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CHAPTER 1
INTRONUCT ION

The practice of psychotherapy makes unique demands upon, and offers
unfque rewards to its practitioners. It is perhaps the only kind of work
in which ones "self" or "person" 1s used exclusively as a tool in which
to effect change, and it entails as part of its very nature, an involve-
ment with the most profound existential and philosophical 1ssues. 1If
doing psychotherapy s "the vocation of being human" (Burton 1972,
page 318), then the interface between the personal and professional
development of the therapist is highly significant, The importance of
how the exigencies of the therapist's outer and funer 1life affect his
work has been readily ackunowledged in the literature; however, there has
been much less focus on how the therapist's work affects his personal
life, and thereby reaffects the quality of his work. Within recent years
there hag been increising recognition of the importance of investigating
the effect that doing psychotherapy has on the therapist's behavior, and
of understanding the personal vicissitudes involved in being a psycho-
therapist (Bergin & Strupp, 1972; Burton, 1972; Roeback, Webersinn &
Guion, 1971). Egqua'ly as important 1s an understanding of the processes
involved in becoming a psychotherapist and learning to do therapeutic
work. What 1s the novice's subjective experience of becoming a therapist?
What are the strains and stresses involved in taking up the therapeutic
role? How does the novice come, slowly and by degrees, to experlence and

to use himself authentically as a psychotherapist? While there are



problems that are particular to the therapeutic role and to the doing of
therapeutic work, thcre is also a set of difficulties and dilemmas which
are specifically rel.ted to the beginning stages of being a psycho-
therapist.

Practically ererything written about the problems and dilemmas
assoclated with therapeutic training, has been written about the restdent
psychiatrist., There often appears to be an assumption that what holds
true for the psychiatrist also holds true for the other primary profes-
sions in which psychotherapy 1s a major area of training: psychology
and social work. He ry, Simms, and Spray's (1971) study of various
demographic similari-ies smong therapists of different primary professions
would appear to suppurt this presumption. (The "typical" therapist 1s
white, Jewish, wmiddle class and male.) However, the fact that therapists
from differing primar-y professions may share certaln personal and
socfal characteristics does not necessarlly mean thatr they experience
the same quality or degree of difficulty in their training. Eckstein
and Wallerstein (1953) note that "...elaboratfion of the specific problems
related to their more prirary professional identification, which people
have in acquiring their additional professional identity as psycho-
therapists, might give us some better understanding of the speclal train-
ing problems involved" (p. 67). While in fact it is quite probable that
many of the problems attributed to psychiatrists in training are
generalizable to the other profesaions, it seemed of potential value
to examine the kinds of stresses encountered by psychologists training

to be therapists, as well as their attitudes about the roles which they



are in the process of acquiring, since there has been a dearth of research
in this area. In addirion, little work has been done on examining how
demographic differences (i.e. personal and social characteristics of the
indfvidual) as well as how aspects of the training experience itself,
relate to beginaing therapists’® attitudes regarding thelr training and
work, It is also noteworthv that in general, vhat has been written about
the training experience, has been anecdotally written by more experienced
therapists or supervisors based on their retrospective accounts of

their own training, or based on theilr observations and perceptions of

how trainees deal with ta-ing up the role of therapist. Few, 1f any
studies have attempted tc ascertain directly from therapists in training,
and psychologists in particular, how they experience the process and
problems associated with becominz a psychotherapist. It was in response

to this lack of informat!ion that the present study was designed.



CHAPTER II1

REVIEW OF THE LITERATURE

The following material wiich deals with the experfences and
dilemmas of bepinning therapists, reflects the focus in the literature
on psychiatric residents. Speculations about how and to what extent
these experlences may or may not apply to psychologists will be presented
in context,

The stresses and tensions related to training to be a therapist
have been described as resulting in a constellation of symptoms and
behaviors on the part of residcats referred to as the "Beginning
Psychiatry Tralning Syndrome" (Merklin & Little, 1967; Waring, 1975).
According to Merklin & Little, development of this syndrome 1s essential
to the making of a therapist. Ekstein & Wallerstein (1958) also concur
that some of the symptons described as part of this syndrome, particu-
larly anxiety, are necessary for professional devalopment. According
to Merklin & Little, the synd.ome consists of three stages: the pro-
drome phase appears as a change in the resident's attitudes towards his
patients, peers, and instructors. He may exhibit signs of withdrawal,
spend an excessive amount of time with paperwork, and evidence signs of
dependence on his instructor; in the recaction phase the regident
exhibits symptoms of depression, anxlety, or psychosomatic disorders,
and secondary syoptoms such as anorexia, insomnia, excessive fears,
fatigue, indecision, inability to concentrate, irritability, and exapgger-
ated masochistic attitudes or behavior; in the resclution phase the

resident takes on a new interest in his patients and 1s better able to



handle patient pathology and his own weaknesses.

The stresses and dilemmas of the novice which may lead to this
syndrome revolve around several overlapping areas: the development of
a professional identity as a psychotherapist, the development of psycho-
logical mindedness, the loss of a valued model, dilemmas concerning
the treatment process, stresses of supervision, and institutional
stresses related ta the beginner's student status. While these areas
will be presented separately, it should be remembered that they are

all interrelated.

Development of Professional Identity as & Psychotherapist

Taking on the name "psychotherapist’ means having to come to
terms with socletal, professional, and personal attitudes and prejudices
concerning the role. Ekstein & Wallerstein (1958) have remarked on the
ambivalent attitude toward psychotherapy which exists in the general
public and in somatic medicine and non-clinical psychology. While
magical expectations exist as to the miracles of therapeutic cure,
disappointment is often severe when therapy does not turn out to be the
panacea for mental disturbances which is hoped for. The general public’s
attitudes towards therapists vacillate between awe and envy in which
therapists are viewed as omnipotent mind readers who are the “authori-
ties” and healers expected to impart beneficial information to mankind,
and suspicion, fear and distrust in which therapists are pictured as
bungling or even malevolent "head shrinkers" who may suffer from even
worse pathology than those they attempt to treat. (Daniels, 1974;

Fisher, 1967; Marmor, 1953). Taking on a role in which one is viewed



as either omnipotent or 1impotent by society, a role in which one's human-
ness 1is at one moment extolled and at an other denied, is difficult,
and exacerabates the beginner's inner doubts.

Ekstein & Wallerstein (1958) remark that many members of the
medical profession view psychiatric work as smacking of the "machinations
of the charlatans' (p. 69), because it is considered to be unscilentific.
This criticism occurs for elinical psychologists as well, who are often
chided by other paychologists for the qualitative, non-empirical nature
of their iusights.

The taking on of the therapeutic role also has important fmplica-
tions for the individual's relationship with family and friends. BResides
having prejudices of their own, close relations may react negatively
to the beginner's new ways of viewing things, and may beconme threatened
by his commitment to and involvement with various aspects of treatment
and training (Hallack & Woods, 1962; Seas .ore, 1975). According to
Seashore (1975) close relations of the beginning therapist are faced
with the often disconcerting motion that they tuvo will have to grow and
change, and often perceive the training vrrogram as a "lover" who has
stolen the "dear one"” away. The beginne:r must learn to divide his
energies between demands of family and friends, and demands of his train-
ing, often, not an easy job.

According to Ekstein & Wallerstein (1958), clinical psychologists
who are therapists face an additional problem not encountered by psychia-
trists. While resident psychiatrists are readily able to accept their

therapeutic work as part of a long healing tradition stemming from the



Hippocratic Oath, clinical psychologists often experience themselves in
the position of Prometheus, who stole the sacred fire from the Gods.
Having to fight for the right to do psychotherapy creates feelings of
doing something heroic, albeit wrong, and a climate of second rate status
for many clinfcal psychologists. Thus the development of professional
identity as a therapist for psychologists as a group, seems to have
attendent with it, even 1f covertly, a basic assumption of "fight-
flight”" (Bion 1959).

Another difficulty which beginning therapists who are psycholo-
gists have, at least more overtly than psychiatrists, involves the issue
of lack of credentials. The prc-doctoral beginner's anxieties about his
competence and lack of experience is often exacerbated by his not having
his Ph.D. and hence the title "doctor" {(Ekstein & Wallerstein, 1958;
Rioch, 1976). Obviously, residents in training are already doctors and
do not have this additional worry. Taking on the status of doctor in
relation to one's colleagues and patients may be comforting for the
resident, even 1f the comfort is temporary. In addition, residents are
often more decisive and authoritative in their approach to patient prob-
lems, and because of their previous medical training, wmore easily assume
therapeutic responaibility. It seems likely that psychologists are
initially more timid in their therapeutic work, especially with regard to
situations in which quick decisions are necessary (Brody, 1956, Ekstein
& Wallerstein, 1958).

The above issue is related to the more general dilemma encountered

by many therapists, in acknowledging and exercising their authority



which 1s attached to the position of therapist. Marwor (1953) views
therapy as ''the constant exercise of authority (p. 370)." Newton (1973)
defines this authority as necessarily including both managerial and
helping functions, and vieus the therapists legitimate exercise of
authority and the patlents' reactions to it as a crucilal part of the
work. He sees the beginning therapist in particular as having diffi-
culty exercising authority. Rather than feeling comfortable with both
manaping and helping, the beginner may atterpt to engage purely in help-
ing without taking the responsibility for making decisions about how the
therapy and the transactions involved in it (e.g.times, payments) will be
orga:ized, or for defining for the patient his part in the work. As
stated earlier, this may Le more problematic for psychology students
who, unlike residents, generally have not previously been in positions

with the extent of authority given to physicians.

The Development of Paychological Mindedness

Several writers have compared the process of becoming a therapist
to the process of growth which occurs in the patient in psychotherapy
(Eksteln & Wallerstein, 1958; Ford, 1963: Seashore, 1975). A giving up
of many conventional ways of seeing things and an appreciation of the
complexities of behavior are inherent in each. According to Rioch et al.
(1975) beginners must learn to "be willing to do the most arduous of all
psychological work-~to face unpleasantness, evil, and even terror as
part and parcel of their own make~up (p. 3)." According to Sharaf and
Levinson (1964) the development of psychological mindedness for the

resident involves the following: grasping and accepting patients’



emotions and understanding their motives, defenses, and fantasfes, while
at the same time being aware of one's own wisches and feelings and how
they interact with one's effectiveness as a therapist. The learning of
psychotherapy 1is thus extremely problematic because it entails a
"transformation of the self'...involving "a long and intricatc journcy
that exacts a considerable price in terms of time, effort and pain (p. 138)."

Kubie (1971) remarks that residents must contend with their own
fear of, and anger at mental fllness, aud by virtue of treating somecne
elgse are forced to examine in themselves the same issues they are dealing
with in their patients. While the resulting self awareness the beglnner
may attain is a positive goal which may enhance his therapeutic flexi-
bility, the process of achieving this goal can be confusing and frighten-
fng since the novice may begin to questlon his ability, and his right
to treat patients whose problems often do not seem to be too much differ-
ent from his own (Book, 1973; Ekstein & Wallerstein, 1958; Halleck &
Woods, 1962; Merklin & Little, 1967). Further, he may begin to so over-
identify with his patients' problems, or with the disturbances he reads
about in the literature, that he may begin to doubt his own sanity,
forgetting the real differences between himself and his patients, and the
"Yego strength” it took for him to become a psychiatric resident (Ekstein
& Wallerstein, 1958). Donner & Schonfleld (1975) attempted to measure
the impact of patients' feelings on the beginner. They concluded that
the patient's feelings are contagious and that the beginner is likely to
be influenced by them.

What makes the initial encounters with mental disturbance for the

resident even more problematic is the lack of clear cut and objective
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"litmus tests"” for mental illness, so that the uncertainty about ones
own and others' sanity remains (Merklin & Little, 1967). Not only does
this lack of certainty incrcase self doubt, but it makes having to make
decisions unsettling, since there 1s some degree of risk involved in
each decision. Dealing with a body of material in which there are no
"definites" increases anxiety. Lakovics (1976) concluded from his own
psychiatric training, that recognition that therapy and being a therapist
must entail ambiguity is the most important lesson for the novice.

Berger & Freeburg (1971) describe how as part of the process of
becoming a therapist, the redldent vacillates hetween his curiosity
about the nature of the individual, and his need to defend against issues
which may be emotionally overwhelming. His treatment and learning
periodically switch back and forth betueen the two poles of over—identi-
fying with a patient, and being overly distant with a patient. Kubie
(1971) remarks that the pain of therapeutic involvement often causes
residents to want to retreat. This retrecat, distancing, and denial may
become severe enough to become an impediment to further learning
(Merklin & Little, 1967).

