred patients initially
showed a kind of special selection of him as the therapist
to whom they chose to commit themselves. He explains that
he initially felt he should not work with one most preferred
patient and that he recommended that the patient seek private
therapy. He states that he continued to work with the pa-
tient because the patient felt comfortable with him and re-
quested to remain in therapy with him:

I really felt I couldn't give him the time he needed.

. « « He felt very comfortable working with me. . . .

Finally he was the one that decided; . . . I compro-

mised and decided to work with him, basically on his

request. . . . [His feelings about me] were very

positive; . . . I think they developed very strongly

after a while.

Therapist D states that another most preferred pa-

tient asked to work with him again after having previous
therapy contact with him in the past. He feels that the

patient maintained a fantasy that the previous contact had

been even more positive and helpful than therapist D believed
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was realistic. As long as the patient was working well with
him, though, he felt it was unnecessary to examine the pa-
tient's assumptions:

I had seen him once before; . . . coming back to see

me in a sense, sort of again going on with his fan-

tasy of how wonderful this relationship was. . . .

It was paradise seeing me; . . . he seemed quite in-

volved in the therapy process.

Therapist D also views the third most preferred pa-~
tient as selecting him as the therapist to whom he chose to
commit himself. He explains that the patient accepted his
advice to stay in school and work with him in therapy. The
patient became highly involved in the therapy process and
his feelings about the therapist seemed guite positive.
Therapist D comments that the patient "would have come two
or three times a week if given the opportunity."

Therapist D interviews: least
preferred patients

Therapist D does not describe his feelings about the
"person'" of his least preferred patients in positive terms.
The comfortable, relaxed rapport he felt with most preferred
patients is lacking in his relationship with least preferred
patients. He does not mention that least preferred patients
evoked in him feelings of empathy and personal identifica-
tion, and when asked about these factors he replied that he
felt little empathy and identification with the patients.
Therapist D states that his least preferred patients seemed
more highly involved in the therapy process than he was.

He either felt bored, worried, and irritated by the work with
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least preferred patients or felt personally removed from the
therapy relationship. His attitude of least preference was
based upon a sense of personal dislike in some cases and a
feeling of burdensome worry and responsibility in others.

Therapist D's first words about one of his least pre-
ferred patients express his personal dislike of the patient.
He comments that the patient was so boring and dull that he
could understand why he had no real friends. Although he
found him a bland, affectless, uninteresting person, therapist
D did not feel that he had serious psychological difficulties:

He was the most boring, dull person that I've ever
Seen. It was, you know, pulling teeth to get him to
converse, to get him to talk. He wasn't really that
disturbed. . . . In terms of . . . relationships
with people . . . I really felt I could empathize
with why no one really was very interested in him
because there was so little that he seemed to offer
in a relationship. . . . Very bland, affectless,
uninteresting . . . no outside interests . . . had
formed very few friendships. . . . He had some
acquaintances but no real friends. In fact, that
was consistent in the past.

Therapist D's initial description of another least
preferred patient emphasizes his sense of personal dislike
for the patient, despite his overall evaluation that the pa-
tient developed substantial insight into his difficulties
and made significant behavioral gains. He comments that
although the patient was not seriously disturbed, he had
difficulty forming relationships with people. It seems that
therapist D viewed his own negative personal reaction to the

patient as one other people probably shared:

I just didn't 1like him as a person particularly.
« « » I didn't really care for him as a personj . . .
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he just rubbed me the wrong way. . . . His pre-
senting complaints about difficulties in forming
relationships, difficulty in trustihg people,
difficulty in maintaining relationships and
friendships.

Therapist D claims that he liked the third least pre-
ferred patient as a person but that the patient would not
collaborate with him in making a regular commitment to attend
therapy sessions. The patient became seriously depressed
from time to time and would come to therapy appointments
only when he was depressed. Therapist D feels that the pa-
tient used the making and breaking of appointments in a manip-
ulative way. His periods of depression were unpredictable to
therapist D and he found the responsibility of dealing with
them a taxing, exhausting source of concern:

I found the pressure of his from time to time be-
coming depressed . . . in a sense wearing. . . . It

was very unpredictable when he would be depressed;
. + . there were all kinds of 1little manipulations.

« « « When he wasn't terribly depressed . . . he was
a rather likeable, down to earth person. Had a cer-
tain amount of humor. . . . I saw him sporadically.
He would come and go. . . . When he wasn't depressed
he'd stop coming. . . . When he was very depressed
. « « I was concerned about his well-being and trying
to be on top of where he is at . . . which was always

very taxing, exhausting, a source of concern. . . .

A guestion of feeling a sense of responsibility, and

not particularly by choice.
Therapist D states that he experienced boredom and lack of
involvement in the therapy work with one least preferred
patient. Despite his efforts to throw himself into the
work, he was only able to feel engaged with the patient in
a half-hearted way. He believes that the patient contrib-

uted more to the work collaboration than he himself did:

He was a big challenge but I wasn't really that
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involved to take up the challenge . . . my depth
of involvement was pretty near nothing. I felt
that it was a drag. And certainly when I would
see that he was on my schedule for that day I
didn't look forward to it. So there was really

a negative component. . . . I think there was
probably more collaboration emanating from him
than from me. . . . I'd try to throw myself into

it but I don't think I was very successful. I'd

try at least to make the hour pass, get involved.

.« « . We tried to deal, sort of half-heartedly

on my part at least, with the social adjustment.

