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' Abstract
: '

.Therapists of differing theoretical orientations have. been knowﬁ to
have various techniques.in commoﬁ. 'A compafison, howaver, of the specific
conditions under which experEenced therapists use similar techniques as -
well as the consequences of these techniques have never been carefully
studied, ’especialay in the context of actual therapy sessions. In the

present research, five verbatim transcripts of the initial interviews .of

. {
Joseph Wolpe and Carl Rogers were rated by ten judges, with the intent to

//,\ idenfifg thpse techn@ques common to both therapists and compare the ante-

cedent and consequent conditions of their use of-such techniquest Results
L - . .
indicated that in initial interviews, Wolpe and Rogers had one technique

a-

in common, that is, both Interpreted but under different therapeutic con-

ditions. Specifically, nterpreted following statéments in which

patients had their attention focused on the self either in the form-of

describing the self or informing about the problem. Rogers, on the other

hand, interpreted following statements in which patients had their atten-
vtion focused on the therapist, primarily in the form of accepting.what the
therapist had said. Consequeht to both Wolpe's and Rogers' int;rpretations,
resultﬂﬁépdicatedla "soft" tendency for patiepts to respénd in a similar
manner: namely, by accepting what the therapist had said and describing

the_splfl Results were discussed and implications of these findings for

practitioners and researchers were explored.

N
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. . Introduction To-'-pioblem K

.
-

Psychotherapy research has concerned itself with various comparisons

*

J} the different scbools of psychotherapy (e g. Bergin & Strupp, 1972+

Bergin P4 Garfield 1971; Bergin.& Suinn, 1975; Garfield & Bergin, 1978;
Gonns~5chwartz, Haaley & Strupp, 1978}. In this research, one avenue con-- .
sists of the comparison of the technical operat;ons of therapists of dif-
fering-therqpeutic approaches. Summariz{gg‘h number of such investigations

on this issue, Sundland (1977), found that therapists of different theo-
)

. 4
retical orientations may well use similar techniques. He concluded:

-
- —

In some respects therapists behave similarly....even

. though the rationale\that‘they give....may be dissim—

ilar; in other respects therapists behave dissimilarly

in ways that are consonant with the theoretical.orient-

ation that they hold (p.208). "

Likewise, Goldfrigd (1978) observes similar overlap and recommends

study of actual therapist operations with therapists of differing approaches:
It is precidely within the domain of what actually goes

on within ®he counselling or clinical situation that we

. . L]
v

/
may find invaluable points of overlap améng various

therapeutic orientations....I would suégest that we ex-

amine different approaches with regard to the interven-

tion strategies used by different therapists, which exist

at a levél of abstraction somewheré betweeﬁ theory and

technique (p.29).

Previous psychotherapy research has compared therapists from a variety

-~

of approacﬁes, but rarely has there been capparison between therapists of

+
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client-centered and behavioral orientations. In spite of theoretical

. 4 . - .
differences between the client-centered and behavioral schools, and

-

differences betwWeben what they seek to accomplish wishin an interview,

i

it is at the level of actual therapist téchnigues that specific dif-
ferences have yet;to be studied. The question i;;  I'n what specific
. ways do client-centered and bechavioral therapzsts compare and cont:ast
with each other in the techn;ques used in initial therapeutlc inter-
" views ? Joseph Wolpe and Carl Rogers are taken as leading exponents
of these two therapeutic approaches.
Several questions are central to' this investigation:
‘it' What_techniques are used by Wolpe and Rogers in
ﬁheir initial interviews, and what are the relative
frequencies with which these techniques are used?
For bégh Wolpe and Rogers, the clinical and re-
search literature bill be examined in orderAto conh 
pare what may be expected from the literature with
what may be found by studying actual transcripts.
Data answering this first question will permit in-
'vestiga;ion of the second question which is the major
question of the study.
2. For those initial ipterview techniques'used b;
 both Wolpe and Rogers, what are the similarities and
differences in the ways in which these common techniques
are used? The present study will examine the conditions
under which Wolpe and Rogers employ common techniques;

and also the consequerices or effects of these common

IX



techniques. Although -these thefapists may use sim-
ilar'téchniqﬁes, the question is whether Wolpe and
Rogers use these techniques in similar or differing
ways, and whether or not the bonsé&uence& or effects
of their use of these common téchniques are sim;lar
or diffe;ent. This is the major question to which )

this study is addressed.

There are several reasons for examining these questions within the
context of the initial interview: (a) The.initiql inferview has‘been
i&entified as an Important seésibn ;n its own right, and also as.crucial
in definiﬁé the interactional patternings of the therapist-patient re-
lationship (i.e. Argelander, 1976; Gill, Newman & Redliék, 1954; Kruger,
1976; Love, l971;lPerez, 1968; Wolk, 1967). (b) The techniques used
by Wolpe and Rogers in the initial interview have been-discussed in the
) clinical literature, although, as will be indicateq, there is little
research study of the use of these techniques inFégé Initial Interview.
{c) From a practical standpoint, verbatim initial interviews of these

twq therapists are available, especially as compared with the relative

unavailability of subsequent interviews.
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Chapter I .
L}
REVIEW OF THE LITERAT&RE

Tbis chapter reviews the literature with regard to (a) the initial
interview techniques of Jbéeph‘Wblpe and Carl Rogers and tﬁose techniques
common to'boch, and (b) the manner in which each therapist uses common
techniques in thé.ir first sessions, i.e. the conditions under which
common techniques are used and the consequences following thesg tech=

nigues. The following review of the literature addresses these topics.

. The Initial Interview Technigues of Wolpe and Rogers

. {
The first intent is to describe the initial interview techniques of

Wolpe and those behavior therapists yho follow his approach,lnamely ther-
apists considered as "Wolpean", "desensitization therapists", "recip}ocal
inhibitio; therapists", or "conditioning therapists". Second, the intent
is to describe the initial interview techniques of R;gers and client-centered
therapists. The overall objective is to formulate a composite picture of

those techniques which bothotherapists have in cormon.

Wolpe's Initial Interview Techniques

In the following section, the initial interview techniques of Wolpe
will be described using several sources: (a) the clinical writings
of Wolpe; (b} clinical observations of Wolpe's initial sessions; ((c) des-

criptions of what "Wolpean" behavior therapists do in the initial session;

and (d) empirical research on Wolpe's initial interviews.



Wolpe's Clinical Writings

The aim of Wolpe'é'initial session 1s to determine an accurate
"diagnosis" of the patient's‘cémpléint, and thereby develop a treat-
éent plan for that patient. Thus, ipitial Iinterviews for Wdlﬁé are
given a unique and special role distinct from other sessions, and the
methods used are different from those of subsequent interviews.

The greater parﬁ of the initial interview is
devoted to a chronicle of the patient's pre-
senéing problems. The therapist tries éo
_extfact as much detai; as possible about pre-
cipitafing events, giving closest attention
&o'tég stimuli that were then acting on the
pat}ent -.. The next step is to identify
factors that aggravate or ameliorate current
reactions ... considerable efforts are made
to eiucidate the social learning contingencies
that have influenced and shaped the patient's
behavior (Wolpe & Laza;us, 1866, p.24).

In actual practice,'the Initial interview methods may span the
first several sessions depending upon the patient aﬁd‘the natgre of
the complaint.

The iniqial interview techniques of Wolpe may be organized into
four classes: gathering of information; orientation of the patient;

directive procedures; and giving support to the patient, In the follow-

ing paragraphs, the specific initial interview techniques or procedures

which comprise or fall under these four classes will be



presented. These techniques will then be re-described, by the present

authoif into terms which may also be used for Rogers, that is:fo enable
' {

a comparison between the initial sessions ofthese two therapists.

-

Gathering of Information: In the gathering of information, three

basic procedures are followed: (1) conddctinq a stimulus—response
analysis; (2) taking a personal history; (3) administering several '
\
questionnaires as-homework assignments (Wolpe, 1973; Wolpe & Lazarus,
1966) .
To conduct a stimulus-response analysis, Wolpe asks specific
questions about the ¢lrcumstances surrounding the onset of each of
the patient’s reactions and about the later contingencies of these
reactions. For example, Wolpe might ask: "What is the nature of the
complaint?" "When did it arise?" "What were the circumstances re-
sponsible for it?" Such questions are directed towards securing "...
the grea;est possible definition in relating stimuli {situations) to
the responsés that constitute the complaints that have brought the
patient to treatment" (Wolpe, 1973, p.29).
When a personal history is taken, Wolpe asks specific questions
to derive relevant facts coﬁcerning the patient's'past and present
life, and to explore the content and intensity of the patient's feelings
‘(Wolpe & Lazarus, 1966). In the questioning procedure, several topical

areas are covered: early family life, education, sex life, and present

social life. To secure the information Wolpe may ask: "How many children

were in your family?", “What kind of person was your father?", '"Did he
show personal interest, did he punish, and if so did it seem just or not?",

"pid you enjoy school?", "How well did you do academically?*, "What age
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did you become aware of sexual arousal?", "When did you first begin to

date?".
~-After the completion of the stimulus~response analyéis and the

‘personal history, Wolpe gives the patient three inventories to complete
outside of the session: the Willoughby Schedule, a Fear Survey Schedule,
and the Bernreuter Self-S;?Iiciency Scale.

Of these three pracedures*employed to gather information, only the
first two are pertinent to what Wolpe does within the initdal therapy
session. Wélpe's (1973) professed aim for ﬁsing these procedures is

to gather information directly related to the patient's problem and

gather information related to the external situational variables:
]

...the’%hefapiét at once proceeds to explore the
patient's neurotic reactions, The circumstances

surrounding the onset of each one of these reactions
are meticulously ekaﬁined in the hope of ob;éining

a coherant picture of its original determinants(p.Zé)
«..When the patient's presenting reactions hawe been
sufficiently explored, the therapist goes into the
basic facts of his past and present life (p. 26).

Through his use of éuch questioning, Wblpe brings into'sharper focus
details related to the patient's problem and ;etails related to external
situations which in themselves may have some bearing upon the patient’s
problem.

One way to re;describe the two proceudres and the distincfion between
whether the focus is on the patient or somet@ing external, iIs to organize
them into two types of verbal techniques or classes of statements made by

3

the therapist: .



l. The therapist asks'specific questions about the patient
and the patient's ﬁ}ob{em. With this kind of scatemcg;, the ther-
apist is directly attending‘to the;patient and the kind of person
the patien; 1s; thqt is, her feelings, problems and complaints.‘ The
therapisg's focus of attention is on the patienﬁ and \her problems
even If the gathering of information touches upon something external.
For example, if the patient refers to headaches, the therapist may
say "Tell me more aboqt that” or "Do these occur at home?" or "When

these occur what is going ‘on?"