One of the ironies related to the development of psychological
mindedness is that the beginning therapist may feel called upon to
demonstrate his competence and confidence in himself and his decisions
just at the point in which he feels himself to be most confused, conflicted,
and vulnerable (Seashore, 1975). Klagsbrun (1967) retarked that one of
the major dilemmas of his training involved struggling through his

frustrations and doubts in an attempt to maintain integrity, Iinsight, and



11

perspective at a time when he felt these qualities were at a premium.
Rioch et al.(1976) also discuss the pressure upon the novice to appear to
be in command of varlous situations, despite his inner confusion. They
believe that "there 13 an unspoken demind on students to act as if they
were wise men who have found the truth, when in fact they are searching
in the wilderness for small glirmers of light {(p. 229).7

It appears tl:at for the resident it is the sudden impact of being
faced with one's own and other's psychodynamics which creates so much
anxiety. Often the strains involved Iin the development of psycholopical
mindedness indu~e the r..sident to enter treatment of his own, so that
he can better understand and deal with his inner 1life. Clearly, psycho-
logical mindedness is not such 2 problem in those who n~re already in
their own personal therapy because they are used to an introspective
style of thinklng, and becaise they have a place to bring thelr concern
about the ambiguities of their .ork. Henry, Simmsa, & Spray (1971) sur-
veyed over 4,000 theraplsts acrnss the country, representing the four
primary professions of psvchiatry, psychoanalysis, soclal work, and
psychology, on their personal #rd work lives. They report that personal
therapy is an important mechanism of socializatiom in all four mental
health professions. One of their findings was that of the three profes-
sional groups-—socfal work, psychology, and psychiatry--clinical psycholo-
gists were the moat likely to have undergone personal therapy. Clinical
psychologists had the highest proportion (752) of practitioners receiv-
ing therapy of the three groups. Psychiatrists had a proportion of 662

and social workers had a proportion of 64Z. Further, psychiatrists not
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only were less likely than other mental health professionals to enter
therapy, but also more likely to allow it to be imterrupted. Henry et al.
explain these differences as consistent with the different emphasis
placed on a psychodynamic perspective in the training of the different
professional groups. They state that clinical psychology 1s closer to
psychoanalysis than is psychlatry in terms of 1its emphasis on unconscilous
forces in the individual, while this emphasis is tempercd in psychiatry
by the medical-biological model. Undergoing psychotherapy thus may

seem less relevant to psychiatrists who balance their "psychological
mindedness" against the welght of the medical model. It 1s questionable
whether the anxieties about psychological mindedness which are experi-
enced by residents, are experienced to anywhere near the same degree by
psychologists who are training to be therapists. It would appear that
the development of psychological mindedness is more gradually developed
in psychologists, who have contact with a much smaller number of patients
during their graduate training than do residents, and therefore do

not experience being ''imploded"” by psychopathology to the extent that
reaidents do. It i3 also likely that predoctoral c¢linical psychologists
in training are more paychologically sophisticated than beginning resi-
dents because they are more likely to be in their oun treatment, either

for personal or professional reasons,

loss of a Valued Model

The limitations of the applicability of the medical model in engag-

ing in psychotherapy is a hard lesson for the resident to learn. Having
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to twitch from a model where there are tangible, definite relationships
between symptoms, diseases, and treatment, where a patient is cured by
having things done to him, to a model in which tz:lking is the wodality
for change, and in which "cure"” itself is not very clear cut, is quite
disconcerting (Sharaf & Levinson, 1964). In addition, according to
Lakovics (1976), in medicine one knows when one is doing something wrong,
while in therapy this can be quite unclear. This leads to a dilemma for
the resident in terms of figuring out exactly how he should behave with
patients, and on a broader scale, what the psychotherapeutic role as
compared to the medical role is all about. Book (1973) discusses how
the medical model relies on, and can activate varlous defense mechanisms
such as intellectualization and 1solation to keep in check the physicilan's
feelings of fear, anxfety, dispgust, and lust concerning his patients,

The resident, trained under this model in which he has learned to keep

a personal distance from his patients, may be overwhelmoed at the unique
personal and emotional demands made by psychotherapeutic work, and may
retreat back to the medical model when he experiences these new emotfonal
demands as too heavy. In addition, Book notes that the loss and partial
giving up of the medical model involves a mourning process which will
inevitably result in the resident's feeling depressed, angry and helpless.
This sense of helplessness and anger is exacerbated by the fact that the
resident feels that his medical training has 111 prepared him for his
psychiatric responsibilities. Although he may have the status of being
the doctor, the kind of skills and the knowledge he has learned in the

past do not seem relevant to the therapeutic work he 1is doing, and so he
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finds he cannot lean on his previous training for support. His feeling
of competence, developed during his medical training, is therefore
threatened (Halleck & Woods, 1962; Sharaf & Levinson, 1964).
It sectas then, that the essential dilemma for the resident involves
having to replace a model and a way of thinking where there are a set
of externmally provided, concrete solutions for various problems which
one applies logically and consistently, for 2 way of thinking which is
much more internally generated, intuitive, and emotionally directed, and
which necessarily entails a greater degree of paradox and inconsistency.
It is easy tc assume that beginning psychologists, who are not
trained under the medical model do not have the above kind of problems.
However, it may be tha: psychologists have particular nodels of their
own which are of little support in working with patients, and must
be partfially replaced. For example, paychologists are trained in an
academic environment in which logically consistent thinking about
scientific and theoretical considerations and research are highly valued.
Simply put, most clinical puychologists are very good students who have
learned to think in ways which have made them successful as students.
However, it seems likely that psychologists will soon find that their
finely tuned intellectual approach to problems may be of little help to
them when faced with the compendium of thair patients’ and their owm
emotions. It seems then that the psychologist too must learn to shift his
usual way of thinking, and the kind of "tools" he previously has relied on
to attain a sense of competence, to a new and less "well travelled" and

leas strictly logical way of thinking. Being the best academically
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obviously does not guarantee therapeutic success. Frustration, loss of
confidence, anxiety, and helplessness may ensue when logical interpreta-
tions of the various meanings of patients' verbal productions do not

lead to changes as quickly as 1s expected. And perhaps, psychologists,

with their more extensive training in psychological issues come to learn

a painful truth somewhat more quickly than residents, that, as Wheelis (1963)
has stated, even insight i1s limited in its effects, and "the elusive

anguish remains (p. 142)."

Concerns over the loss of a supportive, loglical model would also
seem to be a result of an attempt to learn different orientations to
treatment. Rioch et al. (1976) for example, mention the difficulty
beginning therapists who are trained to do behavior therapy, have with
learning more psychodynamic treatmwent, since the behavioral model of
the "contract" cannot be used as clearly and specifically 1in psycho-
dynamic therapy, in which, to a great extent the "goal" is also the
process.

Clearly, how one defines one's role as a therapist, and how one
l1imits one's behavior based on that role definition, is very much a matter
of theoretical and treatment orientatfion. A big dilemma, then, for the
beginner, concerns not merely coping with the loss of particular models,
but learning how to integrate various, apparently disparate paradigms,
and how to translate that integration into useful therapeutic behavior.
Psychotherapeutic training is often replete with contradictions among
various "authorities,” leaving the beginner in a state of uncertainty and

confusion about which one to follow (Klagshrun, 1967; Lakovics, 1976;



Rioch et al. 1976). Ornstein (1968) has mentioned that the unfortunate
effects of this uncertainty may result in the beginner either rigidly
and dogmatically accepting the tenets of a particular perspective, or
engaging in an "uncritical eclecticism.” The tendency for begimmers to
l1imit their viewpoints as a way of avoiding anxiety has also been

ment "-ned by Book (1973), Chessick (1971), Sharaf § Levinson (1964),

and Wheelia (1958). It is possible that this dilemma 1is more intense

for clinical psychologists than for psychiatric residents. Psychologists
because of their more intense psychological training may be exposed to
more theoretical viewpoints and treatment models with which they nust

grapple,.

Dilemmas Concerning the Treatment Process

One set of treatment dilemmas faced by the beginner revolves
around the question of "how to act,” or "what to do" with a patient in
therapy (Wyatt, 1948). The beginner often finds himself conflicted about
how involved he should be. Halleck & Woods (1952) remark that when he
does become involved, he tends to over-act and over—identify with his
patients, and if he does not become involved, he sees himself as being
cold and aloof. Similarly, Klagsbrun (1967) comments about his guilt
during his trainipg over assuming a distant attitude toward his patients
without a guarantee that such an attitude helps. Maoy beginners mis-
interpret psychodynamic principles of pasychotherapy, and like Klagsbrun,
end up feeling inauthentic: "I spent three years attempting to bury a
part of myself that expresses coocern, warmth, and involvement with

patients...(p. 286)."

16
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Dymond & Lerner (1963) did a study on theraplst empathy. 1In a
group which was divided between experienced and Inexperfenced thera-
pists 1t was found that In general, inexperienced therapists saw thelr
patients as less like themselves than the patients’' own views showed
them to be. Dymond & Lerner suggest that the new therapilst may be more
open to threats and more easlly be made anxiocus by seeing patients as
more similar to himself, and so engages In defensive distancinp, Berger
& Freeburg (1973) discuss how the beginner's urge to "move toward” the
patient often results in his holding onto the patient, condening acting
out and beilng overpermissive, while the urge to 'move away' results in
early termination, intellectualization, and authoritarianism on the
part of the therapist. Saccuzzo (1976} factor-analyzed beglnner's
responses to the “Therapy Session Report" a structured self-report
response questionnalre, and found that they experienced considerable
affective discomfort during sessions. Dimensions like "ambivalent,”
"uneasy closeness," and "perplexed” appeared.

Ekstein & Wallerstein (1958) describe how {in his dilemma over
“what to do,"” the beginner may vacillate between efforts to control the
patient through confronting and making clever interpretations, and an
attitude of 'overcompensatlng directionlessness” (p. 163}, in which he
merely reflects the patient's communications and feelings. To Rioch et al.
(1976) much of the difficulty over 'what to do" has to do with the begin-
ner's wish to fulfill his parient's needs~-to reparent his patient and

perhaps also himself--by "giving.”" The beginner will often feel guilcy
1f he finds he cannot glve encugh: he then fears losing his patlent.

According to Rioch, it is often the tharapist’s wish to be liked by the
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patient which contributes to his preoccupation with what to do rather
than with what 1s going on between himself and the patient. Ornstein (1968)
believes that premature indoctrination in theory contributes to a loss
of spontaneity and too much preoccupation with content rather than process,
in the beginner.

Rioch et al, (1976) have enumerated some of the covert needs and
responses of the beginning therapist which interact with his work with
patients. Rioch is one of the only writers to have iltlustrated the

problemns of the beginner from the vantage point of psychologists in train-

ing. She believes, however, that the dilemrmas she discusses are applicable
for all begilnning therapists, regardless of thelr primary professional
affiliation. According to Rioch, the beginner has to work through his
intense ambivalence about whether to give or withhold from his patlents,
this, despite futellectual awareness of the problem. One of the beginner's
most difficult problers is learning to tolerate the anxiety which s
generated in the therapeutlc situation; this means superceding one's
natural tendency to defend against anxiety. A related issue involves the
beglnner's fear of somehow hurting the patient with interpretations or
confrontations. To go further, there appear to be a variety of typical
fantasles which beginning therapists have about their patients and them-
selves, which contribute to their behavior during the treatment. Bruch
(1974) for example, mentions the beginner's tendency to see the patient as

' and "gives"

someone on whom one performs "psychological operations,’
interpretations. Sharaf & Levinson (1964) mention the beginner's fantasy

of therapy as a chess game, in which making the right "“moves"” 1s thought
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to "checkmate" the illness.

Rioch et al. also mention beginner’s anxiety over the assumption
of responsihility for patients. Particularly problematic is the issue of
potential patient suicide. Halleck & Woods (1962) also noted that patient
suicide, while placing great stress on any therapist, is especially
traumatic for the beginner. Ironically, for residents at least, most
hospitals assign the most disturbed and risky patients to the most inex-~
perienced staff (Chessick, 1971; Merklin & Little, 1967; Ungerleider, 1965).
This policy, according to Chessick, exacerbates residents' doubts about
the efficacy of psychotherapy, because they rarely get to the point of
seeing any substantial improvement in the most disturbed of patients.
Psychologistas may feel more optimistic about treatment success since they
see less disturbed patients durirz their graduate training, and hence
see greater change occurring as a result of thelr work.

Rioch et al. further discussed beginners' fantasies about appro-
priate behavior and affects in therapy. Many beginners belleve that in
order to be good therapists they must be eternally tolerant of their
patients, and eternally in control. They thus fear their anger at patients
wvho are particularly frustrating or who arougse dislike. Related to this,
is the beginner's notion that it is bad to be anxious, when in fact, a
total lack of anxiety on the part of the therapist would indicate that he
wvas being too defensive. To Rioch et al., the beginner's over concern
about his competence keeps him from using his own insecurity to further
the therapeutic process.

The results of the beginner's preoccupation with technique may
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result in his becoming a "therapist in quotes,” wherein he does what he
has been taught will be evaluated as good therapy. He maintains a super-
ficial image of doing therapy, and "handles" patients' problems rather
than working through his experlence of them (Wolstein, 1972). The
beginner's self consciousness about what he is doing deadens his intuition
(Moulton, 1969), He may then rely ou therapeutic cliches, which protect
him from the anxiety of having to come to terms with the therapeutic
process (Bruch, 1974). Alarcon (1972) cnumerates some of these cliches
toward the patient as, “express your feelings, openly, as they are,"

[} (24

"I won't make any decision for you, You don't communicate meaningfully,”
and "You aren't working responsibly in therapy."

The over-valuation on technique may be exacerbated io beginning
behavior therapists. According to Levine & Tilker (1974) behaviaral
trainees are seduced into believing that technique alone will produce
ctinge; they thus devalue interpersonal skills such as empathy, sensi-
tivity and concern.