Therapist D observes that another least preferred

patient was more highly engaged in the therapy process than
he was and that the patient seemed to feel quite positively
about the therapist. He states that despite the good thera-

peutic progress made by the patient, his personal aversion

to him left him feeling uninvolved in the therapy:

He was more involved than I was. . . . He was very
positive about the work; . . . I think his attitudes
about me were very positive also. . . . My involve-
ment was not very profound; . . . he didn't grow on
me.,

Although therapist D liked the third least preferred
patient and feels that the patient viewed him positively, he
states that the mutual collaboration was limited and that he
himself did not feel highly engaged in the therapy work.
Therapist D explains that it was difficult for him to feel
involved in the therapy process when the patient was de-
pressed, aside from being concerned about the patient's
welfare:

His attitude toward me was quite positive. In need
he would come, but it had to really be pressing.

¢« « +» The mutual collaboration was limited, not
that great. . . . My involvement depended a great
deal on what he was bringing to the hour, frankly.

When he was very depressed it was difficult to be-
come that involved other than to be concerned about
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his well-being.

Therapist D mentions that each least preferred pa-
tient showed a different sort of resistance to therapy. He
says of LPl that although he became more open about discuss-
ing his difficulties and thinking about them in a psycho-
logical way, he remained resistant in the area of examining
his feelings. Therapist D was dissatisfied with the out-
come of therapy in this area, despite feeling that other
gains were made:

Resistance was a big stumbling block in the begin-

ning; . . . he would very much block out feelings.
¢ + o Attempts were made, but it wasn't very suc-
cessful., . . . There was a change, but much too

little really, for the amount of time and effort
that went into trying to elicit the feelings.

Therapist D relates the resistance shown by LP2 to the pa-

tient's lack of development of psychological-mindedness:
He didn't show psychological insight or ability to
think in those terms about himself. If you take that
as a measure of resistance it was really very con-
sistent.

In relation to LP3, therapist D states that his resistance

consisted of not coming to appointments:
There was alot of resistance. Right to the end he
often would cancel appointments . . . and not come
over for weeks.

Therapist D gives a negative assessment to the out-
come of therapy with LP2 and LP3. He appears more dissatis-
fied about the therapy with these patients than he was with
the therapy outcome with most preferred patients, even

though he did not feel that most preferred patients made

particularly substantial progress either. Therapist D
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states about the degree of improvement shown by LP2 that the
patient made "none." Nevertheless he reports that the pa-
tient became mobilized and began to function again after
therapy began. It appears that part of therapist D's dis-
satisfaction with the therapy with LP2 is that he could not
perceive a connection between the therapy work and the
changes the patient was able to make. He refers to this
several times in the course of the interview:

He got working pretty soon after we started seeing

each other. . . . I don't have any idea why. . . .

He did start working, but I don't know that that

had anything to do with our work, because it

started relatively soon after he came to see me

and it sort of became a side issue. . . . I asked

him on many occasions why he kept coming and he
seemed in some way to find it helpful, but I could

never fathom why. . . . We tried to deal with
[certain issues] . . . and never really got very far
with it.

Therapist D feels that LP3 developed very little
insight and that the therapy was effective only to the de-
gree that it served a supportive function. He states that
supportive therapy is not his preferred mode of working:

It wasn't really that effective. It was supportive,
and I think that the rapport established between the
two of us was helpful to him. I don't think the
therapy itself was. I don't think we really got
very far. . . . [Supportive work] isn't my favorite
thing, but it's a role here I've come to accept.

Therapist D feels more positively about the therapy
outcome with LPl, in terms of his development of insight
and progress he made in relationships with people close to
him:

Being able to open up and trust me. . . . He had
a very strained relationship with X, which he was
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able to change. . . . He was also able to have a
much more open relationship with X. To get in
touch with some of his feelings. . . . In that

sense he became a more insightful person; . . .
was in that sense more psychological-minded.
And I think was able to connect at least in my

work with him . . . certain areas of his life
which had been presenting problems when he came.
They were at least working better. . . . Intel-

lectual understanding was the level that he could

work with most. It was more the area that was

helpful to him.
Therapist D states that LPl "didn't grow on me" and indi-
cates that despite the gains the patient made, he had a
feeling of least preference for him. It seems that the
special feelings of personal liking, empathy, and rapport
which were central to his preference for the patients
selected as most preferred, were missing in his reaction
to this patient.

Therapist D rating results:
most preferred patients

Therapist D's range of summed scores for most pre-
ferred patients was 4-12 and his range for least preferred
patients was 5-13 (see tables 10 and 11). His full range
of 4-13 has been divided into three parts. Summed scores
from 4-6 are his High summed scores. Scores from 7-10 are
Moderate summed scores and scores from 11-13 are Low summed
scores. Therapist D's modal group for most preferred pa-
tients is the High one containing 11 items (see table 10).
There are 8 Moderate items and 1 Low item. Since individ-
ual items were rated on a scale from 1-5, the highest pos-
sible summed score on any item is 3. That the highest

summed score in therapist D's range is 4 indicates that he
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TABLE 10
THERAPIST D: SUMMED RATING SCORES
FOR MOST PREFERRED PATIENTS
Rating questions Scores

High scores (4-6)