.
2. The therapist asks questions about, clarifies, illuminates

and focu;es the patient’s attention onto some external situation.
With this kind of statement, the therapist i1s gathering information
and aski;g the patient to give details or - cts about some external
situation or scene which may have somethiqg to do with‘fhe patient's
problem or the patient's self. Here, the therapist's and patient "
attention is less on the patient or the patient's problem but pri- '
ﬁurily on some external scent. * For example, i1f the patient refers

to her mother, the therapist may clarify and ask "How old was she?"

or "What was she like?"

Orientation of the Patient: When Wolpe orients the patient he

appears to have two general aims: (1} giving information to the patient
about the therapy process (Wolpe & Lazarué, 1966), and (2) giving infor-

mation to the pacieﬁt about the nature of the problem (Wolpe, 1973).,
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[

When giving information about the therapy process, WQlpe will
teach, explain, proyide examples br-give short speeches about the
practices of behavior therapy. He might tell the patient how be-
havior therapy will help, its\ftrategy, its goal, its philosophy
apd theoretical underpinnipgs. |

)

_The behavior therabist schools the patient to
realize that his unp{easaﬁz reactions are due
to emotional habits that he cannot help...the
overcoming of a human neurosis is within the
control of.the therapist through techniques
quite similar to those used in the laboratory
{Wolpe & Lazarus, 1966, pp.l6-17}.

In giving information to the patient about his specific problem,
Wolpe (1973) may assure the patient that his symptoms are reversible;
he explains how the patient's reactions were learned and even provides
examples of that specific learning process.

One way to re-describe what Wolpe does when providing information
about the therapy process is tovsag that he introduces and structures
therapy. This is accomplished by telling the patient about the therapy
process and what can be achieved. Giving information about the nature
of the problem may be re-descr;bed as the therapist
telling the patient.about the patient, what he is like and what his
problem is like. Thus, the techniques that Wolpe uses in orienting the

patient in the initial interview may be described as: (l) structuring

‘ .
and introducing therapy: and(2) telling the patient what the patient

6 e



and the patient's problem are like.

Directive Procedures: The procedurés listed under this heading

inclpde what Wolpe (1973) calls: (1) correcting misconceptions; (2) be-
ginning assertive training procedures; and (3) beginning systematic
desensitization procedures. ,

Correcting misconceptions consists of. Holpe
providfng the patient with authoritative information about fhe nature
of the problem. Wolbe may tell thg patient that her thinking Jis wrong,
and that she has the wrong information énd ideas (Wolpe, 1958, p.199).
In convincing the patjent, Wolpe may provide evidence, or explain about
the psychologica;\gp/lhysiological "facts" of a specific reaction. He
may suggest other Eauses, disputd the patient's interpretations, indicate
new relationships and give advice. For(examgle, Wolpe (1973) may say:
"You are not mentglly i1l and'Ehere 1s no chance of your going insane."
"All your reactions are explicable." '"There is no virtue in confrontihg
your fearé” (pp.56-57). "It is not a mental ilMness, it is a bad emo=-
tional habit..."” (Wolpe & Reyna, 1970, p.i2). To convincé a patient that
she was not mentally a;nornﬂl..."the behavior therapist had to employ
every resource of reason.and demonstratfon and the full force of his
own prestige to persuade,her that she was in.truth‘a normal person who
had become disabled b;“neurotic conditioning..." (Wolpe & Lazarus, 1966,
pp.l3i=-132). .

In correcting misconceptions, Wolpe in effect (1) directly tells
the patient about the patient's self; about her feelings, her thoughts,
her ;eaﬁity, her interpersonal relationships, her problem./)Moreover,

Wolpe (2) directly tells the patient about external reality and what

7



external reality is like. In doing this, Wolpe is the authoritatlive

interpreter of external reality. ‘

’

Assertive training may cQgmence in the first session: I § -
is frequently introduced early in therapy, right after the conceptual
aspects of the patient's co@plaints have been put into perspective"
(Wolpe, 1973, p.80). Assertive training includes giving instructions.
and behavioral prescriptions for the patient to carry out, He teaches
the patient what to do in certain situations and rehearses these be-
haviors with the patient. To find the proper situational context within
which the assertive tra{ning behaviors are to take place, Wolpe collects
information. He asks the patient for an example of a particular situa;ion
in which the patient had hurt feelings‘an ingquires into the kinds of
féelings and. behaviors the patient encountered in a particular situation.
The qugséiﬁns asked may be of the'sort: "What do you do if this happens?",
“How/would you handle ﬁhis kind of situation?”, "Describe a scene where
you felt like this?" (Wolpe, 1973).
As previously stated, .this line of guestioning may include focusing
. »
attention on the patient and the patient'é‘broblem, or attention may in-
stead be\E;EUSed on some external situational context. As stated garlier,
.this céntext does not necessarily have to be related to the patient’s problem.
At times, the patient may be reluctant to engage in the assertive
training; thus "...before assertive training caﬁ begin, the patient.musé\\\‘
accept its reasonableness" {Wolpe,l1973, p.83).
In efféct, when WOlpe‘beéins assertive training,‘he may be’Bes;ribed

as using three technigues: (1) Structuring and introducing the session--

this is accomplished by directly telling the patient what she is to do in

-



.the session and yhat her role i# as a patient. He may also tell the
patient about the effects of the treatment, itsg advantages, and disad-
vantages. (2) hsking‘the patient to provide d;ta‘abqq;,herself or

. the problem. (3} Clarifying or gathe;ing information ab;ut some

external situational context. Wolpe may accomplish this by asking

. , . . )
the patient teo provide inférmation about some external situation or

give a description of it.
h]

In the initial session, Wolpe may also begin the procedure of

systematic desensitization, expecially when the root of the problem

-

' o
seenfijflbe diagnosed' adequately. When this occurs, two techniques

glage used. Wolpe might first structure the situation. He may tell

the patient about or introduce the desensitization pragess, its ad- -
. . s
vantages and raticnale, and he may give instructions for relaxation.

Secondly, Wolpe may ask the patient to‘provide relevant factual .

data about herself and the hierarchy of anxieties she experiences, i.e.

the degree of anxiety associateé with specific scenes (Wolpe & Lazarus,

1966.) This procedure requires the foéusing ;f his attention on fﬁef
/. . .

patient.

"

Furthermore, in'his directive questioning, Wolpe may focus his and
the patient's attention onto some external situation not necessarily
. . \
related to the patient’'s problem; or focus c@ a scene wh{ch may, to
some degree, give infbrmatiop about the patient aqd the patient's problem.
- In carrying out these directive procedures, the therapist may be de--

scribed as using the following initial interview technigques: (1) the. thera-

pist talks to the patient about the patient and asks the patient to provide

-~
1

data about what the patient or her problem is like; (2) the therapist

agthoritatively tells the patient what ﬁfe patient or her problem is like;

;‘_ / 9 , ,



(3) the therapist authoritativaly tells the patient what external

reality is like; (4) the therapist structures the session and teils the
| - > -
patient what to do, he describes the p %cass and the benefits of therapy;
~ PR

and (5} the therapist illuminates exterral situations or scenes, no

necessarily related to the problem, and asks the patient to provide/data

about these external scenes.

Giving Support to the Patient: When providing support to the
L]

+ patient Wolpe seeks to develop a particular kind of therapeutic atmosphere,

Although this therapeutic atmosphere is more of a non-specific factor in .
the overall treatment process (Bergin & Lambert, 1978; Frank, 1973; Truax
& Carkhuff, 1967; Wandersman, Poppen & Ricks, 1976; Wolpe, 1976), it is
considered importént to construct supportive conditions through the thera-
pistss permissiveness, approval, warmth and acceptance of the patlent.
h +..All that the patient says is accepted without
question or criticism. He is given the feeling
that the therapist is unreservedly on his side...
(Wolpe, 1958, p. 106).
.
In developing'this atmoséhere, Wolpe may be described as: (1) simply
giving verbal dcknowledgment of the patient's statements; or (2) giving

permiséion—approval-encouragement for the patient to continue to talk.
(-3

In effect, the therapist conveys tb}thg patient that it'is acceptable to
. f .
speak about what he is speaking about. (3} Wolpe may tell the patient

[
. ) 7]
in an accepting manner, what external reality is like. The therapist is

the authority, interpreter or explainer of what that external thing or
situation is really like.
For example, when the patient shamefully recounts

an extramarital love affair it is sincerely p&tnted
* _ Y
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out that there is no reason for shame, because
factors 1in the cilrcumstances make it a natural

‘ ~
thing to happen (Wolpe, 1958, p.l106).
Furthq;more, Wolpe may (4) ask more qugstions to indicate that-he
approves and that it is appropriate for the patient to continue to
talk about that. For Wolpe, the existence of this supportive at;nsﬂ
phere is an important part of therapy (Patterson, 1968). However, the
techniques used in establishing this atmbsphere in the initial interview,

are given little attention In his writings.

Observations of Wolpe's Initial Interviews

To identify potential initial interview techniques Wolpe might also .

use, the present research consulted several reports which describe his
-

-
- e

therapy sessions. These reports however, did not limit their observations
to his initial intefviews alone.

Brown (1967) observed Wolpe at work in both initial and later sessions,
He pointed out thét in the initial interview, a complete history is taken
with Wolpe asking many specific and direct questions. 7To gain further in-_
formation, Wolpe often repeats the last word of a patient's sentence in a
somewhat puzzled manner. He responds with "uh—huh"-and "goo&" when he
feels these are appropriate. After the history is taken, Wolpe explains
:éhe process of therapy. During the first part of the session, advice
nag‘be given, sentences paraphraséd, and general comments expressed.

Klein, Dittmann, Parloff and Gill (1969} observed Wolpe, along with
other b;havior therapists, in interviews which occurred at various peoints

along the duration of treatment but they did not specify if the initial

interview was obscrved. Assuming it was, these therapists were described

11



as using assertive training, systematic desensitization, and education in
learning principlés. Suggestion was used in the orientation period of
treatment: "...the.therapist tells the patient at length about the poﬁer
of the treatment method, pointing out that it had been successful with
comparable patients and all but promising similar results for him too”
(p.260). The therapists were further described as approaching the patient
in an.expliciﬁ, positive and authoritative manner. They provided a learn-
ing theory formulation of the problem and a.rationale for the way in which
the treatment would work. The therapists.corrected misconceptions and
clearly laéd out the treatment plans and goals.
Locke (1971) examined unspecifiéd writings and various transcript
excorpts of Wolpe, and organized his methods as follows:
{a) conviﬁcing the patient that he can be helped
by (behavior)therapy;
(b} lidentifying the patient’s irrational beliefs,
values, and fears;
(c} providing the patient with new ‘knowledge and/or
values;
‘ - .
(d) helping and persuading the patient to act on this
new knowledge; and
{e) téaching the patient‘how to relax in the presence
of formerly frightening situations (relaxation
training, imagining sitﬂagiqgs, etc.) (p.324)
Furthermore, Locke notes that Wolpe offers reassurance, encouragement and

clarification.

The descriptions In these reports are in essential agreement with

12
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what Wolpe states he does in the initial session. However, it Is

ﬁot clear whether thése reports included data from initial interviews.

