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Abstract

PATIENT AND THERAPIST VALUES RELATED TO DROPOUT.
by
Steven Kaufman

Advisor: Professor Harold Wilensky, Ph.D.

Prior research has pointed to the relationship
between client's dropping 6ut of therapy and several varia-
bles. This study investigated the effects that status of
patient and therapist values had on the process of dropping
out.

It was hypothesized that long term commitment
would be facilitated by the presence of certain personal
values in patients and therapists. Secondarily, other factors
related to dropping out, such as, ethnicity, age, sex,educa-
tional level, marital status, religion and diagnosis, were
explored.

Sixty nine patients applying for outpatient
individual psychotherapy at two mental health outpatient
clinics were included in the sample. After intake interview,
and before the first therapy appointment, measures tapping
patient personal values, self concepts , and symptoms, were
administered to the patients. Therapist values, self con-
cepts,and theoretical orientations were measured twice over a

one year period.
iii



Patient values, self concept and level of initial
disturbance were measured by the Survey of Interpersonal
Values (SIV), Survey of Persocnal Values(SPV), Symlog Value
scale, The Semantic Differential(SD) and the Psychotherapy
Problem Checklist (PPC). Therapists' (N=36) values, self
concepts and theoretical orientation were measured by the
Survey of Interpersonal Values(SIV), the Survey of Personal
Values(SPV), the Symlog scale and the Therapist Orientation
Questionaire(TO0Q).

Terminating patients(N=46) were distinguished from remain-
ers(N=23) according to the number of sessions attended. Mea-
sures of difference were calculated within patient and ther-
apist groups and for each patient and therapist dyad

The results supported the hypotheses that termi-
nated relationships are characterized by certain patient
values (patient dominance, goal orientation, achievement, and
decisiveness), certain therapist values, (opposition to task
oriented behavior) and the interaction between patient and
therapist values. Therapist orientation did not change on the
two TOQ administrations during the year.

The findings suggested that premature termination
could be reduced by the therapist's active pursuit of an
accurate and honest exploration of values with their pa-
tients, and/or by identifying patients and therapists in
order to produce productive dyads . The SPV , SIV, Symlog and
TOQ scales provided a basis for identifying high and low risk

iv



therapy dyads.
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CHAPTER 1 HISTORY

Introduction

The dropout rate in individual psychotherapy at
community mental health centers (CMHC's) is a problem that
faces administrators and clinicians alike. It is costly in
terms of time, money and staff morale; Valuable clinical
time is exhausted when patients either drop out of treatment
early into the psychotherapy relationship or fail to return
for psychotherapeutic assignment after the completed period
of intake assessment.

Overall estimates of the dropout rate at mental
healthclinics range from twenty to eighty percent. Twenty to
fifty percent of patients fail to return after the first
visit; 31-56% attend less than four times (Overall & Aronson,
1963; Rosenthal & Frank,.1958,).

Studies find improvement to be related positively
to continuation (Luborsky, Auerbach, Chandler, & Cohen, 1971).
Although perhaps many dropouts would not improve in prolonged
psychotherapy, and therefore may be exhibiting a self-select-
ing process in dropping out, it does appear that the longer
the duration of therapy, the better the outcome.
Thus, the clinical importance of preventing pre-
mature termination is evident. Issues of cost effective provi
sion of services, the mandate to provide services, staff mo

rale and the need to establish viable working therapeutic



relationships, no matter what the therapeutic orientation of
choice, are but some of the implications of the high dropout
rate in these settings (Seeman, 1974).

Attempts to identify variables which could predict
client attendance have used a wide range of instruments
including measures of patient and therapist ideology (Carpen-
ter & Range, 1980; Beutler, 1980), personality (Affleck &
Mendick, 1959; Mendelson & Geller, 1967), therapist orienta-
tion and experience (Sundland & Barker, 1977) and patient
demographic characteristics (Brandt, 1965; Garfield, 1971;
Rosenthal & Frank, 1955). None of the instruments or varia-
bles has displayed a éignificant capacity to clearly select
premature terminators. |

The purpose of this study was to investigate patient and
therapist variables and their relationship to premature ter-
mination. The variables included patient/therapist interac-
tion in personality and values, patient and therapist person-
ality and values examined independently, therapist theoreti-
cal orientation and patient demogfaphic data, during the

treatment process.

Literature Review

Premature Termination

Patient Variables Related to Premature Termination.

Studies of dropout in adult individual therapy at outpatient
clinics have found several variables associated with duration

of stay in adult outpatient psychotherapy.



Education level, annual income, motivation and referral
source have been found to discriminate between acceptors and
rejectors of treatment in some studies (Rosenthal & Frank,
1957) but not in others (Brandt, 1963). Differences might be
accounted for by the difference in criterion: the latter
study defined rejectors as patients who failed to accept
treatment when available, whereas the former defined dropout
as representing a cutoff time in which the patient had actu-
ally begun treatment and then quit.

Findings concerning the relationship of patient demo-
graphic characteristics, such as age and sex, to duration of
treatment appear dependent on the type of treatment offered,
referral source and patient socioeconomic status. Gottschalk
(1967) found younger patients more likely to dropout in brief
therapy, while longer term treatment facilities found parti-
cular age brackets (younger than thirty and older than forty)
to be associated with an increase in the rate of dropout
(Brown & Kosterlitz, 1964).

Female patients have been found more likely to dropout
in several studies (Kosterlitz, 1964) but not in others (Ro-
senthal & Frank, 1958). Criterion issues and questions of
field dependence appeared involved in the different results
obtained in these studies.

The relationship between patient social class and
- duration has appeared dependent both on type of treatment
(Hollingshead & Redlich, 1958) and interaction with value

patterns (Pettit, Pettit & Welkowitz, 1974). Patient social



class, when treated with psychoanalytically oriented psycho-
therapy, has been predictive of dropout in 20 studies (Bake-
land & Lundwall, 1975) but not predictive of dropout in non-
psychoanalytic treatment settings (Hollingshead & Redlich,
1958, Lowinger & Dobie, 1968). In a study (Pettit & Welko-
witz, 1967) investigating the relationship between values,
social class and duration of therapy, lower class patients
were found to be more authoritarian/submissive,l with a 1li-
near relationship indicating that the lower the social class
and the higher (more authoritarian-submissive) the patient's
score relative to his therapist's score (as measured by the
SVIB and Ways To Live Scale), the longer the treatment dura-
tion. Therapist patient values discrepancy was noted as a
significant factor in determining the duration of treatment.

Psychologically, the dropout has been characterized as
less suggestible (Frank, 1957),2counterdependent (Heilbrun,
1961), overtly dependent (Heilbrun, 1961), high in self-
disclosure (Heilbrun, 1973) and less psychologically minded
(Katz & Solomon, 1958).

Heilbrun's (1973) examination of the role of dependency
needs, in treatment duration, found that males hiéh on coun-
terdependency tended to terminate early, and that females
high on overt dependency and self disclosure terminated early
as well., Both variables appeared dependent on sex match and
age of patient and therapist as well. Females were higher in

termination rates with male therapists, while males termi-



nated more with therapists of similar age.

Diagnostic categories of low levels of anxiety and/or
depression, paranoia, sociopathy and alcoholism, have been
related to dropout in some studies (Frank, 1957; Hiler, 1958;
Straker, 1967,) but shown to be unrelated in others (Rosen-
Fhal & Frank, 1958; Garfield & Affleck, 1959). Differences in
results were attributed to the different measurements
applied(clinical ratings vs. Rorschach), the different cri-
teria used, and the finding that the relationship between
anxiety, depression, and dropping out of treatment was too
complex to analyze in the studies noted.

Seeman (1978) noted that terminators tended to drop
out of therapy with the advent of transference elements
similar to those prominent and difficult in their adolescence
and previously avoided in their family. Kohut (1968) has dis-
cussed analysands who quit suddenly because of narcissistic
insult. Cooperman (1970) saw the dropout's breaking off the
treatment as a need to defeat the therapist.

Psychodynamic interpretations of the dropout pheno-
menon, although lending themselves to predictive verifica-
tion, have typically involved small samples, subject variabi-
lity, and post hoc subjective analyses of a largely specula-
tive nature, without systematic controlled investigation.
These studies have, however, observed a multidetermination
of causes and shown the ability to suggest mechanisms to
alert the therapist to the probability that treatment will be

aborted (Levinson, etal, 1978).



In summary, the review of patient contributing fac-
tors to the dropout process reveals discrepancies in findings
that outweigh consistencies. The findings have recommended
the need to study the therapist patient relationship and to
take account of the confounding influence of patient and
therapist factors and the treatment situation. This study,
while naturalistic in design, maintained a uniformity of
therapeutic practitioners, a uniform set of criteria, a de-
tailed demographic descriﬁtion and the use of an outpatient
clinical sample, that is largely generalizable to the clinif
cal population at large.

Therapist Variables Related to Premature Termination

Experience. More experienced therapists appear able to

retain patients in treatment for a longer time, particularly
patients of lower socioceconomic status. Baum etal (1967) and
Sullivan (1958) investigated the dropout phenomenon in outpa-
tient therapy with lower social class patients. They found
more experienced therapists able to retain patients in thera-
py for a longer time. Lowinger & Dobie (1968), investigating
the variable of therapist experience, found experienced ther-
apists more likely to treat higher class, younger, white,
female patients, whom they viewed as more communicative, and
attractive; i.e., the YAVIS syndrome3(Schofield, 1964). The

implication was that experienced therapists had better suc-
cess rates due to an interaction between experience and the

selective process of acquiring patients with such educational



and social class assets.

Sex Matching. Male therapists have been found more likely to

lose less productive clients, while female therapists have
been found to be able to keep unproductive clients , but lose
highly productive ones (McNair,1964). Sex matching has been
significant in duration studies investigating patient-thera-
pist cognitive similarity (Mendelson & Geller, 1967) and pa-
tient self-disclosure (Heilbrun, 1973). Heilbrun's (1973)
study of patient counterdependence and self-disclosure and
their relation to dropout, found the sex match of patient and
therapist to be related to results with both variables.
Terminators were higher self-disclosers to male therapists,
whereas continuers were higher self-disclosers to females.
Mendelson (etal, 1967) investigated therapist patient per-
sonality similarity and dropout and noted that sex matching
of therapist and patient (same sex) reduced the dropout rate,
but only for tﬁe freshman sample of the population studied.

Theoretical Orientation. While theoretical orientation has

been considered an overrated variable in psychotherapy out-
come research (Strupp, 1978), this criticism appears directed
to the conceptual boundaries and official doctrines represen-
ted by the classical schools, such as the Freudian, Rogerian
or Humanistic schools. The inclusive results of Heine's
(1953) study of the relationship of therapist orientation to
efficacy may have been related to the fact that comparison of
therapists was made according to their official identifica-

tion with schools of therapy, rather than actual measurement



of individual practice.

The use of available measures of therapeutic orientation
(Sundland, 1962, 1977) to match patient and therapist on
dimensions of personality and values has been useful and
effective (Vardy, 1982; Dougherty, 1972; Beutler, 1983) and
significant relationships have been found between novice
psychotherapists' theoretical orientation and initial suc-
cess in terms of early rapport with patients (Vardy & Kay,
1982). Specifically, equalitarian values (as measured by the
Bales value scale) and expressive, experiential orientations
and behavior were associated with therapist's initial rapport
(Vardy, etal, 1982).

Dougherty (1972) utilized therapist orientation, as
measured by the Therapist Orientation Questionnaire (Sundland
& Barker, 1962)4, to predict outcome ratings with groups of
patients homogeneous with respect to "personality"; and he
used factor analytic techniques to develop a set of psycho-
logical variables measuring personality characteristics,
needs, values and orientations to therapy. Therapist orien-
tation was found most useful in predicting "negative mat-
ches", as applied to dyadic matching of relationships predic-
ted to be optimally beneficial vs. those predicted to be
"deterioration matches". These matches were based on a re-
gression equation analysis of outcome in individual outpa-
tient therapy , during the previous year at the same outpa-

tient site.



An example of therapeutic orientation, as a variable
affecting therapy duration, is the observation that psy-
choanalytically oriented treatment, when provided to lower
class patients, has been found predictive of dropout. (Hol-
lingshead & Redlich, 1958; Bakeland & Lundwall, 1975). This
has suggested the importance of giving the lower class pa-
tient in psychotherapy both a form of treatment which agrees
with his expectations (drugs, directiveness) and which also
provides rapid symptomatic relief. This has been accented by
Dodd's (1971) report of higher dropout in lower class pa-
tients not given medication.

Therapist Value Systems. Lerner (1972) explored the rela-

tionship of therapist qualities to duration and outcome of
therapy with an outpatient population of lower class and
severely impaired patients. She found that the therapist's
commitment to democratic values was most strongly related to
a longer duration and positive outcome and that duration and
outcome were inversely related to therapist authoritarianism.

Carpenter & Range (1973) analyzed therapist's scores
on Community Mental Health Ideology (CMHI)and Democratic
Values (DV) scales, along with sex and professional affilia-
tion, in order to predict the number of therapy visits of 166
predominantly middle class "neurotic" outpatients. They
found that low-scoring CMHI therapists had significantly more
therapy sessions than high-scoring CMHI therapists. The lat-

ter were thought to value briefer treatment approaches. Ther-



apist orientation and personal values, although not measured
in relation to rate of dropout in these studies, were clearly
related to duration of treatment.

Therapist Attitudes And Behavior. Yamamoto, James, Bloombaum,

and Hattem (1967) found that in a clinic staffed by white
practitioners, the attrition rate was higher for black
clients than for white clients. A positive relationship was
also found between therapists' rating on ethnocentricity and
black attrition rates (Yamomoto, etal, 1967). Variables of
therapist reaction toward clients, such as judgment with
regard to therapeutic assets (Lowinger & Dobie, 1966), esti-
mations of progress (Garfield & Affleck, 1959) and ratings of
acceptability for treatment (Heine & Trosman, 1960), have
also been associated with lack of continuation.

Heisler, etal (1982) found therapists' ratings of
patient behavior to correlate significantly with length of
stay in therapy. Therapists' ratings consisted of estimates
of the number of sessions the patient would need and attend,
the extent of their crisis, their use of defense mechan-
isms, their cooperativeness and assets. The possibility that
therapist negative ratings created a self fulfilling prophecy
in this study is plausible, since therapist ratings were ga-
thered after the first interview.

Shapiro (1974) investigated the factors contributing
to premature termination during family therapy and found
that therapists' ratings of their own affective responses to

continuers was consistently more positive than their respon-

10



ses to dropouts. No significant difference was found between
continuers and terminators on ratings of psychopathology.
Awareness, on the therapists' part, of their affective re-
sponses as providing cues of acceptance or rejection in their
patients was stressed, in this study, particularly in the
evaluation (or intake phase) of treatment.

Fiester (1977) investigated client perceptions of
therapists with high dropout rates. He found no difference on
therapist demographic variables, but emphasized the signifi-
cance of specific therapy process factors, as measured by the
Orlinsky & Howard (1966) Therapy Session Report in regard to
the dropout phenomenon. Therapists characterized by their
clients as anxious and aroused and ineffectual with con-
frontative clients produced higher rates of patient dropout.

Review of past studies in therapist variables finds
them to have involved small samples (Garfield, 1971; Affleck
& Muffly, 1963), a limited spectrum of therapist variables
(salzman, Shader, Scott & Binstock, 1970), and failure to
consider the topic of cross-validation (Garfield & Affleck,
1961). The study of therapist variables, unrelated to patient
variables, has been found lacking and the emphasis on the
need to examine process dimensions has been stressed.

This study, while attending to the examination of pa-
tient and therapist variables in isolation, also examined
initial interaction in variables in the patient/therapist
dyad, across identical therapist and patient values and per-

sonality variables. The significance of therapy relationship

11



variables as the significant factor in comprehending the
dropout phenomena was hypothesized. Community mental health
outpatient facilities, which were staffed by experienced
practitioners, were sampled, in order to increase the
generalizability of the results to the outpatient population
at large.

Therapist Patient Interaction Variables and Duration of Stay

Therapist Patient Treatment Discrepancy. Discrepancy between

patient and therapist treatment expectations and goals has
been shown to increase dropout rate (Overall & Aronson, 1963;
Heine & Trosman, 1960; Borghi, 1968; Séndler, 1975). Overall
& Aronson (1963) found the interaction between patient expec-
tations and perceptions of therapist behavior to be a signi-
ficant predictor of early termination.

Sandler (1975) investigated the effects of patient therapist
dissimilarity of role expectations in the dropping out pro-
cess and found that terminated relationships manifested high-
er initial dissimilarity of role expectations than sustained
relationships. This suggests that actively inducing accurate
and congruent expectations in patients, or matching patients
and therapists in order to produce dyads compatible in role
expectations, might reduce dropout rate. This study was 1li-
mited by its small sample size and by the fact that its
therapist population consisted of students.

Patient and Therapist Personality Similarities. McLachlan

(1972), studying patient and therapist similarity on dimen-

sions of dependency and autonomy, suggested a positive rela

12



tionship between initial similarity and subsequent improve-
ment. This study was limited to having been conducted in group
therapy. |

Studies of patient/therapist personality similarities
in individual therapy, have employed a diversity of persona-
lity measures, cognitive measures and outcome criteria. Some
studies have found a positive relationship between similarity
and outcome (Carr, 1970; Mendelson, 1967), while others have
found either a negative or nonsignificant one (Bare, 1967;
Swensen, 1967; Wogan, 1970). These differences in results are
explained in terms of the variety of personality dimensions
measured and outcome criteria employed. These assessment in-
struments have included the Leary Interpersonal Matrix (Wo-
gan, 1970) the MMPI (Carson & Heine, 1966), the MBTI (Mendel-
son & Geller, 1967), the Kelly Role Construct Repertory Test-
(Landfield & Nawas, 1971) and personality typologies
developed from previous inventories (Beutler, 1982).

Mendelson & Geller (1967) found that patient dropout
from psychotherapy was strongly associated with initial glo-
bal client therapist personality similarity, as measured by
the Myers Briggs Type Indicator (MBTI), a measure of cogni-
tive style. Carson & Heine (1963) deriving an index of per-
sonality similarity for patient therapist pairs (from MMPI
scores), found success to vary with similarity. The form of
the relationship was curvilinear8.Attempts at replication

(Carson & Llewleleyn, 1969; Lichtenstein, 1966) have
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however, failed. Explanations for the inability to replicate
the study have addressed the indexes of personality utilized.
The A/B therapist hypothesis? (Whitehorn & Betz,
1967; Razin, 1977), as a reported personality factor involved
in therapy success, has yielded negative and inconsistent
findings (Chartier, 1970, Razin, 1971). Recent investiga-
tions, comparing the relative effectiveness of the A/B dicho-
tomy with other value and psychotherapy orientations, found
the latter a more promising dimension of therapist attributes
predictive of therapy success and duration (Vardy & Kay,
1982). The limitations of A/B studies (including their
inpatient samples studied, the unreliability of patient
diagnostic categories to which A and B therapists apply their
skills, and other methodological consideratipns) have result-
ed in its loss of support in matching studies.