Finally, for most beginners, concern about their lack of experi-
ence, and perhaps concern about their relatively young age, coupled with
a need to split off and to project what is threatening outside of them-
selves, cause them to deal with their patients either in a superior,
self righteous manner, or in an overly compliant manner, offering

' (Bruch,

iqterpretations with the implicit message "please accept this.'
1474; Berger & Freedburg, 1973; Ekstein & Wallerstein, 1958; Levine &

Tilker, 1974; Marmor, 1953).
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Stresses of Suparvision

Supervision promotes particular kinds of expectations and behaviors
on the part of the beginner. It is aimed at developing the therapeutic
personality of the supervisee through the encouragewnent of self awareness
(Gaoni & Neumann, 1974). It has been repeatedly pointed out 1in the
literature that in this respect, the supervisory process has may parallels
with the therapeutic process, which is one reason why 1t is often experi-
enced as conflictual and ambiguous {(Fkstein & Wallerstein, 1958; Halleck
& Woods, 1962). Because of the parallels between therapy and supervisifon,
personal and professional boundaries overlap, and it is often quite
unclear to both the supervisee and the supaervisor where supervision ends
and therapy begins.,

Various problems may ensue. For example, the beginner may experi-
ence himself as a patient with his supervisor, and thus hear his
supervisor's reuarks as critfcisms of his personalicty (Spiegel & Grunebaun,
1977). Or, he may use his supervision to speak honestly about his fears,

“"ecountertransference diff{culties," but he will feel anxious

dilemmas, and
about revealing personal issues since the supervisor is also seen as an
evaluator (Szasz, 1958; Thompson, 1958). Fear of the supervisor's criti-
cism may impede the supervisee's ability to think flexibly and to recreate
the patient's emotinnal experience. Instead, he may become obsessively
concerned with note taking, taping, etc., in order to remain uninvolved
{English, 1968; Moulton, 1969). The supervisee may txy to turn super-

vision into p=rsonal therapy in a defensive attempt to ward off anxieties

directly related to treating the patient (Fkstein & Wallerstein, 1958).
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Ekstein & Wallerstein discuss the parallel process which exists
between the beginner's relationship with his patient, and his relationship
with his supervisor. Thus, what the beginner sees and presents about
his patient closely parallels comparable problems he experiences himsclf
in supervision. "It is as thoupgh we were with a constant "metaphor"
in which the patient's problem in psychotherapy may be used to express
the therapist's problem in supervision--and vice-versa (p. 180).) As
the beginner gains more experience and expertise and 1is helped 1in the
resolution of hls own supervisory difficulties, the parallel process
diminishes.

According to Ekstein & Wallerstein, beginners in supervision
exhibit characteristic patterns and problems in learninz. In the pattern

of "learning by vigorous denying,' the student needs to ward off the
impact of the supervisory experlence and attempts to reduce it to the
faniliar, Despite constant denying, the student learns, albeit in a
truancated wav., In the pattern of "learning by submission” the student
relates to patients as "below" him and to supervisors as "above" him.

He submissively accepts everything his supervisor says, but continues to
experience it all as external to himself. In this pattern, there is an
implicit assumption on the part of the student that supervision is an
aggressive assault in which one will be "beaten," but for one's own good,
Another pattern involves "the problem of finding a problem"” in which the
student externalizes responsibility for his own learning by assuming that

it is the supervisor's job to point out his "blind spots' to him, since

because they are blind spots by definition, he cannot possibly see them
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himself. Here, there 1Is a magical expectation of learning by spoon-
feeding.

One of the typical ways that the beglinner experiences his super-
viscr, is as a Cod-like figure who has all the right answers. While
several writers have mentioned this phenomenon (e.g. Fkstein & Wallerstein,
1958; Ornstein, 1968; Rioch, 1976), Sharaf & Levinson (1964) discuss it
most extensively, calling it a ''quest for omnipotence." They describe
how the young therapist, because of his own feelings of inexperience,
excessively admires his mentors In a quest for thelr perceived knowledpe
and power. In his striving for professioral competence, the beglnner
hopes that his supervisor will somehow "bestow his treasures" upon him.
Hence, the supervisor is not adnired merely as a role wmodel, but as a
magical, charismatic figure, who will help him to join a special, secret
club available orly to "guild"” members. As part of this quest, the novice
also over-exaggerates his relative lack of ompetence to the point where
he experiences hinself as completely empty and devoid of any inner
resources or knowledge. The overall quest for omipotence involves,
according to Sharaf & Levinson, first a quest for omniscience, then
omnisentience (complete warmth, empothy, flexibility of responsiveness),
and fipally, omrifacience (the ability to effect socfally significant
changes). MNaturally, as a result of this fantasy, many supervisees believe
that they are not getting enough and are constantly searching for more
theoretical, technically sharper, i.e. more "perfect” supervision.
Obviously this quest serves a variety of positive and negative purposes

for the beginner. It helps him to deal with the ambiguity of daing
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psychotherapy by believing that there is a right way; he may use it to
avold responsibilit:, and the overwvhelming nature of therapeutic work by
feeling that he is merely an extension of his supervisor; in his quest to
“"know all" he may avoid knowing anything well, or he may become a parrot
of his supervisor, unable to think for himself. 1In this regard,

Ornstein (1968) comments on how important it is for the supervisor to
allow the beginner to have 'the courage of his own stupidity.” Rioch et al.
(1976) also mention the daunger of allowing students to imagine that they
can't think for themselves. Wolstein (1972) however, underscores the
[act that the 1dea of poagsive dependency s often built inte the student-
supervisor relationship.

Abramowitz & Abramowitz (1976) present the idea that passive
dependency 1s particularly problematic for the female bezinning psycho-
therapist to overcome, due to the fact that passive dependency has been
a conventional female sex role. According to Abramowitz & Abramowlitz

The supervisory encounter poses a critical develepmental

hurdle for the aspiring female psychotherapist. In symbol and

in fact, 1t is a rite of passage from the sanctuary of book

learning to real-world decisi{on-making. Since the skills

required by the former endeavor more closely fit the feminine

sex role convention of passive-dependency than do the

assertive and risk-taking demands of decision-making, the

transition for the female supervisee can be fraught with

ambivalence and ego-protective maneuvering...Satisfactory
working through of the conflict activated by the role pressures
for assumption of responsibility wonld appear to be crucial to
relatively autonomous and conflict-free functioning as a pro-
fessional clinician. Moreover, the amount of working through
accomplished in supervision has implications for the ultimate
quality of the trainee's interprofessional relations with her

predominantly male colleagues {(p. 583-584).

In a related vein, Taylor et al.(1977) in dfecussing women's behavior in

groups, point out that one of the cultural consequences of women's not
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being sucialized to compete for leadership roles is that they may
unconsciously separate the notions of power and authority from the notion
of femaleness altogether.

Abramowitz & Abramowitz go on to discuss the strategles used by
some women that serve ego-protective needs but ultimately block full
professional fuactionimg. They claim that certain "hostile-dependent”
tactics are used which have worked for the woman in the past to nullify
the power of men who exercised prerogatives over her life. The woman
may engage in intellectual seductions of her male supervisor (e.g. bor-
rowlng his books, favorably comparing him to other supervisors, asking
to observe him conducting therapy) all in an attempt at avoiding conducting
and facing responsibility for her own cases. Abramowitz & Abramowit:z
point out that, paradoxically, the female trainee may grossly undersell
her level of clinical expertise, when according to them, she often has
“an initial edge in interpersonal sensitivity and Intuitive dynamic
sophistication'” as compared to men.

The female beginner may also be more invested than the male
beginner in getting expli:it advice about "what to do" in sessions.
Abramowitz & Abramowitz believe that women who have not worked through
their conflicts concerning their sex role heritage are often more suscepti-
ble than wmen to having problems in other areas of training and treatment.
They may more readily overidentify with patients, underestimate pathology,
react viscerally to clinical labels, be more prone to especially hoatile
bids for attention from patients, covertly encourage patient acting out,

be less comfortable taking charge of the treatment and controlling its
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pace, and have difficulty separating from supervisor and patient. It
might be noted here that the relatively small literatuvre on the dilemmas
of the beginning therapist has focussed almost exclusively on the experi-
ences of men, and what has applied to women has been purely by implication.
There has been a dearth of literature on how women perceive, and deal
with their trainiang, roles, and on whether their dilemiraos and difficulties
are any different in qualfty or degree than are those of men. It appeared
useful, then, to look more closely at the experiences of women who are
training to be therapists.

A final supervisory dilemma mentfoned in the literature relates to
the question of which authority to follow, mentioned earlicr. This
dilemma can be cxacerbated if the trainee has many different supervisors
at the same time, or switches to different supervisors for the same
treatment case, all of whom present equally viable but perhaps conflicting
ways of thinking about and doing therapy. In these kinds of situations,
issues that supervisors disapree upon can tend to be highlighted, so that
the student 13 left to fijure out for himself where there may be significant
areas of agreement (Lakovi:s, 1976). Moulton (1969) has written that for
her, one of the most difficult aspects of being in supervision was the job
of integrating her learning from various supervisors. Clearly, this
process cannot be looked at simply as a "problem" (in the negative sense)
since integrating differirg points of view is a useful and necessary task.
However, it can be a painful task for the beginner especially if he has
to negotiate among the prejudices and personalities of the sunervisors who are

espousing the differing points of view he 13 attempting to integrate.
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Since the trainee is in the status of student, supervisors are "authorities"

in both the figurative and literal sense.

Institutional Stresscs Related to the Beginner's Student Status

Being in the role of student creates additional dilemmas for the
beginning therapist which are related teo the overt and covert expectations
and demands made, and the pressures put on him in his role as student
by his training institution as a socifal system. Pressures from the social
systen can interfere with his learniug In several ways. As mentioned
above, students can easlly get caught in a cross—-fire omoug supervisors
of differing views. They can unwittingly be "used" by supervisors tn
“carry'" the conflicts supervisors have among ecach other, and may end up
as casualties of the systrm as a result. "When, in addition to the prob-
lems of interaction with supervisors, the student 1s subjected to the
emotional effects of unstated or unclearly expressed differences of
opinion and feeling among and between the several authority entities in
the supervisory situation, he suffers not only from confusion but also
from psychic inhibitions which can sometimes be disastrous in their
consequences to himself and to his patients' (Emch, 1955, p. 303).

Besides having to negotiate with people in various positions of
authority, student therapists are also faced with coming to terms with
their own and their peers' competition with, and interdependence on each
other. The experience of being de-skilled may be exacerbated by the
student's tendency to underplay his competence because of fears of being

rejected or envied by peers (Rioch et al. 1976; Seashore, 1975). 1In
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addition, he may also fear competing with faculty. Clearly, being in a
position of constantly being judged and evaluated is one of the most
ungettling aspects of being a student. Wishes to please supervisors,

to achieve prestige among peers, and in general to feel accredited by
the system may interfere with the student's wish to be effective for the
sake of the patient, and efforts to save face wmay occur at the cost of
learning (Cheasick, 1971).

Beginning therapists who are also students in a training program
are in the double-binding and paradoxical position of havirg to combine
two roles, which in many ways are diametrically opposed (Seashore, 1975).
While as students they may oftea e.perience themselves in the position of
being dependent or irfantalized, as therapists they are in positions of
great authority and responsibility, requiring high levels of personal

competence and maturity. Pulls to be either students or therapists may

make it difficult for them to be student therapists with clear and

relatively objective views of their strengths and weaknesses.



CHAPTER IIX

HYPOTHESES AND METHODOLOGY

Alm of the Study

An overview of the literature sugpests that the basic issue to be
worked through for the therapist in training involves the question of how
to assume the role of therapist, and integrate one's concept of oneself
in the role with one's concept of oneself as a person. That is, one of
the beginner's major struggles is to attalm a sense of "fit" or authen-
ticity in the role, and thereby to experience a sense of being acceptahble
to oneself as a therapilist. The other dilemmas wit'i which the therapist
in training must grapple may either contribute to or result from this
process. Obviously, the ease with which one assumns one's role and feels
comfortable with 1t depends on several factors. Of particular significance
are the personal and idiosynecratic meanings, both conscious and unconscious,
which the individual attributes to the role. These meanings may In part
be influenced by a variety of personal and/or soclal characteristies of
the individual, such as sex, age or race. Moreover, these meanings may
in part be derived from and influenced by the individual's past experi-
ences in relation to the role, and may be modified by his experiences in
assuming the role himself. Concurrently, the pre-concelived meanings
which the individual brings to the role may affect the way in which he
experiences himself in it and may influence the quality and intensity of
problems or dilemmas that he encounters. It should be noted here, that

the notion of "role'" as used in this dissertation is sociopsychological



in nature, following from Newton (1973). 1In this conception, "roles
encircle deep aspects of the perscnality and of the social structure
within which the person works (p. 500)." According to this view the role
of therapist undergoes as do other soc .al roles, a process of internali-
zat{on in which both the personality a.d social structure are altered.
Newt:n states, "the begioning psychothe. apist’s role behavior is typically
imitative., Increasingly, however, the role moves inward and he gives

it pers mal definition (my italics). Ultimately, the psychotherapeutic

role bectmes an important part of him and he is to some extent different
as a resu.t of having become a psychot .eraptst. (p. 500)"

Therwpeutic training, through formal courses, direct therapy
experience, and supervision is implicity designed not only to wodify the
trainee’s not .ons about therapecutic technlques, but perhaps more pro-
foundly, to mocify his conceptions of what 1t means to be a therapist.
Because there has been a dearth of formal research into the training
experience itself, it remains unclecar as to how or 1f, trainces' con-
ceptions of the role of therapist and of themselves in that role change
over the course of thelr training experience. This dissertation was
designed to begin to {nvestigate those issues, and as such is heuristic in
approach., The aim of the dissertation was to examine the relationships
(if any) between amount of supervised experience doing therapy, conceptions
of the role of therapist and kinds of iilemmas experlenced by therapists
in training. Furthermore, since there is some suggestioa in the literature
that women and men may dea: with the p-ocess of becoming a therapist

differently, this dissertation also at:-empted to examine any possible
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relationship between gender of therapists in training, conception of the

role of therapist, and dilemmas which are experienced. This study was

particularly meant to raise questions with regarxd to the therapy training

experiences of psychologists. The six primary hypotheses follow:

Hypotheses
1.