. With this &rawback in mind, it may be conclu&ed that Wolpe, in his

initial interview, may also use two additional techniques. First,

Locke (1971) and Brown (1967) point out that Wolpe paraphréseé, repeats
' }

last words, and clarifies. Maneuvers like these are generally labeled

as "reflectiochs". 'Thus, reports suggest that Wolpe may use reflective-

~
.
»

t;;e statements, although this iﬁ not discussed in any length in his \\
writings. Secondly, these reports (Brown, 1976; Locke, 1371) suggest
that Wolpe may give advice, persuade the patient to act éiffarentlg or
consider changing hig‘behavior in a particular manner. That is, the
therapist talks to the patient and giveé advjce about potential behavior \
or personality change. To> the extent that the above reports reflect
Wolpe's initial interview behavior, then.,these two techniques may be ex-
pected to occur in his initial sessions.

Based upon the clinical writings of Wolpe and observations of his
therapy sessions, the presenﬁ Investigator concludes tha;.in initial
sesgions, Wolpe may use the following techniques:

lj The therapist tells the patient what the patient
and his problem are like. He tells the patient
about the patient.

2. The therapist draws the patient's attention onto
an external situational context and asks for iﬁj
formation about, that external situational context.

3. The therapist asks the patient to provide data about

what the patient or problem are like.

13
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* 4. The thorapist. structures or introduces the therapy
ses'sion. The therapist tells the patient what the

.

patient is to do, and may include a ratjonale of

of therapy.

5. The therapist gives approval=-permissjgon-encouragement

. for the patient to talk or talking.

6. The therapist gives simple acknowledgement of what

the patient says.'

o

7. The therapist tells the patient what external reality
is like.
>
8. The therapist says what he believes the patient is

saying, that is, he reflects what the patient says.

9.. The therapist gives advice to the patient about

potential personality-behavior change.

Frequency of Occurrence of Wolpe's Initial Interview Technigues

A careful description of the techniques used by therapists may
include an examinatiocn of the frequency with which given techniques are
used (e.q. Bécker & Roéehf;id, 1976; Stoten & Goos, 1974; Sérupp, 1955,
1957; Zimmer & Pepyne, 1971). Thus, In addition to investigating the-
kinds of technigues used by Wolpe in the initial interview, this study
Qill be concerned with the frequency with which these techniques are used.

Wolpe does not discuss directly the frequency with which his

particular techniques are employed. However, there are clear implications
that a considerable amount of time, Iin the initial interview, is dedicated

to gathering data (Wolpe & Lazarus, 1966, p.24). Wolpe may spend a large .7~
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proportion of the initial interview asking questions directly about the
patient and his\problem, or asking qhostions about some éxternal situational
context the patient refers to. Furthermore, but less clearly stated, his
writings (Wolpe, 1973; Wolpe & Lazarus, 1966) suggest that he may spend

a moderate amount of time in the initial interview informing the patient
about the patient's problem and the patient's self as well as providiné
other kinds of sheer information. The extent to which all other techniques
are used 1s not discussed. His writiﬁgs provide a general outline qf what
to do in the initial session, but specification of the frequency of use.'
of é particular technique is missing. Also, the writings about Wolée do
'not shed light on this question, and observations of Wolpe in therapy (e.g.
Lo;ké, 1971; Brown, 1967; Klein et.al., 1969) qo not provide data on the
extent to which a particular technique is used in the initial session.

Accordingly, one purpose of the present study is to answer the follow-

ing guestion: What techniques are used by Wolpe in initial interviews, and

‘what arc the relative frequencies with which these techniques are used?

Initial Interview Techniques of Wolpean Therapists

Considered at this point i's the gquestion whether there exists other
initial interview techniques which Wolpe may possibly use thqg are typical or

representatlive of behavior therapists adhering to his brand of therapy (e.g.

Wolpe, Salter & Reyna, 1964). Wwhile Wolpe may represent only one stream of
behavior therapy (e¢.g. systematic desensitization, cenditioning, or re-

ciprocal-inhibition), there does not seem to be any one explicitly des-

iQnated school that clearly follows his methods alone throughout the
S

.



therapy process or specifically in the initial Interview. Wolpe's
treatment ?f Fhé initial interview appears quite similar.to the initial
Interview proéedures characteristic of many behavior therabies.

In general, it is customgry, i the initial interview, for many be-
havior pherapists to gather infbrmation_thfough a stimulus-response
analysis, through careful questioning about the patient's problem and
the external situational factors, and.through questio;naires.(Franzini,
1970; Hersen & Bellack, 1976, 1978; Kanfer & Saslow; 1969; Lazarus, 1972;
Liberman, 1972; Mash & Terdal, 1976). BehaviorVtherapists.pften structure
the initial interview through explaining the therapy process, and by
giving instructions and advice to the patient. The therapist tells the
- patient about the patient's.problem and tells about the external situation
as he explains the patient's problem to the patient. To g;lp encoeurage
the patient's self-reporting and reduce the patient's anxiety level within
the session, the behavior therapist may reflect,. give permission-approval,
and give acknowledgement to what the patient says (Dangrove,-1972; Fenster-
heim, 1972; Klein, Dittmann, Parloff & Gill, 1969; McGlynn, 1978; Morgan-
stern, 1976; Rimm & Masters, 1974). These techniques are similar to those
used by Wolpe in the initial intervie&.

Empirical research corrobora;ing behavior therapist's use of these
explicit techniques in the initial interview cannot be found, since most
research has. been on ofher than the initial interview., However, in the
initial interview {(Fisher, Paveza, Kickerts, Hubbard & Grayston, 1975)
as well as other interviews (Brunink &.Schroeder, 1979; Ford, 1978;

Mitchell, Bozarth & Krauft, 1977; Sloane, Staples, Chistol, Yorkston &

wipple,_l975a, 1975b, 1976}, behavicor therapists have been found to
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engage in practices commonly associated with such labels as empathy,
genuineness, warmth as well as directiveness. Yet, these data are global
and neither the actual techniques nor their frequeqeies are clearly
specified. Thus, no hard research is available which allqwg a direct
comparison of the initial interview methods of behavior therapists in
general and the initial Interview methods explicitly used by Wolpe.

Wolpe's Initial Interview Techniques: Empirical Research

Empirical research con Wolpe's initial intervieé techniques is rare,
but there is, perhaps, one indirect examination. In a dissertation,
Becker {1975) used two initial interviews hy Wolpe as graining materials
for raters for a research.problem unrelated to the present study. Never-
theless, his training findings appear to offer perhaps the only available
data on the actual initial interview techniques used and their relative
frequencies. According to Becker, Wolpe gathered data by asking factual
quest{ons'53.25% of the t{ne and rhetorical guestions 7.35% of the time.
He spent a large proportion of his time teaching and giving information
to the patient about the patient's self and external reality (25.2% of
the time). These three techniqués accounted for 85.8% of his activities
in the initial interview and further support the clinical writings of
Wolpe. Thus, in the initial interview Wolpe may be expected frequently to
ask for data about the problem or external situation. He can be expected,
with moderate frequenég, to tell the patient about the pqtient and tell
the patient about external reality.,

Wolpe's Initial Interview Techniques: Summiry

Rather extensive clinical literature has discussed the techniques
used by Wolpe and Wolpeaﬁ therapists in the initialfﬁﬁterview. on the

.
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basis of this clinical literature, together with one preliminary study
{Becker, 1975), it is suggesteé tﬁat the following technique; are used:
1. The'thgrapists%giié the éatient what the patient
and hi; p;obié%'are like. He tells the patient

about the patient.

4 .
’

2. The therapist draws the patient's attention onto
an external situational context, and asks for in-
fbrmation about, clarifies and illuminates that

.external-situational context.

3. The therapist asks the patient to,proﬁide data
about what the patient or problem qre_like.

. 4. fhe therapist structures or‘introduceé tﬁé therapy

session. This includes telling ghe‘bétient what

the patient is to do, provi&iné a rationgle of the

therapy process, and describing thelbenefits of

therapy.

5. The therapist gives approval-pernmission-encouragement
for the patient to continue talking.

6. The therapist gives simple acknowledgement of what
the patient says.

7. The therapist tells the patient what external
reality is like.

8. The therapist says, or reflects, what he believes
the patient is sa;ing.

9. The therapist gives advice to the patient about

potential personality-behavior change.

18

LY



Of these Initial interview techniques, which are used most fre-

quently? On this question, the cxtensive clinical literature and

single preliminary research study (Becker, 1975) suggests that the

following will be more frequently used in the Initial interview:

1.

The therapist asks the patient to provide
data about what the patient or problem are
like.

The therapist talks to thg patient-about

the pationt and tells the patient what the
patient and his problem are like. MHe tells
the patient about téc patient,

The tﬂcrapist draws the patient's attention
oné% an external situational context and asks
for information about, clarifies and illum;
inates that external situational context.

The therapist tells the patient what external

reality is like.

In order to compare and contrast Wolpe's and Rogers' initial

interview techniques, the following section focuses on those techniques

used by Rogers in the initial Interview.

Rogers' Initial Interview Techniques

In the following section, the initial interview techniques of Rogers'

will be described using several sources: (a) the clinical writings

of Rogers; (b) descriptions of the initial sessions of client-centered

therapists, and (¢) empirical research on Rogers' initial sessions.
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Rogers' Clinical Writings

For Rogers (1942);‘"...counselling treatment may begin at once,
in the firsp contact, without a diagnostic study...this procedure is
entirely justified if the counselor is alert to the crucial qspegts
of the picture as they are revealed during the initial interview"
(p.82). Futhermore, "in a true counqelling process, the individual is
much more likely to reveal the genuinely dynamic forces in his experience,
the patterns of his life behavior, than in a more formal history taking
process" (p.83). Thus, in contrast to Wolpe's treatment of the initial
interview, thére is no explicit emphasis upon a formal diagnosis, case
history, nor the systematic gathering of information abouf the patient.
Additionally, there seems to be no distinction between 'the goals of the
initial session and all other sessions. Rogers apparently conducts all
his interviews in a similar fashion. Thus, all the methods he purports
to use in therapy may be considered as occurring in initial interviews.

The bulk of Rogers' (1942, 1951, 1957, 1961;'kogers, Gendlin, Kiesler
& Truax, 1967) tecbniéues in the Initial interview may be discussed under

the three general headings of genuineness, empathy, and unconditicnal

: o
positive regard. Most of what Rogers does in the initial interview may

.

be considered to represent some facet of these three conditions. For
. Rogers (1957) these three headings represent the necessary and su{ficient
therapist "facilitative conditipns," "attitudes,"” "gualities," and
"methods" which lead to personality change. |

The following section presents a description of these three therapist
conditions, espécially emphasizing the specific initial Intervicw tech-

niques used by Rogers to bring these conditions about.