Patient Therapist Values Interaction Variables. Studies of

the relationship between initial patient and therapist simi-
larity in personal beliefs and values and subsequent treat-
ment duration and outcome find the precise relationship be-
tween them inconclusive. Some studies show a relationship
between the two and other studies do not shaw a relationship.
Differences appear to be a result of the dimensions employed,
the populations sampled and the criteria considered.

The variety of attitudes and beliefs systems found to
support initial therapist patient similarity have included
reference to "social values" (Holzman,1962), moral values (Ro-

senthal, 1955), personal constructs (Landfield, 1971; Land-
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field & Nawas, 1964) and "terminal values" (Martini, 1978).
Some studies, which obtained a negative relationship
between initial similarity of patient therapist belief sy-
stems and subsequent improvement, have examined a broad range
of attitudes (Edwards & Edgerly, 1970; Pettit, Pettit, & Wel-
kowitz, 1974; Welkowitz, Cohen, & Ortmeyer,1967), and other
studies used a narrow set of values to verify this negative
relationship (Lesser, 1961; Kalafat, Boroto, & France, 1972).
It has been postulated that similarity in some values
and attitudes, combined with dissimilarity on other dimen-
sions, may produce a maximally compatible relationship. Beut-
ler (1982) examined a range of patient's and therapist's
values, including those toward religion, God, communiém, pre-
marital sex, and threat in the world and studied therapist-
/patient latitudes of acceptance and rejection. He found
that selective rejection and acceptance of the therapist's
values was conducive to improvement of the therapy relation-
ship. Initial rejection of therapist's views of the world
along with acceptance of their views about God and sexuality
were demonstrated to be positively related with client im-
provement. The effect of such selective acceptance/rejection
on the rate of dropout was found to be insignificant, but was
not adequately evaluated. Latitudes of acceptance and rejec-
tion of values were compiled using a semantic differential
sort of instruments with responses ranging from strongly

agree to disagree.
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Hence, compositions of patient and therapist mutual accep-
tance or rejection were not based on knowledge of the other
participant's responses.

Rosenthal (1955), in the first systematic investi-
gation of patient/therapist value similarity and outcome,
found that 12 inpatients who were rated as having successful
treatments, had become more like their therapists in atti-
tudes concerning sex, aggression and discipline. Patients who
were rated as having deteriorated during therapy were found
- to become less similar. Patient values (as measured by the
Allport Vernon Lindsay Study of Values) did not show signi-
ficant change, while patient values as measured by a Moral
Values Q sort did show change. Changes in patient moral
values centering on sex, aggression and authority were
thought to occur because these issues would be involved in
patient's conflicts.

Welkowitz, etal (1967) investigated patient therapist
value éimilarity and therapist value homogeneity (as mea-
sured by loadings on the Ways To Live and Strong Vocational
Interest Blank) and found similarity to be positively related
to duration, and that therapists do not share a homogeneous
value system. Parloff, etal (1960) found that therapists’
values influenced the manner of their therapeutic interven-
tion and selection of relevant material. These were then
adopted by the patient. Parloff assessed values by having

the therapist and patient rank for importance the various
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issues that aroseduring the therapy sessions.

Holzman (1962) found that, among outpatients, the
ability to carry out basic life functions, such as work,
independence from parents and social ties, was enhanced
when the therapist was of a similar socioeconomic background
to the patients and had similar values.

Research investigating initial patient therapist
religious similarity ( Rosenbaum, 1956) found that very reli-
gious patients were less likely to benefit from therapy than
those judged less religious. The rated lack of "improvement"
among religious patients was hypothesized as related to the
gross disparity between patient and therapist values. Thera-
pist discordance with patient religious beliefs was consi-
dered to create less improvement with religious patients. The
need for patient and therapist to share enough of their
.beliefs was hypothesized.

Nawas & Landfield (1963, 1964) suggested that a cer-
tain degree of similarity in self constructs between the
patient and therapist (as measured by the Kelly Role Con-
struct Repertory Test) was essential for duration and im-
provement in therapy. Cook (1966) studied the influence of
value similarity on changes in client's self concept (as
measured by the Semantic Differential)and foundthat medium
patient therapist value similariﬁy (as measured by the Study
of Values) was associated with more positive change (as mea-
sured by the Semantic Differential). Either high or low simi-

larity was associated with less positive change. Although
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he did not study dropout rate, the assumption that counselor
values had an impact on client changes, in very brief coun-
seling, was supported.
Research ( Mendelsohn, 1966; Mendelson & Geller, 1963) has
found evidence to indicate that greater client counselor
initial similarity (as measured by the MBTI) resulte& in
failure to remain in therapy past the initial session. It was
hypothesized that similarity led to the premature exploration
of personal or conflictual material and excessive involvement
in the personal interaction, thus creating'patient ambivalence.
In a study (Lesser,vl961) which examined the
relationship between client progress and client and counselor
self concept similarity, similarity (as measured by the But-
ler Haigh Q-sort) was negatively related to duration and
progress. Therapist' awareness of this similarity was, how-
ever, positively related.This suggested that the negative
effects of similarity could be overcome by counselor aware-
ness of them. Elucidation and recognition of the therapist's
self concept was judged integral to the maintainance of the
relationship.

Beutler (1974) investigated the use of attitude
theory in predicting outcome in group therapy and found ini-
tial patient/ therapist value similarity related to patient
rated improvement, kut not predictive of dropout rate. The
discrepant results may have reflected the type of therapy

conducted and attitudes studied. Only attitudes of medium
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centrality (as defined by Rokeach) were predictive of im-
provement and change. These were found to be of a philosophi-
cal and religious nature. Comparison of the predictive effi-
ciency of concepts derived from the theories of social judg-
ment (Hovland, 1961) and cognitive dissonance (Festinger,
1957), found that neither was able to predict outcome, when
the studies involved values of "high" or "low"centrality
rather than those of "medium centrality" 10 (Rokeach, 1968).

Review of the research thus considers a medium degree
of patient therapist similarity in cognitive style and/or
value systems to be conducive to a better outcome than
either high or low patient therapist similarity (Meltzoff
& Kornreich, 1970). Application of these findings in the
study of psychotherapy outcome, to the problem of premature
termination, has been lacking.

Values and Psychotherapy Outcome and Duration Research

Review of the writings of major authors in the field
of values (Rokeach, 1973; Smith, 1969) points to the complex-
ity of what is defined as values. The concept, however, has
been shown to hold meaning for much of human behavior. Neuro-
tic conflicts have been conceptualized as value dilemmas
and/or conflicts throughout the clinical literature and
across theoretical schools (Rogers, 1972; Feuer; 1955, Hart-
mann, 1960). Attitudes of a moral quality are significantly
involved in people's emotional problems and the intensity of
inner turmoil dériving from value and attitude dilemmas war

rants further investigation on the part of therapy resear-

19



chers into issues of personal values and basic beliefs,

As the personal characteristics of the therapist, his
values, ideals, and attitudes, and their effect on the pro-
cess of therapy come under increasing investigation, it is
apparent that the therapists' own morals and values are
revealed in the therapeutic relationship (Buhler, 1962; Ber-
gin, 1980; London, 1964). '

Successful therapists have long held the impres-
sionistic belief that their patients' moral beliefs and atti-
tudes come to resemble their own (Wolff, 1954). Glad (1959)
has postulated that therapists from differentlschools differ
in the values they provide their patients; their ideas about
good adjustment appear as reflections of personal and profes-
sional value judgments, which are then transmitted to their
patients in therapy.

The psychotherapy relationship has been described as
being essentially similar to other relationships designed to
produce attitude change (Frank, 1961; Goldstein, 1966; Pepin-
sky & Karst, 1964; Strong, 1968), specifically because of the
tendency for patients to adopt the attitudes and values of
their therapists (Rosenthal, 1955; Parloff, Goldstein & If-
lund, 1960; Welkowitz, Cohen, & Ortmeyer, 1967). In extrapo-
lations from attitude theory, the process of psychotherapy
has viewed the therapist as analogous to the originator of
persuasive comunications; his patient as the recipient of

such communications. The social psychology of interpersonal
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persuasion has delineated numerous variables which seem to be
related to the process of attitude change and adoption; and
these parallel the psychotherapy process.

Recent attendance to the ethical and practical impli-
cations of a therapist's belief system finds that the
concepts of interpersonal persuasion are being increasingly
applied to the therapy relationship, with an increasing con-
cern toward the ways in which a therapist's values and be-
liefs interface with the values and personal beiiefs of his
patients during this persuasion process (Bergin, 1980;
Strupp, Hadley, Gomes-Schwartz, 1978).

Findings of changes in the self concepts and personal
values systems of student therapists as a result of clinical
training and practice (Kirchner, 1973;Vardy, 1972;Vardy &
Kay, 1982; Plutchik, 1982; Perlman, 1974; Gordon & Mensch;
1962) draw attention to the need for training programs that
will enable recognition of the psychotherapy experience as a
means of promoting the change and growth of stable and/or
unstable values in its future practitioners.

Attempts at the systematic comparison and application
of attitude theories to the therapy relationship (Beutler,
1971) £find dissonance theory (Festinger, 1957) and social
judgment theory (Sherif & Hovland, 1961) to make essentially
opposite predictions about the degree of similarity most
conducive to both maintenance of the therapeutic relationship

and positive attitude change. Whereas dissonance theory pre-
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dicts the degree of recipient adoption of persuasive communi-
cation to vary as a function of increasing disparity, social
judgment theory predicts a curvilinear relationship. While
-the results to date, have found initial patient therapist
value dissimilarity to be predictive of higher patient/thera-
pist values convergence and initial similarity to promote
patient rated improvement, the effect of initial therapist-
/patient values similarity on patient dropout has been found
to be nonsignificant. Attitudes of medium centrality, re-
flecting those of a philosophical and religious nature, have
appeared to be most conducive to change and prediétion of
success in the psychotherapy outcome research. Results have
failed to provide support for either theory, however, when
using attitudes of other than medium centrality, as defined
by Rokeach (Beutlex, 1974).

Differences between the values of mental health pro-
fessionals and their patient populations (Gordon, 1962; Ber
gin, 1980; Beutler, 1971), along with the relationships that
exist between therapists' personal value orientations, pro-
fessional beliefs and initial success scores in therapy
(Vardy, etal 1982), ﬁnderscore the need to attend to the
study of the optimal compatibility of therapist's and
patient's values.

The argument (Bergin, 1980) that treatment would be
facilitated, if patients and therapists were selected in

order to be similar in their views, while simplistic, raises
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the importance of therapist and patient values evaluation and
acknowledgement, so as to promote honesty in the relationship
and subsequent lack of conflict in treatment plans and goal
setting.

Initial status of patient and therapist values on
dimensions not yet put to the rigors of systematic research,
may promote duration of the therapeutic relationship. The
similarities between the two participants might facilitate
development of identification; the dissimilarities might
provide the patient with a contrast object against which to
asséss his/her own conflicts, values and lifestyle.

The present study was directed to the complexity of
the relationship between patients' and therapists' initial
belief systems, identifying the dimensions relevant to dura-
tion and improvement in a discriminating way. Similarity has
tended to be assessed as a global construct (ie, average
similarity across a wide variety of beliefs orvpersonality
constructs). Efforts at specificity have found attitudes of
medium centrality (Rokeach, 1973) more relevant to duration
and improvement, which, in the light of previous research
isolating religious and moral values, appear to support the
notion of the further isolation of values of a philosophical
and/or religious nature.

The specification of the relative patient therapist
similarity conducive to duration and improvement, (and the
specific attitudes examined ) could allow prediction, and the

possibility of initial dyadic assigment (ie, matching of pa-
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tients and therapists as to an optimal initial value dissimi-
larity).

The relationship of these specific value and profes-
sional orientations to therapeutic effectiveness in prevent-
ing premature termination has not been explored.

This study investigated the>importance of patient
and therapist personal as well as professional value ori-
entations of psychotherapists as variables affecting their
work in therapy. Are there differences between therapists
with differing value and psychotherapy orientations in terms
of their effectiveness in establishing lasting therapy rela-
tionships with their patients? And do differences in initial
patient and/or therapist values and beliefs enable us to
predict which patients will prematurely terminate the thera-

peutic relationship.

Hypotheses

This study examined the association of premature termination
of the psychotherapeutic relationship with the following
factors: 1) patient values 2) patient self concepts 3) thera-
pist values/orientations and 4) relations between patients
and therapists values. In particular, the study hypothesized
that the following would relate to premature termination of
psychotherapy.

a) differences in the value systems of patients defined as

remainers from those defined asdropouts.
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b) differences in the self concept of remainer patients from
dropout patients. |

c¢) differences in the value systems of therapists with higher
and lower dropout rates.

d) differences in the profiles of patient/therapist dyads.
The study examined the relationship between premature termi-
nation and patient and therapist values in the belief that
long term commitment to therapy is facilitated when the
values of the two parties are similar. fhe effect of other
factors, on premature termination, including patient age,
sex, marital status, ethnicity, religious preference, and
diagnoses, were explored. The effects of therapist factors,
such as age, experience and professional diséipline, were

also examined.

FOOTNOTES

1 Authoritarian/submissive vs. independent was defined by
factor analyses of the Strong Vocational Interest Blank and
Morris Ways To Live Scale, to provide a Factor(2) reflecting a
value for submission to and respect for authority, and pre-
ference for conformity to others; independence reflected an
independent, unconventional stance.

2PFrank (1961) has persuasively reviewed and emphasized the
importance of suggestion in psychotherapy.

3 Schofield's(1964) study involved the establishment ,

by questionnaire of therapist's descriptions of their ideal
case, suggesting a systematic selection in the direction of

patients who were young , attractive, verbal, intelligent,

and successful, which he summarized as YAVIS.

4 TheTherapistOrientationQuestionaire (Sundland & Barker,
1962) is a 104 item multiple choice measure of therapist
theoretical orientation, yielding eleven factors and three
clusters, which range from analytic to cognitivistic to
experiential.The version applied in this study is a revised
version (Sundland, 1977).
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6MMPIT profiles referred to here, were given to patients and
therapist in booklet form and similarity profiles computed by
rank order correlation of two sets of T scores , yielding a
measure of similarity of profile shape (Hathaway, 1959.)

7 fThe Leary Interpersonal Matrix is a measure of inter-
personal compatibility, providing measures of Love/Hate and
Dominance/Submission (Dietzel, 1978).

8 Curvilinear implies that as therapist patient personality
dissimilarity increases through a range from maximum to mini-
mum congruence, there will be a corresponding increase in
therapeutic success up to a certain (unspecified) point,
beyond which further increases in dissimilarity will- be asso-
ciated with decreasing success of the relationship.

® The A/B hypothesis (Whitehorn&Betz, 1954), originally
noted the use of ten items of the Strong Vocational Interest
Blank to separate therapists into "types" A and B. The former
were found to be apparently more succesful with schizophrenic
patients, the latter with psychoneurotic ines.

10 Rokeach (1968) outlined three levels of value hierarchy;
high, low , and medium centrality values. Low levels were
considered most peripheral and most amenable to change,
while high centrality values were most integral and most
resistant to change.
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CHAPTER 2 METHODS

Subjects

The study sample consisted of 69 patients, who applied for
individual psychotherapy at the adult outpatient departments
of a community mental health center (CMHC) and a public
health hospital (PHH) during the period of October, 1983-
October, 1984 and the staff of 36 psychotherapists at the
two sites. Patients were offered long term psychodynamically
oriented individual psychotherapy at both sites. Patients
referred for group or marital therapy were not included in
the sample. Fees at both clinics were based on an ability to
pay scale.

Both the community mental health center and public
hospital settings were located in the metropolitan Boston
area. They provided comprehensive outpatientAmental health
services of a similar nature, including psychotherapy, test-
ing and evaluation to residents of the city of Boston. The
analysis of demographic characteristics of the patients
found them to be characteristic of the area's population.

The mean age of the total patient group was 46.5
years (SD=16.7; range=18-80). The ethnic composition of the
sample was 82.6% white and 17.4% non-white. The ethnic
composition of the subject sample was representative of the
area's generally white, Catholic, working class population.
Of the total sample, 34.8% were male and 65.2% were female.

(For a detailed description of patient educational level,
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marital status and religious affiliation, see Table 1).

The therapist study sample consisted of the staff
therapists at both clinic sites, who voluntarily agreed to
participate in the study. The therapists were paid for their
participation, at both points of test administration. Of the
original 36 participating therapists, 34 remained in the
study for its entire course. From the start, four therapists
refused to participate or were unable to participate, due to
illness, scheduling, or other situational factors. The 22
therapists at the PPH and the 14 therapists at the CMHC had
a mean age of 36 years and a median of five years of experi-
ence (range of 1-10+ years) with degrees and licenses in
clinical and counseling psychology and clinical social work.
There were 14 males (38.9%) and 22 females (6l.1%).(For a
more detailed description of therapist marital status, pro-
fessional affiliation, and ethnic composition, see Table 3).

Participating therapy staff tended to serve in the
role of both intake interviewer and psychotherapist. The
opportunity to investigate the relative contribution of ther-
apist variables, in the roles of both therapist and/or intake
interviewer, with regard to duration of treatment, was ex-
ploited in this study. Mean age for intake interviewer, as
opposed to therapist, thus remained the same. Although six
staff members were found to conduct the majority of intake
interviews, 30 staff members were found to perform both

duties in the course of the research period. The intake
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TABLE 1

Demographic Characteristics (Age, Ethnicity, Sex, Marital Status,
Religion,and educational level) of the study patient sample.

Variable

Age

N 69

Mean 46.5

SD 16.7
Range 18-80
Ethnicity

White 57(82.6%)
Non White 12(17.4%)
Sex

Male 24(34.8%)
Female 45(65.2%)
Religion

Catholic 36(52.2%)
Jewish 6 (8.7%)
Protestant 8 (11.6%)
Other 4 (5.8%)
None 8 (11.6%)
Blank 7(10.1%)
Marital Status

Single 24(34.8%)
Married 19(27.5%)
Divorced 16(23.2%)
Widowed 10(14.5%)
Educational Level

< High School 21(30.4%)
High School 36(52.2%)
College 8(11.6%)
> College 4(5.8%)
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TABLE 2

Demographic Characteristics (Age, Ethnicity, Sex, Marital Status,
Religion,education, and experience) of the therapist sample

Variable

Age

N 36

Mean 32.4

SD 4.6
Range 23-41
Ethnicity

White 36(100.%)
Non White . 4 0(0 %)
Sex

Male 14(38.9%)
Female 22(61.1%)
Religion

Catholic 18(50.0%)
Jewish 17(47.2%)
Protestant 1(2.8%)

Marital Status

Single 17(47.2%)
Married 18(50.0%)
Divorced 1(2.8%)
Widowed 0(0%)

Educational Level

B.A. 2(5.6%)
M.A. 16(44.4%)
MSW 7(19.4%)
PH.D 10(27.8%)
ED.D 1 (2.8%)
PROF YEARS

1. 1(2.8&) 6. 6(16.7%)
2. 2(5.6%) 7. 7(8.3%)
3. 4(11l.1%) 8. 3(8.3%)
4, 2(5.6%) 10. 6(16.7)
5. 9(25%)
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interview was a scheduled formal procedure at both sites,
conducted over one to two sessions. Following the intake
interview, the procedure at both sites included an intake
conference. Here, the intake interviewer would present the
completed intake and receive formal consensus from the senior
staff, as to the diagnosis and disposition of the case.
Materials

The Survey of Interperscnal Values (SIV)(Gordon,1960) is a 30
item, 15 minute forced choice test designed to measure the
relative importance which one ascribes to each of six fac-
tored interpersonal value dimensions, The Survey has adequate
reliability for individual use (r=.86). Factor analysis was
employed in the original development of the scales. High
school, college, industrial and other adult samples were
used and norms were developed (Gordon, 1970).(See Appendix
Q&R). The instrument consists of thirty setg of three state-
ments or triads.(See Appendix H). For each triad, the respon-
dent indicates one statement as representing what is most
important and one statement as representing what is least
important to himself.