When the concepts "me” and "me as therapist' are compared in
termas of the meanings attributed to them by therapists 1in
training, there will be a difference in how alike these
concepts are viewed, as amount of experience doing therapy
increases.

When the concepts "me as therapist” and "therapist” are
compared, there will be a difference in how alike they arec
viewed as amount of experience doing therapy increases.
When the concepts "me'" and "me as therapist” are compared,
there will be a difference in how alike they are viewed by
women vs. men.

When the concepts "me as therapist” and "therapist' are
compared, there will be a difference in how alike they are
viewed by women vs. men.

There will be differences in the kinds and intensity of
dilemmas identified by women trainees vs. men trainees.
There will be differences in the kinds and intensity of

dilemmas identified by tralnees as experience level increases.

In the first four hypotheses, ''me' was intended to represent the self con-

cept; '"me as therapist'” was used to represent the concept of self in role;
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and the concept "therapist” was used to represent a general or abstract
notion of the role to be acquired.

As stated earlier, since this study was meant to be of heuristic
value, it in addition attempted to examine the following questions for
predoctoral clinical psychologist, training to be therapists:

1. How do clinical psychol>gy students as a proup conceive of
themselves in their ro'es as theraplists and how do those
conceptions compare to th: ir conception of the role of theraplist
in general?

2. VWhat dilemmas are most intense and least intense?

3. Wwhat types of patient behaviors are most and least anxiety-
provaoking?

Finally, although not part of the formal hypotheses, other factors
were included in the investigation which mar contribute to hou therapists
in training conceive of the role of therapist, and of themselves in the
role, and which may relate to the kinds of dilemmas experlenced. These
were race, age, amount of personal therapy, vear in the training program,
number of patients seen, and number of supervisors. In addition other
roles related to the therapy and training experience werec included:

supervigor, me as supervisen, and therapy patients.

Subjects

Subjects for the study were all doctoral sctudents in the Clinical
Psychology Program of City University of New York. They ranged from first
year students to students on internship. Forms were sent to 58 students,

35 women and 23 men. Forty-five were returned by 28 women and 17 men,
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of the 45 returned, 20 were from second year students, 13 were from

third year students, & were from fourth year students still in residence,
7 were from students on internship, and 1 was from a first year student,
All of the respondents were 1n the process of doing psychotherapy under
supervision of either a Ph.D. level psychologist or a senior psychiatrist.
Female respondents ranged in age from 23 to 18 years old., Male respon-
dents ranged in age from 24 to 47 years old. All of the subjects were

of a generally equal intellectual level and all aspired to do therapy

in the future. All reported their theoretical orientaticns to be some
form of psychoanalytic or psychodynamic treatment (e.g. object relations,
{incerpersonal, etc.). Number of hours of experience doing therapy ranged
frow five to 2,168, with the mean number of hours being 360.6. Number

of months of experience ranged from one to 72, with the mean number of
montha being 24.9. (See graphs 1 and 2 below, which indicate the experi-
ence distributions of the group, in both hours and months of experience.)
The group consisted of 34 whites and eleven non-whites. Number of super~
visors rarged from one to 20 with a wmean of 4.6. Number of hours of
personal therapy ranged from zero to 1800, with the mean being 328.6 hours.
Number of patients seen ranged frcm one to 37, with the mean being 9.9.
This included patients seen in groups of families. (See graph 3 and 4

below, which indicate distribution of patients seen, and hours of personal

therapy.)

Materials

A set of forms was adminis:ered, consisting of a cover sheet request-

ing demographic iniormation, and two self-report scales: a dilemma rating

-
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FREQUENCY DISTRIBUTIONS OF SUBJECTS
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scale, and a semantic differential scale, (See appendix)

The dilemma rating scale consists of a 1ist of 54 statements describ-
Iing difficult situations or problems encountered by therapists in train-
ing, and an additional 23 {items involving patient behaviors which may
be anxiety-provoking, making a total of 77 items in all. Respondents
were instructed to indicate how true each statement was for them, using
a 1-6 scale, where 1 equals least true and 6 equals most true. The items
on the scale were extrapolated from taped interviews with three doctoral
students concerning their dile.mas, from extensive Iinformal discussions
with several cther doctoral students, and from the dilermas suggested
by the literat:re, Content areas covered by the ftems included super-
visory difficul.les, insecurit ' es and confuslons Involving role bound-
aries and role models, concern; about competence and cxperience level,
questions of theory and of teciinique, and problematic feelings toward
or about patients ¢r the therapeutic Interactlion,

An orfginal trial versicn of the scale was forrmlated, which
included both sentence completion 1items (e.g. "Being a therapist is

like "; "My biggest problem as a novice therapist __ ") and declarative

statements similar to t.ose of the final version. {See appendix) In the
original version, statem-nts were worded in terms of positive feelings
(e.g. "1 feel competent about -y work') and negative feelings ("I am
anxious with my patients”)., Fifteen predoctoral and postdoctoral
psychologists outside of the City University Clinical Psychology program
were given the trial version of the dileuma scale and were asked to

i{ndicate in writing what they felt the scale was tapping, and to give
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general comments., There was general agreement that the statements
concerned situations related to dilemmas about comfort, security, or
competence in the role of therapist. In addition, brief discussions were
held with respondents concernirg their general reactions to the scale,
e.g., items which were felt to be redundant, too stronpgly worded, unclear,
too specific or general, contradictory, etc. The scale was then reformu-~
lated, taking these critlques iato account. In the final version, the
sentence completions werc eliminated, and all statements were worded in

a negative direction for the sike of continuicy.

The Scmantic Differential, designed by Ospood (1957) is a
generally recognized instrument, and has been used extensively in
psychological research feor evplarfivg the meanings attributed to a variety
of concepts by different types of groups. It has proven to be an
accurate and sensitive instrum-nt for recording affecrive assoclatlons
to stimuli (Heise, 1965; Jen:ins, Russell, and Suci, 195%8). The
subject is gliven a concept and asked if it is more closely related to
either one word or another, wh=re the two words are palred opposites
(i.e. the scale 13 bi-polar). The subject is asked to indicate on a seven
point scale how close the asso:iation i3 to one word or the other. Thus,
for example, the subject may be given the concept "mother," and the
paired opposites "good-bad," with seven spaces in between the two words.
The more closely associated he feels one of the two words is to the
concept "mother,” the nearer will be his mark to one or the other of the
two words, '"good" or "bad."

It has been demonstrate:! that affective judgments on bi-polar
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adjective scales resolve into three major factors: Evaluation, Potency
and Activity (Heise, 1965; Ospood, Suci and Tannenbaum, 1957). In the
present atudy six concepts were rated on 20 scales. Scales were selected
to represent the three factors: Evaluatfon, eight scales; Poteancy, four
scales; Activity, four scalea. Four other scales were added for their
¢linical iInterest. Effort was made to find scales which loaded highest
on the particular factor being sampled. Factor loadinps were taken

from an unrotated square root factor analysis table included in Osgood

et al.'s (1957), The Measurement of Meaning. Concepts chosen consisted

" LI 1 "non

of the following: me, me as therapist,” "

psychotherapist, therapy

patients,” psychotherapy supervision)' and "me as supervisee."”

Procedure

Forms were distributed to the mailboxes of all students in residence
in the clinical program, and we.e mailed to the homes of all students not
in residence (i.e. on internships). A cover letter was included request-
ing participation from all studcnts presently conducting psychotherapy,
or who previously conducted therapy under supervision. (See Appendix)
Students in residence were asked to fill our the forms anonymously, deposit
them in a box set up for this purpose and check off their names on a
separate master 1ist of all students in the program. Students not in
residence were requested to mail their forms to my home. After a few weeks
a follow-up letter was sent, agiin requesting participation from those

people who had not replied. (Sce Appendix)



CHAPTER 1V

ANALYSIS OF THL DATA AND RESULTS

The two different sets of data (1.e. the Semantic Differential
data and the dilerma data) were analyzed scparately. Statistical tests
done for both sets of data involved various correlations, to be described.
In this study, Intercorrelations of variahbles as opposed to t-tests or
analyses of varlance betwecn discrete proups, were done because the
majority of wvariables to be ana:yzed (e.c. various levels of experience)
were continuous multi-valued variables, and it was felt that it would
not make sense arbitrarily to divide the sample into separate groups
(except in the case of a variable like gender in which there is a
natural divislon) because detall concerning chanves occurrine within
these groups would be lost., All data were punched onto 1BM cards and
analyzed at the City Collepe Co putcer Ceuter using a PSTAT progran.
PSTAT (Princeton Statistical Pa:kage) is a computer proyram written by
Roald Ruhler, a statistician at Princeton. It was used to calculate
means, standard deviations and intercorrelations of variables.

In this section, the analysls corresponding to each set of data will
be discussed in order, torether with the results obtalned, for the sake
of claritv., The first four hypotheses were tested by analyvzing the
Semantic Differential data. Scores on the Sermantic Differentlal were
analyzed in order to obtain information about the meaninps attributed to
the six concepts used. According to Ospocd, et al. (1957), the meaning
of a concept may be operationally defined as "that polnt in the semintic

space identified by its coordinates on several factors (p. 89)." Each
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coordinate gives the distance of a concept from the origin {or neutral
position on the scile) in one direction or the other along an axis which
represents one of the scales or factors. Difference in meaning for two
concepts is operationally defined by the distance between their positions
in the semantic space, as conputed by the peneralized distance formula
D= \Git‘in which d 1s the difference in allocation of the two concepts
on a single scale. Thus, the more alike any two concepts are in con-
notative meaning, the smaller will be the value of D {Ospood & Luria, 1954).
In the present study the semantic data were analyzed in order to
determine 1f there were differenc:s in the meanings of particular concepts
on the basis of experlence and geader. This was done by obtalnieg the
generalized distance functions between each palr of concepts (making a
total of 15 concept palrs) and correlating them with the subject variables
in question, in this case pender and level of experiencs:. The latter was
measured Iin two ways, {.e. nurber of hours of experience doing therapy
and number of wonths of expericnce doing therapy. FExperience was
measured in these two waya becausne it was felt that each may represent
a qualitatively different type of experfence. 1In other words, number of
hours of expericnce relates directly to circunscribed amounts of time
which may be accumulated over a relatively shorter or longer time span.
For example, a person may have obtained 50 hours of experience over the
course of a few months or over the course of many months. Is it the actual
time spent that 1s relevont, or how the tlme spent has been distributed?
It was felt that it would be useful to determine if efither one or both

measures of experifeuce would correlate with the variables {n questlon,
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thus providing more specific information as to the quality of experience
which may influence trainees' perceptions of their work.

In addition to the above, other subject variables previously
mentioned were included in the analysis: race, number of patients seen,
year in the program, number of hours of personal therapy, number of
supervisors, and age. Thus, there were a total of nine subject variables,
including gender and experience level which were Included in the analysis
of 15 concept pairs.

In the course of examining the results a nominal significance
level of (p 7 .05) generally used in psychological research, was used to
test all hypotheses, A correlation was considered Interpretable Af 1t
achieved a noninal 2-tail significauce level of at least ¥ .288 for
2 and 45 degreces of freedom (.288 13 the critical value corresponding
to an alpha level of .05). It should be noted, however, that significance
tests may not have been independent in many cases, so findings must be
interpreted cautisusly.

The following results were obtained:

Hypothesis 1. When the con-epts "me" and "me as therapist" were

compared, there was no difference in how alike they were viewed as trainees’
experience increased. No significant correlation was found between either
of the measures of experlience and the distance between the two concepts.
Thus, the hypothesis was not supported.

Hypotheais 2. When the concepta "me as therapist” and "therapist"

were compared, there was no difference in how alike they were viewed, as

trainees’ experience increased. No significant correlation was found between
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- the experience measure and the distance between the concepts in quest-
fon. Thus, this hypothesls was not supported.

Hypotiesis 3. When the concepts "me'” and "me as therapist” were
compared, there was no difference 1in how alike they were viewed by women
vs, men. No significant correlation was found between the gender of the
trainees and the distance between the two concepts In question. Thus,
this hypothesis was not supported.

Hypothesis 4. When the concepts "me as therapist” and "thera-
pist" were compared, it was found that women viewed the two concepts as
less alike than men did. A positive correlation of +.355 was found be-
tween gender and the distance between "me as therapist" and "therapise,”
indtcating that for women there was a significantly greater distance
between the two concepts in question. A significant correlation of
~.364 between the evaluative factor of "therapist"” and gender, contribu-
ted to the aforementioned result. This indicates that women concelved
of "therapist" as significantly bette:r than men did. This hypothesis
wag, therefore, supported.