20



Genuineness: , The first condition states'that the therapist is
genuine,.congruent, open, and transparent.to the patient. In this
capacity, Rogers (1957) is "...freely and deeply himself, with his
actual experience accurately represented by his awareness of himself.

- ‘ f
It is the opposite of presenting a facade, either knowingly or-unknow-

ingly” (p.97). regard to explicit Eechniques, Rogers states "...I
would try to be aware of my own feelings and express them as my feelings
without imposing(them on him. I would express even negative;féelings.
I might tell a client: 'I'm bored py what you're saying' " (Evans, 1975:
p-26). Rogers (1957} is being genuine when he resorts to the method.of
*_ _.being himself even in ways which are not regarded as l%e;l for psgbho-
therapy. MHis experience may be 'I am afraid of this client’ or 'My atten-
tion is so focused on my own problems that I can scarcely listen to him'.
If the therapist 1s not denying these feelings, but is able fo be them (as
well as being his other feelings), théh the condition we have stated is
met" (p.97). : . ,
Accordingly, when Rogérs is genuine in the initial interview, he is
expressing and disclosing to the patient his own feelings, thoughts, fan-
tasies, and experiences. He is voicing them, if appropriate, ahd expres-—
sing thém in s;ne behavioral way (Evans, 1975, pp.19-20; Rogers, 1961, 1970,
p.53). He is making a statement to the patient, but in a sense he is "owning"
that statement since the content of that statement originates from within
himself. Genuineness,_then, is conveyed by disclosing or expressing to the
patient, information about the kind of person the therapist is. In doing
this, the therapist may tell the patient about his own fantasies, thoughts,

and feelings on matters of concern to the patient. He may also acknowledge

his perceptions and misperceptions.
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.( Empathy: The copdition of cmpathy has been described as the
therapist's sensing the patien;'s private world; recognizing and
clarifying the patient's feelings; accepting and being permissive
of these feelings; expioring the patient's féelings; and encouraging
their free coxpression (Rogers, 1942, 1957). . '
An important procedure used to communicate the therapist's sense
of the patient's world is commonly reéerred to as reflection ;f the
patient's feelings and attitudes; When reflecting, Roders expresscs i
and communicates to the patient what the patient is trying to express;
he articulates for the patient the patient’s inner attitudes, unformu-
lated feelings and bodily-felt meanings (Gendlin, 1972, p.337; Rogers,
1957, p.99). Reflections, then, include the therapist saying to the
patient what he believes the patient {s saying, feeling or meaning.
As Rogers (1942} assists the patient in the recognition‘and clar-
ification of feelings, he may, at times, step slightly beyond a reflective-

type statement and toward the realm of interpretative statements (Staines,

N

1969) .

| Under certain conditions, it Is possible to Inter-
pret to.the client some of the material which he
has been revealing. wheq tHe interpretation is
based entirely upon statements which the client has
made, and when the interpretation is merely a clari=-
fication of what the client has already percelived
-for himself, this type of approach can be success-

ful (Rogers, 1942, p.196).



Interpretations are given_: . '
«..by clarifying the new understandinés At which
Fhé.client has arrived...in helping the client to
explore and recognize the choices, the possible
courses of actior which lie-befbre him. The coun-
sellor may, in-deition, suggest relationships or o
rpaftorns of reaction which seem to be evident in
material which the client has freely stated (Rogers,

(" 1942, p.204).

Accordingly, Rogers uses statements in which the therapist tells
the patient what the patient }s 1like, what thé problem is, what the
patient's relationship to the self is, what his perceptions of reality
;re, what his thoughts are, and what his external world is like.' Roqers
(1942) may use such phrases as "you feel pretty bitter about this,” "you
want to correct this fault but ;?ill you don't ;ant to" (p.38), "you
feel you should éo into commerce but ausic is the thing you really like,”
"in spite of your bitterness toward goér father, you do like him,"” '"you
want to come for help, yet still, at times, you feel it is too difficglt"
e (p.147). Although Rogers in the initial interview may sometimes use
what - might be called interpretations, his writings indiéate that he does

not intend this to be a major way to express empathy.

Unconditional Positive Regard: This condition consists of accepting

the client as a sepérate person without judging or evaluating her. It is
an unconditional acceptance of .the patient and a creation of a non-threatening
_atmosphere:

It Is at the opposite pole from a selective
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evaluating attitude...'You are bad in. these

ways, good in those.' It involves as much ‘

feeling of acceptance for the client's expres-
sion of'negative, :bad', painful, fearful,
defensive, abnormal feelings as for his expres-
sion of 'good', positive, matufe, confident,
social feelings, as much acceptance of ways in
which he 1Is inconsistent as of ways in which

he is consistent. (Rogers, 1957, p.98)‘ '

What the therapist actually does to bring about this condition
is generally stated in terms of what the therapist does not do. For

example, the therapist does not voice statements which pass judgement, .

’
show evaluation, or express disapproval (Rogers, 1957). However, one

’

way the therapist does express this general acceptance is by means of

simple acknowledgement, approval, and recognition. ‘These might take the
: ! %
form of the therapist saying "un-hum,"” "Mmm-Hmm," "yes," and "go on."

-

Acceptance and;positive regard are communicated by a sensitive
framing of the patient's ongoihg feelings, explicit and implicit meanings.

That iz, inher#nt }y-proper reflections are acceptance and positive regard.
e \
In both proper reflection and in talking to the patient about the kind of

.

person the patient is, Rogers conveys positive regard by indicating "..o.gou

can be self directing.. your feelings are natural® (Rogers, 1951, p.SO).

In summary, the clinical writings of Rogers iIndicate that he makes
S

- .

no distinction between his therapy behaviors whether he is conducfing an

rm

——

initial interview or“conducting subsequent interviews. Therefore, the

~ L4
techniques ‘which comprise his stule 'of therapy can be assumed to occur in
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his initial session. Thus, iIn initial Interviews, Rogers may be exbected
to use the following explicit tochnigues in éstablisﬁ&ng the.fhcilitative
conditions of genuineness, empathy and positive regard:
1. The therapist tells the patient about the kind -
of person the therapist is, his thoughts, his
feelings, his perceptions.
2. The therapist says, or reflécts, what he be-
" lieves the patient is saying or meaning.
3. The therapist gives simple acknowledgement of
what the patient says.
4. The therapist tells the patient what the patient's
'problems, feolgngs, thoughts, reality and relation-
ships ére like. IHe tellg the patient about the
patient.

Frequency with which Rogers uses Iinitial interview techniques:

Rogers' writings about his own conduct of therapy do not indicate the
frequency with which he may use any of these particular techniques in the
Iinitial interview.. The only s;atehent of this nature which coulé be found
relates to "structuring” and how infrequently it is-used (Rogers, 1942, p.91;
Roge:s; 1951, p.69). His writings imply, however, that in all his interviews,
including the initial session, the technique Ef reflecting or restating is
uséd to a considerably higher degree than most other techniques (Rogers, 1942,
1951). The frequency with which techniques, other than reflections, are used
in the initial interview is not clear. Neither do those individﬁals who
describe the therapy and techniques of Rogers (e.gq., Harf & Tomlinson, 1970;

Rogers, Gendlin, Kiesler &'Truax, 1967) give clear indication of these fre-
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quencies, but they do imply that reflections In general are used often.
It is therefore one of the aims of the present rasearch to provide data
»

on this}issue,‘specifically in relation to the ;nitial interview.

Initial Interview Techniques of Client-Centered Theraplists

To contribute to the formulation of possible techniques Rogers miéht
gse in his initial sessions, the literature regarding which techniques '
client~centered therapists use in their initial interviews will be consulted.

Unfortunately hoﬁever, it appears that only one study exists which at
a general level, looks at what client-centered therapists do in initial
‘sessions (Fisher eff.al. 1977), while most other research has studied sub-
sequent sessioﬁs {i.e.Ashby, Ford, Guerney & Guerney, 1966; Cartwright, 1966;
Gomes~Schwartz & Schwartz, 1978; Rogers et. al., 1967; Seeman, 1949;.Snyder,
1945; Stiles, 1979; Strupp, 1955, 1958). Together, these studies indicate
that similar to Rogers, client-centered therapists also express such con-
ditions as genuinéness, empathy and warmth in their therapy sessions. Al-
though not in the initial Interview,Stiles (1979} found that client-centered
therapists frequently use techniques of reflection and simple acknowledgement,
while self-disclosing techniques were used moderately. Techniques which may
be classed as interpretative were used Infrequently. Since the bul%@of this
research literature is not spec{fic te initial interviews, it is not clear
’ whether glient-centered therapists, in first sessions, would perform in the
manner found by Stiles. However, the literature idJ£; essential agreement
with the clinical writings of client-centered therapistSj;that is, writings
suggesting which techniques should be used In client-centered therapy

~

seésions (Carkhuff & Berenson, 1967; Gendlin, 1966; Rogers, Gendlin,

Kiesler & Truai, 1967; Truax & Carkhuff, 1969).
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As a result, 1t bgpeafs that client-centered therapists use
similar techniques as those suggested in Rogers'clinical writings and

1t appears that the client-canﬁpred literature does nof:J’dicato the

»
use of other techniques, unlike the ones already predicted.,

1

Rogers ¥ Initial Interview Techniques} Research Riterature

There exists a small body of eppirical research which has studied
Rogers in vprioué initial interviews and has identified the techniques
he used as well as the frequency with which he used them. Strupp (195?},
found Rogers to refleét slightly less than 70% of tbe time, engage in
minimal activity slightly less than iO% of the time,and give opinions :
15% of the time. Stiies and ‘ultan (1879), found Rogers to use the same
thfee techniques, but with more variability. It was found that Rogers
reflected onlyv13.2% of the time but acknowledged 47.1% of the time.
Furthermore,.Rogers was found to give Information to the pati?nt 19% of
the time and selftdisclose only 1.3% of the time. Hill, Thames and Rardin
(1979) studying é different initial interview found results similar to
Stiles and Sultan (1979). In this interview, Rogers reflected ;nd re=-
stated 18% of the time, acknowledged 53% of the time, interpreted and
gave information i4t of the time and éelf-disé}osed only 1% of the time.
Studying‘the same interviéw as Hill et.al. (1979), but with a different
_ system of content analysis, Stoten and Goos (1974) found Rogers to in-
terpret and give opini;ns to the patient 32.3% of the time.

Based on this research literature, it may be concluded that Rogers
primarily uses three of the four initial Interview techni@ues suggeséed
in hi; clénical writings. In this regard, Rogers says what he believes
the patient is saying, that is, he reflecgs and restates (Hill et.al.,
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1979,; Stiles & Sultan, 1979; Strupp, 1957; he acknowledges and encourages
{(ni1l et.al., 1929; Stiley & Sultan, 1979; Strupp, 1957); and he te11§ the
patlent whaé the ?atient ls like, that is, he interprets, provides infor- |
mation and gives opinions (H1ill et.al., 1979; Stiles & Sultan, 1979 Stoten &.
Goos, 1974; Strupp, 1957). It appears that the extent to which Rogers self-

discloses in initial sessions is minimal (Hill et.al., 1979; Stiles & Sultan,

1979).