Patient attitudes . . .+ « ¢« v ¢« o ¢ s o o . 4
Patient involvement . . .« + + « o s o s o« o 5
Therapist understanding « « « « s+ o s o + « & 6
Challenge felt . &+ o« « ¢ o+ o o o s o o o s 6
Personal identification . . . « « « « & « + . 6
Liking for patient .+ « « o« « o o o o o+ o+ o 4
Therapist competence .+ .+ o « o« o o o o « o 5
Therapist effort .« + v v « o« « o o o o &« o 6
Mutual collaboration . « +« & + o « o o o« o o 5
Feelings emphasized + + + + o « o o o « o o 5
Understanding emphasized . . « « ¢ « o« o o & 5

Moderate scores (7-10)

Psychopathology + v ¢ o « o s ¢ o o o o s o 8
Psychological thinkKing « « « o o « o o« s+ o o 9
Initial resistance .+ « ¢ & ¢ o o « o o o & 8
Similar backgroundS « « o « + ¢ o« o o o o . 8
Therapist involvement . .+ + « + « « o « o o & 7
Initial optimiSm v « & o« & o s o o s o o o o 8
Insight attained .« . .+ « 4 &« « & o o o o o & 7
Behavioral improvement . . . « + « « « + « . 10

Low scores (11-13)

Therapist empathy . . « . + ¢« ¢« + « ¢« & « o« . 12



-160-
TABLE 11

THERAPIST D: SUMMED RATING SCORES
FOR LEAST PREFERRED PATIENTS
Rating questions Scores

High scores (4-6)

Patient involvement . « + + o s o o o o o & o 5

Moderate scores (7-10)

Psychopathology « « ¢ « o ¢ o o o o o s o &« 7
Patient attitudes . + « & & o o &+ o o o + & 7
Therapist understanding « « « « « + o ¢« « « « 10
Challenge felt .+ « o o o & o ¢ o s o +s s o 7
Liking for patient . + + ¢ « +« &+ ¢ « » + « o 10
Therapist competence . . « + « v ¢ o o « & & 8
Therapist effort .+ « ¢ ¢ &+ & o & o o o o o 9
Understanding emphasized . . « o« « & +« & » & 9

Low scores (11-13)

Psychological thinking . + ¢« + ¢« o« o « + o« o 11
Initial resistance . ¢« + & ¢« » o & + o o & o 11
Therapist empathy « « + ¢« 4 o ¢ o « o o« & « » 11
Personal identification . + + « & & &« « « + » 13
Similar backgrounds « « + o o o &+ o & & + « o 12
Therapist involvement « « « « o o o s o« « o+ o+ 13
Mutual collaboration . . + + + ¢« &+ « + & o« o 12
Feelings emphasized . . ¢« « « &« ¢ o« « « o « « 11
Insight attained e A |

Behavioral improvement . . + « « « + o « . o 11
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did not assign the highest possible rating to all three pa-
tients on any of the rating iltems.

Therapist D views his most preferred patients as
showing Highly positive attitudes toward the therapist and
as Highly involved in the therapy process. He feels that
they showed a High degree of collaboration with the thera-
pist in emphasizing feelings and intellectual understanding
in the therapy work. Therapist D liked most preferred pa-
tients to a High degree, felt Highly challenged by the work
with them, and viewed himself as expending a High degree of
effort. He felt Highly competent, and experienced a High
degree of personal identification with the patients, whom
he felt he understood to a High degree.

Therapist D feels that most preferred patients
showed Moderate psychopathology, initial psychological
thinking, and initial resistance to therapy. He views them
as developing a Moderate degree of insight into their prob-
lems and as achieving a Moderate degree of behavioral im-
provement. He experienced a Moderate degree of initial
optimism about the outcome of therapy with the patients and
felt Moderately involved in the therapy work with them. He
feels that his own background is Moderately similar to that
of his most preferred patients. He rates his degree of em-
pathy with most preferred patients as Low.

Therapist D rating results:
least preferred patients

Therapist D's modal group for least preferred pa-
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tients is the Low one containing 10 items (see table 11).
There were 8 Moderate items and only 1 High item. There
was no entry for the rating item assessing the therapist's
initial optimism about the outcome of therapy with least
preferred patients, so that 19 items were rated in all.

Therapist D views least preferred patients as Highly
involved in the therapy process and as showing Moderately
positive attitudes toward the therapist. He feels that they
showed a Moderate degree of psychopathology but that they
were Low in initial psychological thinking and High in ini-
tial resistance to therapy. Therapist D believes that in-
tellectual understanding was emphasized in the therapy work
to a Moderate degree, but that there was a Low degree of
emphasis upon feelings and a Low degree of collaboration
with the therapist in the work. Consequently he views the
patients as attaining a Low degree of insight into their
problems and as showing a Low level of behavioral improve-
ment.

Therapist D gave Low ratings to his feelings of
empathy, personal identification, and involvement in the
work with least preferred patients. He views his own back-
ground as Low in similarity to that of the patients. He
feels that he liked the patients to a Moderate degree,
that he felt Moderately challenged by the work with them,
and that he expended a Moderate degree of effort in the
therapy work. He felt Moderately competent and viewed the

degree of understanding he developed of least preferred
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patients as Moderate as well.

Areas of inconsistency between
ratings and interview material

In addition to several inconsistencies between
ratings and interview material, two ratings seem inconsist-
ent with ratings of a related item. Therapist D gives a
High rating to the degree of emphasis upon examining feel-
ings and a High rating to the degree of emphasis upon in-
tellectual understanding in the therapy with most preferred
patients. Such ratings suggest that most preferred patients
developed a High degree of insight into their difficulties,
but therapist D rates the most preferred group as showing
only Moderate insight. Moreover, according to therapist
D's interview impressions and individual ratings, one most
preferred patient developed little insight while the other
two achieved substantial insight (see table 12).