Since other concepts and subject variables were analyzed bhesides
those of hypotheses 1-4, a variety of serendiplitous results were also
obtalned. The following additional correlations berween subject variables
and concept pairs were found to be significant, and are summarized in

Table 1, below.
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Table 1

SERENDIPITOUS CORRELATIGNS

.\ — —_ e e —— e e i e ——— e ————

Subject Variables

No. of patients scen

No. of hours of personal
therapy

No. of hours of personal
therapy

No. of supervisors

No. of hours of experi-
ence

No. of hours of experi-
ence

Ne. of hours of experi-
ence

No. of months of experi-
ence

No. of months of experi-
ence

Gender

83

Concept Pair

Therapy patients-me
Me as supervisee-super-
visece

Me-me as therapist

Therapy patients-me

Therapy patlents-me

Me as supervisee-me

Me as supervisee-me
as therapist

Me as supervisee-me
as therapist

Therapy patients-me

Me as supervisee-me

Significant
Correlation

429

-.294

.310

.33

. 396

.295

.313

425

.392

.—289




Extrapolating from the table wve find the following for the sam-

Ple as a whole:

1)

2)

3)

4)

5)

The concepts "therapy patients" and "me" were seen as less
alike by trainees with more patients, a larger number of
supervisors, and a larger numnber of both hours and months
of experience.

Trainees viewed '

'me as supervisee” and "me as therapist”

as less alike, the more hours and months of experience they
had.

Tralnees viewed "me" and "me as therapist’™ as less alike

the more experlence they had in thelr awn personal therapy.
In addition, the more the hours of personal therapy exper-
fenced, the more alike were the corcepts "me as supervisee”
and "supervisor."”

The larger the numher of hours of experience, the less alike
were "'me as supervisee” and "me."

Women viewed the concepts "me as supervisee' and "me" to be

more alike than did men.

In addition to testing hypothesis 1-4, the data was examined to

compare how the entire sample viewed the concept "me as therapist"” as com-

pared to "therapist.

" This was done by comparing the two concepts in

terms of the mean scores obtained for each factor (activiry, potency,

evaluation) for the group as a whole. Table 2, below, Indicates the

mean scores obtained, where the lower the score, the more active, potent,

and good the concept in question is }udged.
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Table 2

COMPARISON OF MEAN SCORES OF SEMANTIC
DIFFERENTIAL FACTORS

_ Standard
Concept Factor X Deviation
Me as Therapist Activity 13.8 2.2
Potency 15.3 2.8
Evaluation 21.6 5.0
Therapist Activity 14.1 1.8
Potency 14.3 2.4
Evaluation 18.5 5.2

Thus, for the group of psychology trainces as a whole the concept "therapist”
was judged to be somevhat less active, more potent and better than the
concept "me as therapist,” Additional findings of fnterest show that
the group as a whole judged "me" to be the most active and potent,
"therapist" to be the rost good, "supervisor"” to be the least active,
"me as supervisee” to be the least potent, and “psychotherapy patients"”
to be the least good.

The data were also analyzed to compare differences between the
meanings of different concepts for the entire group. This waa done by
comparing the general distances between each concept with every other
concept for the sample as a wvhole. A hefrarchy of 15 concept pairs was
thus obtained, and is presented in Table 3 below in descending order,

where the first pair i{s the pair with the largeat relative distance
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between concepts (i.e. concepts viewed as least similar) and the last
pair is the pair with the smallest distance between concepts (i.e. concepts

viewed as most similar).

Table 3

PERCEIVED SIMILARITY OF CONCEPT PAIRS

Con-ept Pair Mean Distance
Therapy patieats~therapist B. 642
Therapy patients-supervisor 8.199
Therapy patients-me 7.865
Therapy patients—-me as therapist 7.111
Therapy patients-me as supervisece 6.875
Me-supervisor 6.666
Me as supervisee-supervisor 6.242
Me as supervisce-therapist 6.139
Me as therapist-supervisor 5.781
Me-therapist 5.508
Me-me as supervisee 5.315
Supervisor-therapist 4.938
Me as therapist-therapist 4,709
Me as therapist-me as supervisee 4.686

Me as theraplst-me 4.628
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Hypotheses 5 and 6 were tested by analyzing the data obtained from
the dilemma rating scale. The subject variables of "gender” and “numher

of hours of therapy experience,"” and "number of months of therapy exper-

L

ience,"” were correlated with each of the 77 dilemmas listed. 1In addition,
the other subject variables previously mentioned (such as race, age, etc.)
were correlated with the dilermas. Means and standard deviations for each
dilerma were alsoc obtained as indicators of hov Important each dilemma was
judged for the group as a whole (i.e., the degree of Intensity with which
each was related o). Agaln, a correlation was considered interpretable {f
it achieved a nominal significance level of 1 .288, this bheing the critical
value for an alpha level of .05, with a sarple of the size {in this study.

The followinpg resnlts were obtained:

Hypothesis S, Out of the 77 listed dilemmas only one dilemma cor-

related with gender. A positive correlation of + ,332 was found between
dilempa number 47 (relating to dependence) and gender, indicating that women
identified this dilemma as relatively more true,or relatively more of a
problem for them, than men did. Dilemma 47 states "I feel dependent on my
supervisors." Other than this one item there was no signi{ficant difference
in the dlilemmas identified by women vs. ren. In sum, both men and women
in this sample generally appear to face the same dilemmas.

Hypothesis 6. Thirty-one listed items out of 77 were nepatively
correlated with level of experience as measured by combining both number
of hours of expericnce and number of months of experience. Of these, seven
itens correlated specifically with "hours of experience' but were alse included

in the group of 31 which correlated with "months of experience."” Items which
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were negatively correlated with level of experience are those which were
rated as less true, and therefore less problematic, by therapists, as

their level of experience increased. In other words, less experienced
therapists found these items to be relatively more problematic for them,
while more experienced therapists found these items to be relatively less
problematic for them, Of the 31 items, 20 were listed as dilemmas per se,
and 11 were liasted as anxiety provoking patient behaviors. The 20 dilemmas
and 11 patient behaviors are listed below. {(See appendix for items which
the numbers below refer to.)

Dilemmas: 8, 9, 10, 13, 14, 15, 17, 24, 25, 26, 27, 28, 29,

33, 41, 42, 43, 46, 4B, 49,

Patieat Behaviors: 55, 56, 59, 60, 62, 66, 68, 69, 70, 74, 77,

None of the listed items were positively correlated wich experience level,
indicating that there were no differences in kinds of dilemmas identified
as experience increased.

The findings described above for hypotheses 5 and 6 should be inter-
preted in light of the overall findings for the group as a whole. Of the
77 listed dilemnas, on the average, 71 of the dilemmas were rated with a
score in the range of 2 - "Usually not true,” or 3 - "Tends to be not true."
In other words, on the average, the group as a whole tended not to identify
the vast majority of dilemmas listed as particularly true. This included
jtem 47, which was negatively correlated with gender but was rated by the
group with an average score of 2.4, i.e., not particularly true. The standard

deviations for all the dilemmas ranged from 0.8657 to 1.5754, indicating
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that there was a relatively minimal amount of variability in how the itens
ware rated. Four of the listed items - numbers 27: 35, 54, 56 - received
a rating which averaged in the range of about 4 - "tends to be true.”
These then, must be considered to be those dilemmas which were experienced
by the group most intensely:
27 -~ "As a therapist in training I feel a pressure to
appear in control and competent even when I'm feeling
confused and vulnerable." (4.1)
35 - "I feel I don't understand my patients as well as I
could.” (4.0)
S4 - "training to be a therapist is a painful process.” (4.8)
56 - (I would feel anxious 1n response to) "suicidal state-
ments"” (by patients). (4.7)
Of these, item 54 received the highest rating. It showuld be noted that item
27 and 56 were alsc negatively correlated with experience level. Therefore,
wvhile the above four items were most identified as diffjcult by the group
as a whole, items 27 and 56 were considered to be less of a problem as
amount of experience increased. Two of the listed {tems - number 3 and 37 -
received an average rating by the group in the range of about 1 - "definitely

not true."” These then were experienced with the "least intensity,” since

they were not identified as dilemmas at all:
3 - "I wish I weren't 8o psychological minded." (1.9)
37 - "I wish my supervisors would more often address my
patients’ problems rather than mine."” (1.6)

0f these, item 37 received the lowest rating. As part of the dilemma items,
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anxiety provoking patient behaviors all received an average score in the

range of 2 or 3 except for item 56, "suicidal statements,' which has

already been discussed above. The patient behavior which received the

loweat rating and which therefore can be considered as the relatively

least anxiety provoking for the group, was item 58 - "crying." These

scorcs should also be seen in the context of the fact that the group as a

whole tended not to identify any of the patient behaviors listed (except

item 56) as being particularly anxlety provoking.

Again, findings regarding other subject variables were obtained

serendipitously. They follow: (See appendix to determine {items which the

numbers below refer to).

1)

2)

3)

It was found that "vear in the program" was negatively corre-
lated with: 9, 13, 15, 17, 24, 29, 33, 41, A2, 48, 49, 55,
62, 66, 74, 77. All of these were also negatively correlated
with experience level, The following were correlated
negatively with year in the program but not with experience
level as well: 238, 39, 44, 45, 47, 64, 71, 75.

It was further found that "number of hours of personal therapy"
was negatively correlated with: 18 and 70. Of these, number
18 was not also negatively correlated with experience.
"Number of patients seen” was found to be negatively cor-
related with: 8, 9, 10, 13, 15, 17, 24, 27, 29, 33, 43, 48,

All of these were also negatively correlated with experience.



4)

5)

6)

=) |

It was found that "number of supervisors' was negatively cor-
related with: 5, 9, 15, 17, 24, 29, 33, 48, 55, 56, 59.

Of these, number 5 was not also negatively correlated with
experience.

"Age" was found to be negatively correlated with: 4l and 42,
These were also correlated with experience. The following
were nepatively correlated with "age" but not with experi-
ence level as well: 23, 40, 61, b67.

Finally, it was found that "race" was positively correlated
with: 4, 13, 20, 23, 26, 28, 36, 37, 44, 45, 49, 61. The
positive correlations indicate that the above 1ltems were

rated as more true or problematic for whites.



CHAPTER V

DISCUSSION

The purpose of this dissertation was to begin to examine the
experience of becoming a psychotherapist, from the direct perspective
of psychologists training to be therapists. Specifically, the study
was an attempt to look at factors—-particularly experience level and
gender--which may have some bearing on both the ways in which
trainees define themselves in theilr training rolea, and the dilemmas
they experience as part of the training/defining process itself.
Research concerning therapists' attitudes about their work, or concern-
ing therapy traineea’ attitudes about thelr work and training, has been
relatively limited. Therefore, this dissertation was conceived of as being
heuristic in nature. A discussion of the findings presented in the
previous chapter, the implications of and questions raised by these
findings, and some tentative directions for future research are presented
in the following pages. In general, the discussion will focus on the
results directly related to the formal hypotheses; however, some of the
serendipitous results which indirectly relate to or amplify the results of
the hypotheses will also be discussed where applicable.

Before going directly to the hypotheses it is necessary to discusa
various general conaiderations which arise in attempting to interpret the
results, and to make more explicit the assumptions which contributed to

the formation of the hypotheses.
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The first consideration has to do with the nature of the sample.
As noted, the sample consisted of a group of City College graduate
pasychology students who, by the very nature of their choice of profession
and training are relatively sophisticated about the nuances and subtleties
of human behavior and thinking. In other words, they are psychologically
minded (and the results indicate that the sample did not find this to be
a dilemma) and because of that fact are probably not apt to commit them-
selves to an extreme point of view with regard to their own, or other's
behavior or attitudes. This would be particularly true on a self-report
measure of the kind used in this study because this kind of measure
requires conscious reflection. 1In fact, the results indicate that while
there was individual variability, the sample studied generally tended to
stay in the wmiddle or more neutral ranges in terms of 1its response
patterns (except on the evaluative factor of the Semantic Differential)
thus making it difficult to obtain a "true" view of the subjects' atti-
tudes.

Another consideration involving the group has to do with the fact
that every subject in it was in the same training program. While it was
originally felt that this group would provide a fairly representative
sample of psychology trainees in general, because of the rather broad
range of backgrounds of the individuals in ir, it 1s possible that a
certain "acculturation” to, or socialization by the training program itself
might have occurred, thereby influencing the attitudes of the respondents
and hence leading to a certain sameness in responding. Clark (1973)

has discussed the ways in which clinical psychologiats in the Columbia
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Teacher's College Clinical Paychology program were socialized to develop
certain professional attitudes and behaviors. He discussed how the culture
of that program exerted a strong pull on the students to develop openness,
individuality and the conveyance of competence. Since all of the respon-
dents in this study, except one, were at least at the end of their second
year {(the data was collected in May), ft 1is highly likely that both the
overt and covert éttitudes regarding professional functioning and training
which reflect the culture of the City College Clinical propgram had an
effect on people's response patterns. A more specific discussion of what
appears to have occurred will appear at a later point. In addition, it

is possible that admiassion procedures of the program subtly encourage
acceptance of people who already have a particular set of attitudes in
common with each other, and perhaps with the faculty.