-

In light of such empirical research, the intention of the present study
is not necessarily to add to this literature, but rather identify the initial
interview techniques used by both Wolpe and Rogers in order to compare their
use of these important techniques,

Rogers'+ Initial Interview Techniques: Summary

Based primarily on the clinical writings of Rogers and empirical research
of his initial sessions, it Is expected that in the initial interview Rogers
will use the following techniques:

I.- T@e therapist says or reflects what he bélieves the
patient i; saying,.{beling or meaning. Thib.technique ’
is expected to be used freguently in khe-initial interview.

2. The therapist gives simplé acknowledgment of what the
patient saés. This technique is suggested to be used
frequently in the initial interview. 2

3. fThe therapist tells the patient what the paéient's problems,
_feelings, thoughts, reality and relationships are like. He
tells the patient about the patient. This technique is pur-
portedly used with moderate frequency in {Ce initial inter-
view.

4. The thérapist tells the patient about the kind of person
the therapist 1s, his thoughts, his feelings, his perceptions.
This technique is held to be used, but with low frequency in

the initial interview.
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Qne of the major purposes of the present sEudg is to examine whether
there are any technidues used in the initial interview by both Rogers and
Wolpe. If any techniques are used by both therapists, the second and
primary purpose 1s to exandnc.similarities and differences ;n the ways
thosgiéechniques are employed, i.e,, in the antecedent conditions and con-
sequeﬁt effects of these common techniques.

Initial Interview Techniques Common to Wolpe and Rogers

It seemé reasonable to Suggest from'the literature review thus far,
that both therapists may spend considerable time providing, in some form
or another, ipfbrmation about the patient to the patient., This techhique
might well Dbe in the service of correcting misconceptions (Wolpe, 1973;
Wolpe & Lazarus,‘lggﬁk,.giving opinions or Interpreting (Hill et, al.,
1979; Rogers, 1942; sStiles & Sultan; 1979; Stoten & Goos, 1974; Strupp,
1957) .

! .

The findings of Becker (1975) support such an expectation. In
his research, two initial interviews of Wolpe and two of Rogers werc
studied using therapist categories derived from a Ratioﬁal-Enotive orien=-
tation. ﬁévprtheless, Becker found ?hat Wolpe, 25.10% of the time and
Rogers, 14.9% of the time shared a technique in which the therapist pro-
vided infbrgation and opinions to the patient, the nature of which largely
included Iinformation about the kind of p;rson the pacié;t is and the kind;
of problems the patient has. '

The present investigator has described.a technique of this nature
as simply the therapist telling the patient what the patient is like.

Specifically, this includes the therapist telling the patient about the

patient's feelings, thoughts, relationships, the kinds of problems. he has
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as well as the kinds of recactions he may have. In essence, the therapist
is the authority and explainer of reality to the patient, focuéing primarily
on the kind of person the patient is.

In addition to'Wolpe and Rogers sharing this . technique, it may
be that both therapists also share the techniques of reflectiOn.an& acknow-
ledgement. . While these two techniques are used by Rogers, there exists
clinical descriptions of, Wolpé's sessions as well as sessions of other be-
havior therapists which suggest that similar techniques might alsoc be uscd
by Wolpe (Brown, 1974; Fisﬁgr et.al., 1975; Lazarus, 19?5; Sloane et.al.,
1975a, 1975b; Rimm§& Masters, 1974; Wolpe, 1976). |

Consequently, one of the major purposes of the present research will
be to compare the initial interview tcchhiques of Wolpe and Rogers in order
to identify those techniques used by both therapists and compare how each
therapist uses such techniques. The literature cited above suggests that
Wolpe and Rogers will have at least one technique in common, namely: tel- "

ling the patient what the patient is Ilike.
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Antecedent and Consequent Cenditions of Initial X ‘s

Interview Techniques Common to Wolpe and Rogers

In péychotherapy research a major concern is to‘identify those
therapy techniques that work andto gtudy the conditions under which they
work. In part, to address such an objective, an investigation might iﬁ—
+ clude study ;f the antecedent and consequent cqnditions of important
therapy techniques, namoly thosesparedbyexperienced and competent Eher—
apists (Bergin & Strupp, 1970, p.22; Goldfried, ;978; Kiesler, 1965;
Lambert & Bergin, 1976; Mahrer, 1979). As such, the major purpose of‘this
rescarch is to compare and contrast how Wolpe and Rogers, experiéhced
therapists of differing psychotherapeutic orientations, use similar initial
interview techniéues. In this pursuit tw; questions are central: (a) Under
what condftions do Wolpcland Rogers use the same initial interview techniques,
that is, what kinds of patient responses precede their use of common tecﬁ-
niques? (b} What are.the consequences or in-therapy outcomes of Wolpe's and -
Rogers' use of common techniques? That is, how do patients respond, or what
kinds of statements do p&tients make subsequent to . such technigues? '

Since the actual commog techniques in the initial interviews of Wolpe’
and Rogers are not yet known, the specific antecedent and consequent con-
ditions cannot be predicted; The following sections,however, will review
the literature with regard to the antecedent and conseguent conditions of
those techniques which the previous clinical and research literature an~

ticipates may be common to both Wolpe's and Rogers' initial sessions, namely,

telling the patient what the patient is like, reflection,and ackrowledgment.
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Antecedent Conditions of Common Initial Interview Techniques

Antecedents of Rogers' Common Techniques: To the present author's
knowledge, neither the clinical writings of Rogers nor empirical research

address the issue of specific antecedent conditions of his use of reflec-

.

LA S
tions, acknowledgement or telling the patient what the patient is like.

‘There are no data which specify the conditions under which Rogers would

use these particular techniques.

hlfhough not central to the issue in question, the following liter-
ature does provide a basis for formulating a general expectation. Rogers
claims that his aim in therapy is to "recognize" the patient's ongoing

feelings regardless of the manifest content of the patient's words. His
claim implies that recognition techniques, such as reflégzzsﬁj acknow=
ledgement .and telling the patient about the patient (Rdgers 19&2), are
not used in a manner "favoring" or "reinforcing" cer¢ain kinds of patient
respon;es or statements.
Primarily the counselor endeavors to respond to, and
verbally recognize, the feeling content, rather than
the intellectual content, of the clieﬁé's expression.
This principal holds, no matter what the type of
emotionalized attitude-negative atgitudes of hostility,
discouragement, and. feaf, positive attitudes of affec-
tion gnd cou}age and self-confidence, or ambivalent
and contradictory attitudes. This approach is sound
whether the client's feelings are directed toward him-

self, toward others, or toward the counselor and thg

counseling situation (p.173).
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Truax 1196§)‘however, provides data contrary to Rogors' claim. In
a rare investigatioq of antecedent conditions, Rogers' use of empathic,
accepting and diregtive responses were found to be differentially linked
to'identifiable kinds of patient séatements. Specifically, Truax found
that following statements in which the patient was‘expressing insight,
expressing problems, talking about the se;f, or speaking Iin a manner
similar to the therapist, Rogers tended to be empathic and understanding,
but when the patient show;; a lack of clarity, Rogers tended to.be direc-
tive. Truax concluded that Rogers is selective and reinforces certain
kinds of patient statements over others.

‘ Truax's findings,along with Rogers' claim, set up competing expec-
tations: ({a) Rogers will be empathic and accepting on a selective basis
and may reflect, acknowledge, 6r tell the patient about tﬁe patient follow-
ing only certain kinds of patient responses and (b) Rogers' recognition of --
patient's feelings will be on a non-selective basis, That is, his use of
such techniques as reflection, acknowledgement and telling the patient

about the patient will be evenly distributed across various kinds of patient

responses.

.

Since no data exist. on the specific antecedent conditions of Rogers'
common initial interview techniqué5, the above literature provides a basis
for formulating a general expectation, namely, fhat Rogers will use common
tcchniqués under certain kinds of conditions and not under others; that is
he may tend to favor or reinforce certain kinds of patient responses.

Antecedents of Welpe's Common Techniques

With regard to Wolpe, no such literature addressing the specific

antecedent conditions of any of the expected common techniques, nor any
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litcratuge illuminating the underlying principles of his use of common
tcc\ 1du;s could be found, There seems to be no articulated source for
. basing a specific expectation. In spite of this glafing lack of data,
the present adthor makes a general pr;diction that: both Wolpe and Rogers,
proponents of :foerent approaches to psychotherapy, will follow different
guidelines for their use of commen techniques @ that is, they will use
common initial interview techniques differently. Each therapist will usé
such techniques under different conditions, favoring different kinds of

antecedent patient responses over others.

Consequent Conditions of Common Initial Interview Techniques

Given that the techniques c n to both Wolpe's and Rogers' initial
interviows have not yet been identifi e consequences specific to lhose
techniques can not be stated. However, in the following section, the lit-
erature will be reviewed regarding how patients tend to respond éo“ﬁggie's
and Rogers' use of reflection, acknowledgement and telling the patient what

the patient is like , those techniques expected to be common to their jﬂlﬁi 2

sessions.
-

Consequences of Rogers' Common Techniques: Rogers (1951, 1958, 1975;

Rogers et.al., 1967) describes two specific consequences which usually occur

fojlcwing the expression of émpathy, namely, patient self-exploration and

the patient focusing on and relating to the thgfapist in an accepting'manner.
With regard to the first consequence, the patient self-ecxploress that

15, she talks about and relates to héf'”self". In this response, the patien&

dgscribes the kind of person fhe is, the kinds of thoughts she has, the kinds

of feelings and reactions she has,and the kinds of relationships shé has. In

essence, the patient's attention is focused on her self.and the kind of person
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she 1s, rather than on the therapist or something external.
In the therapeutic exparience, to see one's attitudss,
confuslions, ambivalenceé, faélings, and perceptions
accurately expressed by another, but stripped of their
co&plications of emotions, is to see oneself objectively
-..he (the patient) then®is able to explore,_for example,
a.vague feeling of guiltiness which he has experienced
(Rogers, 1951, p. 40-41).

Although no study has looked at the specific consequences of Rogers'
expression of empathy in the initial intérview, a body of research exists
which indicates that therapist's expressions of empathy do to some degree
lead to patient self-exploration (Bergman, 1951; Bergin & Strupp, 1972;
Kurtz & Grummon, 1972; Michell, Bozarth, Krauft, 1977; Truax—& Carkhuff,
1965; Truax & Mitchell, 1971).

With regard to the second consequence of .therapist's expression of
empathy, Rogers (1975) suggests that the patient will largely focus her
attention on the therapist. That is, she Qill became moré aware of and be
in_ full interaation with the therapist, rather than focus upon external
concerns or on the kind of person she is. Incessence, the patient will
largely accept and welcome what the therapist says.