Therapist D's Low rating of his sense of empathy
with most preferred patients is discrepant with his repeated
interview assertions that he felt highly empathic with the
problems of most preferred patients. One least preferred
patient was felt to develop substantial insight and behav-
ioral change according to the individual ratings and the in-
terview discussion, but these individual differences were
not reflected in the Low insight and change ratings assigned
to the least preferred patient group.

Therapist D assesses most preferred patients as

showing a Moderate degree of behavioral improvement, but the
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TABLE 12

THERAPIST D: INDIVIDUAL RATING SCORES FOR MOST PREFERRED
AND LEAST PREFERRED PATIENTS

Rating questions MP1 MP2 MP3 LP1 LP2 LP3
Psychopathology « v+ &+« + 2 4 4 5 4 2
Psychological thinking . 3 4 2 2 5 4
Initial resistance . . . 2 3 5 2 4 1
Patient attitudes . . . . 1 1 2 2 3 2
Patient involvenent . . . 2 1 2 1 2 2
Therapist empathy . . . . 4 4 4 4 5 2
Therapist understanding . 3 1 2 2 4 4
Challenge felt . . . . . 1 1 4 4 1 2
Personal identification . 1 1 4 4 5 4
Similar backgrounds . . . 5 1 2 2 5 5
Liking for patient . . . 2 1 1 4 5 1
Therapist involvement . . 1 3 3 4 5 4
Initial optimism ., . . . 2 4 2 e v e e e e e
Therapist competence . . 3 1 1 1 5 2
Therapist effort . . . . 1 2 3 4 4 1
Mutual collaboration . . 1 2 2 3 5 4
Feelings emphasized . . . 1 1 3 4 4 3
Understanding emphasized 3 1 1 2 4 3
Insight attained . . . . 3 2 2 2 5 4

Behavioral improvement . 4 2 4 2 5 4
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individual ratings and interview comments convey that thera-
pist D viewed one patient as achieving substantial gains
while the other two patients were felt to show little im-
provement. One most preferred patient was described as
seriously psychologically disturbed, while the other two
patients were felt to show less serious disturbance. The
individual ratings reflect these judgements but the summed
score shows that therapist D viewed most preferred patients
as Moderately psychologically disturbed. According to the
summed score therapist D felt Moderate 1liking for the least
preferred patients, but the individual ratings and inter-
views comments indicate that he disliked two patients and
liked the third one.

Therapist D rated least preferred patients as Highly
initially resistant to therapy. Yet in the interviews he
describes each patient as showing a different sort of re-
sistance. The summed rating does not reflect these detailed

differences among the patients.



CHAPTER V

DISCUSSION

The findings

Prominent in the literature on therapists' patient
preferences is the notion that there is uniformity among
therapists in their patient preferences. It is held that
therapists prefer patients showing stereotypically "attrac-
tive" characteristics and that "attractive" patient charac-
teristics are the primary determinants of therapist pref-
erences. The Yavis syndrome of Schofield (1964) summarizes
this point of view in proéosing that therapists prefer to
work with patients who are Youthful, Attractive, Verbal,
Intelligent, and Successful. Studies based on the proposi-
tions of the Yavis syndrome find that the preferred patient
of therapists is an individual who is highly motivated for
therapy, possesses psychological-mindedness, collaborates
actively with the therapist in striving to attain insight
into his difficulties, shows little psychological disturb-
ance, and makes the greatest therapeutic progress.

The results of this study suggest that the assump-
tion that therapists uniformly prefer stereotypically
"attractive" patients is simplistic and inaccurate. This
study finds individual differences among therapists in
their patient preferences reflecting each therapist's

-166-
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personal attitudes, values, and needs. Despite the fact
that the therapists in this study serve a relatively homog-
eneous "attractiwve" patient population, the therapists
provide examples of most preferred patients who were not
viewed as stereotypically "attractive." Among the most
preferred patients described are individuals who were per-
ceived to show serious psychopathology, little psychologi-
cal-mindedness, and high resistance to collaborating with
the therapist in the therapy process. Some of the most
preferred patients were also felt to attain only a limited
degree of insight and behavioral improvement.

The therapists in this study describe themselves
as psychoanalytic in theoretical orientation. For this
reason their selection of certain most preferred patients
who were perceived as deficient in characteristics neces-
sary for successful fulfillment of the role of an "attrac-
tive" psychodynamically-oriented therapy patient is strong
evidence that personal predilections influence therapist
preferences. Moreover, among the least preferred patients
described by the therapists are individuals who were felt
to show high motivation for therapy, psychological-minded-
ness, and active involvement in the therapy process result-
ing in attainment of a substantial degree of insight and
behavioral change. Not all least preferred patients were
viewed as seriously psychologically disturbed and the thera-
pists did not focus upon their degree of disturbance as the

central reason for least preferring them.



-168-

In other cases therapists felt that most preferred
patients did possess stereotypically "attractive' charac-
teristics. Yet even these patients were described as de-
parting from the "attractive" stereotype with respect to
the moderately serious nature of their difficulties or the
limited degree to which they were able to use their insight
to change their behavior. Their "attractive" characteris-
tics were included in the therapists' reasons for prefer-
ring such patients but were not the primary or sufficient
reasons for preferring them. Similarly, certain of the
least preferred patients were viewed as stereotypically
"unattractive," but the therapists' feelings of least pref-
erence reflected more than their perception of the patients'
"unattractive" characteristics.