A third consideration mentioned in the previous chapter involves
the fact that in analyzing the data, the varlables were treated as 1f they
were independent when in fact this was not true in all cases. Thus, any
attempt to isolate any one varilable becomes confounded by the possibility
that this one variable is affected by other variables. For example, when
we look at the sub-group of women, we are looking at a sub-group with a
range of experlence, age, race, etc., which may also play a part in how
this sub-group responded.

The size of the sample used mitigated against examining each variable
while holding other variables constant. The sample size was too small to
subdivide it practically into different groups on the basis of particular

variables being held constant or not. Despite this limiation 1t was
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felt that results obtained from this sample could still shed light on
which variables relate to dilemmas experienced in assuming the role of
therapist. It might be noted here that the analysis of the data shows
retrospectively that the subject variables involved in the primary
hypotheses (experience and gender) may be interpreted as being essen-
tially independent of each other since there was minimal correlation
between either gender and hours of experience (.026) or gender and
months of experlence (.052). Nevertheless, since the same overall group
was used to examine several variables, results must be interpreted with
caution, as noted in the previous chapter. A related issue involves

the fact that the distributions of experience levels (as well as those
of other variables) were somewhat skewed in this particular sample.
Whether a more even distribution of, for example, hours of experience or
patients would have made the results more valid 1is, open to question,
since it is unclear whether there 1s a particular "normal" pattern of
accumulation of amounts of experience either for individuals or groups
of therapy trainees., In order to make this determination, replications
of this type of study with other samples would be needed.

To turn to the concept pairs used in the hypotheses, 1t was felt
that the comparison of "me" and "me as therapist” would provide informa-
tion about the process of integration or differentiation which may occur
in acquiring the role. The hypotheses were not formulated in a directional

way (f.e. that one group would view the concepts as either more or less

alike) since the implicit question of the hypotheses was in what ways do

trainees conceive of themselves in role as compared to how they conceive
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of themselves as persons, and what factors may relate to changes or
differences in these conceptions. The information sought, was vhether
there would be a difference in either direction on the basis of
particular variables. For example, with regard to the experience vari-
ables, if the two concepts were seen as efither more similar or less
similar, this would have indicated that some change occurred over the
course of experience in efther one'’s self definition or one's definition
of onegelf in role, or both.

If the two concepts were seen as very similar, this may have
suggested some sense of role "fit" but also some possible blurring of
boundaries between self concept and concept of self in role, If they
were seen as less similar, it would have sugpested more of a differentia-
tion of role from self. Whether in fact, the assumption of the thera-
peutic role occurs as a linear process or as a circular process in
which there is a continual fluctuation between blurring and clarity of
role-self bhoundaries is open to question.

The comparison between "me as therapist" and "therapist" was
thought to involve the question of how trainees' concepts of self-in-
role vary from an abatract concept or model of the role, on the basis
of particular variables. It was assumed that this general notion of
“therapist"” would become idealized by the group and that it would be
seen as a model which 1s aspired to. That this did occur is born out
by the result which indicates that the group as a whole viewed "therapist"
as less active, more potent and better than "me as therapist,” and
further, that "therapist" was viewed as the best concept of the entire

group of six concepts used.
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The fact that “therapist" was judged as less active yet more
potent and better, seems to fit the model of the orthodox psychoanalytic
therapist, a model used by the majority of students in this particular
training program. All respondents identified themselves aa paychoana-
lytic in orientation, or some variant thereof., Further, the orientation
of the majority of the clinical faculty in the program is largely psycho-
analytic or psychodynamic.

This particular result also appears to reflect the kind of ideali-
zations toward supervisors described by Sharaf & Levinson (1964) and
Ornstgn (1968). Ornstein in particular discusses trainees' views of
theilr supervisors as sorcerers. By definition, sorcerers are those who,
with very little effort or activity are able to effect great changes in
events and people. There is likely a strongly transferential element to
this notion of "therapist™ as less active, yet more potent and good,
related to a childlike conception of the good father. The above concep-
tion of "therapist'" may have less to do with trainees' notions of the
actual role behavior of therapists per s&, and more to do with the
transferential qualities projected onto the particular abstraction,
“therapist." In addition, this conception of “therapist" may be a reflec-
tion of the way in which trainees experience their own therapists.

The hypotheses concerning self in role and role definition were
also not formulated in a directional way; however it was assumed that the
closer the comparison, the more like the aspired-to role model the trainee
perceived himself in role to be. Again, closeness or dissimilarity in

meaning could be the result of a change in definition of either one or

both concepts.
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To turn now to the hypotheses, as noted in the previous chapter,
both hypothesis 1 and hypothesis 2 were not confirmed. Since many of the
issues involving these two hypotheses are identical, they will be dig-
cussed together, with individual issues pointed out where applicable,

The fact that hypotheais 1 was not confirmed suggests that experience as
defined did not have a bearing on the degree of similarity perceived
between self and self-in-role. The two concepts were not viewed to be
pignificantly more alike or less alike as experience increased. Results
of hypothesis 2 indicate that amount of actual experience doing thevapy
also had no bearing on whether trainees conceived of themselves in role
as significantly more or less similar to their conceptions of the role
model. These results are rather surprising, since it would seem probable
that actually doing the work would provide trainees with the opportunity
to test out and reflect upon their behavior in and out of role, and to
compare behavior in role with notions of ideal role behavior. 1In fact,
these results seem to contradict those of Perlman (1972) who found that
doing psychotherapy resulted 1n a greater congruence of self and ideal-
self concepts in beginning therapists. In addition, anecdotal reports
like that of XKlagsbrun (1967) suggest that with experience the novice
therapist's image of himself in role does change.

There are several possible explanations for these results. The
first, which relates to both hypotheses, is that the Semantic Differential
as used in this atudy provides only a quantitative measure of overall simi~
larity or difference between concepts, as opposed to a more qualitative
measure. For example, it 1is possible that over the course of experience,

conceptions of both self and self as therapist, or self as therapist and
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therapist are modified, and if they are wmodified in relatively equal pro-
portion to each other, the Semantic Differential would not pick this up,
since 1t only picks up general distance. This speaks to the relative
crudeness of any self-report scale which is used in an attempt to measure
subtle variations in attitudes. TIn light of this point, the results indi-
cate that the sample as & whole percelved all three concepts (i.e. "me,"
as therapist,” and "therapist") as relatively quite similar to begin with.
Therefore, 1t 1s likely that differences in meaning which may have occurred
on the basis of experience would hardly be discernable since there was
little room for modification. This point fits with Clark's (1973) obser-
vation that for the group of clinical psychology students he studied,
clinical training was “natural,” from the beginning since it fit with
students' sense of personal growth, and that training was more a process
of "polishing than of transforming (p. 331)."

In addition, the present study measured change over a broad range
of experience, It i1s possible that had there been enough people in the
sample to exclude those falling within the middle of the range, and the
author simply had compared the more extreme ends of the experience range,
statistically significant results would have been obtained. Furthermore,
the results indicate that in one case a significant change in one of the
factors for one of the concepts did occur. It was found that the more
months of therapy experience, the better were the trainees' concepts of
themselves {i.e. "me") on the evaluative factor. However, this was not a
powerful enough change to effect the concept as a whole, in which three
factor measures were involved, nor was it powerful enough to effect a

difference in the comparison of the two concepts '"me' and "me as therapist”



in which six factor measures were Involved. Changes in how the concept
pairs were viewed might have been measured more effectively by doing a
longitudinal rather than a cross-sectional study. Measuring the conceptions
of the same people over different periods of time would also have
eliminated some of the problems occurring as a result of the possible
interdependency of some of the variables.

Other possibilities exist for why there was such little change in
the compariscon of concepts. The first has to do with the paradoxical
effects of being in the dual role of both therapist and trainee. It is
possible that the effects of being in the status of student are powerful
enough to outweigh the effects of experience. As Seashore (1975) has noted,
the fact of being a student in a professional development program may create
levels of stress that effectively impede learning during phases of the
program which the faculty regard as critical. Perhaps belng in the rele
of trainee precludes the possibility of developing a different sense of
oneself in the role of therapist. No matter how much actual experlence
the trainee has, the therapist role may be experienced as somewhat arti-
ficial as long as the individual 1is also a "trainee." 1In other words,
it 1is possible that the professional context in which the experlence is
gained is more influential than the experience un experience. One could
speculate that ones sense of oneself as a therapist changes most dramatically
when one 13 actually working as a professional rather than as a trainee,
since there may be more soclal sanction and external pressure to alter
ona's conceptions in the former case.

A Final issue which is related to that of the partlicular context

in which the experience 1s gained, has to do with how one's individual
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wishes, fantasies and covert assumptions regarding the role interrelate
with the reality requirements of the role in determining how one conceives
of 1t. Active reflection concerning the relationship between these inner
and outer realities would appear to be essential in influencing changes

in self and role conceptions. It Is assumed in most training programs
that the experience of doing therapy in and of itself does not have built
within it enough of an opportunity for self-reflection on the part of

the trainee. That 1s one of the reasons why supervision is provided.

But the results of this study suggest that even supervision does not pro-
vide the necessary context to influence significantly the trainee's

sense of himself in role, or his sense of the role in general, The results
of this study do indicate that the personal therapy experience of the
trainee had a bearing on difference in definition between self-concept

and concept of self in role. This experience 18 "extra professional’ and
yet is inextricably bound up with the professional training of the therapist
in that it provides a context for active reflectlon regarding personal
motivations and behaviors, including what it means to be training to be

a therapist. We would assume that part ovf what went on in the personal
therapy of the subjects in this example was an attempt to understand

and work through what acquiring the therapeutic role means. It will be
recalled that the larger the number of hours of personal therapy experi{-
enced, the more dissimilarity there was between "me"” and "me as therapist"
within the context of the fact that the entire sample viewed those two
concepts as most similar, This suggeats that the personal therapy experi-

ence of the trainees in this group may have had a bearing on thelr abiliry
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to maintain a non-defensive distance between role and person, while main-
taining a sense of “fit"” in the role. In the context of conceiving of
self and self in role as similar, people with many hours of personal
therapy saw more of a differentiation between themselves and themselves
in role than those who had fewer or no hours of personal therapy. Omne
can speculate from this, that this ability to maintain a relatively clear
boundary between one's sense of self and one's sense of self in role
may ald these therapists in dealing with countertransference issues and
dilemmas encountered in their treatment of others. In sum, then, experi-
ence doing therapy in and of itself did not bear on role or self definition
while experience in therapy did. These results lend strong support to the
notion that personal psychotherapy is an important, if not necessary,
component of therapeutic training.

Before leaving the first two hypotheses, it is of additional interest
to take note of those concept pairs which experience did relate to.
It will be recalled that the greater the amount of experience, the more
dissimilarity was perceived between "therapy patients" and '"me,” "me as super-
visee" and "me," and "me as supervisee' and "me as therapist." A serious
issue implicit in these findings (and particularly in the “therapy patients'--
"me" dichotomy) 1s that experience seemed to have promoted defensive distanc-
ing and splitting, rather than reducing it. This again contradicts find-
ings like those of Dymond & Lerner (1963) in which distancing was attributed
to less experienced therapiats. These results are enigmatic, but they do
suggest that the relatively low status which both the position of patient

and the position of supervisee have in the division of authority which 1s
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built into the structure of the therapeutic and supervisory relationships,
may have contributed to the distinctions drawn between the concept pairs
in question. Whether in fact the same results would be found 1f the study
were replicated with another sample is open to question.

To turn now to hypothesis 3, it was found that the comparison
between self concept and concept of self in role was not significantly
different for women vs. men. This suggests that for this particular
group of women and men there was no particular gender—linked difference
in the attainment of a sense of "fit" in the role. As indicated earlier,
there is little information in the literature which would either support
or refute the notion that gender has a bhearing on how people experlence
the process of asauming the therapeutic role. The 1ssue therefore remained
an open question for the author. For example, since many of the behavioral
requirements of the therapeutic role are often assoclated with traditionally
female functions, it was considered possible that assuming the therapeutic
role might be experienced as qualitatively different for women and
men as a result of differential sex-role learning. It was thus felt to
be important to develop hypotheses to test for possible gender differences.
As with the first two hypotheses, the fact that no dif ference was found may
be a result of certain methodological problems. For example, it 18 unclear
whether the same results would have heen obtained in a more homogeneous
sample of women and men in which there was a very limited range of experi-
ence. And again, differences occuring between the two groups may have
been impossible to obtain since the two concepts in question were conceived

of as very similar by both groups to begin with. Therefore, it would seem
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premature to reject the question implied by this hypothesis on the basis
of these results alone, particularly in light of the findings of the next two
hypotheses, which will be presented in the discussion which follows.