The six values are defined as follows:

1)Support: Being treated with understanding, receiving
encouragement from other people, being treated with kindness
and consideration.

2)Conformity: Doing what is socially correct, following regu-
lations closely, doing what is accepted and proper, being a
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“conformist.

3)Recognition: Being looked up to and admired, being consi-
dered important, attracting favorable notice , achieving
recognition.

4)Independence: Having the right to do whatever one wants to
do, being free to make one's own decisions, being abie to do
things in one's own way.

5)Benevolence: Doing things for other people, sharing with
others, helping the unfortunate, being genero;s.

6 )Leadership: Being in charge of other people, having au-
thority over others, beiné in a position of leadership or
power.,

The Survey of Personal Values (SPV) (Gordon, 1967) is a
companion instrument to the SIV., Factor analysis was employed
to develop its scales; and the forced choice format was also
employed in the administration of the SPV (Gordon, 1967).

The SPV measures the relative importance ascribed to factored
personal values involving the manner of coping with the
problems of everyday living. Its six subscales are defined as
follows: (See Appendix I).

l)Practical Mindedness: To always get one's money's worth, to
take good care of one's property, to get full use out of
one's possessions, to do things that will pay off, to be very
careful with one's money.

2)Achievement: To work on difficult problems, to have a
challenging job to tackle, to strive to accomplish something
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significant, to set the highest standards of accomplishment
for oneself, to do an outstanding job in anything one tries.
3)Variety: To do things that are new and different, to have a
variety of experiences, to be able to travel a great deal, to .
go to strange or unusual places, to experience an element of
danger.

4)Decisiveness: To have strong and firm convictions, to make
decisions quickly, to always come directly to the point, to
make one's position on matters very clear, to come to a
decision and stick to it.

5)0Orderliness: To have well organized work habits, to keep
things in their proper place, to be a very orderly person, to
follow systematic approach in doing things, to do things
according to a schedule.

6)Goal Orientation: To have a definite goal toward which to
work, to stick to a problem until it is solved, to know
precisely where one is headed.

After an extensive review of the literature rela-
ting to values, seven dimensions were identified for inclu-
sion in the SPV. Seven hypothesized factors emerged, six of
which were used. Kuder Richardson reliabilities were suffi-
ciently high as to permit interpretation of SIV and SPV
scores for individual use. Statistically, data on the SIV and
SIV indicate reliabilities estimated by Kuder Richardson to
have a mean of .81 and test retest correlations of .76,
reflecting relatively good reliability (Mental Measurements
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Yearbook, 8th ed.). Reports of correlations between the SIV
and many other widely used tests demonstrate good convergent
validity. Normative data, with means and standard deviations,
are presented for specialized groups. (See Appendix A-D).
Correlations between values as measured by the
SPV and the 8IV indicate that the scales are independené of
one another. The SIV and SPV have been successfully utilized
in the context of research projects investigating the values
of medical school students at different levels of training
(Gordon & Mensch, 1962) and the values and value changes
during and after graduate stﬁdy in psychology (Kirchner,
1974).
Studies concerned with patients in therapy have found outpa-
tients to score significantly higher than the normal popula-
tion on Support , Recognition,'and Independence, and lower
than the normal population on Conformity and Benevolence
(Rozecki, 1969). (See Appendix A).
Therapist Orientation Questionaire(1977)
A revised version of the Therapist Orientation Questionnaire
(TOQ) (Sundland & Barker, 1962) was used (Sundland, 1972) to
éxamine some of the recent issues and techniques in psy-
chotherapy. Two facfor analytic studies yielded similar ten
factor solutions; and one further factor which contained
only new items relating to body awareness, Gestalt therapy,
and release of emotions was also identified. A second order
factor analysis yielded three clustefs, which were labeled:
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Experiential, Analytic and Cognitivistic. Using this factor
analysis as a guide, the TOQ was shortened (Sundland,
1972). One hundredand four (104) items were answered on a 5
point rating scale, ranging from strongly agree‘to strongly
disagree. (See Appendix M).
Symlog
The Symlog Value statement rating form is a 26 item, multiple
choice measurement instrument of values. It provides scores
on three major dimensions of individual and organizational
values. It is capable of showing whether an individual per-
ceives himself as valuing dominant or submissive behavior,
friendly or unfriendly behavior, and whether they tend to
value acceptance or opposition to the task orientation of
established authority. (See Appendix J).
The empirical and theoretical work upon which this scale is
based is reported in R.F. Bales, Personality and Interperson-
al Behavior, and Bales, Cohen, & Williamson, Symlog, 1979.
Semantic Differential (Self concept)
The Semantic Differential (SD)(0Osgood & Tannenbaum, 1952) is
a valid and reliable measure of constructs. The form used in
this study consists of 30 bipolar adjectives expressed on a 7
point scale (eg. strong-weak). Positive responses are scored
as 5, 6, or 7, negative as 1, 2, or 3, and neutral as 4. This
scoring system, used successfully in a number of predictive
studies (Morrison, 1977, 1980; Morrison, Cocozza & Vander-—
wyst, 1978; Morrison & Teta, 1977, 1980), produces a total
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score (range 30-210) that reflects overall positive or nega-
tive constructs of a person(eg, self, mother, father). (See
Appendix K).

Psychotherapy Problem Checklist

The Psychotherapy Problem Checklist (PPC)(Morrison & Cometa,
1980), is a feliable (r=.81) and valid (Morrison, 1977) self
report measure of client problem resolution. The checklist
consists of 21 items of symptoms, that are mostly indicative
of excessive anxiety. The PPC is scored by assigning a score
of 1 for each problem designated by the client (range:0-21).
(See Appendix L).

Criterion Measures

Premature termination was defined as having occurred either
when the patient failed to keep a scheduled first appointment
for therapy after completion of intake interview or when the
patient unilaterally decided to leave before completion of
intake or when the patient unilaterally left therapy a-
gainst the advice of the therapist prior to six therapy
sessions. Since this directly measures the patient's exposure
to treatment, the number of actual therapy appointments com-
Pleted was found preferable to the patient's length of time
in treatment as a measure of dropout (Bakeland & Lundwall,
1975).

Sixtysix % of the 69 patients who began therapy,
terminated within the five sessions. The mean number of
sessions held was 6.7, while the median was 3.37 sessions.
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TABLE 3

Patient Frequency Distribution of sessions(n=69).

No. of sessions Abs., Freq. Pct. Cum Pct.
1 3 4.3 4.3

2 21 30.4 34.8
3 12 17.4 52.2
4 4 - 5.8 58.0
5 6 8.7 66.7
6 2 2.9 69.6
7 1 1.4 71.0
8 2 2.9 73.9
10 5 7.2 81l.2
12 3 4.3 85.5
14 1 1.4 87.0
15 2 2.9 89.9
20 7 10.1 100.0
Mean = 6.26 Median = 3.37 SD = 5.85
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(For a detailed frequency distribution of sessions attended,

see Table 3).

Criterion Groups

Lack of patient continuation at both the points of intake
interview and therapy, provided two indices for judgment of
premature termination. Utlilizing these criteria, therapy
relatiohships rtherapists, and patients were categorized as
follows:
l)prematurely terminated relationéhips included all patient
therapist relationships that met for less than six sessions.
2)Non prematurély terminated ;elationships included all pa-
tient therapist relationships that met for six or more ses-
sions.
Procedure

Upon application to either clinic, prospective pa-
tients completed the clinic's standard intake interview. Upon
completion of the intake interview, the interviewer (if a
research participant) would read the standardized announce-
ment form (see Appendix N) to the patient, informing them of
the voluntary study that was being conducted at the clinic.
Prospective subjects would then be committed to receiving a
telephone call from the principal investigator, requesting
their participation in the study. The intake conference com-
mittee, which consisted of senior staff ( psychiatrists and
psychologists), reserved the right to remove a patient from
further participation wupon review of their intake form.
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Patients diagnosed as actively suicidal, or suffering from
alcohol or drug intoxification were considered unsuitable for
the study. This allowed for clinical judgment of a patient's
suitability for the study to remain under the control of
the staffs from the respective sites. Upon successful com-
pPletion of intake, approval for suitability and assignment
for individual psychotherapy by intake conference, subjects
were contacted by  the investigator. If they agreed to parti—
cipate, they were asked to complete, prior to the first
psychotherapy session, the Survey of Interpersonal (SIV) and
Personal (SPV) Values, Symlog, Semantic Differential (SD),
and Psychotherapy Problem Checklist (PPC), in order to gauge
patient's personal and interpersonal values, self concept
and level of initial disturbance. Administration of the test-
ing materials took approximately thirty minutes. (See Appen-
dix H-M for all scales).

The procedure for administration of test materials to
staff therapists and intake interviewers was as follows.
At a general meeting, staff were informed by the principal
investigator, about the general nature of the study, its
approval by the institutional review board, its voluntary
status, and the time that would be required on their part for
participation (approximately one hour for each of two occa-
sions). Therapy staff were kept blind to the study's exact
nature, being informed only of its general purpose as re-
search investigating the psychotherapy process.
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After recruitment of staff, participating staff were
administered the Surveys of Interpersonal and Personal Values
(sIv, SPV), Symlog scale (S),Semantic Differential(SD), and
Therapist Orientation Questionaire (TOQ). At the completion
of the first test administration, staff were given instruc-
tions regarding the reading of the post intake research
announcement form to patients (Appendix N) and they were
given a set of standardized instructions for responding to
client inquiries. Overthe course of the study, staff were
regularly reminded of the study's ongoing status, and of the
need for subjects, by memos from the principal investigator.

One year later, the staff again completed the identi-
cal test battery and were informed of the final date for
collection of patient data by the investigator. All proce-
dures were monitored and supervised by the research commit-
tees of the respective outpatient departments at the two
sites. On site supervisors at both sites included licensed
psychologists.

At the conclusion of the year allotted for data
collection, predictive and demographic data were gathered
retrospectively by the principal investigator through review
of clinical files at both sites. All available case records
for patients requesting treatment during the calender year of
the study were reviewed. Thus there was access to descrip-
tive data regarding the total population of the two clinics
over the course of the year.‘One primary reason for collect-
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ing these data was to ensure the representativeness of the
sample of patients who participated in the study. These data
were also used to determine the dropout rate that each thera-
pist established over the course of theyear. Data gathered
included patient age, sex, marital status, educational level,
race, religion, name of intake interviewer and therapist
assigned, and the number of sessions held with each therapist
(See Tables 4 & 5). All patient data were coded to insure
confidentiality.

This data collection insured availability of the total
caseload of both sites requesting individual psychotherapy
and provided demographic and diagnostic data for purposes of
validity and reliability in generalizing from the results of
the study.

Data as to the number of patients lost during the orientation
period to the study were available, upon retrospective analy-
sis of the site's total caseload of patients during the
research period. (See Table 5). The actual number of

patients that were engaged in the intake interview process
with participating therapy staff was 254 (See Table 5).

Staff's lack of cooperation in the collection of such data,
on an ongoing basis, allowed for only the post hoc gathering
of this information by the principal investigator. The ques-
tion of whether this lack of cooperation had an effect on the
representativeness of the sample obtained, was determined
through comparison of the tested and untested samples overall
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TABLE 4

Total Patient Frequency Distribution of sessions
(n= 254).

No. of sessions Ab. Freq. Pct. Cum Pct.
1 | 30 12 ' 12

2 55 22 33

3 27 .11 44

4 8 3 47

5 11 4 52

6 11 4 56

7 4 2 57

8 8 3 61

9 4 2 62
10 9 4 66
11 1 0 66
12 ’ 67 26 93
15 2 1 94
16 1 0 94
20 7 3 97
25 1 0 98
30 6 : 2 100
Mean = 7.22 Median = 5.13 SD = 6.26
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TABLE 5

Demographic Characteristics (Age, Ethnicity, Sex, Marital Status,
Religion,and educational level) of all patients seen at the CMHC
& PHH during the calendar year of study.

Variable

Age

N 254

Mean 40.9

D 16.8
Range 18-92
Ethnicity

White 236(93.%)
Non White 12(7.%)
Sex

Male 84(33.1%)
Female 170(66.9%)
Religion

Catholic 183(72.%)
Jewish 23(9.1%)
Protestant 24(9.4%)
Other 9 (3.5%)
Marital Status

Single 89(35.0%)
Married 66(26.0%)
Divorced 62(24.2%)
Widowed 35(13.8%)
Educational Level

< High School 81(31.9%)
High School 142(55.9%)
College 28(11.0%)
> College 3(2.4%)
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characteristics. (See Tables 1 & 2). Uniformity of the two
samples allowed for a generalizability from the sample ob-
tained. Data obtained from the intake questionnaire was at-
tached to other pertinent clinic intake data. This resulted
in its eventual placement in the patient's clinical chart. It
was often found blank. This was assumed to mean noncompliance
on the part of participating staff, in informing the patients
of the study's existence.

Data Analysis

The independent variables consisted of the dropout vs. re
mainei status of the ;espective patient and therapist groups,
and/or dyads. The thirty one scored factors, clusters, and
individual scale scores for all value, self concept, level of
disturbance and theoretical orientation scales served as
dependent variables, to be associated with dropout status,
either for the patient, the therapist, or the patient thera-
pist interaction. Mean difference scores were computed for
each patient and thergpist group (dropout vs. remain) to test
the hypotheses that involved patient and therapist differen-
ces in values and orientation. Multiple regression scores
were used to test the hypotheses that involved the interac-
tion of the patient's and the therapist's value systems. The
multiple regression scores were derived for each of the sixty
nine dyadic relationships.

The hypotheses that were investigated were as follows:

1A. It was hypothesized that differences would be found in
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the values of dropout and remainer patients, such that
remainer patients would value support, conformity, benevo-
lence and leadership (as measured by the SIV scale) and a
positive identification with outside authority (as measured
by the Symlog dominance scale), more than dropout patients.
These values would tend to promote maintenance of the rela-
tionship.

B. It was hypothesized that dropout patients would value the
need for achievement, goal orientation, decisiveness, recog-
nition and practical mindedness (as measured by the SIV and
SPV) and task orientation(as measured by the Symlog) more
than remainer patients. Higher scores on these values would
tend to represent potential sources of frustration for the
patient, in the beginning stages of therapy, leading to
disappointment in the therapeutic process.

C. It was hypothesized that differences would not be found
in the two groups on the values of variety and independence
and on the dimensions of friendly vs.unfriendly behavior.

2. It was hypothesized that differences would be found in thé
level of self concept of dropout and remainer patients (as
measured by their Semantic Differential scores), such that
dropout patients would be found to have initiallly lower
levels of self concept than remainer patients. The healthier
patient (higher self concept) would tend to make better use
of the available treatment facilities offered.

3. It was hypothesized that differences would not be found in
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the level of initial disturbance of dropout and remainer
patients, as measured by their PPC scores( a measurement of
overall diagnostic symptomatology). The contradictory evi-
dence in the research literature concerning level of iﬁitial
diagnostic category and dropout rate would result in a lack
of differences in initial diagnostic category and dropout
rate in this study.

4A. It was hypothesized that differences would be found in
the personal values and theoretical orientation of therapists
with high and low dropout rates. Therapists with lower drop-
out rates would tend to value achievement, decisiveness, goal
orientation, benevolence and leadership (as measured by the
SIV and SPV), dominant and task oriented behavior (as measured
by the Symlog), and personal involvement and a results based
therapeutic approach (as measured by the TOQ) more than the
therapists with the higher dropout rates.

B.It was hypothesized that therapists with high dropout
rates would be found to value submissive and unfriendly
behavior towards others and an opposition to task orientation
and outside authority (as measured by the Symlog scale) more
than therapists with lower dropout rates.

C. In accordance with the previous research, it was hypothe-
sized that the values of variety , conformity, independence,
support, recognition and the theoretical orientation factors
and clusters reflecting specific technical interventions
associated with a particular school of thought  would not be
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significant predictors of either high or low dropout rate in
the therapist sample.

This hypothesis examined the relative importance of technical
vs.personal "nonspecific " qualities of the therapist with
regard to their dropout rate and the therapist's attention
or lack of attention to issues of authority and the need for
a task oriented approach in the early Stages of the therapeu-
tic engagement process.

5.It was hypothesized that additional differences would be
found in the personal values and self concept of dropout and
remainer patients and high and low dropout therapists when
the interaction of individual patient-therapist dyads was
analyzed. This hypothesis was examined to investigate further
the application of an interactive, dyadic approach to the
study of the dropout phenomena.

6.It was hypothesized that differences would not be found

in the therapists' values, self concept and theoretical
orientation in the course of two administrations, given one
year apart. Although student therapists have shown signifi-
cant decreases in the value of benevolence and conformity and
increases in the value of support, recognition, independence
and self concept over time, practicing therapists have not
demonstrated such changes in these values.

7.1t was hypothesized that differences in patient and thera-
pist demographic data and patient diagnoses would not be
found in comparing the various dropout and remainer groups.
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It was expected that the contradictory findings in the pre-
vious research regarding demographic data would be manifested

by findings of a lack of significant differences between

groups in this study.
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CHAPTER 3 RESULTS

All of the patient subjects completed the full battery of
questionnaires. Thirty four of the thirty six participating
therapists were able to complete the battery on both occa-
sions; the remaining two were only able to complete the
initial battery.

In order to test the hypotheses , t tests for differences
between the means of dropout (N=46) and remainer (N=23)
groups were calculated. (The means, SDs, t and p levels on
personal and interpersonal values , level of self concept and
initial disturbance are presented in Table 6). For a more
precise weighting of the variables, a multiple regression
technique was used, based on the total number of therapy
dyads (N=69).

Where a specific direction was hypothesized, a significance
level greater than the .05 level and less than .10 Was
accepted as indicating support for the hypotheses.

Patient Variables Related to Dropout

Hypothesis 1. Differences in the hypothesized direction were
found between the dropout and the remainer patients' person-
al values of dominance (p<.0l) and friendliness towards out-
side authority (p<.05).

No differences were found for the variables of support,
conformity, benevolence or leadership.