The interviews with the therapists comprise four
distinctly different portraits revealing clear individual
differences among therapists in their patient preferences.
Each therapist viewed different factors in the patients and
in the therapy relationship as central to his feelings of
preference., That each therapist's personal attitudes,
needs, and values are reflected in his feelings of prefer-
ence can be seen most clearly when the therapists' views
are presented in juxtaposition. The following are summary
sketches of the interviews with each therapist.

Therapist A indicates that his most preferred pa-
tients do not fit the model of "attractive" candidates for

psychodynamically-oriented therapy. He describes them as
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"difficult" cases who were relatively seriously psycholog-
ically disturbed, lacking in psychological thinking and
highly resistant to becoming engaged in thé therapy process.
He feels that they were socially unsophisticated, isolated,
and waif-like as well. Therapist A developed a primarily
supportive therapy relationship with his most preferred pa-
tients in which he adopted the role of a benevolent, pro-
tective, nurturant parent who provides concrete problem-
solving help. He describes each relatiggship as though he
were the first person with whom the patient became open and
trusting, and he contrasts his positive influence upon the
patients with the negative effects of conflictual relation-
ships with their parents. He feels that the therapy rela-
tionship he established with most preferred patients was a
vital sustaining force in their lives and he emphasizes
the patients' real dependence upon him. Therapist A de-
scribes his most preferred patients as developing only a
limited degree of insight, but he feels that the insight
attained was crucially important to their development and
welfare. He perceives that the moderate degree of behavioral
change and improvement shown by most preferred patients was
greater than the degree of insight they achieved.

Therapist A also feels that his least preferred
patients were relatively seriously disturbed, socially
isolated, resistant, and lacking in psychological thinking.
Like most preferred patients, he saw them as in need of a

kind of parental support but he was unable to overcome their
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fear and resistance to developing a trusting and open rela-
tionship with him. Some of his frustration about the work
related to his sense that least preferred patients were
fragile and would have fled from therapy if he openly con-
fronted them with their resistance and challenged them to
make the therapeutic relationship a more open, psychologi-
cally intense experience.

Therapist B prefers to do psychoanalytically-
oriented therapy with patients who develop the ability to
think in a psychodynamic way and who are motivated to be-
come highly engaged in the therapy process. Therapist B
conceives of therapy as active, strenuous, productive
"work," He feels a sense of comradeship and empathy with
most preferred patients because he views them as hard
workers who have the courage to "struggle" as self-relliant
co-equals with him in examining their feelings, dreams,
thoughts, and behavior. Such patients are able to inter-
nalize the process of psychological self-exploration and work
with the transference feelings the therapist's role evokes
rather than needing him to sustain them in a supportive
way. Therapist B feels freer to work creatively at under-
standing the pati=nts' psychodynamics because he doesn't
feel compelled to provide them with solutions to their dif-
ficulties. Therapist B describes his most preferred pa-
tients' problems as moderately serious, rich, complex, and
highly psychodynamically interesting. It seems that he felt

particularly challenged by and involved with the patients
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because they so strongly stimulated his psychological curi-
osity and because their mutual effort resulted in the pa-
tients' attainment of a high degree of insight.

Therapist B describes his least preferred patients
as unable to function as self-sufficient co-equals with him
in a collaborative psychoanalytically-oriented therapy re-
lationship. He feels that they had intense needy-dependent
and/or angry-demanding feelings. The oral images he uses
to describe his least preferred patients suggest that he was
personally affected by them and experienced them as either
wanting to be fed by him or as wanting to eat him. He feels
that the patients tended to resist engaging in psychological
self-exploration or that he resisted intense psychological
engagement with them because he feared their regressive
potential. The unrealistic rescue fantasies the patignts
aroused in him created internal conflicts and his percep-
tions of their demands resulted in external conflicts over
how much involvement, support, or direction to offer them.
He feels dissatisfied working outside of his preferred ana-
lytic role and views least preferred patients as showing
little development of insight and little behavioral im-
provement.

Therapist C feels that the quality of the personal
interaction between the patient and himself is of central
importance to his feelings of preference. He states that
his most preferred patients possess '"sterling character"

because they have high integrity, are modest, and show



-172-
sensitivity and responsiveness to the needs of others. In
addition to valuing these unique personal characteristics
therapist C states that most preferred patients are unusu-
ally intelligent, perceptive, and quick to develop the
ability and motivation to understand themselves psycho-
dynamically, making the therapy work particularly inter-
esting for him. The therapy relationship with his most pre-
ferred patients involves mutual giving, caring, and appre-
ciation between patient and therapist as well as hard psycho-
dynamically-oriented work. Therapist C employs the image of
feeling that there is mutual willingness to embark arm in
arm on an exploratory walk together, to describe his rela-
tionship with the patients. His feeling of personal identi-
fication with the struggles of most preferred patients con-
tributed to his sense of being highly engaged in an "inef-
fable interaction" with them.