Though it may not be articulated clearly, the experience
.

gbes something like this. ‘I have been talking about

hidden things, partly veiled even from myself, feelings-

that are strange, possibly abnormal, feelings I have

never communicated to another, nor even clearly to myself,



\

and yet he (the therapist) has understood them even -

more clearly than I do. If he knows what I am talking

‘about, what I mean, then to this degree I am nqt 50
strﬁnge, or alien, or set apart. I make sense to
anothér human being. So I am in touch with, even in
relqtionship with, others. I am no longer an isolate’
anogers, 1975, p.s).

There is however no empirical literature which specifically addresses
this second consequence with regarq to Rogers' expression of empathy in
the initial interview, Nor,.to the present author's knowledge, is there * =
any resecarch addressing this issue iq general.

The two consegquences described are largely in relation to the ther-
apist's expression‘of empathy. To some extent empathy can be expressed
wi;h several techniques., most c;mnnnly reflection and acknowledgoment,
However, the expression of empathy may also be transmitted by the therapist
teliing the patient about the patient or what the patient is like, since
such a technique is both close to and difficult to distinquish from a re-
flection (Séaincs, 1969; Hill et.al., 1979; Rogers, 1942). To the extent
that these three techniques may he operational components of the expression
of empathy, it may be expected that the use of such techniques, by Rogers
in the initial interview, might all lead to similar consequences.

Although the specific common techniques of Wolpe and Rogers are not
known and the specific consequences cannot therefore be stated, the above liter-
ature provides some basis for a general prediction, namely, that certain
kinds of patient responses will tend to follow Rogers' use of common‘tech-

niques to a greater degree than other kinds of patient responses.
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Consequences of Wolpe's Common Techniques: The topic of immediate

consequences, or how the patient responds to the certain initial inter-
view techniques expected Fo be common for Wolpe, is given littlé attention
in his clinical writings (Wolpe, 1958, 1973, 1976; Wolpe & Lazarus, 1966).
Futhermore, neither empirical research on Wolpe or other behavior therapists,
has yet addressed this Important issue (i.e. identifying patients' responses
to such techniques-as reflection, acknowledgement or telling the patient
what the patient is like). Due to this lack of clinical or research data,
only a general prediction can be made for Woelpe, namely, that certain kinds
of patient responses may tend to follow WOlpe'; use of cémmon technigues to
a greater degree than othe} kinds of patient responses. This pfedictipn
rests on the ‘notion that techniques, used by experienced therapists will
clici} speciééc patient responses (Barnabel, Cormier & Nye, 1974; Gamsky &
Farwell, 1966; Heller, 1963; Houts, MacIntosh & Moos, 1969; Krasner, 1962;
Rotter, 1960; van der Veen, 1965). - )

Moreover, it iIs expected that sinco wWolpe and Regcrs are from dif-
ferent therapeutic orientations, it may be ex%ecéed that patients will

respond to their use of cémmon techniques differently.

Summary of Literature Review

In summary of Chapter COne, the following are the questions this present
research intends to answer ,as well as the expectations provided by the
literature reqgarding each of the research questions:

1. The first question is: Of the techniques used Iin initial
interviews by Wolpe and Rogers, as proponents of different approaches to
psychotherapy, are there any techniques which are used in common? The

clinical and research literature confirms the difference between the .
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techniques used by Wolpe and Rogers in the initial interview. However,

therelis some indicatién that both therapists will use the technique of

telling'the patient about the pagient's problem and the patlent's seif.

It is therefore expected that, although the two therapists will predom-

inately use different teehniquos in the initial interview, at least this
one technique will be used in common.

2. The second question is: Wéat are the similafities and differerices
in tﬁe conditions under which Wolpe and Rogers, as proponents of different
approaches to psychothefapy,.use common'gechnidues in the initial inter-
view? That is, are these common techniqugs used following similar or dif-

' .

ferent kindq of antecedent patient statements?

As proponents of different therapeutic approaches, i; would seem that
common initial interview techniques might be used under differing therapeutic
conditions; i.e. following different kindé of patient statements. With
regard to Wolpe, howevar,‘the literature offers essentially no basis for
specific expectations, With regard to Rogers, the literature provides scant
and competing expectafibns that Rogers may use initial interview techniques
on either a selective of a non-selective basis. Given these considerations,
it is hypothesized that PJ’olpe and Rogers will us@ common initial interview
technigues (a) on a.selective basis (i.e. following certain kinds of ante-
cendent pat&ent statements) ,; énd (b) they will use these common technigues
in different ways (i.e. following different kinds of antecedent patient
statements) .

3. :The third question may be stated as follows: What are the simi-

larities and differences in the consequent conditions following Wolpe's

and Rogers' use of common 7achniques in the initial interview? - That is,
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what kinds af patient responses immediately follow these therapist's
+ common tochniques? As proponents of different therapeutic approaches ,

it would appeafnthat patients would respbnd'dif zently to- the common
techniques of Wolpe apd Rogers. However, wi 'reg;rd to Wolpe, there
is virtually no literature which directly‘speaks to the specific con-
sequences of the initial interview techniques expected to be common.
With respect to Rogers, the literature suggests that in response to
his use of reflection, acknowledgement and telling the patien; about
the patient, patients ﬁay self-explore or relate to the therapist.
Since however, common initial interview techniques are not explicitly
known for Wolpe and Rogers, only a general prediction can be stated,
namely, Wolpe's and Rogers' use of common initial interview techniques

will lead to different kinds of patient responses.

!
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Chapter II

METHODOLOGY

The purpose of Chapter II is to develop a methodology to answer those
quastions and hypotheses established in the preceding chépter.'rThe various
sﬁrategies researchers have used to compare techniques from different psycho-
therapeutic approaches‘will be discussed first. Following the choice of a
genqral strategqy, the various research and methodological considerations
linked to that strategy will be discussed.

t

Comparing Techniques from Twoc Different Agpraaches

@

In comparing thetherapy techniques from two different psychotherapeutic

approaches, researchers have either compared groups of therapists repre~
senging each agg;oach (e.g. Brunink & Schroeder,,1979; Cartwright, 1966)
or they have compared highly experienced Iindividual therapist; (e.g. Hill,
Thames é Rardin, 1979; Stiles & Sultan, 1979; Stoten & Goos, 1974; Strupp,
1957; Zimmer & Pepyne, 1971). The present investigator has decided, of
these two options, to compare the initial interview technigques of two
.eminent representatives of the c;lent-éentered and behavioral schools,
namely, Carl Rogers and Joseph Wolpe.

Researchers comparing techniques of individual therapists from
different orientations employ various research strategies breadly cate-
gorized as indirecé and égrect methods (Kiesler, 1973): In the use of
indirect methods,.researchers study the therapist technigues and responses
of the pat;ent, but not in.the context of the actual sessién. R;ther,

therapist and patient behaviors are studied after the therapy session is /</

over or in hypothetical situations (e.g. Strupp, 1960). Suchk indirect
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strategf;s commonly consist of questionnalireprocedures in whith therapists
give thelr peyceptions about the,sessions or report what techniques they might
use in particular situations. These proce&urés however, are designed to assess
ther;pists' general attitudes about therapy, the therapeutic relationship, and

therapist behaviors jnddbendent of actual therapy transactions. .
Researchers apply direct methods to actual sessions or some representa-

. ' "t
tiénsof them. Strategles of this nature commonly consist of a number of
judges applying a system of content analysis to some form of observation of _
actual therapy sessions. The advantgge of thi; method over an indirecp_method
is that tv data collected closely specifies what therapists éctu;lly do Im
real thérapy sessions; rather thannwhat is asserted iIn their wficing?,
:recollections or speculations about therapy. Since the objecéive of the
i present research 1is to study Wolpe's and Rogers' techniques as thég occur
in actual therapy sessions, a direct method of content analgs{s will be used.

Theé direct approach carries with it various research considerations
incluging the choice of: (a) a system of content analysis; (b) type of
sampling (whole sessions VS. parts of sqssions} and sampling:zéaation within
the interview; fc) data form; (d) sample size and representativeness; (e)

' [ od
judges: (f) procedure for rating and (g) statistical metheds. In the follow-

ing sections, each of these research considerations will be discussed.

Selecting a System of Content Analysis

-~ .

+ Within the field of psychotherapy procass regearch, the most common

means of investigating therapisf and patient behaviors in actual therapy

sessions is with a system of content analysis. Many content analysis

o 3
systems are available and havihzgen reviewed elsewhere (Auld & Murray, 1955;
Dittes, 1959; Kiesler,21973;'Mar54en, 1965, 1971;: Meltzoff & XKornriech, 1970;

A | .
Russell & Stiles, 1979). T
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In addressing the quostiéns and hypotheses of tha present rasearch, a

system of content analysis must meot several Important cridLria:

y ’

(q) The system must cqnsist of both patient and therapist categorlos.
These categories_must be designed.to measure the actual therapy tech-
nigques of Fhe thoiapist as wéll as the manner 1n which patlents respond
in therapy.

éb) The therapist categories must include at least all techniques
that Wolpe and Rogers are expectgd to usev;g tieir initial sessions.
Thus, thero must be at least those ten thorﬁﬁlst catogorieé cited in
Chaptor 6nq.

(¢) The nature of these categories must not be bound to any one theo-
retical orientation, b%t be able to accomodate the therapy techniques
of different psychotherapeutic schools.

(d} . The,categories must claséifg Fhe verbal "techniques" of therapists
as opposed to such verbal dimensi;ns as linguistic behaviors oé_gglce
quaiitg {i.e. Lennard & Bernstein, 1969; Mattarazzo, Weins, Mattarazzo
& Saslow, 1968; Rice & Wagstaff, 1967). Furthérmore, the general def-
inition of a "technique"” must be defined as: all the therapist says
between two patient statements. This, for example, is iIn contrast to
classifying a technigque as only part of the therapist's-verbalizations
or all that the therapist s;gs within a five minute gegment (i.e.
Lennard & Bernstein, 1969; Truax & Carkhuff, 1967).

(a) The patient categories must be able to aéqomodate those verbal
responses which are expected te occur in the sessions of Wolpe and

Rogers, and responses which are the logical consequences of several of

their techniques. Specifically, it is exbected that in response to
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Rogers' reflecting, gilving acknowledgmant or telling the patient
what the patient is likeo, patients are likely to self-explore and .
rolate to the therapist in an accepting manner. Therefore appropriate
catagqrios must be present to handle such responses.. Moreover, Wolpe
is oxpected to ask the patieht questions about the proble; and the
external situational context. Questions of this nature will likeig
lead the patient to provide the :oquestad'information (Beler, 1966;
Frank & Sweetland, 1962; Labov & Fanshel, 1977) and there must be
‘appropriaCO categories to classify these raesponses, for example, the
piatient giving factual information about the p;oﬁlem or himself,rand the
patient giving information about the external situational context.
{f) There must be a sufficient'number pf patient categories to
classify responses patients commonly make In therapy sessions. The
? nature of thesc categories must be that ﬁbne‘are bound to any one
théoretical or?entdtion, but can classify patient responses no mdtter

¥ tﬁeﬁgﬂgz;tatioh of the thérapist.