B. Differences in the hypothesized direction were found
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between the dropout and remainer patients in the values of
decisiveness (p<.05) and achievement (p<.0l). No differences
were found in the values of goal orientation, recognition ,
practical mindedness and task orientation.

C. In addition, no differences were found , as hypothesized,
on the variables of variety , independence and the dimensions
of friendly vs. unfriendly behavior.

The hypothesis that there would be differences in the values
of dropout and remainers was partially supported.

Attempts were then made to distinguish the pretherapy drop-
outs who had failed to return after intake (pretherapy drop-
outs; N=11), from those whom had dropped out during therapy
(therapy dropouts; N=35). The differences noted were for pre-
therapy dropouts to value support more strongly than therapy
dropouts (p<.0l1) and to value orderliness less than therapy
dropout patients.(p<.05).

Difference in Self Concepts

2.Dropouts were found to demonstrate a lower self concept
score than remainers.(p<.05).(See Table 6). The hypothesis
that lower self concept would be related to dropout was
supported.

Patient Dropout Rate and Initial Level of Disturbance

3.Consistent with the hypothesis, the results demonstrated no
- significant difference between dropout and remainer groups in
level of initial disturbance.

Patient Dropout Rate and Demographic Variables.
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TABLE 6

Means , SDs , t value, and p level for dropout(n=46) and
remainer (n=23) patients on assessment tests.

Variable Dropout Remainer
Mean SD Mean SD t val p Level
SIV l_SUPPORT' 18.95 4,5 20.21 4.1 -1.12 0.268

SIV 2 CONFORMITY 12.86 6.2 10.69 7.3 1.29 0.203
SIV 3 RECOGNITION 11.17 4.6 12.95 3.7 -1.60 0.115
SIV 4 INDEPENDENCE 18.69 7.4 17.17 7.0 0.82 0.416
SIV 5 BENEVOLENCE 18.00 6.4 17.00 5.0 0.65 0.516
SIV 6 LEADERSHIP 10.28 5.6 11.86 7.5 =0.98 0.331

SPV 1 PRACTICAL 13.00 4.9 14.47 5.2 -1.15 0.254

SPV 2 ACHIEVEMENT 17.84 4.9 15.43 4.3 2.00 0.049
SPV 3 VARIETY 9.93 6.3 11.82 6.8 -1.14 0.260
SPV 4 DECISIVENESS 17.28 5.1 14.82 5.2 1.87 0.066
SPV 5 ORDERLINESS 13.95 6.3 15.78 4.4 -1.24 0.221
SPV 6 GOAL ORIENTED17.91 4.8 17.60 4.9 0.24 0.808
SYMLOG 1 DOMINANT 7.69 3.1 10.34 3.2 -3.26 0.002

SYMLOG 2 SUBMISSIVE1l.00 3.0 12.08 2.4 ~1.48 0.143

SYMLOG 3 FRIENDLY 8.86 3.0 10.30 2.5 -1.95 0.055

SYMLOG 4 UNFRIENDLY 7.10 3.1 8.04 3.0 ~-1.17 0.245
SYMLOG 5 ACCEPTING 8.84 3.2 9.86 2.6 . 1.33 0.189
SYMLOG 6 OPPOSING 9.67 3.3 9.91 2.7 -0.30 0.768
SEMANTIC DIFF 126.8018.7 136.39 20.5 -1.94 0.057
SYMPTOM CHECKLIST 8.21 3.8 8.08 4.3 0.13 0.899
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Comparisons were then made between the two patient groups in
order to test the contribution of any patient demographic
variables to the rate of dropout. Neither age, sex, educa-
tional level, ethnicity, religious preferenée, marital sta-
tus, nor diagnostic category were found to differentiate the
dropouts from the remainers. (See Tables 7-14).

The prediction of dropout rate from patient variables alone
was further analyzed with multiple regression techniques ,
for a more refined weighting of the variables.

Differences were found between the remaining and the dropout
patient on dominance (p<.0l), achievement (p<.01) and self
concept (p<.05). Patients who remained in therapy had higher
dominance scores (p<.0l) and higher self concept scores
(p<.05) than patients who dropbed out of therapy.

Patients who dropped out of therapy had higher achievement
scores (p<.0l1) than patients who remained in therapy.(See
Table 15 for r 2, peta weights and F scores). An examina-

tion of the histogram produced a prediction rate of 69%.

Therapist Variables

Change in Therapist Values and Orientations During Therapy.

The change in the set of personal and interpersonal values,

self concept and theoretical orientation held by the thera-
pists was measured by the mean differences in the two admi-
nistrations of the Surveys of Interpersonal and Personal
Values, Symlog scales, Semantic Differential, and Therapist
Orientafion Questionnaire. The first administration assessed
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TABLE 7

Patient Dropout Status Frequency Distribution by Site

Count Dropout Remain Row Total
Site
PPH 1. 36 16 52(75.4%)
CMHC 2. 10 7 17(24.6%)
Column Total 46(66.7%) 23(33.3%)69(100.0%)
Pearson's r = 0.09696 P =0.2140
TABLE 8

Patient Frequency Distribution of sex by dropout status.

Count Dropout Remain Row Total
Sex
Male 1. 16 8 24(34.8%)
Female 2. 30 15 45(65.2%)
Column Total 46(66.7%) 23(33.3%)69(100.0%)
Pearson's r = 0.0 P = 0.5000
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TABLE 9

Patient Frequency Distribution of ethnicity by dropout
status.

Count Dropout Remain Row Total
Ethnic
White 1. , 40 17 57(82.6%)
Black 2. 5 6 11(15.9%)
Other 3. 1 0 1(1.4%)
Column Total 46(66.7%) 23(33.3%)69(100.0%)
Pearson's r = 0.12014 P =0.1627

TABLE 10

Patient Frequency Distribution of religion by dropout
status.

Count Dropout Remain Row Total
Religion :
Jewish 1. 4 2 6(8.7%)
Catholic 2. 24 12 36(52.2%)
Protestant 3. 4 4 8(11.6%)
Other 4. 3 1 4(5.8%)
None 5. 7 1 8(11.6%)
Blank - 6. 4 3 7(10.1%)
Column Total 46(66.7%) 23(33.3%)69(100.0%)
Pearson's r = 0.03383 P =0.3913
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TABLE 11

Patient Frequency Distribution of marital status by dropout
status.

Count Dropout Remain Row Total
Marstat
Married 1. 12 7 19(27.5%)
Single 2. 17 7 24(34.8%)
Divorced 3. 12 4 16(23.2%)
Widowed 4, 5 5 10(14.5%)
Column Total 46(66.7%) 23(33.3%)69(100.0%)
Pearson's r = 0.04046 P = 0.3707

TABLE 12

Patient Frequency Distribution of education by dropout
status.

Count Dropout Remain Row Total
Education
< H.S. 1. 12 9 21(30.4%)
H.S5. Grad 2. 26 10 36(52.2%)
College 3. 5 3 8(11.6%)
M.A. z. 3 1 4( 5.6%)
Column Total 46(66.7%) 23(33.3%)69(100.0%)

Pearson's r = -0.08919 P = 0.2331
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TABLE 13

Patient Frequency distribution of Axis 1 diagnosis by
dropout status.

Count Dropout Remain Row Total
Axis 1
None 1. 12 5 17(24.6%)
Anxiety 2. 7 2 9(13.0%)
Adju;t. 3. 13 7 20(29.0%)
Panic 4, 1 0 1( 1.4%)
Schizoph 5. 2 0 2(2.9%)
Somatic 6. 1 0 1(1.4%)
Bipolar 7. 1 0 1(1.4%)
Psychosis 8. 1 0 1(1.4%)
Depression 9. 7 9 16(23.2%)
Dementia 10. 1 0 1(1.4%)
Column Total 46 (66.7%) 23(33.3%)69(100.0%)

Pearson's r = 0.15217 P = 0.1060
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Patient Frequency of DSM 3

status

Axis 2
None
Borderline
Dependent
Antisocial
Narcissist
Schizoid

Miscell

Column Total

Pearson's r

TABLE 14

Axis 2 diagnosis by dropout

Count Dropout Remain Row Total
1. 29 15 44(63.8%)
2. 4 2 6(8.7%)
3. 4 4 8(11.6%)
4, 1 0 1( 1.4%)
5. 2 1 3(4.3%)
6. 3 1 4(5.8%)
7. 3 0 3(4.3%)
46(66.7%) 23(33.3%)69(100.0%)

0.10296 P

0.1999
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TABLE 15

Multiple Regression Using Patient Variables to Predict Out-
come

Summary Table

Variable Multiple R R sq. Beta F

SYMLOG1 DOMINANT .37024 .13708 .38406 12.614
SPV2 ACHIEVEMENT .45591 .20785 -.25195 5.897
SEMANTIC DIFFERENTIAL .49900 .24900 -.20345 3.561

(CONSTANT) 0.6599134
Total F = 6.76743
Note: The F statistic tests the contribution of each

predictor after the others have been entered into the
equation.
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therapist personal values, self concepts and theoretical
orientation prior to the initiation of the study, while the
second set of administrations was obtained after the thera-
pists had completed an additional year of conducting psycho-
therapy. Thirty four therapists had completed both adminis-
trations and could be included in the analysis (N=34). (See
Table 16).

Differences were found to exist between the therapists' pre
and post scores.(See Table 17). The differences were an in-
crease in the therapists' valuing of independence (p<.01),
recognition (p<.08) and lack of countertransference issues
(p<.01), and decrease in their valuing of benevolence
(p<.01), submissiveness (p<.10) and self concept (p<.10). The
variables were not correlated. We chose to use the average
scores of the therapists' two administrations for the remain-
ing analyses, and allowed the inclusion of the analyses of
the two therapists who had been wunable to complete the
second admnistration.

The hypothesis that continuing practice of psychotherapy
would not be associated with a change in the personal values,
self concept and/or theoretical orientation of the practicing
psychotherapists was not fully confirmed. The finding of a
decrease in the valuing of benevolence was consistent with
the previous literature on changes in the personal value

systems of mental health professionals over time (Kirchner,
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1974; Mensch, 1962).

Therapist Dropout Rate and Personal Values

The classification of therapists as having either a high or
low dropout rate was obtained by the development of a fre-
gquency distribution of each therapist's dropout rate. This
distribution was based on their caseload at the research
site, for the entire year. Only therapists (N=21) with at
least three cases were considered forthis classification.

(See Table 16).

The therapists were then divided into two subgroups of high

(50% or more) and low (less than 50%) dropout rate.

The comparisons of therapists with high rate of dropout
(N=12) and the therapists with a low rate of dropout (N=9) are
presented in Table 18,

Differences were found, as hypothesized, on the valuing of
independence (p<.01l) unfriendlyvbehavior (p<.07) and use of
cognitive apprqaches (p<.06) such that therapists whose pa-
tients were remainers had. higher scores than the therapists
whose patients were dropouts. Differences were not found, as
hypothesized on the valuing of submissive behavior, achieve-
ment, decisiveness, goal orientation, benevolence and leader-
‘ship.

Hypothesis four was not fully confirmed as the high and low
dropout rate therapists had only moderate differences in

their systems of values and theoretical orientation.
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TABLE 16

Therapist Total Dropout Rate Frequency Distribution
(n=21) based on three or more cases.

Dropout Rate(%) Freq(abs.) Pct. Pct. (Cum.)
0 3 14.3 14.3
10 1 4.8 19.0
25 2 9.5 28.6
29 1 4.8 33.3
33 1 4.8 38.1
40 1 ' 4.8 42.9
50 4 19.0 61.9
60 1 4.8 66.7
63 1 4.8 71.4
67 3 14.3 85.7
75 1 4.8 90.5
100 2 9.5 100.0
Total 21 100.0 100.0
Mean = 45.68 Median = 49.68 Mode = 50.00
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Table 17

Means , SDs, t and p level for pre and post therapist variables
(n=34).

Variable Mean SD Mean SD t p level

SIV 1 21.47 4.2 21.47 4.4 0.0 1.000
SIV 2 4.64 3.2 5.35 2.7 -1l.41 0.169
SIV 3 13.38 3.6 14.35 4.2 -1.82 0.078
SIV 4 19.67 5.4 19.17 5.3 0.65 0.520
SIV 5 15.61 4.5 13.82 5.1 3.08 0.004
SIV 6 15.00 5.1 15.91 6.4 -1.37 0.179
SFV 1 11.50 5.2 11.14 5.9 0.47 0.640
SPV 2 20.97 4.8 20.73 4.6 0.39 0.699
SPV 3 13.58 6.8 13.79 8.0 -0.31 0.760
SPV 4 l16.08 4.5 16.50 4.6 =75 0.456
SPV 5 11.82 4.4 11.97 4.2 -.21 0.832
SPV 6 15.97 4.5 15.85 5.3 0.16 0.875
SYMLOG 1 10.11 2.6 10.11 2.7 0.0 1.000
SYMLOG 2 13.73 2.2 13.05 2.8 1.73 0.093
SYMLOG 3 10.58 2.5 10.32 2.6 .49 0.627
SYMLOG 4 6.97 2.9 7.41 3.2 -.77 0.444
SYMLOG 5 10.58 2.2 10.76 2.1 -.51 0.614
SYMLOG 6 9.58 2.2 9.97 2.8 -.99 0.330
SEMANTIC DIFF 144.70 15.18 141.88 13.55 1.78 0.085
SUND 1 22.44 3.7 21.94 3.7 1.15 0.257
SUND 2 46.38 5.4 46.61 4.9 -.29 0.771
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SUND

SUND

SUND

SUND

SUND

SUND

SUND

SUND

SUND

10

11

TABLE 17 (cont)

15.61
26.55
15.50
27.38
11.44
14.82
16.29

1.6

63

15.20

26.47

16.14

28.00
11.83
16.14
16.47

6.76

28.23

1.14
0.18
-1.68

-1.27

—066

-2.87
-.44
-.99

-.33

0.262
0.862
0.102
0.241
0.517
0.007
0.665
0.331

0.745



TABLE 18

Means , SDs , t and p level for therapists with high(n=12), and
low(n=9) dropout rates on assessment tests.

LOW D.O. HIGH D.O.
Variable Mean SD  Mean SD T p level

SIV 1 SUPPORT 21.22 5.0 21.83 4.0 -0.31 0.762
SIV 2CONFORMITY 3.88 2.4 4.75 2.6 -0.76 0.456
SIV 3RECOGNITION 13.77 2.9 15.58 2.7 -1.45 0.162
SIV 4INDEPENDENCE22.55 3.6 l6.66 4.4 3.26 0.004
SIV 5BENEVOLENCE 15.00 4.4 15.25 3.7 =-0.14 0.890
SIV 6LEADERSHIP 14.77 5.1 17.58 5.5 7-1.18 0.251
SPV1PRACTICAL 10.88 5.7 11.83 4.5 ~.42 0.678
SPV2ACHIEVEMENT 19.88 5.8 21.08 2.9 ~-.62 0.544
SPV3VARIETY 17.00 8.4 15.00 7.1 0.59 0.563
SPV4ADECISIVENESS 17.44 5.1 15.66 3.7 0.93 0.367
SPV5ORDERLINESS 10.11 5.1 13.08 4.2 -1.45 0.162
SPV6GOAL ORIENTED15.77 3.9 15.08 4.9 0.34 0.735
SYMLOG1DOMINANT 10.88 2.4 9.91 1.7 1.06 0.301
SYMLOG2SUBMISSIVE13.66 3.3 14.00 2.2 -0.27 0.788
SYMLOG3FRIENDLY 10.77 2.6 10.50 1.5 0.30 0.766
SYMLOGAUNFRIENDLY 8.44 2.0 6.33 2.7 1.95 0.066
SYMLOG5ACCEPTING 11.77 2.1 11.00 1.8 0.91 0.375
SYMLOG60OPPOSING 10.33 2.0 10.33 2.7 0.0 1.00

SEMANTIC DIFF 141.22 7.44 143.58 16.00 -0.41 0.688

SUND 1 21.77 3.2 23.08 3.5 -.87 0.396
SUND 2 49.00 3.3 46.58 4.5 1.33 0.188
SUND 3 15.66 .8 15.33 1.7 0.53 0.602
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TABLE 18 (cont)

SUND 4 26.66 2.2 26.91 2.2 -0.25 0.804

SUND 5 16.33 1.6 16.83 1.8 =-0.65 0.523
SUND 6 27.77 1.7 28.00 3.7 -.16 0.871
SUND 7 11.44 1.6 11.83 1.1 -0.66 0.517
SUND 8 15.66 1.4 16.00 2.0 -.43 0.675
SUND 9 17.22 1.9  16.58 2.7 .60 0.555
SUND 10 7.33 1.0 6.25 1.3 2.01 0.058
SUND 11 28.55 3.9 27.41 3.3 0.72 0.483
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Multiple regression techniques were then calculated, in
order to provide a more refined analysis of differences
between therapists whose patients were remainers and the
therapists whose patients were dropouts, based on the total
of studied therapy dyads (N=69).(See Table 19).

Differences were found between the therapists whose patients
remained and the therapists' whose patients dropped out on
therapists' lack of task orientation, (as measured by the
Symlog values scale), (p<.0l). Therapists whose patients were
Dropouts had higher scores on lack of task orientation than
therapists whose patients were Remainers. Differences were
found between the therapists' whose patients were Remainers
and the therapists' whose patients were Dropouts on their use
of cognitive behaviors, (as measured by the Therapist Orien-
tation Questionaire) (p<.0l) andon their marital sta-
tus (p<.05). Therapists whose patients were remainers had
higher scores on the use of cognitive behaviors than thera-
pists whose patiepts’were Dropouts and the former group of
therapists more often had a single marital status.(See Table
19 for r 2, beta weights, F score). An examination of the
histogram produced a prediction rate of 71%.

Therapist and Patient Personal and Interpersonal Values.

The joint analysis of patient and therapist values was
investigated through the use of multiple regression tech-
niques and was based on the total number (N=69) of therapeu-
tic dyads.
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TABLE 19

Multiple Regression Using Therapist Variables to Predict Out-

come for their patients.

Variable Multiple R R sq.

SYMLOG6 OPPOSING THERAPIST .28069
SUND 10 COGNITIVE THERAPIST .38680
MARITAL STATUS .44820
(CONSTANT) 1.266636

TOTAL F = 5.44672

Note:

.08392
.14961

.20089

Beta F
-.38467 10.802

.31731 7.604

.24433 4.170

The F statistic tests the contribution of each

predictor after the others have been entered into the

equation.
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Differences were found between the Remaining group and the
Dropout group on patient dominance (p<.01l) and patient sup-
port (p<.05). Patients who remained in therapy had higher
scores on dominance and support than patients who dropped out
of therapy.

Differences were found between the Remaining group and the
Dropout group on patient achievement (p<.01) and goal orienta-
tion, (p<.05). Patients who dropped out of therapy had higher
scores on achievement and goal orientation than patients who
remained in therapy.