His strong commitment and involvement in the therapy
work is expressed in his choice to meet with most preferred
patients on a more frequent basis or over a longer time
period than he normally does. He also perceives most pre-
ferred patients as strongly committed to striving to attain
insight, and he experiences the patients' exploration of
their innermost thoughts and feelings with him as a personal
kind of sharing which makes him feel appreciated, helpful,
and competent. In his work with most preferred patients
the focus is on helping them to understand and express

feelings, and the process is not an intellectualized one,
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In comparison to the high level of insight they achieved by

"getting in touch" with their feelings, he feels that they
showed\only a moderate degree of behavioral improvement
because of the relatively serious nature of their difficul-
ties,

In contrast, therapist C feels that the therapy
relationship with least preferred patients was characterized
by psychological and emotional distance. He perceives that
he and the patients engaged in "pushing," "pulling," and
"tugging" at each other. He pushed and tugged in the at-
tempt to overcome the patients' resistance to collaborating
with him in a psychodynamic exploration of their problems.
He characterizes least preferred patients as needy, demand-
ing, and dependent and he feels that they pulled and tugged
on him for attention, for gratification of dependency needs,
and for magical solutions to their problems. Therapist C
views his least preferred patients as individuals with whom
he could not identify and whom he could not value and re-
spect. He felt frustrated and dissatisfied about the
therapy with these patients because he experienced a lack
of personal reciprocity and mutual collaboration to do psy-
chodynamically-oriented work.

Therapist D's patient preferences are not determined
by the degree of psychological-mindedness, attainment of in-
sight, or level of behavioral improvement shown by his most
preferred patients. He feels that the patiénts ranged from

developing little insight and showing little improvement to
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achieving substantial insight and change. Therapist D's
feelings of preference for patients seem to be primarily

a response to the "person" of the patient rather than a re-
action to characteristics which relate to fulfilling the
role of a therapy patient. He states that his feelings of
preference involve finding the patients personally "like-
able" and "appealing." He trusted that his most preferred
patients would communicate with him openly and would turn

to the therapy relationship as a source of help rather than
fleeing from therapy at a time of crisis. Their welfare

was not a source of worry and burdensome concern for thera-
pist D for this reason, and he therefore felt a sense of
comfortable, relaxed rapport in the work with most preferred
patients. His feelings of preference seem influenced by his
perception that his most preferred patients initially showed
a kind of special selection of therapist D as the therapist
to whom they chose to commit themselves.

Therapist D states that his least preferred patients
seemed more highly involved in the therapy process than he
was. He either felt bored, worried, and irritated by the
work with least preferred patients or felt personally re-
moved from the therapy relationship. His attitude of least
preference was based upon a sense of personal dislike in
some cases, and a feeling of burdensome worry and responsi-
bility in others. Amv his least preferred patients were
individuals who were "boring and dull" and who " just rubbed

me the wrong way."
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Methodological considerations:
strengths and limitations of

the study
The methods employved in this study allowed individ-

ual differences among therapists in their patient prefer-
ences to emerge. The review of the literature indicates
that most studies in this area, including those supporting
the propositions of the Yavis syndrome, employ simple rating
scales to assess therapists' patient preferences. The re-
searchers prescribe a limited number of patient variables
for rating which they hypothesize to be correlated with
therapist preferences. Findings about the preferences of a
statistical majority of therapists are generally reported,
so that individual differences among therapists tend to be
obscured. The therapists are frequently asked to rate their
preferences for "ideal" patients or for contrived patients
depicted in written case histories or on film., The find-
ings are seldom based upon therapists' attitudes about ac-
tual patients they have treated over a period of time.

In this study the anecdotal interview method was
combined with the use of structured rating questions. In-
terviews were conducted with only four therapists who were
relatively homogeneous with respect to theoretical orien-
tation and experience level, and the very small sample size
allowed for intensive scrutiny of their views. They pro-
vided anecdotal accounts of their therapy work with several
most preferred and least preferred patients, and gave oral

responses to rating questions posed by the interviewer.
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Through the use of these combined methods therapists' pref-
erences for specific individual patients were able to be
examined in detail on a case by case basis, revealing in-
dividual differences in patient preferences among the thera-
pists.

Since it was up to the therapists to structure the
discussion of patients in whatever manner seemed most ap-
propriate to them, they provided their own observations of
the factors they each associated with most preferred and
least preferred patients. Their responses are therefore
clinically richer, more complex, and more valid than those
obtained through the use of simple rating scales alone. The
therapists' anecdotal impressions of their work with real
current patients with whom they had contact over time also
have greater validity and meaningfulness than therapists'
preference ratings of contrived patients, "ideal" patients
or patients in the initial interview.

The use of structured rating questions within the
interview format helped to capture fine details in the
therapists' responses., The rating scores provided a way of
evaluating the reliability and consistency of the interview
observations. The scores also served as a standard basis
for comparing the therapist's views of each of the six
patients he described. 1In addition, the use of rating
questions provided a degree of uniform structure to the
interviews across therapists. At times the posing of

rating questions served as a catalyst for further anecdotal
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observations about patients on the part of therapists as
well.