(g) iifce the aim of this research is to Identify patient antecedent

and conséqqs::aizjfinses of therapis}t technriques, patient responses
. . i r
must be defi s: thos ents between two therapist technigques.

{Ec
The above ctiteria provide. a basis from which to evaluate existing

category sgstems and come to a decision whether any OQ\ﬁfe available systems
1
are appropriate for the purposes of the present projth. In the literature,

rd
there exist several systems of content analysis whic¢h are designed "to
!
/
classify both therapist techniques and patient regponses. However, none
A
of t b systems fully meet each of the criteria just described. In the

following section the particular drawbacks rendering each of these systems

~ | -
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unsuitable for the present investigation will be described.

The Bales' (1970) system focuses on the interactional aspects o} ’
small group problem-solving activity., As Klesler (1973) points out
"...the Bales' system was iﬁééprOpriate for precise analysis of psycho-
therapy interviews. As new syétems designed for therapy appeared, the
Bales procedure and its modifications were gradually abandoned"” (p.70M.

)
In this system, the manner in which the therapist and patient categories
are’described is not able to clasqify appropriaﬁely several of the
techniques Wolpe and Rogers are expected to use in their initial inter-
views (i.e. self-discloses, asks for information about the problem, asks
for information about the external situation). Nor does this system
distinguish betweén patients giving-infbrmation about the problem,
from patients givihg infbrm;tion about the externél situation. Thus, this

system does not have encugh categories_ to classify all the techniques

of Wolpe and Rogers, and several of the patient responses expected to

’

cccur In first sessions.
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The system of Dollard and Auld (1959), Murray (1956) and Leary and
Gill (1958} were derived from concepts rooted in p;ychoanalytic theory,
and both patient and therapist categories reflect this heritage. The
major goal of the first two systems is less on assessfing the techniques
of the therapist, but rather to assess the conscious and unconscious mo
motivation of patients and thelr énderlying emotional processes. The
system of Leary and Gill assesses both the psychological functioning of
the patient and the emotional-intellectual interactions between the.
patient and therapist. Based upon the particular objectives of each of
thése three systems, their categories are theoretically bound to psycho-
analytic thinking. As a result, these systems are unable to categorlize

) : p
ill the techniques Wolpe and Rogers might use in iheir sessions and the
kinds of patient statements expected to oceur.

The system of Snyder (1945) is based upon the principles of non-
directive therapy and was designed to-contrast non-directive with direc-
_tive procedures. Although some of the therapist categories are similar
to those initial- interview techkniques of Wolpe and Rogers, several would
be‘iost to the more encompaséing categories. For example, in this system
the category "Giving Information ©r Explanation" would embody such tech-
nigques as: the therapist tells the patient what external reality is
like, and the therapist tells the patieﬁt what kind of person the thera-
pist is. Additicnally, the category "Directive Questions” would anvelop

two separate technigues of Wolpe,; namely, the therapist
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asks for information about the patient and the problem and the therapist
asks for information about an external situational context. Furthermore,
there is no roo%'to categorize those patient responses expected to occur

ip the initial sessions of Wolpe and Rogers, namely, statements relating
to: the patient self-explores or describes the "self", the patient'pro-

- vides faqtual information about the-ﬁroblem, ‘and the patient de;cribes or
provides information about an external situation%l context.

The system of Stiles (1979) also falls short of categorizing all the .
therapist and patient verbalizatibns which are expected to o;cur in Wolpe's
and Rogers' initial sessions. For example, Wblpe’; asking questions about
the nature of the .problem might be classified in the same category as his

"asking about thg external situational context,and hi; telling the patient
about external realitg might be claséed in the same category as his telling '
the patient what the patient is like. Likewise, patients describing the
self or self-exploring would not necessarily be categorized differently
from patients telling about external reality, or patients giving factual\
infbfmation about the problem.

Thus, of the few systems containing both therapist technique and pa-
tient response categories, each system does not have enough categories to
classify all of Wolpe;s and Rogers' techniques or the expected patienk re-

sponses. Likewise, of those systems which classify onlyigﬁfient responses

es to classify

or therapist techniqﬁes, no one system has enough categori
all patient responses or therapist techniques"which might occur in the .

initial interviews of Wolpe and Rogers.

For example, several systems designed to measure patient in-therapy
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responses, ‘confine themselvos to only a few kinds of categories which are
conceptually linked to psychoanaibtic.theory. These systems, for example,
measure a patient's level of anxiety, degree of hostility, drives in con-

-~

flict, level of schizophreAic thinking,,and ability to free associate (Borden,
;

1966; Gottschalk & Gleser, 1969; White, Fichtenbaum & Dollard, 1966a, l966b).'
The 5yspem§ 6f Klein, Mathleu, Gendlin and Kiesler (1970}, and Truax and
Carkhuff (1967) , although éeribed from client-centered theory, measure a
patient's levei of expériencing and self-awareness. These systems do hot
contain cateqories which reflect those patient responses expected toc occur
in the initial interviews of Wolpe and Rogers.

Similarly, of those systems designed only to measure thérapisc techniques

(Bandura, Lipsher,& Miller, 1960; Goodman & Dooley, 1967; Harway, Dittman,

Raush, Bordin & Rigler, f955; Hill, 1978; Howe & Pope, 1961; Slegman & Pope,

. .

1962; Strupp, 1957), none have enough categories to classify all techngiues
expected to occur in the initial sessions of Wolpe ;nd Rogers.

Thus, since'no one system of content analysis fully meets the criteria
set forth earlier, the present research will "borrow" the appropriate cate-
gories. That is, therapist techniques and patient responses categories will
be drawn from established systems of content analysis to develop a measure
which will be comprised of therapist and patient categories.suitable to the
needs of this project. The final product is essentially that used in the

psychotherapy research project at the University of Ottawa.

Therapist Cﬁtegg;ies

.

The following therapist technique categories were borrowed or seleqgted
from other major systems of content analysis (The complete descri on of
each therapist category is found in Appendix A).

1. The therapist structures the therapy session: The therapist

clarifies the role of the patient as patlent, tells the patient
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how therapy works, its beneflts, its rationale, its advantages

and

disadvantaqges.

This category is similar to those of Structuring {Stfhpp, 1957),

Structuring and Giving Information or Explanation (Snyder, 1945). It

is also similar to the categorics of Information (Hill, 1978) and Direc-

tions (Murray, 1956) although less broadly defined.

2.

The therapist tells the patient what the patient is like:

In effect, the therapist names, labels, describes, tells

the

the

kind of person the patient is. "He tells the patient

patient. This may include telling the patient about

kind of problem(s) he has, the kinds of thoughts he has)

the

OWTl

the

are

for

kinds of feelings he has. The therapist speaks from

about

about

the .

and

his

perspective, and,generally as an authority, tells the patient how

paticnt functions, what his interperéonal relationships

like, what kind of world the patient lives in and creates

himself, and what the patient's relationship—to the self

is like.

This category is taken from the category known as Interpretation

in thesystems of Dollard and Auld (1959}, Goodman and Dooley (1976),°

Hill (1978), Siegman and Pope (1962), Snyder (l1945), Stiles (1979)

and Strupp (1957}. It is also similar to what Bandura, Lipsher and -

Miller (1960), and Murray (1956) refer to as Labeling. The Confrontation

category of Hill (1978} and the Confirmation category of Stiles (1979)
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also contain clements which approximate the above category.

-

3. The therapist asks the patient to provide data about what

4

the patient or problem is like; The therapist is sceking to

obtain more or less factual data about the problem or about

the patient és related to the problem. -The therapist's atten-
tion, to a large ecxtent, is focused on the patient or the
patient's problem. The therapist may gather information’ about
the patient or problem by: (a) Inviting the patient “to tell
more about the problem in general, asking the patient for ’
clarification, or indicating a desire to hear more abou; that
aspect of the problem. (%) Asking direct fact-related ques-
tions about the problem, its history, and nature. (c) Asking
about the patient as.rclatcd to that specific probleﬁ, Iincluding
the pati;nt's history and the backgrqund of the problem in the
patient's current and past life. (d) Asking about the patient's |
reactions, thoughts, feelings about the problem or his self. The
therapist may also ask for the patient's causal explanations about.

the problem.

4. The therapist gathers data about and clarifies the external

situational context: The therapist draws the patient's attention

to, or clarifies and illuminates, some external situational con-
text. This may be with respect to an object, figure, or situation.

1

The therapist attends to, and asks for more information or impres-
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glons about that external target which engages the patient's
attention. The theraplst's and patient's center of attention
is predominantly on that external scene rather than focused

on other arecas, such as the paticnt and the kind of person

the patient is.

\

Therapist technique catcgorieé three and four, just described, are
of the kind in which the therapist is asking questi;ns to gather in-
Vfornution. In this general sense, these two categories are similar to*
therapist categories in other systems such as: Asks For Information,
Ask$ For Opinion (Bales, 1970); Exploration (Bandu%a, Lipsher & Miller,
1960); Question (Gqédman & Dooley, 1976; Stiles, 1979); Open Quest{on,
Closed Question (Hill, 1978); Mild Probe (Murray, 1956); Dircctive
Questions, Nondirectlve Leads {Sngdcrc_ingJ; Asks For Specifié Factual

*
Informa;ion {Siegman & Pope, 1962} ; and ékploratory Operations {Strupp;
1957} . However, in category three, the therapist is asking specifically
abouF the patient and the problem but, in category four, the therapist
is asking about the external situational context. This distinction is

not made in other category systems and therefore categories three and

four provide further ways of categorizing patlent responses.

5. The therapist discloses and tells about the kind of person’

the therapist is: The therapist tells about the kind of person

the therapist is, his thoughts, his feelings, his perceptions.

This kind of(iiftoment resembles what 1s generally termed self-
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disclosure. Statements of this nature may include revela- ‘

tions about the therapist's own personal life, involvement

with the patient's problem or symptoms, the way the therapist

copes with this tgpe pf problem or symptom, his fantasies,

images, associations, bodily-phenomena, his mistakes and

crrors, and what he seeks to do in the immediate therapy

situation.

This category is similar to Self-Disclosure categories in other
systems (Goodman & Doole;, 1976; Hill, 1978, Stiles, 1979). ébreo;er,
this category is also similar Eo the-nnjor therapy technique of Self-
Disclosure as des&ribcd by Sidney Jourard (1921a4 1971b, {979 and
others (Bundza & Sifonson, 1973 Epting et.al., 1977; Kempler, 1969;

Simonson & Bahr, 1974; Weiner, 1972). !

6. The therapist tells the patient what external reality is like:

-

The therapist interprets external reality by serving as the authority

or the one who gxplains what the external situatidn, or state of cvents
1 are really like. The therapist describes the relatiohship between

the facts aﬁd the external event, he tells how events take place

ana what consequences will follow. The therapist provides an ex-~

planation of the situation, how and why it came about.