Differences were found between the Remaining group and the
Dropout group on the degree to which the therapist was non-
task oriented. (as measured by the Symlog values scale)
(p<.01). Therapists whose patients were dropouts had higher
non task oriented scores than therapists whose patients were
remainers.

Differences were found between the Remaining group and the
Dropout group on therapist personal caring (as measured by
the Therapist Orientation Questionnaire) (p<.05). Therapists
whose patients were remainers had higher scores on personal
caring than therapists whose patients were dropouts. (See
Table20 for beta weights, F score). The examination of the
histograms produced a prediction rate of 73%.

" Hypothesis five was supported as the joint analysis of the
patient's and the therapist' value systems produced discrimi-

nating variables in the prediction of dropout rate in the
68 :



TABLE 20

Multiple Regression Using Patient and Therapist Variables
Conjointly to Predict Outcome

Variable ‘ Multiple R R sq. Beta F
SYMLOGl1l DOMINANT,PATIENT 37024 .13708 .32926 10.664
SPV2 ACHIEVEMENT, PATIENT .45591 .20785 ~-.3530911.225
SYMLOG 6 OPPOSING,THERAPIST .50828 .25835 -.39549 12.857
SPV6 GOAL ORIENTATICN, PATIENT.54980 .30228 -.30907 7.531
SUND 6 CARING THERAPIST .59409 .35294 .27115 6.908
SIV1l SUPPORT, PATIENT .62908 .39574 .21447 4.391
(CONSTANT) 1.651222

Total F = 6.76743

Note: The F statistic tests the contribution of each
predictor after the others have been entered into the
equation.
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therapy relationship.

Summary of Results

The hypotheses that sought to investigate the relationship
between therapistvpatient values on_the dimension of simi-
larity/dissimilarity were unable to be investigated due to
therapist sample size.

The hypothesis that there would be differences in the values
of dropout and remainers was partially supported in that
prematurely terminated patients (dropouts) demonstrated some
personal and interpersonal values that were different in
direction from the values of patients who remained in therapy.
The hypothesis that lower self concept would be related to
dropout was supported as differences were found in the
hypothesized direction between the self concept of patients
who remained and the patients who dropped out.

The hypothesis that there would be no difference between
dropout and remainer groups in level of initial disturbance
was supported in that patients who dropped out were found to
be no different from patients who remained in level of ini-
tial disturbance.

The hypothesis that differences would be found in the person-
al values and theoretical orientation of therapists with high
and low dropout rates was partially supported in that person-
al values did distinguish between those therapists whose
patients were remainers and those therapists whose patients
were dropouts. The therapists whose patients were remainers
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were found to value independence and the use of cognitive
behaviors more than the therapists whose patients were drop-
outs. The differences were considered minimal in relation to
the number of therapist variables (N=30) contrasted.
The hypothesis that additional differences would be found in
the personal values and self concept of dropout and remainer
patients and high and low dropout therapists in the analysis
of the interaction of individual patient-therapist dyads was
supported as differences were found in the conjoint analysis
of patient and therapist values in dyads that were
characterized as remainers vs those defined as dropouts.

The hypothesis that differences would not be found in the
therapists' values, self concept and theoretical orientation
in the course of two administrations, given one year apart
was partially supported as only a few significant changes
were found in the therapist's personal values, theoretical
orientation and self constructs over a one year period. The
valuing of benevolence was found to decrease.

Additional analyses found patient demographic variables to
show no significant differences in distinguishing the patient

who dropped out from the patient who remained.
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Chapter 4 Discussion

Implications of the study

The particular clinical population studied represented the
typical community mental health center and an apparently
average crosssection of subscribers to mental health treat-
ment facilities. Previous studies have noted that such clini-
cal populations have tended to respond to more concrete,
directive approaches (Dodd, 1971).

A description of the patient and therapist values and self
concepts , at the beginning of therapy was found to indicate
that both particular patient values and particular therapist
values were associated with the potential degree of difficul-
ty in maintaining a continuing therapeutic relationship in
the population studied. Patients who were found to value
achievement, goal orientation, and decisiveness were found
at risk to drop out of treatment (5 or less sessions) when
compared to Rémainer patients who were found to value domi-
nance and support. Therapists who were found to value opposi-
tion to task orientation were found to lose patients. Thera-
pists who valued the use of a more personal approach and a
more concrete and fesults oriented approach were found to
maintain more therapy dyads.

Although the primary focus of the study was on the patient-
therapist dyad, and on the identification of variables that

could be related to premature termination, the patients' and

therapists' individual contributions to the dropout process
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were examined first. The separate therapist and patient anal-
yses were followed by a joint consideration of the patient
and therapist interaction, in a regression analysis.

Patient Values and Dropout

The findings portrayed the dropout as an impatient pa-
tient; the more a patient valued the qualities of achievement
goal orientation and decisiveness, the higher their risk to
drop out of treatment. The gualities inherent in these value
loadings (i.e. the striving to set the highest standard of
accomplishment, to do an outstanding job, to make quick
decisions, to make one's position on matters very clear)
provided a sense of a potential for early frustration. In the
initial stages/of the psychotherapeutic relationship, the
therapist is often oriented to a posture of not making imme-
diate decisions, not setting standards and not séeking
outstanding accomplishments. Lack of clarity and lack of
precise direction are acknowledged. This may simply have
been too disconcerting an experience for these patients,
resulting in their leaviﬁg the field.

The finding of three patient values associated with
remaining in therapy (i.e, dominance, support and friendli-
ness toward authority) suggested a patient's movement in
social space towards status or power. This included a tenden-
cy to identify the self with powerful persons or images such
as a powerful and/or idealized parental or authority figure.

(i.e. the therapist). In this sort of patient, there is the
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potential for an overidealized positive transference, resul-
ting in a longer duration of stay for the patient. The data of
this study indicate that this sort of configuration charac-
terized the patients who were able to remain in therapy. The
high value they accorded to personal support, stressed the
patient's desire to be treated with understanding and encour-
agment and kindness and consideration from others.The pa-
tient's identification with an overidealized authority image,
appeared to result in their remaining in treatment; the sense
of frustration in the patient profiled as valuing clarity,
quick decisions and a feeling of certainty in their lives,
resulted in their dropping out of the relationship.

Patient Self Concept and Dropout Rate

The data indicated that the healthier the individual patient
prior to the beginning of treatment (as characterized by
higher level of self concept that was measured by the seman-
tic differential), the longer was their duration of stay.
This lends further support to prior research which has noted
that the already healthy patient tends to get healthier and
also tends to make better use of the treatment facilities
(Garfield, 1971). In addition, the notion of a "yavis" syn-
drome, (Schofield,1974), where the healthier patient is re-
garded as more attractive to their respective therapist, was
also supported.

Therapist Values and Dropout

A strong relationship was found between
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the therapist's valuing of non-task oriented behaviors, in
opposition to the task demands of authority (which appeared
to express the feeling of let's back off the demands) and a
high rate of dropout for that therapist. The "high risk"
therapist appearedlto value emotionally expressive and intui-
tive responses, a break from presently established routine
demands, and a feeling that growth and development require
time, play and patience. These values were certainly in oppo-
sition to the patient traits described for patients at risk
of dropout. The potential for conflict between such different
ly valuiﬁg individuals, in a task oriented relationship, was
evident. The therapist, a nonconformist, reflective indi-
vidual, approached the issue of growth and movement from his
unique perspective and time frame and was in conflict with
the goal oriented patient, who was found prone to quick
frustration, if answers were not at hand.

The therapist variables found to be associated with
maintenance of the psychotherapy relationship, appeared to
point to both a valuing of personal involvement and caring,
and a cognitive, task oriented, concrete approach to their
role as psychotherapist.

A question this study raised, in consideration
of the high risk factors found in the therapist's contribu-
tion to the dyadic success rate, involved the issues of role
clarification and orientation for the therapist. Theoretical

orientation (as defined by the three cluster scores of the
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Therapist Orientation Questionnaire) did not appear to be
involved in the determination of a therapist's success rate
at keeping patients in treatment. On the other hand, factors
which emphasized the personal involvement and concrete goal
oriented aspects of the therapy process, were found to con-
tribute significantly to maintenance of the therapeutic rela-
tionship. These findings were consistent with research that
has investigated the contribution of "nonspecific variables"
to therapy process and outcome (Kasdin, 1978; Frank, 1980;
Strupp, 1879). The present study has hypothesized nontechni-
cal factors to account’for the majority of treatment succes-
ses. The scales used were recently revised to account for
the most recent trends and changes in theoretical orienta-
tion, and they provided an exhaustive set of factors accoun-
ting for the contribution of the major schocls of clinical
training and thought. The theoretical orientation factors
that were found to be most indicative of therapist success in
sustaining the relationship, all appeared to represent the
more personal , nontechnical aspects of the therapist's
style, substantiating the belief in the importance of the
personal qualities of the practitioner over their particular
technical interventions (Strupp, 1979; Garfield, 1971; Beut-
ler, 1980; Luborsky, 1984).

Data collected through the Symlog scale (a study
of interpersonal values) found the therapist's lack of task

orientation to be the most significant therapist variable
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associated with a tendency to lose patients. This finding
substantiated the hypotheses of this study and the findings
,Of Fiester (1977) and others (Beutler, 1982) that the search
for therapist differences is best pursued through the use of
relationship oriented dquestionnaires that are interpersonal
in nature. The combination of intra and interpersonal fac-
tors in both therapists and patients that indicate high risk
of termination prior to the beginning of the therapy rela-
tionship, speak to the multidimensional nature of this com-
plex dyadic relationship.

Disruptive effects of therapist personal values.

While much of the previous research in premature termination
has been concerned with the patient's " high risk" charac-
teristics, the potentially disruptive effects of the thera-
pist's values must be considered, in light of the results
found. It appears necessary for the therapist to adjust his
values and theoretical orientation so as to meet his client
on common ground; to serve mutuality. The belief that thera-
pists should acknowledge and be prepared to alter their
personal value framework and/or their theoretical orientation
seemed justified if the goal is to avoid early termination.
Previous findings that social class covaried
with duration of therapy have found lower class patients to
value a medical model, authority and advice giving. Experi-
ence with traditional psychotherapy which demanded a verbal

give and take, introspection and talking about feelings,
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clearly created dissatisfaction and flight from the field in
this homogeneous lower working class population.

Therapists have values and preferences for the
ways of practice that they find gratifying. If the thera-
pist's values, self concepts and/or theoretical orientation
lead him to be uneasy with particular patients and cause him
difficulty in empathizing with them and their subcultural
values, standards and way of life, then the recognition of
the problem can provide a starting ground for rapproachment.

Psychotherapy has been described as a process occurring
within the context of three value systems: those of the
therapist, the patient and the community at large (Strupp,
Hadley & Schwartz, 1977). The complex relationship between
these three value systems operating simultaneously has been
an object of focus in the literature in pursuit of a better
understanding of the potential for therapist, patient and
community congruence and/or incongruence in goals and expec-
tations. (Rogers, 1972; Bergin, 1980; Strupp, etal, 1977).

Change in Therapist Values and Orientation

As hypothesized, therapist personal values and theoretical
orientation showed only minor changes during the conduct of
professional practice.

The thirty categories of personal values and theoretical
orientation initially held by therapists, did undergo some
changes during the one year period, including the devaluing

of benevolence and increase in personal security with coun-
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tertransference issues. These findings were consistent with
the previous research (Kirchner, 1972; Mensch, 1962; Strupp,
1978) which has found that both clinical psychology and
medical students tend to devalue benevolence (as measured by
the Surveys of Interpersonal and Personal Values) as time in
clinical training continued and that experience results in
continued self confidence and lowering of a defensive stance
in practicing psychotherapists. Although the changes were
few, in the statistical sense, the consistencies in the
changes that were found are worthy of further investigation.

Patient Therapist Interaction of Personal Values

The interaction of the patient's and therapist's values was
found to be related to the premature termination of the
psychotherapy relationship.

This was supported by multiple regression analyses.

In the population studied, the data of both therapists and
patients yielded variables that could determine the high
risk potential for patients and therapists to effect prema-
ture termination. When both therapist and patient variables
were considered together, (in the matching of the sixty nine
individual dyads), they contributed significantly toward
identification of discriminating factors that would predict
risk for premature termination of the psychotherapy dyad.
It may be possible to categorize, at the point of intake
interview, both a therapist's risk level to lose patients and

a patient's potential high or low risk to drop out of the
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relationship.

The therapist's high risk factors, in interaction with the
patient's status, was characterized by a lack of concern for
task orientation (as defined by the Bales Symlogscale). The
high risk therapist was portrayed as concerned with a more
creative, freewheeling approach to the therapy process, at
the expense of attention to the achievement of immediate
specific results - a flight into process. Specifically, it
appeared to operate alongside an opposition to task oriehta-
tion as required by outside authority; a devaluing of the
time concept, a feeling of a let's take our time and see what
happens approach. This process oriented approach appeared to
exacerbate an already frustrating experience for the high
risk patient. The latter was found to value such traits as
achievement and goal orientation, which (as measured by the
SPV&SIV) portrayed such patients as desiring a results orien-
ted experience. They preferred to be provided with a feeling
of clear movement towards a goal, if not results themselves
and with a sense that there was movement toward getting the
task accomplished. These simultaneous therapist and patient
high risk factors clearly provided a conflict, in which the
therapist valuing of a time out from results approach did not
respond to the patient's need for such results. The probabi-
lity that such needs manifested a high level of patient
anxiety and led to patient's difficulty with a feeling-

oriented, process-oriented experience such as individual
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psychotherapy, should be explored.

Closer examination of the patient therapist in-
teraction factors associated with remaining in therapy indi-
cated that the patient also valued support and continued
to valué dominance. The latter value (as elaborated by Bales)
appeared to manifest itself interpersonally with a strong
identification with idealized authority figures, a hothouse
for a positive transferential experience. The picture was of
a patient whose need for such identification would almost
always result in their maintenance of the relationship. This
latter value was the most powerful patient factor, both
" within patients as a group and in relationship to the inter-
correlation of all therapist factors, when predicting their
length of stay in the therapy relationship.

Patient positive endorsement of support , charac-
terized by a valuing of the receiving of kindness and consi-
deration from others, appears manifestly logical.

Despite the fact that specific therapist orientation
clusters were not found to be significant in the prediction
of their dropout risk, two orientation factors were found to
predict a tendency toremain.

The Sundland factor of therapy as a learning process (see
Appendix F; Factor 6) depicted a loading on cognitive, con-
crete factors, which in conjunction with a high loading on
personal involvement and caring (see Appendix F), may have

made the difference in the crucial early period of engagement
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in the therapy process. The finding that nontechnical fac-
tors, those not identified with parficular schools of thera-
peutic orientation or practice, appeared to be most predic-
tive of therapist success, substantiated recent emphasis on
the study of the personal qualities of the therapist, often
referred to as the nonspecific factors of the therapist's
contribution (Frank, 1971; Strupp, 1980; Garfield, 1972).
Factor loadings on caring and personal involvement (Factor
6) tended to support the Rogerian client-centered "necessary
and sufficient condition" of warmth (Rogers, 1955; Butler &
Haigh, 1968; Truax, 1972). The loadings on conceptual learn-
ing supported recent findings of the success in the use of a
more cognitive approach in the treatment of outpatient prob-
lems. The relationship between a mocre concrete, behaviorally
oriented approach, and maintenance of the therapeutic dyad
‘could be interpreted as providing the patient with a more
immediate sense of accomplishment and consequent lessening
of frustration. |
Beutler's (1978) observation, that certain
combinations of patient and therapist values interaction are
most compatible with successful outcome in a psychotherapy
dyad, helped our understanding of continuation in psychother-
apy. Continuation in therapy required a mixture of high
levels in some values and low levels in others (Beut-
ler,1980). The prediction that dissimilarity of personal

values, unless reconciled, would lead to termination of the
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relationship, was untestable; but we did find premature ter-
mination of therapy to result from a failure to recognize a
potential conflict in the values held by the participants in
the dyad. Festinger's(1957) theory of cognitive dissonance
and Hovland's social judgment theory both shed light on this
process. When dissonance is present, in addition to trying to
reduce it, the person will actively avoid the situation that
would probably further increase the dissonance (Festinger,
1957). Although the results could not clearly define a "good"
vs. a "bad" therapeutic match, the findings did provide
characteristics of "good" and "bad" therapists and patients.
These lend support to previous findings (Dougherty, 1972) and
could be the source of future investigations into the feasi-
bility of matching traits, in addition to the individual
traits found in this study.

Demographic Variables and Dropout Rate

The finding in this study that patient demographic yariables
did not correlate with duration of therapy is consistent with
previous findings. The lack of correlation, compared with other
studies, is understandable. The only demographic variables
that approached significance in the prediction of patients'
risk to dropout, were therapist variables. Although not an
object of focus in this study, the findings that 80% of
patients were found to have obtained a high school education

or less, seems important in future observation of therapist

patient relationship compatibility. The homogeneity of the
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population sampled should also be recognized as inherently
limiting the study's ability to observe the effect of demo-
graphic differences on the criteria.

Other Patient Variables

The absence of significant findings on several variables that
have been demonstrated as significant for differentiating
terminators from remainers in other studies is relatively
unremarkable. Contradictory findings on such variables abound
in the literature. In his review, Brandt (1965) indicates
that only sex, age and marital status consistently failed to
distinguish remainers from dropouts. Findings regarding the
effects of all other variables are consistent only in their
inconsistency, and so the contribution of these variables to
early termination may be ruled out for some types of patient
populations but not for others.

The Intake Interview and Dropout

"Additional analyses were performed to examine the relative
contribution of the intake interview procedure to the dropout
process. Initially, investigations were conducted to search
for differences between those patients who "dropped out"
during the initial intake interview stage (pretherapy drop-
out) and thcse who dropped out during the therapy proper
(therapy dropout).

The pretherapy dropout was found to value support more than
the therapy dropout and to value orderliness less than the
therapy dropout. These differences appear to point to the

patient's possible lack of organization in presenting their
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problems and needs, coupled with a strong need for support
and contact in the initial stages.

Additionally, analyses were performed to examine the impor-
tance of the period of transfer from intake to therapy. Chi
square analyses found that the dropout rates of therapists
became significantly lower when the therapist, while in the
role of intake interviewer, proceededlto continue seeing the
patient as his or her psychotherapist. (See Table 21). This
finding, in need of further investigation, acknowledged the
need for clinicians to recognize and attend to the critical
importance of the early stages of patient inétitutional con-
tact. Possible areas for future exploration might include an
examination of what the patient experiences and/or how he/she
interprets the meaning of this transfer period. In light of
this study's findings, one interpretation would hypothesize a
further exacerbation of an apparently low patient tolerance
for frustration, when an in;ake was non-directive, i.e.,
feeling that nothing has been accomplished and that I have to
start over again.

Implications for clinic practice

Patient length of stay was characterized by high rates of
dropout and low mean length of stay in the sample tested and
in the total population attending the clinic.

All of the following findings speak to the naﬁure of the
clinical settings studied: a dropout rate of two thirds
(66.7%) in the sample studied; an overall yearly dropout rate
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TABLE 21

Chi Square and p level for therapist dropout rate for intake
and therapy only vs. intake and therapy together.