Despite the usefulness of the rating questions there
was a methodological drawback to introducing them into the
interview format. By asking rating questions during the
course of an interview, the interviewer imposed priorities
upon the therapists which inevitably influenced their
thoughts and comments about their patient preferences to
some extent. That the posing of a rating question served
at times as a catalyst for further anecdotal observations
about patients is evidence of this influence. Nonetheless
the interview results indicate that each therapist was able
to assert his own personal priorities in his discussion of
factors he associated with most preferred and least pre-
ferred patients. 1In fact the rating results and the inter-
view contents for each therapist comprise two somewhat dis-
crete and unintegrated sets of data., If the interviewer
had waited to ask rating questions until after the thera-
pists gave their anecdotal impressions of all six patients,
the rating qguestions would not have been a confounding in-
fluence upon the interview contents,

Other limitations of the rating method were appar-
ent in the rating results for the four therapists. In most
cases the rating scores for each individual patient were
reliable and consistent with the therapists' interview ob-
servations. The combining of rating scores for three in-

dividual patients into a summed score for the most preferred
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or least preferred patient group provided an overview of
factors each therapist associated with most preferred or
least preferred patients. However, for each therapist
there were several cases in which individual differences
among patients reflected in the individual ratings and in
the interview descriptions were obscured by summing the
rating scores. In particular, the grouping of ratings of
three individual patients in to a Moderate summed score
category was not a useful way of organizing the rating
scores. The Moderate summed scores tended to be ambiguous
in meaning and often misrepresented the interview findings
and individual ratings of patients. The therapists' re-
sponses to several rating questions suggested that the
gquestions were not clearly defined. The therapists inter-
preted the meaning of these rating questions in more than
one way and misunderstood the intended meaning.

Several other features of the design of this study
imposed limitations upon the meaning and scope of its find-
ings. Among the most preferred patients of the therapists
were individuals who were perceived not to show stereotyp-
ically "attractive" patient characteristics. This finding
refutes the Yavis syndrome notion that therapists uniformly
hold prejudicial attitudes about the undesirability of
treating "unattractive" patients. The meaning of this
finding is limited, however, by the fact that there were
no objective assessments made by independent observers of

the characteristics of the patients described. For this
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reason, whether certain of the most preferred patients of
the therapists would be considered seriously psychologically
disturbed, lacking in psychological-mindedness, etc., ac-
cording to objective assessments cannot be ascertained with-
in the scope of this study.

It might be that a patient viewed as seriously psy-
chologically disturbed in the context of a relatively at-
tractive student patient population would be considered only
mildly disturbed in the context of the patient population of
a metropolitan psychiatric clinic. Furthermore, it might be
that a patient showing serious psychopathology would be con-
sidered a preferred patient in a university counseling
service setting for the reason that he would be viewed as an
unusually difficult and challenging case. In a settiﬁg in
which seriously disturbed individuals constitute the ma jor-
ity of the patient population, the same person might be
considered a least preferred patient. The university coun-
seling service setting of this study therefore must be con-
sidered a source of limitation upon the findings.

A limiting procedural feature of this study is that
the interviewer was also a work colleague of the therapists
participating in the study. It could be argued that for
this reason I could not serve as an objective interviewer
and my analysis of the interviews could not be impartial
and unbiased. In order to assess the reliability and va-
lidity of my presentation and analysis of the interviews,

I asked the four therapists to review what I had written
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about their patient preferences. Each therapist approved
of my analysis of the interviews and thought that the con-
tents were reliable and valid.

The degree to which the therapists felt free to
speak candidly about themselves and their work with someone
with whom they shared a work relationship is debatable. It
may be that they were more willing to speak openly with me
because they knew me, but it is also possible that an in-
terviewer who was not known to them may have evoked more
candid responses. Since an interview situation is an inter-
personal event, the interviewee will inevitably react per-
sonally to the interviewer's personality in ways that af-
fect the course of the interview to some extent, regardless
of whether or not the interviewer is known to him. More-
over, since personal considerations are inherent in the
topic of therapists' patient preferences, I believe that
there will generally be individual differences among thera-
pists in the degree to which they are willing and able to
be self-disclosing in the interviews, irrespective of the
interviewer's personality.

That this study is based upon interviews with only
four therapists limits the scope of its findings, although
the very small sample size allowed for intensive scrutiny
of the views of a relatively homogeneous therapist group.
It was methodologically advantageous that the therapists
interviewed were all psychoanalytic in viewpoint, but the

fact that only one theoretical orientation is represented
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limits the extent to which the findings are generalizable.
Another limitation of the findings emanates from the need
to maintain confidentiality concerning the identity of the
therapists and their patients. For this reason all person-
ally revealing details including gender, race, personal
characteristics and background, and specifics of the pa-
tient~therapist relationship and course of therapy were
deleted. As a consequence, some of the data gathered were
hot analyzed and discussed.

The ultimate goal of research on the attitudes of
therapists about their patients is to determine whether the
therapist's feelings of personal preference for patients
significantly influence the outcome of therapy. Since no
independent objective outcome measures were employed in
the present study, conclusions cannot be drawn about whether
therapists are able to achieve most successful therapy out-
comes with patients they most prefer or whether therapists
cannot successfully treat patients whom they least prefer.
The subjective impressions of the therapists in this study
do not reveal that most preferred patients were felt to
make the most therapeutic progress or that least preferred
patients were felt to make the least progress. Certain of
the least preferred patients were viewed as showing success-
ful therapy outcomes while certain of the most preferred
patients were felt to make little therapeutic progress.

In order to determine whether there is a significant

correlation between therapist feelings of preference for
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patients and therapy outcome, assessments of outcome by in-
dependent observers are needed in addition to therapists'
evaluations. It would be most useful to interview both pa-
tients and therapists about their perceptions of personal
preference in the therapy relationship and its influence
upon the course and outcome of therapy.