To turn now to hypothesis 4, it will be recalled that women per-
ceived a significantly greater difference between themselves as therapists
and their model of theraplist, than did men. This suggests that while
wonmen do not evidence differences in taking up the therapeutic role per
sé (re: hypothesis 3) they may have more trouble living up to their
ideal notions of the role than men do. The results lend further support
to this notion since they Indicate that the difference between the two
groups was due to women's having defined '"therapist’ as significantly
better (i.e. on the evaluative factor) than men. In other words, thelr
conceptions of '"therapist' were more idealized than men's were. This find-
ing lends support to the contention of Abramowitz & Abramowitz (1976)
that women may grossly undersell their level of clinical expertise. Women
trainees may feel relatively less competent as theraplists than men because
their idealized images of the role are more unobtainable. Why would this
be the case? One possibility has to do with the fact that despite the
traditionally maternal functions associated with the role the societal model
of "therapist" is that he is male. If women's notions of "therapist"
have, in part, associations of maleness attached to them, then they would
perceive a wider gap between themselves as therapists and the abstract idea
of therapist,than men would. Moreover, Newton (1973) points out that
certaln personal qualities such as being male, carry with them a "natural

authority" which 1s related to high status categories of social membership;
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as a result, ''psychotherapists who do not evidence all or most of these
properties may encounter special difficulties in establishing their authority...
despite the fact that such characteristics bear no inherent relationship
to task--competence {p. 510)." If "ctherapist"” is associated with authoricy
and 1f women, due to the nature of their socialization, don't assoclate
authority with femaluness, as for example, the Abramowitz's (1976) and Taylor
et al.(1977) contend, then the ideal of "therapist” would seem even more un-
obtainable. Further, Newton (1973) points out that the therapeutic role
encompasses a dual set of constellations: the helping role, which most
resembles the maternal role and the managerial role which resembles the paternal
role. Thus women, traditionally unschooled In exercising "masculine” manager-
1al functions would find the "real world decision making' involved in exer-
cising traditionally masculine managerial authority to be quite problematic,
and as the Abramowitz's contend, this may lead to greater dependence on super-
visors. The results of hypothesis 5 also appear to lend support to this idea
and will be discussed next.

The final two hypothesea deal with the broad range of dilemmas
encountered by trainees. Before poing directly to them, it is necessary
to comment briefly about the group results as a whole. It will be recalled
that the group tended not to identify the vast majority of dilemmas listed
as being particularly true for them. Possihle reasons for why this occurred,
and implications which come out of {t will be discussed later in this
chapter. At this point, however, the reader is reminded that while a set

of dilemmas may have come out in the analysis as belng ''more intense”

for a partfcular sub-group, this occurred in the context of the entire
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group's not having identified them as problematic to begin with.

As noted earlier, the results of hypothesis 5 appear to lend
further support to the contention of Abramowitz & Abramowitz that issues
concerning authority and dependency are more probhlematic for women 1in
their training. Agaln, though.while women 1dentified feeling dependent
upon supervisors as more problematic for them than men d1d, they did not
identify this as a problem in the absolute sense. Thus,It s impossible
to conclude on the basis of this one statement that Abramowitz's con-
tentions are completely correct. Furthermore, this result may be equally
interpreted to mean that women were simply more able to acknowledge thelr
feelings of dependency 1in supervisors than men were. However, these
results taken in combinatlon with those of hypothesis 4 certainly sugpest
that women may have some very different issues to deal with as part of
their training. Further support for this notion 1s also supgested hy
the fact that women percelved the  concepts "me'" and "me as supervisee'
to be more closely related than men did. This suggests that at least this
group of women may have expertienced themselves as fitting more comfortably
into the supervisee role, which 1s, relatively speaking,a position of
lower status and authority,and 1s one which pulls for dependency.

The results of hypothesis 5 aluo indicate that while there was a
difference in the intensity wlth which one particular dilemma was identified
by women vs. men, there were no differences in either the intensity orv
kinds of other dilemmas listed. Specifically, dilemma items which related
to claims that women may be more invested than men in petting advice about

what to do, that they may more readily ovecridentify with patients or
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react viscerally to clinical labels, were not identified by women, nor were
other items which related to dependence. Thus, the results of the hypothe-
ses involving gender are equivocal at best. whether in fact women and men
experience different kinds of dilemmas as part of their training is still
open to question, especially since the general negative response pattern

of the group as a whole mitigated against obtaining significant results.

With regard to hypothesis 6, there was a set of dilemmas and patient
behaviors which were identified as more problematic or intense for trainees
with less experience (in the context of not being identified as problematic
in the absolute sense). However, trainees with different levels of experi-
ence did not identify different kinds of dilemmaa. As with hypothesis 5,
this may have been due to the negative response pattern of the entire group.
A consideration of the set of patient behaviors identified as relatively
more anxiety provoking, appear for the most part to involve actions or
demands by the patient which may be experienced by the therapiat as trans-
gressions of the role boundary into the more personal sphere, as compared
to behaviors which relate more directly to patient anxietles or fantasies,
or which are more generally symptomatic of patient pathology. These results
imply that experience doing the work does seem to make the tralnee some-
what more comfortable and confident about engaging with patients.

It is also interesting to note that "suicidal statementa™ (item 56)
was identified as leas aunxiety provoking as level of experience increased,
although this item was identified as one of the most problematic for the
group as a whole. This corresponds with Halleck & Woods' (1962) contention

that the jasue of patient suicide 1s most traumatic for the beginner.
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A consideration of the set of dilemmas identified as relatively more
problematic for less experienced trainees, suggests that they generally fell
into three categories: concern about level of experience as reflected by
lack of clinical expertise, confusions about the ambiguity of therapeutic
work, including not having a clear sense of what the therapeutic role entails,
and most primarily, anxieties regarding the patient-therapist interaction.

It 1is striking that a category generally not included in the set of
dilemmas which correlated with experience had to do with evaluation by, and
interaction with supervisors. This is especlally surprising since the
experience in question is supervised experience. Wwhether there 1is any real
significance to this fact is unclear. One may speculate about whether 1t
may be easier for the trainee to feel more confident in his relationships
with patients over the course of time than in his relatfonships with super-
visors, because in the former relationship he is in a higher position of
authority which encourages competence and "rationality,'" and in the latter,
he is in a lesser position, very much resembling that of the patient in
that it may stimulate regression, strong conflict, and transference problems.
On the cther hand, perhaps a more direct measure of number of supervisory
hours would have related to a lessening of supervisory difficulties.

At this point, a discussion of the group response pattern and results
is in order. One reason for why the group tended to respond negatively to
the dilemmas may be that the items were worded in such a way as to pull for
denial, or possibly the very nature of the items (i.e. that they were all
problems) pulled for denial. Ig other words, the tone of the items might

have touched off denfensiveness. Another possibility is that there simply
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vas a good deal of defensiveness involved in the way many people in the
group responded to the items, irrespective of the way they were worded,
This may perhaps have been exacerbated by responding to a peer (i.e, the
author) even though the scales were filled out anonymously. An examination
of two of the itema which were rated as dilemmas by the group appears to
shed some further light on the matter. It is quite striking that of the
four items acknowledged to be dilemmas, the one which received the highest
overall rating by the group was, "Training to be a therapist is a painful
process.” This statement seems strongly to be belied by the overall non-
identification of dilemmas which coccurred. Furthermore, one other highly
rated item concerned a feeling of "pressure to appear in control and
competent even when I'm feeling confused and vulnerable." These two

items, taken together, appear to underscore a strong paradox which seems

to have affected the way people responded. This paradox may In fact reflect
the major training dilemma which exists for the group: despite the fact
that people experience pain as part of their training, they feel unable to
acknowledge the extent or specifics of that pain hecause of a pull to
appear '"competent." The group culture strongly appears to support the
myth that it i{s unacceptable for the trainee to express anxiety, as described
by Rioch et al. (1976). If this is so, it indicateas that at least for this
particular group of psychologista, the most difficult issue to be worked

through is how to use one's vulnerability and doubt in the service of the

task of both the learning and deing of therapy. A general question for
training, then, might be how to create atmosphere in which dilemmas can

genuinely be shared and worked on in a more open and accepting manper,



without the additional fear that anxiety or uncertainty equals incompe-
tence.

There are a variety of directions in which future research might
be taken. For example, in order to get a clearer idea of how (or 1if)
primary professional affiliation effects the training experlience, it
might be useful to compare psychologists, psychiatrists, and social
workers along the lines of this study in order to see similarities or
differences in how the therapeutic role 1s experienced, and in the kinds
of dilemmas which are important for each group. An investigation of
how therapeutic orientation {(e.g. dynamic vs. behavioral) effects the
types of Jdifficulties experlenced as part of training, might also be
done. In addition, 1t would be interesting to examine differences in role
definition and in dilemmas experienced by a group of highly experlenced
therapists (e.g. supervisors) as compared to a very inexperienced group,
or by those who are actually no longer students as compared to those
who are.

The results of this study suggest that personal psychotherapy
for the trainee plays an important part in how the trainee defines him—
self in the role of therapist. More detailed and descriptive examination
of the effects of personal therapy on the training experience might be
done. What qualitative differences in attitudes concerning the task or
the role might there be in a group of trainees with the same amount of
experience doing therapy, but differences in whether or not they were in

or had been in their own treatment? For example, on a measure such as
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the Semantic Differential, what differences might there be in how trainces
with or without personal therapy view "me as therapist” in terms of
evaluation, activity or potency? What differences might there be in

the way one particular aspect of training is viewed, such as supervision?
Moreover, the same types of more descriptive differences might be
examined for gender.

The present study, although very broadly concelved, does suggest
at the Abramowitz's contend, that women may have particular kinds of
dilemmas of their own in taking up the therapeutic role. Certainly,
further research into how women and men percelive the various roles related
to therapy and therapy training 1s necessary. For example, it might be
interesting to examine differential responses and attitudes toward same
sex veB. opposite sex supervisors or patients.

As noted earlier, this study was concelved in part out of many
discussions with other students concerning their dilemmas, including
intensive, formal interviews with three students. These interviews, each
of which lasted about two hours, had a compelling quality of vitality,
immediacy and lack of defensiveness which came out of the flow of inter-
action. Future research might rely more heavily on the use of the "free
interview" as used by Levinson and others in doing adult development
research. This technique might provide a richer body of information about
how different variables {(such as gender, age, race, etc.) connect and
interpenetrate with how therapists experience their training.

It i3 hoped that more researchers will attempt to learn about the



personal vicissitudes involved in the experience of training and becoming
a therapiast. Some of the difficulties experienced seem to be indigenous
to the "becoming' process itself. Others may be artifacts of training
experiences which lay a heavy emphasis on theory and technique, but do

not emphasize enough that the "pain" of the becoming process is to be
expected, is acceptable, can be worked through, and more inmpnrtantly,

can enhance the work. If dilemmas of the latter kind could be minimized,
then therapy training might be an even more enriching and growth producing

enterprise than it already is.
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ORIGINAL VERSION OF THE DILEMMA SCALE

The following items are sentences which are incomplete. Please
£f11]1 in each sentence as quickly as possible. Do not ponder over each
sentence; rather, make an effort to write the first impression that
occurs to you. Your answer may be one word, or as long as a sentence,
It's up to you. Try to limit your responses to as few words as poasible.
I'm interested in your assoclations to the particular items, so feel
free to be metaphorical, and do your best not to edit out your initial
gut reactions. (If you have not yet actually started seeing patients
in therapy, fill in your answers based on your impressions of how you
would respond if you were seeing patients In therapy. As a reference
point, you might think about how you felt about the contacts you have
had with patients, e.g., doing intakes).

Doing therapy is like

My patients experience me as

My supervisors experlence me as

Being a therapist is like

Patients who see beginning therapists

Learning to be a therapist is like

Student therapists

Being a patient in therapy 1is like

Being in supervision is like

Being with a patient in a therapy session is like
My biggest problem as a novice therapist is

The most important advice I'd plve to a novice therapist is
1'1l stop feeling like a beginner when

When my supervisors disapproves

After a day of seeing patients I feel
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While waiting for a patient to arrive for a session I feel
When a session is over I feel
The most uncomfortable feeling 1 have toward a patient is
What makes me most anxious with a patient is
In choosing a theraplist, a person should consider
My supervision would be nmuch better if
The most disillusioning thing about becoming a therapist is
The most important quality for a beginning therapist to have is
In the field of therapy 1it's best to be thought of as
In the field of psycholopy 1it's best to be thought of as
I would be a better therapist 1f
A therapist should be careful
My peers probably see me as
The following statements concern issues which may be involved in

the process of becoming a therapist. For each listed item please put a
number (from 1 to 6) in the space provided next to the item, indicating
how true this statement 1y for you. The numbers mean:

1=Definitely not true {(never true)

2=Not true (usually not true)

I=Tends to be not true (moderately untrue)

4{m=Tends to be true (moderately true)

5=True (usually true)

6=Especlally true (always true)

Remember, the higher the number you put, the more true the state-

ment is for you., Please try to answer every item, but do not spend a
long time pondering over every item. I am interested in your general
impression of where you stand with regard to each of the items. Please
try to be as honest as you possibly can., (If you have not yet started
seeing patients in therapy, mark your answers based on how you think

you would respond based on the kinds of experience you have had with
patients, e.g., intakes.)
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I look forward to seeing my patients.
My patients are aware of my level of experience.
feel doubtful about entering the field of psychotherapy.
feel competent about my work,
feel I'm similar to my patients.
am comfortable working with patients of my own sex,
am comfortable working with patients of the opposite sex.
am comfortable working with patients who are older than me.
am comfortable working with patients of different races.
feel competent about my work right now.
feel too involved with my patlients.
am anxlous with my patients.
My patients feel I don't understand them.
I think and behave 1ike a theraplst ocutside of work,
1 find it difficult to "be myself" in my role as therapist,
I was anxicus in my most recent session with a patient.
I'm comfortable with my anger toward patients.
_I'm comfortable with my sexual feelings toward my patients.
As a therapist, I wish I were more understanding.
I feel incompetent and empty concerning therapeutic work,
I experience a conflict between belng a therapist and a psychologist.
I am satisfied with my supervision.
1 am honest in supervislon - even about my mistakes.
It helps to discuss problema with peers.
Personal therapy is necessary for the therapist.
I'm more like my own therapist than my supervisor{s} in the way
I do therapy.
My concerns about my patients spill over into my personal life.
feel depleted by the work.
feel conflict between personal therapy and supervision,
secretly feel I really don’'t know too much more than my patients.
believe I'm treating my patients successfully.
feel my supervisors don't understand my motives,
am comfortable with male supervisors.
am comfortable with female supervisors.
am comfortable with supervisors of different races.
My supervisors are too controlling.
My supervisors are not supportive enough,
I am anxious in supervision.
My supervisors are competent.
When [ do therapy, I secretly feel that I'm playing at a role,
I wish I weren't so psychelogical minded.
____ I feel that I'm neglecting my family and/or friends because of the
emotional demands of the work,
vhen I make a decision . about a patient I worry about it.
My personal therapy has been successful.
I feel competent with my supervisors.
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I'm afraid of mental illness.