Total Therapist Group

Total Therapist Group

Intake Intake&Therapy Therapy Intake&Therapy
95 87 58 87

116 32 42 32

55% 26.9% 42% 26.9%

Chi Square= 23.14
p<.001)

Intake(N= 21)

Therapy =(N=100)

Chi Square = 4.89
p<.05)

Intake &Therapy(N=119)
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of 55%; a mean length of stay for all tested patients of 6.26
sessions and a mean length of stay for the entire year's
caseload of 7.22 sessions. Whether aware of it or not, the
clinics participated in the provision of relatively short_
term therapy.

The establishment of a patient's dropout status was
accomplished by a thorough examination of the records using
the criterion that a dropout was defined as a patient who
left the treatment setting without the provider's agreement.
Treatment, then, was clearly not satisfactorily completed or
pursued. The settings were specifically designed to provide
long term treatment and so short-term, time limited goals
probably were not set.

A summary of values compatibility in therapy

It has been proposed that, in therapy, values relate to each
other within a framework. According to this framework, the
typical adult outpatient enters therapy valuing support and
other qualities that accentuate the need for direction and
results. In the sample, those patients valuing of achieve-
ment, goal directedness and decisiveness were found to be
associated with patient dropout from therapy.

The therapists , in addition, seemed to provide alternative
profiles in terms of values and theoretical orientation,
that could be interpreted as either supportive or frustrating

of the patient's values.
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Overall, these findings offer some insight into and confir-
mation of what the previous research has foﬁnd concerning the
beliefs and values that patients hold; about what transpires
over time in the values systems of therapists during the
conduct of their professional life; and about the effect that
these respective values systems have on the process and
outcome of the psychotherapeutic dyad. It is recommended that
researchers seriously consider the continuation of the study
of therapist and patient values in further attempts to eval-
uate the efficacy of psychotherapy.

Recommendations

It seems crucial to focus on and clarify the degree
of congruence that exists between therapist and patient
values early in treatment. The use of an abbreviated form
of these protocols, in order to "flag" particular loadings
and/or disparities in values or expectations, could minimize
the potential for putting the patient at a high risk for
dropout.

Considering that the interaction of patient values with
those of therapists was found to both impede and facilitate
duration of different relationships, such recommendations
appear justified in order to maintain patients in therapy. It
is necessary to innovate or devise approaches to reduce
frustration in those patients with a need for quick results

and a feeling of certainty and accomplishment. This is
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particularly so in cases where these needs may already be
known to exist, as in the case of lower class patients (Baum,
1966; Welkowitz, Cohen & Ortmeyer, 1967). Previous studies
have focused on providing the patient with a role induction
type experience. These studies have been designed with the
hopeful aim of clarifying the often frustrating nature of
the upcoming therapy relationship , and the designs have been
found to be successful in bringing into line the expectations
of the patient and the therapist (Hoehn-Saric, 1965). Such
studies of patient and therapist role expectation have found
that a disparity between patient and therapist does exist.
This study has provided some clarification on specific areas
of such disparity.

Subsequent studies could focus on the process
within sessions through which patient/therapist differences
and similarities in specific values can make or break the
therapy relationship. Unanswered important questions include
understanding the process through which’values change in
therapy and the factors that operate in facilitating or
impeding such change. The difficulty involved in obtaining
repeated testing of outpatients in a typical clinical setting
should, however, be known to future researchers. It appears
crucial that therapists and intake interviewers make every
effort to elicit and clarify those values that are potential-
ly discrepant during the initial phase of therapy.

Both parties should have a clear understanding
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of their own values and roles in therapy and they should
understand the values and premises of the other person that
is affecting them. This intervention can greatly reduce the
disruptive force of incompatible.values. In the assignment of
patients to therapists, future research could examine pro-
spective matching of the patient and therapist according to
their individual sets of values. This could facilitate compa-
tibility even further. This would enhance efforts toward
selecting the therapist most suited for each patient. Use of
the Surveys of both Interpersonal(SIV) and Personal (SPV) Val
ues as instruments for quickly assessing values seems promis¥
ing.

This is one of the few studies that has dealt with
the characteristics of therapists which may be partly respon-
sible for patients' decision to discontinue therapy (Hiler,
1958; Fiester, 1977). Future studies could further examine
the contribution that therapist values have made to premature
termination.

Limitations of the study and recommendations for future

research

Naturalistic vs. Manipulative studies

This study followed the naturalistic research model. Many
variables could be investigated simultaneously in a comprehe-
nsive fashion. Statements about causality or directionality
could not, however,be made. The finding of an association
between therapist/patient values and premature termination of
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the dyad does not mean that the former produced the latter.
Although the theory upon which this study was based did imply
causality, this was not directly tested. The study attempted
to test a prediction that followed from and indirectly su-
pported the theoretical formulation. To establish the cause
and effect relationship of values interaction to dropping out
would require the control of values interaction by preselec-
tion. Each therapist could be assigned patients who are
profiled in terms of particular high and low risk attributes.
The SIV, SPV, Symlog and SD could be used to assess the
relationship and provide the basis for assignment of patients
such that each therapist has both hiéh and low risk patients.
Identifying the mixture of high and low risk values és varia-
bles related to premature termination is the first step in
this direction. In spite of the study's relatively small
sample size, support for hypotheses of interaction suggest
that it may prove to be a practical and theoretically valua-
ble variable for future research. Manipulative studies on
premature terminatién have utilized a preparatory interview
or induced expectancies as the independent variable (Hoehn-
Saric, 1965; Frank, 1964; Sloane & Cristol, 1970).

These types of studies have presented a methodological prob-
lem . The inducement of the desired values change would need
to be determined and verified. The values surveys could be
used as an independent measure to determine whether change
in particular high risk values occurred as a result of an
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induction procedure. This would involve the administration
of the scale before and after the intake interview to patient
groups receiving and not receiving an induction.

Generalizability of Results

One of the major difficulties in evaluating psychotherapy re-
search involves the definition of the criterion measure. The
criterion for dropping out has varied among studies and this
has made generalization difficult. Some of the inconsistency
among studies of terminators and remainers could be the
result of the variation in cut off points for defining these
groups.

The range (1-10+yrs.) of the therapist's experience limited
generalizations, as did their theoretical orientation. Whe-
ther similar findings can be demonstrated within other sys-
tems of psychotherapy remains to be investigated.
Furthermore, the patient population at the two psychotherapy
centers may differ from the population at other public clin-
ics. The median number of treatment sessions was less than at
other clinics (Garfield,1971; Koss, 1980) and the number of
terminators was relatively large compared to what is found at
other clinics. The results of the present study must be
considered in this light. Generalizations about the results
are restricted by the criterion, the clinical setting, and
the patient and therapist sample that was utilized.

Problems in Data Collection

Gathering data on the terminators who were avail-

able was difficult, especially once a patient left treatment.
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While in treatment, a patient may have had enough incentive
to complete the requested forms. Once terminated , particu-
larly if dissatisfied, he was difficult to recruit. Since the
clinical sites maintained comprehensive clinical records,
post hoc data were available on a wide range of demographic
and diagnostic areas.

In evaluating change in any variable during psycho-
therapy, the absence of a control group leavequuestions
unanswered. Patients were found to have certain characteris
tics, but this does not rule out the possibility that the
results were the effect ofsetting. Previous studies have
provided data on distinct patient differences (Rozecki,1972).

Staff Participation in the Research

Substantial reluctance to participate in this
research was evidenced on several staff levels. Therapists
were cooperative about completing research materials, but
they were forgetful about informing patients of the existence
of the study; this was a necessary condition for the study's
completion. The principal investigator was continually provi-
ding written and personal reminders to the staff to read the
necessary forms to patients. From the beginning, the thera-
pists viewed the research as an invasion of privacy. Execu-
tive and administrative staff éxpressed worry about how the
~study might interfere with the therapy. Several voiced the
apprehension that the initial gquestionnaire would stimulate
untimely issues in therapy about values. Perhaps the behavior
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of the staff toward the research was another manifestation of
the opposition to task oriented behavior that was found in
the data.

The issue of the extent to which the process of measurement
of the variables under study (the Heisenberg phenomenon) is
as difficult in dealing with people as with physical
particles. The effect seemed to be greater on the therapists
than on the patients.

Four therapists refused to cooperate from the beginning; two
withdrew their participation during the course of the study.
It appeared that therapists, more than the patients, experi-
enced the research to be intrusive. Patients, for the most
part, seemed to enjoy the chance to participate in something
"scientific". The resistance to the research by the thera-
pists was surprising since both sites serve‘as teaching
facilities and have university affiliations known for their
research contributions. The professional training of most
staff comes from institutes that support the conduct of
research. Neither site, however, had an activevresearch pro-
ject in progress in their psychology departments at the time
of the study.

The effect of the study itself in precipitating early termi-
nation of therapy was determined from a comparison of the
study's data with the dropout percentages of the patients who
were not exposed to the study's existence. The study had no

such influence (see Tables 1 & 2).
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Relatively well experienced therapists were used in this
research, contrary to the overwhelming use of inexperienced
student therapists in the vast majority of psychotherapy
outcome studies (Smith, 1978). In addition, tﬁe clinical
sites used were community public mental health facilities, as
opposed to the often used university based clinics. These
factors made for greatef generalizability of the study's
results to the general population.

Conclusions

The finding that dropouts could be differentiated from re-
mainers on certain variables supported the concept that ter-
minators could be potentially identified in terms of indepen-
dent predictor variables. Identification of the patient's and
therapist's values could be useful information for either
selecting the therapist best suited for each patient or
informing the therapist about the magnitude of the potential
conflict between himself and his patient. The scales used
were rather simple, stable instruments that could be adminis-
tered quickly. They could be useful for future therapy re-
search.

If a suitable match of.patient and therapist could not be
effected, one could suggest that the therapist might actively
structure the relationship in the direction of greater mu-
tuality by acknowledging and focusing in on their discre-
pancies. While the matching and manipulating of patient and

therapist's values may depart from usual clinical practice,

95



it appears to be potentially helpful.

Continued investigations of the interaction between therapist
and patient on relevant variables may help to clarify the
forces that lead to stable therapy relationships. Although the
problem of continuation in therapy may be secondary to the
matter of therapeutic effectiveness, staying in therapy is a
necessary, although not sufficient condition for a patient to
improve from therapy. Finally, further increased emphasis on
process oriented studies is advised with a focus on the goal
of better understanding the nature of therapy and. its parti-
cipants.

An aim of this study was to stress the apparent need to
implement greater efforts toward reducing dissonance within
the dyad so that treatment can continue. Studies aimed at
identifying which patients will remain and which will discon-
tinue may be abused if the goal is only to select good pa-
tients for therapy. This would only reduce further the number
of people offered therapy. The ethical implication implied in
the ability to identify a set of potential high and low risk
factors in both patients and therapists becomes one for
mental health practitioners and administrators to ponder.
The question of whether one should consider changing the
nature of the provided services in order to better suit the
apparent values of the client vs. the possibility of further

educating , or , in some other way, modifying or changing the
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attitudes or expectancies of the client in order to better
suit the current plan for allocation of resources, will be

with us for time to come.
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APPENDIX A

Means, SDs, and mean difference scores for Survey of
Interpersonal Values scales of psychiatric outpatient and

nonpatient samples

* denotes p<.05) level
** denotes p<.0l1l) level

Note: reprinted from Mensch(1960).

98

Variable Male OPT Male NONPT
Mean SD Mean SD
Support 17.9 4.9 15.0 5.7
Conformity 8.8 5.5 14.8 6.5
Recognition 13.9 4.1 11.2 5.2
Independence 20.3 4.5 16.9 7.4
Benevolence 13.2 6.5 15.8 5.8
Leadership 16.5 7.8 16.1 7.7
N 61 213
Variable Female OPT Female NONOPT
Mean SD Mean SD
~ Support 20.1 5.0 18.2 4.9
Conformity 12.9 6.5 18.0 5.8
Recognition 13.0 4.7 9.9 4.2
Independence 18.1 6.6 15.7 5.9
Benevolence 16.8 6.7 20.4 4.8
Leadership 8.9 6.4 7.9 5.2
N 60 212

Mean Difference
2,9*%%
-6.0%%
2.7%%
3.4%%
-2.6%%

0.4

Mean Difference
1.9%
-5.1%%
3.1%%
2,4%%
-3.6%%
1.0



APPENDIX B

Means, and SDs for Survey of Interpersonal Values for male

psychiatric residents.*

Scale

Support
Conformity
Recognition
Independence
Benevolence
Leadership

N

Residents
Mean SD
14.7 5.9
7.3 5.3
13.3 4.1
22.6 7.2
12.2 4.6
19.9 5.4
10

* reprinted from Mensch(1970).

Means and

Variable

Support
Conformity
Recognition
Independence
Benevolence
Leadership

N

Standard

Psych(A)

Mean
16.0

4.2
15.2
18.8
17.5

18.6

SD

4.3
8.8

5.6

Deviations
psychologists(A=academic & P=practitioner).*

Psych(P)
Mean
17.1
8.80
11.5
20.9
17.0

14.7

sD

5.2

for

* reprinted from Gila Kornfield Jacobs(1971).
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APPENDIX C

Means and standard deviations for Survewy of Interpersonal
Values scales for female social workers, practitioners*

Scale Social Workers
Mean SD

Support 20.5 3.2

Conformity 9.3 4.8

Recognition 10.8 3.8

Independence 21.0 5.7

Benevolence 18.8 3.6
Leadership 9.0. 3.7
N 9

* reprinted from Kornfield-Jacobs(1971).
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APPENDIX D

Means and standard deviations for Survey of Interpersonal
Value scales for adult males(n=213) and females.*

Scale Adult males Adult Females
Mean . SD Mean SD
Support 15.0 5.7 18.2 4.9
Conformity 14.8 6.5 18.0 5.8
Recognition 11.2 5.2 9.9 4.2
Independence 16.9 7.4 15.7 5.9
Benevolence 15.8 5.8 20.4 4.8
Leadership 16.1 7.7 7.9 5.2

* reprinted from Gordon(1970).
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APPENDIX E

Therapist Orientation Questionaire Cluster Scores for all
therapists. :

Therapist ID No. Experiential Analytic Cognitive/Behavioral

1 1.58 -0.61 ~-0.89
2 0.48 -0.84 0.57
3 -1.38 -1.17 0.24
4 2,21 1.60 1.03
5 0.47 -1.31 1.03
6 1.18 -0.70 -0.53
7 0.37 0.88 -0.32
8 0.87 0.19 -1.23
9 0.47 0.89 0.40
10 -1.34 2.43 1.18
11 0.87 -0.24 0.94
12 -1.05 -0.54 1.39
13 =1.07 -1.28 -0.16
14 -1.38 2.05 ~-3.12
15 1.43 -0.33 0.09
16 0.81 -1.27 -0.74
17 -0.30 -0.69 -0.21
18 0.69 -0.25 -1.02
19 0.76 -0.02 -1.45
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20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36

-0.86
1.16
-0.00
-1.34
-0.57
0.18
-0.24
-0.03
-.51
-0.81
-0.12
-0.56
-1.94
-0.95
-0.32
-0.01
1.28

APPENDIX E (cont).

~0.07
-0.96
0.00
1.44

0.20
0.24
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APPENDIX F Therapist Orientation Factor Descriptions

Brief Descriptions of the Partaye

Yacepy e talel (Mghweore)

1 Use of expressive techniques
Ja vorking vith dreame, offective therapfsts have thesr patisnte
nlr-'t;i ;h- charsciers and othar elemonts of thetir dreama.

2 : Paychosnalytically = eorieated.
For » patient to fsprove his current vay of 1ifa, he must eome
te understand his early childhood relatienships. ~qnon)

3 Socisl sljustment
faving & patient wove in the directien BI the gosle of meciety
is pet am importent therapeuvtic ais. (193)

() Interruptive / active .
-3 hurrun » pattant vhile he 43 talking. - (04)

) !-enncc of ln!h; svareness
The patient®s coming te accept and experisnce his !u!hn is
not the primary gain he darives from therapy. (00)

[ Involvesent and caring.
A good therapist acts ycrnuny and anotionslly invelved and
concerned vith hia palSent. (69)

W innate drive tovard heslgh
People do oot have any iaharest “drive towards hesdth®.
(s4)
8 Lack -l countertransference.

At times, T feel crateapt for o paigont.

? Personality and artistry.
Patfeuts get briter more becasse their therenisty svs

Rinds of peisont m, abng bhan ku\m o
prefeseional training. $0)

30 VYerbal / Conceptusl precess.
_ In effoctive thetapy, ‘the patfent leatns westly threugh the
warbal and conceplual intsrchange betveen hinsall ond the
theraptst.