Whether a causal relationship exists between thera-
pists' patient preferences and therapy outcome could only
be investigated by studying the therapy relationship from
its beginning to its conclusion. The findings of the
present study are limited in scope by its retrospective
nature, although the therapists' impressions were based on
therapy with patients which took place during the same year
in which the study was made,

Conclusions: the therapists views

of the strengths and limitations
of the study

Since this study is based upon interviews with four
therapists, it seems appropriate to conclude by describing
their reactions to participating in it and their views of
the strengths and limitations of its findings. The reac-
tion of one therapist to reading the analysis of his pa-
tient preferences was that the views he presented in the
interviews were accurately summarized. During ihe inter-
views, however, he was aware of describing a kind of ther-
apy relationship with patients which only partially repre-
sented his preferred mode of working. He said that at the

time he felt stuck in this mode and unable to break out of
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this vein of thinking. He thought it might be that his ob-
servations represented his most salient feelings about pa-
tient preferences at one point in time. He emphasized that
the kinds of relationships with patients that bring a thera-
pist feelings of satisfaction may change as the therapist's
perspective on himself and his work changes. For this rea-
son, the method of assessing patient preferences of thera-
pists at only one point in time was a limiting feature of
the study.

Another therapist expressed feelings of surprise
about the primary correlates of his feelings of preference
for patients revealed in the analysis of his interview com-
ments. He was startled to find that what seemed to him at
the time like somewhat disparate observations about the
theapy with specific patients formed a unified picture of
the factors relevant to his preferences. After reading
about his patient preferences he felt impelled to think a-
bout his feelings of preference for patients in his current
caseload. He concluded that the correlates of his prefer-
ences outlined in the study accurately applied to his feel-
ings of preference for patients he is how treating.

This therapist pointed out that although the uni-
versity counseling service setting was a limiting feature
of the study, it also provided a basis for examining pa-
tient preferences of therapists that was free of certain
confounding factors present in other treatment settings.

He explained that the conditions affecting therapists'
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patient preferences in private practice are more complex.
In private practice the patient population is more hetero-
geneous with respect to the "attractiveness" of the indi-
viduals treated, and such factors as whether a patient pays
his bill may influence the therapist's feelings of prefer-
ence,

A third therapist felt that the interview method
used in the study constituted a useful projective technique.
He explained that through the process of talkinhg about most
preferred and least preferred patients, the therapist was
describing his own attitudes, needs, and values as they
operated in his therapy work. He said that although he
brought to the interviews an awareness of many of the sa-
lient factors shaping his feelings of preference, others
became clearer to him when he read his comments about the
work with the six patients in juxtaposition,

Reading about the interviews reminded him that
during the course of the interviews he was aware that he
censored certain observations about the correlates of his
feelings of preference. He explained that these observa-
tions were of a personal nature and might be more appro-
priately disclosed in a therapy supervision discussion of
countertransference feelings. This therapist thought that
the technique of describing particular most and least pre-
ferred patients could be applied in therapy supervision
to enhance the therapist's understanding of himself in

relation to his work. He speculated that if this technique
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were to be implemented by the staff members at the univer-
sity counseling service, the results might suggest a match-
ing procedure for assigning therapists to work with par-
ticular patients.

The fourth therapist also felt that the interview
method used in this study served as a projective technique,
but he described his reaction in different terms. He ex-
plained that in the interviews about most and least pre-
ferred patients, the therapists were talking about them-
selves and their relationship to their work. In discussing
the patients they prefer and don't prefer, he felt that the
therapists described the needs they seek to fill through
their work and the factors that bring them feelings of
satisfaction or dissatisfaction.

His view of the Yavis syndrome assumptions was that
"attractive" patient characteristics may be necessary to
therapists' feelings of preference, but that the Yavis syn-
drome does not provide a sufficient, comprehensive explana-
tion of the correlates of preference. He thought a strength
of the anecdotal interview method employved in the present
study was that it allowed the therapists to provide infor-
mation about their preferences differing from the postu-
lates of the Yavis syndrome, because they were asked ques-
tions in a new and different way. He found that his parti-
cipation in the study provided him with a useful perspec-
tive from which to think about his therapy relationships

with patients in general.



-186-

The views of the therapists who experienced the
process of being interviewed about their patient prefer-
ences broaden and enhance the critical perspective of the
research-interviewer. The therapists' reactions to the
findings of this study and to their participation in it
suggest new directions for future research and practical

application of the anecdotal interview method.



APPENDIX

FORM USED IN INTERVIEWS TO RECORD PATIENT
BACKGROUND INFORMATION AND THERAPISTS'
RESPONSES TO TWENTY RATING QUESTIONS

Therapist: Dates of therapy:

Patient initials: Frequency of appointments:
Patient age: Reason for seeking therapy:
Patient sex: How therapy ended:
Educational rank: Previous therapy:

Patient characteristics and feelings

Degree
Degree
Degree
Degree
Degree

of
of
of
of
of

Therapist

psychopathology

initial psychological thinking
initial resistance

positive attitudes toward therapist
involvement in therapy

characteristics and feelings

Degree
Degree
Degree
Degree

of
of
of
of

empathy with patient

overall understanding of patient
challenge the case represents
personal identification with patient

Similarity of therapist-patient backgrounds

Degree
Degree
Degree
Degree
Degree

of
of
of
of
of

liking for patient

involvement in therapy process

initial optimism about therapy outcome
competence experienced

effort expended

Characteristics of therapy

Degree of mutual collaboration in the work
Degree of emphasis on feelings -
Degree of emphasis on intellectual understanding

Qutcome of therapy

Degree of insight patient attained
Degree of behavioral improvement of patient
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