I'm able to handle ambiguity.

It's fmportant to me to be liked by my patients.

I worry that I might unintentfonally hurt my patients by
something I say.

I'm so busy watching myself as a therapist I have trouble
really listening to my patients.

I feel I'm not getting enough in supervision,

1 respond more intuitively to my patients than intellectually.

I feel dependent on my supervisors.

I feel competitive with my peers.

I'm concerned about my level of experience.

If I knew more 1'd be a better therapist.

When my patients cancel a seasjion, I secretly feel relieved.

I am unsatisfied with the degree of my warmth, empathy, and
flexibility as a therapist.

When 1 meet a person soclally for the first time, T feel rather
anxious.

When a session 1is over, I secretly feel relleved.

____When I'm walting for a patient to arrive 1 feel rather nervous.

____After a day of work with patients, supervisors and seminars, I

emotionally '"close down."

__ I feel disillusioned about this work.

Trylng to figure out which model or authority to follow is a
dilemma for me.

It's-hard for me to be honest in supervision because 1'm concerned
about being judged.

___When I discuss wmy feelings and reactions toward patients in
supervision, I find that the boundary between supervision and
my perscnal therapy gets blurred.

I feel a conflict between who I am as a person, and how I behave
in my role as therapist,

I have trouble integrating theory and practice,.

____When I meet a patient for the first time, T feel rather anxious.

It bothers me the way people respond to me In soclal situations
when they find out I'm a therapist,

When my supervisor cancels a session I feel anxlous.

1 feel a pressure to appear in control and competent even when
I'm feeling confused and vulnerable.

I wonder if I should be warm or distant with my patients.

I'm concerned about what to do when I'm with a patient in therapy.

I'm concerned about how I should behave as a therapist.

With what I know about psychopathology, I get concerned about the
degree of my own 'craziness."
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I feel (or think I would feel) anxious as a result of the
following patient behaviors. (Rate from 1 to 6, using the same key
as with the other statements).

threats to leave before the end of the hour.

suicidal statements.

insulting, challenging or sarcastic statements.

crying.

extremely complimentary remarks about me,
dependent statements,
agitated anxiety.

. questions about my competence.

____ depressive silence.
statements suggesting severe thoupht disorder.
paranoid statements.

____questions about my level of experience,
questions about my ape.

—___questions about my personal affalrs and values.
demands for evaluation,
threats to terminate.
cxcesslve silence despite my interventions.
expresslons of sexual fantasies about me.
expressions of hostile aggressive fantasles about me.
comments about my physical characteristics,
acting out.
expressions about losing control.
over-verbalization; not allowing me to talk,

Comments: What do you feel this scale was tapping? general criticism,
etc. Use the back page if you need more room.
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May 17, 1978

Dear Friends,

As you may know, I'm doing my dissertation on the dilemmas
experienced by therapists in training, and I've spoken to many of
you about filling out forms which are to be used as my data. Vell -
finally - here they are,

I would greatly appreciate it 1f you would take some time
to fi1l1l these forms out as soon as possible, since the term is end-
ing soon and I won't be around much in June. The whole thing should
take you only about a half hour to do (at most) and I think you'll
find 1t relevant and interesting. I'll be glad teo discuss the
project with anyone who 1is interested once I get the data collected.

After you complete the forms please deposit them in the box
on top of the brown flle drawers on Nurlth's desk (to the left,
when you fact the desk) and check off your name on the class list
provided at the box, so I can keep track of who has turned them in.
(Nurith does not want to be bothered with this, so 1f you have any
questions or problems, ask me).

I am hoping to receive responses from as many of you as
possible, and again...thanks for your help.

Judi Levy

P.S. 1If you are a first year student, and have done therapy under
supervision previously - or have just begun - please fill these out,.
If not, this doesn't apply to you, so return it to my mailbox. Thanks.
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May 18, 1978

Dear Friends,

As you may know, I'm doing my dissertation on the dilemmas
of beginning therapists. I would, therefore, greatly appreclate
it if you would take some time to fill out the enclosed forms and
mall them back to me in the enclosed envelope. The whole thing
should take you about a half hour te do at most. 1I'll be glad to
discuss any questions or comments with anyone who is interested.
Thanks for your cooperation.

Judi Levy

P.5. Please address the enclosed envelope to:

Judi Levy
860 E. 18 St.
Brooklyn, N.Y. 11230
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May 31, 1978

Dear Friends,

About two weeks ago 1 asked you to fill out some forms
related to my dissertation. Some of you have not responded as
yet. If you have not, I would appreciate your doing so as soon
as possible. Thank you again for your time and effort.

Judi Levy
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FINAL VERSIONX OF SCALES USED

THERAPIST BACKGROUND

Directions: Please fill out this and the following sheets as completely
as possible. All information will be entirely anonymous,
and will be used only as part of the analysis of the data.
DO NOT PUT YOUR HAME ON THE SHEET.

Sex Year in the clinical program:
Age —_1
Race 2
3
- 4
internship

Approximate amount of experience doing psychotherapy (not intake, etc.)
under supervision: (Please fill in both lines below)

Approx. no. of years _ ___(if months, please indicate)

Approx. no. of hours

Approximate number of therapy supervisors you have had thus far in your
training:

Approximate number of pa:lents you have seen in therapy thus far in your
training:

Number of adults

Children or adolescents

Groups

-

Families or couples

Total

Number of hours of personal psychotherapy experience




which kind of treatment do you see yourself primarily oriented
toward?

Therapy with adults

Therapy with children

Theoretical orientation
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Part 1 - Instructions

On each of the following pages you will find a concept or idea
printed at the top of the page, with a set of scales beneath {t.
You are to rate the concept on each of these scales in order. Here
is how you are to use these scales:

If you feel that the concept at the top of the page 1Is very
closely related to one end of the scale, you should place your check-
mark as follows:

fair X : : : : unfair

T
.

OR

fair : : : : : :+ X wunfalr

If you feel that the concept is quite closely related to one or the
other end of the scale (but not extremely), you should place your
check-mark as follows:

fair : X : : : unfalr

OR

fair : : H : : X unfair

If the concept seems only slightly related to one side as opposed to
the other, then you should check as follows:

fair : : X ¢ : H : unfair

OR

fair : : : : X : unfair

If you consider the concept to be neutral on the scale, both sides of
the scale equally associated with the concept, or if the scale 1s com-
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pletely irrelevant to the concept in your opinfon, then you should place

your check-mark in the middle space;

fair : : : X ¢

: unfair

IMPORTANT: Place your check-marks in the middle of spaces, not on the

boundaries. Be sure to check every scale for every concept, Do not omit
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any. Never put more than one check-mark on a single scale.

You may feel as though you've had the same or a similar item
before on the test. This will not be the case, s0 de not look back
and forth through the items. Do not try to remember how you checked
similar items earlier in the test. Make each item a separate and
independent judgment. Do not worry or puzzle over individual items.
I am interested in your first "gut” impressions, and your immediate
feelings about the items. On the other hand, please do not be care-
less, because I want your true impressions.
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Part 2 — Instructions

The following statements concern dilemmas which may be encount-
ered by therapists in training. For each listed statement, please fill
in a number (from 1 to 6) in the space provided, indicating how true
the statement i{s for you. The numbers mean:

= Definitely not true
Usually not true
Tends to be not true
Tends to be true
Mostly true
Especially true

1
2
3
4
5
6

Remember, the higher the number you indicate, the more applicable or
true the statement is for you, Please try to answer every item, in-
dicating only one number per item. Do not spend a long time ponder-
ing over any item; rather, try to stay with your initial put response.
Please try to be as honest, spontaneous and undefensive as you possibly
can.
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1. 1 have doubts abcut wanting to become a psychotherapist,

2. 1 question if I can handle the reaponsibility of therapeutic work.
3. I wish I weren't so psychological minded.

4. 1 have trouble integrating theory and practice.

5. __ I worry about my competence to do psychotherapy.

6. 1 over~identify with my patients.

7. _ If T had my Ph.D. 1'd feel more secure as a therapist.

8. 1 have difficulty trusting my own clinical judgment.

9. T worry that I may touch on something with a patient that I

can’'t handle.
10. I feel I'm too invested in my patlents,

11, When my patients cancel a session, 1 secretly feel relieved.



12,

13.

14.

15.

16.

17I

18.

19.

20,

21.

22,

23.

24,

25.

26.

27.
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My wishes to be liked by my patients interfere with my
attending to the processes going on between us.

I am anxious with my patients.

I am concerned about my level of experience and training.

I have difficulty deciding how to behave as a therapist.

I feel I'm not getting enough in supervision.

I have difficulty trying to figure out which model or
authority to follow.

When I discuss my feelings and reactions toward patients In
supervision, I find that the boundary between supervision
and therapy gets blurred.

I am uncomfortable with my anger toward patlents,.

1 feel I'm too distant with my patients.

I feel my supervisors' Influence on me overly limits my
spontaneity and flexibility as a therapist.

I'm uncomfortable with my sexual feelings toward my patients.

I experience a conflict between being a therapist and a student,

I secretly worry that I really don't understand too much more
about my patients than they do.

I'm so busy watching myself as a therapist, that I have
trouble really listening to my patients.

When waiting for a patient to arrive for a session I feel tense.

As a theraplst in training I feel a pressure to appear in control

and competent even when I'm feeling confused and vulnerable.



28,

29.

3o.

31.

3z,

33.

34.

35.

36.

37.

38.

39.

40.

41.

42,

63.

—_—
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I have difficulty deciding what to do when I'm with a patient.

I wonder if my patients are being shortchanged due to my level
of training.

My supervisors are too controlling.

I feel like a patlent in supervision.

I am anxious in supervision,

I worry that I might unintentionally hurt my patients by
something I say.

I feel my supervisors' understanding of my patients is far
superior to mine,

I feel that I don't understand my patients as well as I could.

I worry that I too often fit patients into theory rather than
hear them on thelr own termy.

I wish my supervisors would more often address my patients'
problems rather than mine.

I'm conflicted about sharing personal details of my life with
patients.

I question 1f I should be myself, or like my therapist or
gupervisors in my role as theraplist.

When a session is over, 1 secretly feel relieved.

I'm conflicted about sharing my personal feelings with patients.

When I do therapy, I secretly feel that I'm playing at a role,

I get confused and frustrated about what the role of theraplist

actually entails.



44,
45.
46.
47.
48.

49.

50.

51.

52.

53.

54.

55.
56.
57.
58.
59.

60.

My supervisors are too unstructured,

My supervisors are not supportive encugh.

My knowledpe of psychopathology exacerbates my concern about
the degree of my own "craziness."

I feel dependent upon my supervisors.

I feel unsettled by the ambiguity inherent in therapeutic work.

I wonder 1if my wish to please my supervisors outweighs my
wish to work well for my patients' sake.

After a day of work with patients, supervisors, and semlnars,
I emotionally "close down."

When I'm in a session with a patient, 1 wonder what my super-—
visor would think about what 1'm doing.

I have difficulty being open and honest in supervision because
I worry about being judged.

The process of becoming a therapist has made me more vulnerable
to depression.

Training to be a therapist iIs a painful process.

I feel, or think I would feel, anxious in response to the
following patient behaviors (rate from 1 to 6).

threats to leave before the end of the hour.
suicidal statements.

insulting, challenging or sarcastic statements.
crying.

extremely complimentary remarks about me,

dependent statements.

95



61.
62.
63.
64 .
65.
66.
67.
68.

69.

THE END.

agitated anxiety.
questions about my competence.

depressive silence.

statements suggesting severe thoupght disorder,.

parancid statements,

questions about my level of experience or training.

questions about my age,

questions about my personal affairs and values.

demands for evaluation.

threats to terminate.

_ excesslve silence despite my interventlons.

expressions of sexual fantasies about ne.
expressions of hostile apggressive fantasies

comments about my physical characteristics.

__ expressions about losing control.

over-verbalization; not allowing me to talk.

_demands to know my feelings.

. . THANKS ALOT.

about

me.
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