[}] Acceptance nf physical contact | marsthens ete.
M 1s st Imes 211 gipht for s patfent and tharapist ts
cabrace . (725)

.nh- nf thr facior Josding
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Q)

«ue)

Qa2

(23)

(60)

%)

L{ D))

26)

PACTORS = TNDIAP1ST ORIDNTATION QUESTIONMAIRE « 1972 pomn

FACTOR )
Bedy, Cutded Dapérean, Cestalt Therapy, Release of Lantisens

A good therapiet will help his patiests becoms awars of thefr
bodily movements and postures, and halp thes emplere their
possidle meantngs. (Nev) (633)

Geod paychotherapiats encourale thifr patisuts te «es sdieatin
techniques. (Nev) (48))

It 1o very beneficial to use the "guided-dayiresa™ tecimique.
(Vew) (648)

Rather than talk sabout saother perscm, good therspiste heve
their patsents talk to an empty chair as 1f the persen vare
sittiag there. (Nev) (699)

Relesse of pent-up bodily energies 1s important as part of
peychotherupy, (New) (609)

In vorking vith dreams, effective therapiots huve their patisets
role=play the characters and other elements of their dreams.
(new) (710)

30dy sovements and posture tall we a 3ot abewt the pattient's
psychopsthology. (kew) (519)

3t 40 8 useful therspevtic techafique (& the patients to showt,
or baat pillove tc express blocked fealings. (Nevw) (686)
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FACTOR 2

Need teo Fnow adout Childhond, Conceptualize Cone, !mlnmlyt!e
Annlyze Translerence, Intennive Therary

(=7) It 19 unecesanry for a patient to learn hov early chiléhood expere
fences lnve lcft thetir rark on hiw. (68-5) (665)

(=14) Peopls can be mlon.tood'\ﬂthﬂut recourse te the concept “uncescious
deteroinente of behavior™. (20-3) (667)

(-19) Desenoftization and re-eonditioning ave qffective paychotherapeutie

tecliniques, (a16)
(1) It i» very teportant for a thevapiet to ca’nnpcunuh. thiok through
bow & patient &» velating to him. (55-3) (351)
) Vith sost patients I do analytic dreas interpretation. (3-3) (673)
(61 I fnatruct wost patients to free associste. (33-5) (629)
(~43) Yor effective therapy, !t. 20 only neceonary to concentrate on the

heré-asd-nov experiencing of the pattient. (New) (560)

(81) Yor ‘& vatieot to $wpruve his current vay of 1ife, he must come t»
underotané his carly chiléhood relstionships. (37-5) (201)

(43) 1t 3s jopertant to anslyze the tranaference resctions of the patiest.
(62-5) (624}

(-80) Yor a patient to fuprove his current wey of lifz, he does not
necenearily tave to come to understand his early childhood relatisme
shipe. (106-5) (624)

) To make sense of a patfent’s behavior, ons, wust assuse wotives of
vhich he 1o unsvare. (114-8) (581)

€100) 1 prefer to conduct Sntensive rather than gonl=limited therapy.
(Yew) (469)

(=33) It {» pasaible to make sense of » patient’s behavior without
aamvming motives of which fn 48 unsware. (49-3) (543)

(=11) Prisary ewphanis should be placed on the patients’ msnifest
behsvior. (New) (329)

(=4) tnéerstanding vhy one does thiogs 4s mot the major facter 1s
eorrecting ore's behavier. (82-) 33)

PACTOR 3

Trestsent Plen Important, Keed to Adjust te Society

({}] A mature, healthy pereon will neceasarily wmove in the divection
of society's goals. (18-1) (58%)
-5 . A sucecosTul adjusteent to the nocial enviromment is not iwpertant
gosl of Liwrapy. (67-1) (748)
(~69) A treatseny gl.m is pnt tmportant for successful therspy. (2-3) (S567)
73) It I» foportent for a patfent tn be helped to make 8 social

sliustment. (77-31) (706)

(=%) Heving 8 patient move In the ¢irection of the ponls of eociety
s mot an imperoant therspeutic alm. (111=1) (79))
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{-8)

(~20)

1)

(52)

($1)]
-1)

(83)

(103)

(-16)

(46)

(43}

(-44)

(=?2)

PACTOR &
Confrent, Use Enoviedge, Interrupt, Be Active

A therapiat should never interrupt s patiemt vhila he fo
talking. (113-10) (54¢)

1 would not interrupt & pacient during a tharapy aeseiss ¢ &
might 1f ve were serely having & mpcial conversatien. (22-10)
(50)

1 av & fairly sctive, talkative therapiet, compared to most
thersptets. (J0-10) (632)

The patient should be directly confrontad vith evidence of hie
trrational cthoughts and behavior. (MNev) (432)

T tnterrupt s patient vhile he s talking. (83-10) (704}

T am s fsirly paseive, silent theraplat, cospared te wobt
tharspiets. (30-10) (615) :

It §» quite sceeptable to fnterrupt s pstiént while talkimg.
(SZ-IO)A (65¢)

Good therapists do a 1ot of talking during the therapautie
hour. (63-10) (60%)

PACTOR 3

Lapertast te Becons More Aware of Tesliags.

The patient’s coming te experience hio fealings mere fully go
2ot the most important therapevtic result. (42-2) (760)

The most importaat resulte of therapy are the new feclinge aad
emotions that the patient comes 1o expersssce. ($i=2) (722)

The wost beneficial ouvtcome of therapy §s the patient’s beconing
more opus te Ris feelings. (23-2) (767)

An affactive change in the patiest is net the major gein frem
therapy. (73-2) (630)

The patiant's sentug 4 assept and swperiense Wi fealtngs o
not che primary gain he derives from therady. (113=2) (780)
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142

an

-2

9%}

(-36)

(=&3)

(76)

(-34)

{=42)

(62)

®9)

=)

(13)

(=34)

(-63)

(-82)
(-98)

(96)

PACTOR 6

Personal Involvesent, Care.

A good therapist expresses to his patients a sesse of persesal
involvenent and coscern, (45-6) (646)

It 1s fmportant that a therspist show caring and concers for his
patients. (New)..(521)

1t 18 prefercdle for the therapist to feel fmpersonal s the
therapy relattonship. (59=6) (628) .

A good therapist acts perscaally and evotionally fnvolved and
concerned vith his patient. (122-6) (691)

The therapist should not sct ae though he were permanally eor
erotionally Snvolved with the patient. (72-6) (657)

Whatever the intensity or noture of the patient's emotiomal
expression, the therapiat s pust ef{feczive vhun he feels
detatchesd, objective, and fmpermcnal. (84=5) (631)

It Zs 1=porzast for tha therapist te feel a deep personal and
emotional ipvolvenent with hie patdect. (130=-6) (663)

It 40 drrelevent vhether a therspist “cares™ for the people vho
cone to him for help. (New) (494}

FACTOR ?
No lonate Drive Tosmrd Nealth

Ioherest 48 husan beings 1s a oatural propessity teward
healch, physicsl, meotal and exotional. (27-9) (863)

Peorle ¢o not have any inherent “drive towards heslth®.
(38-9) (88s)

There 4s not an tnnate tendency In human beings tovard
ezotionnl health, (118-9) (884)

18 313 himan beings there 8 & sort of “1ife force™, a
sttt fir periection, (98-9) (692)

kaGiun B
lack of Countertransierence Feellngs ~ Securs Theraplists
A patient can be very critical of me or vety apprecfative of me
without any resulting change in my feeling teward him.
(41-7) (607)

!nn‘- 700d therapist may find 1t difficult te cope vith a
patient’'s hostilizy. (Nev) (S11)

My evn attitudes tovard eonc of the things my patients say
ot do stop e froa really understanéding them. (13-7) (630)

At times, 1 feel contenpt for & patfent. (78-7) (643)

A therapist should realize that his efforts may prove harw=
ful to patients. (Yev) (LD0)

I a» very secure and comfarcable dn ly' relazionahips vith
my pasdentss  (123-7) (402}
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PACTOR 9 _
Therapist’s Parsenality Crucial, Tharapy More as Art

(4} The therapist’s personslity {s wore fwportant te the outcoms
of therapy thas his profesnional training. (90-3) (737)

(¢1)] Patiants get better more bacaume thefr therspists are the
kinds of parsons thay are, than bacause of their therapist
professional tratning, (30-3) (750)

(¢4 )] The mora effective therspiets do things during tha therapy
bour for vhich they have no reasoned basfs, merely s [ecling
that &t o vight, (Jded) (643)

(86) In effective therapy, the patient learns mostly through the
affective sod unverbalized relationship betwmen himsell aad
the therapist. (J09-4) (604)

[ }3] Paychotherapy fs sueh mora as srt than & science. (New) (663)

TACTOR 10

learning Process i Vcrbsi sad Comceptual

[ (3] In effective therapy, the patient lestns mostly threugh the
verbal and cooceptual foterchange between himself and the therapist.
(20-4) (786) '

(66) The crucial learsing process 1o therapy $s s verbal asd

conceptual procesa. (88-4) (774)
(204) . The most Lsportent results of therapy are the sev 2dess asd
vev vays of thinking about himsell that tbe patiest achieves.
(121«4) (6M1) : .
TACTOR 11 .
Agaivst Marathons, Sensstivity, Ete: Against Physical Contact. (Formal)

(=3) It 1o scoetimes all right to wisit a patient socially ¢n his homs.
(36-8) (674)

(28) It 1o uv)cr 813 right for a therapist to have physical contact with
‘patients (except perhaps for occasional haodshakes.) (66-8) (66))

(39 A (nily bWy uviﬂm Al v woundedejip Sesining will seun ditappeat
(Vav) (587) ¢

o) It 2s never all right to accept » Iriend or a relative for therapy.
(126-8) (566) '

(-67) " 2t 25 sowerimes all pight to tuka » walk vith the pstieat durisg the
therapf hour. (71-8) (593)

{=70) Marathon psychotherapy groups are useful ia halping & patieat prograss
‘dn tresatmmnt, (New) (684)

(=77) Encounter groups are a useful addivion te the approaches to wental
health, QNew) (67))

(20) It 40 nevar all right te sffer a patient a ride, or ssk him for ewa.
(81-8) (s87)

(-101) It 1o sowatimes all right for s pstient and therspist te eubrace.
Q12-8) (225)
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APPENDIX G Therapist Orientation Cluster Descriptions

CLUSTER e

1sading Yactor Yo,  Jtem Content
(.35) 3 Awvarencos of body, gulded daydreans, Cestalt Therepy,
valensed ewotions.

(8 }3) 3 Awvsteness of feclings,

(=69 ? Innate drive toverd haalth,

(.41) ¢ nruonnlly invelved, caring and cescers.

(.3 9 Therspint ‘s peraovality crucial, therapy sore as
art thas s science.

(=.37) a3 Approvus of physicel contstt with dinu. marathens,
srnsitivity trafnimg.

€.28) 2 - Xnov childhood, conceptualize case, paychosnalytis.

This sesms simllar to the o)d (Surdlend A Darker, 1962) geseral facter
1s o1 DOLXJENTIAL, the ferlers, touchers, let $t a)l hang out vith s small
sading of paychoanalytis snterests. A feelor But acknovlsdgicg paychee
analytic concepts and .tachniques. Bioenerpetic typas should typify tha extress
of thie mode,

amm 2
(R )] 1 Disapproves of physical contact with cliest, merathems,
sensitivity training.
¢.589) 2 Know childhrod, concpnnuu case, poychoanalytic.
(=.48) 4 Noneinterruptive, passive, sos-confrentative,
(=.240) ¢ Iaperscnal, emotiosall uninvelved,
(=.22) 3 Indeliever in body svareness, guided daydramms,

Centalt Theupy. emot {ooal veleass.

Thie 18 the ether pole of the 2952 Coneral Factor. The forwmal, passive,
poychoanalytic approach. It secms surprising that it is erthogonal te Clester
.

QusTR: 3
(=32} ] Professional trainfag laportest, peychotherapy WOT
sore of ad art thas & ssrvice.
(443) 10 learning through verbal sné conceptual intarchasps.
(.60) [ } fave 3 lack of tountertranaference fealiags.
=18 ) lapersonal, emotionally uninvolved.
- (.26 11 Pioapktuyen n! pREBiEAL tUNticte setstinns kid
senascivity training.
(=.28) b § Unbeliever In body avareness, guided l-ydu-l
* Centalt Tbrnpy. esctionsl releass,
~24) 3 A social sdiustecet $s Lapertant.

T™hie seens to bs the behavior thaerapists, the coguitivist, tha adjuster e
seciety., Tharapy £s a rational process te halp the clies: mska his vy ia the
world.

® pactors with minus 1sadings havs bess reworded to adjust for tiis.
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APPENDIX H The Survey of Interpersonal Values

DIRECTIONS

In this bookict arc statements representing things thui people consider to be important
to their way of life. Thesc statements arc grouped *i . scts of three. This is what you arce
asked to do:

Examinc each set. Within each set, find the one statement of the three which rep-
resents what you consider to be most important to you. Blacken the space buide that
statement in the column headed M (for most).

Next, examine the remaining two statements in the set. Decide which one of these
statements represents what you consider to be Jeast important to you. Blacken the space
beside that statement in the column headed L (for Jeast).

For every set you will mark one statement as representing what is most important
to you, one statement as representing what is least important to you, and you will leave
one statement unmarked.

Ezample

To have a hot meal at noon.
To get a good night's sleep...
To get plenty of fresh air.

Suppose that you have examined the three statements in the example, and although all
three of the statements may represent things that are important to you, you feel that *To
get plenty of fresh air” is the most important to you. You would blacken the space in the
column headed M (for most) beside the statement. Notice that this has been done in the
example.

You would then examinc the remaining two statements to decide which of these rep-
resents sotnething that is least important to you. Supprse that *To have a hot meal at
npon" is Lhe Jeast important to you. You would biacken the space in the golumn headed L
(for Jeast) next to this statement. Notice that this has Leen done in the example.

You would Jeave the remaining statement unmarked.

In some cases it may be diflicult to decide which ststement to mark. Jake the best
decision that yoﬁ can. This is not a test; there are no rignt or wrong answers. Be sure to
mark only one M (most) chuice and only one L (least) choice in a get. Do not skip m)
sefs. Answer every set. Turn this Looklet over and begin.

(]
SCIENCE RESEAACH ASSOCIATES WNC .
153 North Wacker Dave Cricago Wenors 80608 Copyright 2 1964, 19GS, Sci Nesesecn &
ASubudiary 81U Prinied in United States o Amenca. Al tights e e
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To be in a1 position of not kaving to follow orders.. ...
To follow rules and regulations closely . ... oooveeovoe

‘To have people notice what 1 do .. -

To hold an important job or office ... ...
To treat everyone with estreme kindness ............ oo
To do what is accepted and proper .

To have people think of me as being important.. .........ee...
To have complete personal freedom . ... ..o
To know that people arcon my side ... .o

To follow social standards of conduct, . —
To have people interested in my well being.. . ... coreenearen
To take the lead in making group decisions. craseets ot tasmsntme

To be able to do pretty much as I please.......... ....... S
To be in charge of some important project ..o
‘To work for the good of other people ... coecneren..e. sesremsem voae

To associate with people who are well known.....cem e,
‘To attend strictly Lo the business at hand
‘To have a great deal of influence...

To be known by name to a great many people.ue e,
‘To do things for other people ..
To work on my own without direction

To follow a strict code of conduct....
To be in a position of authority . . ......
‘To have people around who will encourage me..... ..

To be friends with the friendless., .
To have people do good turns for me . meemn oo e esseon e Seme
To be known by people who are important .o e mveee

Tobetheonewhoisincharge... .....
To conform strictly to the rules..
To have others show me that they like me . ...ve cveemverecssencn

Tb be able ta live my fife exactly as I wish...—.o
To do my duty.... ...
To have others treat me vn.h undersundmg rrmae eersorasimmes asnem

To be the leader of the group I'm in
To have people admire what I do
To be independent in my work e sssreas s ssmemmass meaes ot

To have people act considerately toward T —
To have other peaple work under my direction............ .
To spend my time doing thinzs for others............. ssvormarossemeen

To be able to lead my own life
To contribute a great deal to charity . .
To have people make favorable rem.xrks abour. me.

4 Geessetenees voran

s ns Bensrase asaspens
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.To be in a very responsible position

*Fo be looked up to by other people..

‘I'o be relatively unbound by social conventions..........occoeeen
To work for the good of society'

To have the aflection of other people

To do things in the approved manner,

To go around doing favors for other people ............... e
To be allowed to do whatever I want to do.............. e
To be regarded as the leader

To do what is socially correct..

To have others approve of what I do
‘To make decisions for the group.. :
To share my belongings with other people....... ...ccommmmemm

To be free to come and go as ] want to
To help the poor and needy
‘To show respect to my superiors

To be given compliments by other people........coerm cremen

To do what is considered conventional

To be in charge of a group of people
To make all of my own decisions
To.receive encouragement {rom others

To be quick in accepting others as friends.. ..........

To direct others in their work —
To be generous toward other people....

To be my own boss

To have understanding friends

To be selected for a leadership position........cceececmem cmmm
To be treated as a person of some importance........ oo areiman
To have things pretty much My OWR WaY....cerermesroamemsonmm e

To have other people interested in me....... corcremesimsensonae
To have proper and correct social manness........
To be sympathetic with these who are in trouble....

To be very popitlar with other people
To be free from having to obey rules ..
To be in a position to te!l others what to do......c..mememmmme.

To always do what is morally right.. oo e,
To go out of my way to help others .
To have people willing to offer me a helping hand ...

To have people admireme . ...... ..
To always do the approved thing....
To be able to leave things lyving around HIwish. e e
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APPENDIX 1

The Survey of Personal Values

To work on something diflicult
To have well-defined gonls or objectives.........eoervceeinae
To kecp my things ncat and orderly.......coceiiieiorsen

To be practical and eflicient
To seek amusement or entertainment. ... ...
To continually improve my abilities....

To know exactly what I am trying to iccomplish .......
To look at things from a practical point of view...ccoe
To take direct action toward solving a problem.....ccoeeeme

To do new and different things.
To do things in an outstanding fashion..
To have a very definite objective to aim £Or.cvuncoeeeee

eane soreame

To keep my goals clearly in mind
To schedule my time in advance
To act with firm conviction

To come to decisions without delay.
To get full use out of what I own
To direct my efforts toward clear-cut objectives ...

To attain the highest standard in my worke e
To have a well-organized life
To be able to travel a great deal

To take proper care of my things
To settle a problem quickly.
To be systematic in the things I do

osesvecmnen

To have new or unusual experiences...
To get full value for what I spend
To have well-organized work habits

To do things I never did before.
To do more than is generally expected of M€
To know exactly what I am aiming for.

To hold firmly to my beliefs
To have a variety of experiences.
To finish something once started

To shop carefully for the things I buy....—..
To come to a definite decision on matters. e
To kecp things in their proper place

To be methodical in my work
To expericnce an element of danger.
To struggle with a complex problem "

To have a challenging job to tackle.
To visit new and different places,
To have a definite goal toward which to WOrkeemeeeee

To take rood care of my property
To stick firmly to my own opinions or beliefs.......ccueee.
To plan my work out in advance
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To have an objective in mind and work toward it...... ...
To do things thal are higthly profitable......oecenceees covoonee
To accomplish something important.

To try out different things _
To do things in an organized mAanner..........ceevremrensese -
To do an outstanding job in anything 1 5 SC—

To lead a well-ordered life
To be very careful with my possessions............ccee........ -
To always come directly to the point.

To go to strange or unusual places
To be systematic in my work...
To stick with a problem until it is solved..

To set the highest standard of accomplishment for myself
To have very specific aims or objectives.....
To do things that are new and different._..

e

To keep my things in good condition......
To devote all my energy toward accomplishing a goal ...
To make my position on matters very clear ..

To take frequent trips
To do things according to a schedule.
To make decisions quickly

To be very careful with my -money.
To be able to overcome any obstacle
To do things that are dangerous or exeiting..eecccceeane

To have strong and firm convictions
To have well<lefined purposes :
To always keep myself neat and dea{i.....,.m

To do things that will pay off.
To be a very orderly person
To take a definite stand on issues

To experience the unuiual
To always get my money’s worth
To work on a difficult problem

To have an important job to tackle
To approach a problem directly.
To do things in a methodical MANNEN .. neeremicerermnerionees

To know precisely where I am headed.......ccovuervrennnene.
To strive to accomplish something significant.......ee....
To do things in a practical and eflicient manner....ee..o...

To follow a systematic approach in doing things............
To come to a decision and stick to it
To take very good care of what I own........... ecsrersemnsnns rase

To seek adventure
To have a definite course of action in mind......eeemeneeneneee

‘To Le able to do things in 8 superior manler.......ee.. —
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APPENDIX J The Symlog Values Scale

SYNVILOG

Your Name Group
Name of person described Circle the best choice for each iem:
© (V)] @
] malerial success andpower........... potoMen...... sometimes . . . ... often
up popularity and soclal suceess . ......... notoften...... somstimes...... often
UPF .. social solidarity and progress .......... notoften......sometimes......often
UF edficiency, strong efiective managément .. .notoften...... sometimes...... often
UNF .. a powsrtul authority, baw and order . ..... notoften......sometimes...... often
UN . .. tough-minded assartiveness. . ........ .notoften......sometimes......often
UNB . . rugged Individualism, seif-gratification . .. .noloften . ..... sometimes ... ... often
UB ... having a good time, sell-expression .. . . ..ot often . . . . . . sometimes , . . . . . often
ues . mkmgothﬁsfedinppy .............. notoften...... sometimes . ... .. often
P ....equamarianism.detmaﬂcpamdpatbn...‘nolomn......sumtlmos......oﬂen
3. ... altrulsm, idealism, coopesation . . . . . . ..notoften...... sometimes . .. ...often
F ... established social befiefs and values. . . . .. notoften. . . ... sometimes. .. ... often
NF .. value-determined restraint of desires . ....notoften...... sometimes . .. .. «. often
N . .. indiidual dissent, sei-sufficlency . ......notoflen...... somstimes...... often
NB ... social nonconformity. . . ... Cerecaeans nolnflen . .....Somelimes......often
B ... . unconventional befiefs and values ... .... notoften...... sometimes ...... often
PB ... friendship, Eberaksm, sharing ......... notofien......somelimes......often
DP . . tustinthepoodnessofothers ......... notoften...... sometimes .. ... .often
OPF . . kove, falthiulness, loyalty . . . .......... notoften......sometimes......often
OF ... hard work, seff-knowledge, subjectivity ... notoften . . ... . sometimes...... often
ONF . suffering............ ccoiiivnns notoften...... sometimes...... often
ON ... rejectionofpopuladty . ... .......... not often sometimes...... often
ONE . admission of fallure, withdrawal ........ notoften. .. ... sometimes...... often
noncooperation with avthordty . .. ....... not ofter somutimes . .... . often
quiet conteniment, Lakinp 4easy...... not ofter: sometimes .. .... often
gvingup ali selishdesires  .......... not often sometimes ..... often
Copvight © Foee ey

Macmillan Publniuag ¢ ¢
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APPENDIX K

1 believe that

The Semantic Differential

can bé described as

follous e
intimate

light

——— e — - —— o DEAVY

foolish
SnteXligent
strange
active
sincere
predictable
yeak

slow
understandable
Tugged

¥arm

clean

safle
relaxed
valuable
sick

good
sociable
nice

brave

constrained

— —— —t— ——.— e, AGROZROE

— e e - e o, FARE SR

——— —— . e . PASSiVeE

o

— e o ——— e e DS incere

— —— e — — ——— BIPrE3ictEDle

—— e ——— — . B EXORG

— e —— — —— o, TASE

— e — i —— — e RYS tErious

—— e —— e o, G2 icate

— - — e, Oty

——— e o —— DBNGELOUS

— o= -~ —— — . tense

—— = v —— e - VOTtliless

——-—__—_-health}'

— . ——— —— e . QNSOCiable

— .o — — -, COWArdly

—_—— e e free



aggressive _ . — — — — — defensive

__ soft

jnvolved ___ o — — ___minvolved
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APPENDIX L The Psychotherapy Symptom Checklist

Circle yes or no in ansvering all of the following questions. Please ansver
question. honestly.

1. Do you frequently have headaches?
Yos No
2. Doeas your stomach often fsal .:I.ﬂu. it 1s tied up in knots?
Yes ¥o
3. Does your chest oftan feel.tight and constricted?
Yes ' No
&. Ares you sasily depressed?
Yes Yo
S. Do you !c.cl anxious a great deal of the time?
- Yas ‘Ho
6. Do you often bave problems getting to slsept
Yes No
7. Do you frequently toss and tura st night?
Yeos Mo
8. Do you usually vak.- ap feeling rested?
Tes ¥o
9. Do you often vaks up early and ars not able to get back to slesp?
Yes Mo
10. Aro you a heavy smoker? (More than one pack a day)
Yas do
11. Do you often drink alecohol to excess?
Yes Yo
12. Do you always try to keep busy with soaething?
. Yeas No
13. Do you ever s-:-iously consider suicide?

Yes No
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.“.

1s.

16.

17.

1a.

19.

20.

Do you bite your fiogernails?
Yes No

Do you easily loss your teasper?
Yas : Mo

Do you take tranquilizers aod pills to "calm your servas™?
Yes Mo

Do you often use any drugs (marijuana, heroin, LSD, etc.)?
Teas Xo

Do you consider your life happy?
Yeas Mo

Do you think about the past much?
Tes ¥o

Do you worry about the futurs & great deall?

' Yos ¥o
. Ian your estimation, do you bave any ssricus uxuq. problems?

Tas Mo
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APPENDIX M v Therapist Orientation Questionmaire

1.

2.

3'
4.

s.
6.
7‘

10.

1.
12,
13,

14,

15.

16.

17.

18.

CIRCLE one of the following:

Indicate your AGREEMENT or DISAGREEMENT

Strongly agree
Agree

Undecided
Disagree
Strongly disagree

with the following statements.

N was

The therapist's personality {s more important to the outcome of therapy
than his professional training.

A good therapist will help his patients become avare of their bodily
movements and postures, and help them explore their possible meanings.

It is sometipes all right to visit a patient socially in his home.

Understanding why one does things is not the major factor in correcting
one's behavior.

Effective therapists vary their technique from patient to patient.
A therapist should never interrupt a patient while he {5 talking.

It is unnecessary for a patient to learn hov early childhood experiences
have left their mark on him.

A mature, ventally healthy person vill necessarily move in the direction
of society's goals.

A good therapist expresses to his patients a sense of personal
involvement and concern.

Good psychotherapists encourage their patients to use weditative
techniques.

Prizary emphasis should be plued‘ on the patient's manifest behavior.
It is very beneficial to use the "guided~daydrean" technique.

Psychotherapists should join organized groups and attempt to influence
state and federal legislation pertiment to psychotherapy.

People can be understood without recourse to the concept "unconscious

determinants of behavior".

A patient can be very critical of me or very appreciative of me without
any resulting change in my feeling toward him.

The patient's coming to experience his feelings more fully is not the
most important therapeutic result.

It 1g important that a therapist show caring and concern for his
patients.

Ideally, psychotherapy would be available free-~of-charge for all who
wvanted it, just like public education.
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CIRCLE one of the following:
Indicate your AGREEMENT or DISAGREEMENT '

S Strongly agree 5
with the following statements. & Agree 4
3 Undecided 3
2 Disagree 2
1 Strongly disagree 1

19. Desensitization and re-conditioning are effective psychotherapeutic

techniques. . 5 &
20. I wvould not interrupt a patient during s therapy session as I might if

ve vere having merely a social conversation. S &
21l. It is very iwportant for a therapist to conceptusligze, think through,

* how a patient is relating to him. 5 &
22. A therapist should have erpathic understanding of his patients. 5 4
23. Rather than talk about snother person, good therapists have their

patients talk to an eapty chair as if the person vas sitting therxe. S &
'24. The most beneficial outcome of therapy is for the patient to know the

reasons for his behavior. S &
25. The social class of a patient should not affect the psychotherapy

he receives. L 2
26. It is a useful therapeutic technique for patients to shout, or beat

pillows to express blocked feelings. 5 &
27. It is preferable for the therapist to feel imperscnal in the therapy

relationship. 5 &
28. It 1s never all right for a therapist to have physical contact wvith

patients (except perhaps for occasional handshakes). 5 &
29. No matter hov emotionally mature and sensitive a person is, he cannot

be a good therapist without training in psychopathology. S &
30, With most patieats I do analytic dreaxm interpretation. 5 &4
31. Most therapists are more effective with some patients than vith

others. S &
32. It is important for the therapist to confront the patient with his

(the therapist's) feelings and thoughts. b &
33.. Cood therapists keep all aspects of their private life out of the

therapy session. 5 4
34, Even a good therapist may find it @ifficult to cope with a patient's

hoatilicy. L |
35. A successful adjustment to the social environment is mot an important

goal of therapy. o &
36. The therapist should not act as though he were personslly or

enmotionally involved with the patient. S &
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cixcu ose of the folloving:
Indicate your AGREEMINT or DISAGRERMENT

S Stroogly sgree 5
vith the folloving statemsnts. 4 Agree 4
3 Dndecided 3
2 Disagree 2
1 Stroogly disagree 1
37. I instruct most patieats to frese associate. S 4

33. It is desirable for the therapist to reinforce the parient’s expressions
of positive feelings about himseslf. 5 &

39. Hopefully the curreat fad of ssnsitivity training vwill soon disappear. 5 4

40. A good therapist constantly and deliberately uses his thorough
knowvledge of psychopathology and his training in psychotherapeutic
techniques. : 5 &

41. 1 am a fairly active, talkative therapist, compared to most
therapists. 5 4

42. Ioherent in human beings is a matugal propensity tovard health, physical,
mental, and emotional. 5 4

43, Whatever the intensity or nsture of the patient's emotional exprassion,
the therapist 1a most effective vhen he feels detached, cbjective, and

impersonal. . 5 4
44. State licensing or cartiffcation of psychotherapists is necessary to

protect the public. 5 &
45. Yor effective therapy, £t is only necessary to concentrate o the

herc-and-now experiencing of the patient. 5 &
46. The most important results of therapy are the nev feelings asd emotions

that the patient comss to exparieunce. 5 &
47. In effective theraspy, the patfent learns mostly through the verbal and

conceptual interchange betveen himself and the therspist. 5 &
48, It 1s unvise for a thevapist's remarks and reactions to a patient to be

unplanned, spontanscus, sot thought=through. 5 &
49. Psychotherapy should be conductsd by or supervised by a psychiatrist. S &
S0. It 1is never all right to accept 8 friend or relstive for

psychotherapy. 5 4
51, The most beneficial cutcoms eof therapy is the patient’s becowing

more open to his feelings. 5 4
52. The patient should be directly coafronted with evidence of his irrational

thoughts and behavior. S &
53. It 1s possible to meks sense of a patient's behavior without assuming

wotives of which he 1s unavsre. 5 4
54. A good thecapist is able to get the feeling sud meaning of his s 4

patient's communicatien.
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CIRCLE one of the following:
Indicate your AGREEMENT or DISAGREEMENT )

S Stromgly agree S
with the following statements. & Agree 4
J Undecided 3
2 Disagree 2
1 Scrongly disagree 1

55. Deliberately expressing approval of desirable patient bcherr is not

& good therapeutic policy. 5 4
56. A varm, giving attitude is the most important characteristic of a

good therapist. S &
57. I ioterrupt a patient while he is talking. S &

$8. A good therapist treats the patient as an equal. S 4

59. Patients get better more because their therapists are the kinds of
persons they are, than because of their therspist's professional
training. a S 4

60. Release of pent-up bodily energies is important as'part of psychotherapy. 5 &

61. Yor a patient to improve his current way of 1life, he must come to

understand his esarly childhood relationships. 5 4
62. People do not have any ioherent "drive toward health". S &

63. My own attitudes toward some of the things my patients say or do stop
me from really understanding them. 5 &

64, An affective change in the patient {s not the major gain from
therapy.

65. A good therapist will almost never let silences bufld up during the
therapy hour.

66. The crucial learning process in therapy is a verbal and conteptual
process.

67. It 1is sometimes all right to take a walk with a patient durisg the
therapy hour.

66. 1t is ioportant to analyze the transference reactions of:the
patient.

69. A treatmwent plan is not important for successful therapy. 5 &

70. Marathon psychotherapy groups are useful in helping a patient prozress
in treatment.

71. 1 am a fairly passive, silent therapist, compared- to.most
therapists.

72. The patient's coming to accept and experience his feelings i{s pot the
primary gain he derives from therapy.

73. It 15 important for a patient to be helped to make a social
ad jus taent.
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CIRCLE one of the following:
Indicate your AGREEMENT or DISAGREEMENT

5 Strorgly agree S
vith the following statewents. & Agree 4
3 Undecided )
2 Disagree 2
1 Strongly disagree 1

74. In working with dresams, effcctive therapicts hove their patieuts role-play
the characters and other elewents of their dreams. 5 4

75. It is important that the therapist model sclf-disclosing behavior by
talking about his ovn thoughts and feelings. S &

76. It is important for the therapist to fecl a deep personal and emotional
involvement with his patients. s &

77. Encounter groups are & useful addition to the approaches to sental health., 5 &

78. The wore effcctive therapists do things during the therapy hour for which
they have no reasonzd Lasis, merely a feeling that it is right. S 4

79. It is desirable for therapists to encourage erperimertpl behavior on the
part of patients in their attempts to overcome their probdlems. 5 4

80. For a patient to improve his current way of 1ile, he does not necessarily
have to come to understand his early childhood relationshiyps. 5 4

81, It is 1=poi-:ant for the therapist to clearly structurc the therapeutic
relationship.

82. At times, 1 feel contempt for a patient. S

83. Body movements and postures tell us a lot sbout the patient's
psychopathology.

84. It is irrelevant vhether a therapist “cares" for the people who comc
to him for help. .

85, It is quite acceptable to interrupt a patient while he is talking. 5 4

86. In effective therapy, 'the paticnt learns mostly through the sffective
and uoverbalized relationship between himself and the thercpist. 5 4

87. Pesychotherapy is much more an art than a science. S &

88. The paticnt should be given useful information to help hin achieve his
1ife gools.

-

89. There is not an innate tendency in human beings toward emotiomal

health. s &
90. It is never all right to offer the patient a ride, or ask him for
one. S &
91. Effective therzpists algost always know what they are doing, and vhy,
and where they are heading. 5 &
92. Ao effective theranist adhrres closely to onc major school of thought 5 4
{]
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CIRCLE one of the following:
Indicate your AGREEMENT or DISAGREEMENT

3 Strongly agree 5

vith the felloving statements. & Agree 4
3 Undecided 3

2 Disagree 2

1 Strongly disagree 1

93. To make sense of a patient's behavior, one must assume motives of which
he is unaware. ’

94. Having the patient move in the direction of the goals of society 1is not
an important therapeutic aim. ' 5 4

9S. A good therapist acts personally and emotionally fnvolved and concerned
with his patient. 5 4

96. 1 am very securc and comfortable in my relationships with wy
paticnts.

97. In all humen beings there is a sort of "life force", a striving
for perfection.

98. A therapist should reglize that his efforts may prove harmful to patients. 5 4

99. A good therapist must guide the patient towards taking responsibilicy

for his oun bchavior and life situction. 5 &
100. I prefer to conduct intensive rather than goal-limited therapy. 5 &4
101. It {5 sometimes all right for a patient and a therapist to

ezbrace. 5. &
102. A good therapist occasionally makes a patient angry. 5 4
103. Good therapists do a lot of talking during the therspeutic hour. 5 &
104. The most importent results of therapy are the nev idea and new ways of

thinking about himself that the patient achieves. 5 &4
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APPENDIX N Client Announcement Form

CLIENT RESEAKCH ANNOUNCEMENT FORM

There is a study going on
in vhich a researcher is trying to learn about the valuss and
preferences people have, and how they relate to the benefits they
gain in psyc‘othnrlpy.

The person Tunning this study is Steven Kaufman, a doctoral
candidate, and he would like to call you to invite your partict-
pation Ln the study.

May he give you a brief call to discuss this with you?! The
study {s voluntary, confidential, -and will take only 30 minutes
of your time, It will mot, of courss, influence your treatment

heze.
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APPENDIX O Consent Form

VALUES AND PREFERENCES IN PSYCHOTHERAPY
Steven Kaufman

Department of Clinical Psychology, CUNY Craduate Center

I understand that this study involves the evaluation of the changes
in values and preferences in the psychotherapeutic relaticuship., I
understand that I will be asked to couplete a brief series of forms
(evaluating values and preferences) on two occasions, each series taking
approximately 30 minutes. '

The first series will be administered .hmeﬁhtcly upon my :onun't.
thus my presence will be required for only one other assessment period.
The second administration will be requested eight weeks from this date.

I understand thst these tests consist of paper and pencil multipls
choice questionnaires.

I understand that all wy responses vill be held in the strictest
confidence, and will not be svailsble to the staff of
Further, I underatand that wy responses will be identified by an ucnti-
fication number and not my nsms.

I understand that I may refuse to participate in this study. I also
understand that 1f, for.any veason I vish to discontinue my participation
i this study at any time, I will be free to do so without in any way
influencing my course of treatment,

I bhave read this consent form, and I have discussed with
the procedures described above. I have been given the opportunity to
ask questions vhich have been answerad to my sstisfaction. Xf I have
any further questions, I can contact Steven !wfun. the principal
of this study

T hereby consent to - _vrocedures set forth above., I have been
give: the opportunity to receive a copy of this consent form.

I. understand that the only personal information made gvailable to
Mr. Ksufman will be wy. sge, sex, and diagnosis.

1 understand that upon the coopletion of the study, I will be
contacted by Mr, Kaufman who vill make the results of my participation
svailable to me at that time.

Participant

Witness
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APPENDIX P

Client's Nume:
Client's Age:
Ciient's Bex:

Intake Person
Approves for study

If Yes, has sheet
been read.

If Yes,

Client tel. #
Client Addreas

INTAKE CORFERENCE DATA:

Do Intake Conference
Chairperson &k Intake
Person Concur

DSN III

Intake Conference Review Form

M F
Yes Yo
Yes o

‘Yes No
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APPENDIX Q Survey of Personal Values: College Norms
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APPENDIX R

Survey

of Personal Values:

H.School

Norms
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APPENDIX S

Means, and standard deviations for patients (n=69) on
assessment tests.

Variable Mean Std Dev.
S1Vl1 19.37 4.42
SIV2 12,14 6.65
SIV3 11.76 4,42
SIV4 18.18 7.26
SIV5 17.66 5.97
SIVe6 10.81 6.33
SPV1 13.49 . 5.04
SPV2 17.04 4,82
SPV3 ' 10.56 6.53
SPV4 16.46 5.23
SPV5 14.56 5.80
SPV6 17.81 4.85
SYMIOG1 B.57 3.40
SYMLOG2 11.36 2.89
SYMLOG3 9.34 2,93
SYMLOG4 7.42 3.12
SYMLOG5 9.18 3.03
SYMLOG6 9.75 3.14
SDTOTAL 130.00 19.73
SYMPTOMS 8.17 3.96
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APPENDIX T

Means and standard deviations for therapists(n=36) on
assessment tests.

Variable Mean Std Dev.
SIVl 21.38 4.19
SIVv2 4 5.08 2.70
SIV3 13.97 3.66
8IV4 19.75 5.02
SIV5 15.05 4.47
SIV6 16.22 5.67
SPV1 11.58 5.27
SPV2 21.00 4.35
SPV3 14.47 7.34
SPV4 16.44 4.27
SPV5 11.80 4.06
SPV6 16.19 4.59
SYMLOG1 10.16 2,23
SYMLOG2 13.50 2.47
SYMLOG3 10.50 2.10
SYMLOG4 7.25 2.70
SYMLOG5 10.86 2.00
SYMLOG6 9.97 2.27
SDTOTAL 142.52 13.87
SUND 1 : 22.61 3.46
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APPENDIX T(cont)

46.58
15.52
26.75
16.27
28.00
11.83
15.61

16.75
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