The above category, although confined to external reality, is-commonly

embodied within breadly defined categories such as Interpretation, Giving

=¥
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Information Or Explanation (Snyder, 1945} and Interpretatlve Operations-

Reality Model (Strupp, 1957).

7. The therapist says what he believes the patient is saying: This

category is comparable.to what is generally known as reflection and
restatcﬁent. The therapist reflects, restates or clarifies what the
patient says, feels or means. He summarizes what the patient is
saying, expressing the paqient's imer feelings, attitudes, thoughts,
and wishes. The therapist may simply ropeat'what the patient says

"

or put it in a clearer ,more.recognizable form.

This category is similar to what Is referred to in other systems as
Rgflcction or Restatement (iandura, Lipsher & Miller, 1960; Goodman & Dooley,
1976; Hill, 1978; Stiles, 1979}, Restatement of Content or Problem, Clarifi-

. a . .
¢ation Or Recognition Of Feeling (Snyder, 1945) and Clarification (Strupp, ]

1957).

8. The therapist gives simple acknowledgment to what the patient says:

The therapist indicates he hears the patient and is paying attention
to the patient. The theragpist may communicate this by simply saying

8

"Yes", "Uh-huh", "Mm-Mm"!

This category, is similar to the categories: "M" (Dollard & Auld, 1959},

-7

Mm and Miid aéprovals (Murray, 1956), Simple Acceptance (Snyder, 1945), Single
Word (Siegman & Pope, 1962), Facilitating Communication-Passive Acceptance
(Strupp, 1957) and Acknowledgment (Stiles, 1%79). Hill's (1978) Minimal

Encourager category is similar to the above category although more broadly

defined.
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9. The therapist jives permission~approval;encouragement to the

patient to continue to talk: The therapist encourages the patient
te  to continue to speak. He may say, "go on", "that's fine to talk

-

about that", "go ahead and say Iit".

This catégory is like the thegories: Approval (Bandura, Lipsher &
Miller, 1960), Approval-Reassufance (Hil1, 1978);,StrongAAbproval (Hufray,
1956), Brief Remark To Encourage The Patient To Proceed (Siegman & Pope,_
1962}, Aéproval-Encouragement (Sngdef, 1945), Facilitating Communication-

General Invitation To Talk (Strupp, 1957)..

10. The therapist gives advice to the patient about potential

personality-behavior change: The therapist talks to the patient

about his readiness or willingness .regarding some personality-be-
havior change. He provides advice to the patient about what the

patient should do next, either out of or within the therapy session.

This category is similar to such categories as: Advisement (Goodman
&«Dooley, 1976; Stiles, 1979), Direct Guidance (H}Il, 1979; Strupp, 1957}
and Proposing Client Activity (Snyder, 1945). ‘

\" | J
11, Other: When’a statement cannot be classif;ed dn any of the above

categories, it can be pliced into this category only if statements

are of the type in ich the therapist laughs; inquires what the

patient said; or answers the patient's gquestion.

This category Is not an open ended "All Other" category. It is
specific in content and unlike the categories in other sbsteﬁs.commonlg
labeled as: Other (Hill, 1978), Irrelevant (Murray, 1956), Unclassifiable

{Snyder, 1945), and Unscoreable. (Stiles,, 1979).
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Patdent Categories

The preseng‘author acknowledges that the criter;a sat forth concerning
patlent categories provides wide latitude in their selection. The folldwing
is one approach to the selection of patient categories from other major

“systems,that the‘}wesent investiéatdr'finds most practical and senéiblﬁ.

The work of Raimy-(1948) and Seeman (1949) provides a three-part
‘frameyork from which to organize patient. responses in theraeg. This
framework organize; Statements into those predominantly directed toward
the self, those directed toward some‘external referent, and those directed
toward thettherapist. These three domains provide a broad and c&mmon sense
outline to select specific patient categories, and constitute the three-
fold.putient category system used in the psychotherapy ré@earch project
at the Universit; of Ottawa.

The following patient cateéories were selectedlor "borrowed"  from
other mafor systems of content analyéis. (A complete descripﬁion of each -

patient category can be found in Appendix B}.
o When the patient is judged as attending and relating'predominantly
with and towards the therapist, patient statement5 are placed in the fol-

lowing éategories:

1. The patient opposes the therapist: The patient engages in

an oppositional relationship with the therapisf. This includes
the patient's being oppositional by standing up to, afguing with,
disagreeing with, resisting, pulling away from, objecting to, re-
jecting, of confronting the,:;exapist, or confronting and dis-
agreeing with what the therapist says. -t
This category is génerally‘simila: to thoge in other sgstems such

5;: Negation, Resistance (Dollard & Auld, 1959),-Di5agreement With <

Therapist Remarks (Murray, 1956), Disagrees (Bales, 1970) and, Rejection \\\

Of A Clarification Or Interpretation {(Snyder, 1345).
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2, The patient accepts the therapist: The patient engages in an
. . N R

accaptihg rolationsh;é with the therapist. The patient 1sg
éositive, welcoming, and seems to be plg@sod Vith and feel
good about the thaerapist and what the tAerapist says. This |
includes corroboratiné, acknowledging, refiﬁing,'rcphr;si g
and restating in. a positive manner what the therapist says,
gﬁ}s éatdbory is,similar to such categories as: Agqrees (Bales, 1970},
Confirmation (Dollard & Auld, %959),fﬂgreemcnt wi;h Therapist Remarks
(Murray,11956), and Simple Acceptance (Snyder,'l945).
When the patient s jngcd as attending and fS?g£ing predominantly
to fiis owg self, patiené staéémenté are placed in the following categories:
3. ‘The patieﬁt débcribes his self: 'The patient télls about the

- i
kind of person he 1is, tﬁsrkinds of problems he has, the nature
. o .

of his personality, how he sees himself, the kinds of inter-

personal relationships he has, the ways he tends taq behave, the - -
- kinds of thoughts ‘pnd feelings he has. The context may -be past

or present. The patieént In essence self-explores,and the focus

-

of his attenqion is-primarily'on the self and the.kind of person
— . . '
. : - . ‘

he is. ._ - -~ '
In this category, as the patient describes the kind of person he is,
is attention is primarily focused upon the'"éelf’ﬂ This category is
\ imilar to Disclosure(gtilgs, 1979) in that Fhe patient is revealing some-
-~
thing about hi; self, namely his feelings, thoughts, perceptiéns and in-
tentions. Furthermore, the}ébove category blends into one classification

what Q_Eher.sy'stens (Kleir\ Mathieu, Gendlin & Kiesler, 1970:- Truax & Cark-

huff, 1967) handle with many separate categories. .

-



4. The patient informs of problom: Tho patient provides .the

_thorapist with the requosted information about the problem.

Tha fationt 15 attending predominantly to the problem aspoct of
his self as he givos éelativaly factual infbrmati;n about the
problem. This Includes, for examplo, how the probéem began,
what 1t was like, how extensive it is, and copditions that may
have contributed.to it, the circumstances In which it occurg,
improves or worsens.

1 +
This category is similar to those categories in the systems of Klein,

Mathieu, Gendlin and Kiesler (1970), and Truax and Carkhuff (1967) in which
1 4

the patient is merely getting the facts or story across but not emotionally

involved. In the above category however, the patiergt's emotiocnal involve-

ment

is not a factor to consider. Moreover, category four is similar to

Snyder's (1945) Any Statement Of The Problem Category. )

When the patient is judged as attending and reiaéing predominantly to

figures, objects or situations outside the therapeutic context, patient

statements are placed in the following cagegories:

5. The patient defines an external situation: The patient 1is

attending to some external scene, incident~or sifgfgion which
- , : . L
occurred in ‘reality or fantasy, recently or some time ago!“\kls

words imply or connote some scene or situational context, some locale

.

or place. The patient is involved in the scene and talks about

persons, things, objects, and events, as if he iIs somewhat in the
i N !

scene .or situation with them. He provides Information and describes
3

K

what happens, takes place, or he may place himself in the scene and

ES
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describe how he 1s or was. Theo patient may describe something
that happened to him in such detail, and vividnoss that tha
scono almost starts to comedallive.

. -
6. Tho patient focuses on_a defined axternal conter: The

patiegﬁfs\éftention is focused on some defined single external

object or figure. Although tho person or'th{ng 1s defined and

seen, the situation may be virtually abseont or minimal. On the

other hand, cﬁfre may.well be some defined encompassing situation o

surrounding the focused person or thing. If the patient 1s in

Some scene, the patlent's attention is centered on that person

or thing, singularly.: The patient may focus speciflcally upon.

vy

the specifjc person, the way the person interacts with the paéient

or others, or describe somathing ;bout that defined center. The

patient may be practically saying the words to tha% other person,

figure or target. ) -

Categoriengive and six,Jjust described, emphasizc two features:
(a) the spegificity of the patient's description of something éxtérnal

and (b} the degree to which'the patient is "involved” in that external
3 X
scene. It appears that no other system of content analysis includes
categories which take into account these two dimensions, but rather
confounds them within other categories. For example, a statement in
which the patlient's attention is on somethi ‘external (either 'a general
scene or a specific target), could easily be categorized, dbpeﬁding on
the content of the statement, into three categories in the Snyder (1945)

system (i.e. Any Statement Of The Problem, Understanding Or Insight,

-
piscussion Of Plans). In other words, these categqries in the Snyder
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system do not differontiate botweon where the patient's center of ’
attentlion lias, nor the specifdcity of the:patient focus. This issue
is common to most other cateyjory systems althohgh the Stiles system
(1979) has one category (Edification) which classifies statements which
are focused on some external concern. Stiles' system 1s probablg the
only one with such a categoery.

It'appoars, that categories five and six, as described In the present

study, provide a further way to classify certain patient responses. That 1s,

these categories take less into account the content of the patients words,
but emphasize rather the specificity of the patient's attention as it is
focused on something external.

The present research will classify the therapist and patient v:rbali—
zations In the initial interviews of Wolpe ahq_Rogers using the therapist

and patient categories just described,

Type of Sampling and Sample Location Within The Interview

In this section two concerns will be addressed; first, in what con-
text will the techniques of Wolpe and Rogers be studied? Secondly, what
"sSlice” of the therapists' and ‘patients’' verbalizations will be categorized?

Type of sampling: The context or summarizing unit in which to study

the antecedent and consequent conditions of commen initial interviw tech--
niques may either be the complételinteévieﬁ or segments from many interviews
(Kiesler, 1973). The latter approach has the ad;antage of allowing a wider
level of generalization, since thé segments woulépbe froﬁ many different
cases. However, with regard tp the present study, the;e ?;e two disadvantages

of this approach: (a) Using segqments from many cases does not allow for

classi¥ication of all the techniques Wolpe and Rogers might use, and in this
. ) .

v LS
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study, the frequehdy with which Wolpe's and Rogers' techniques occur is
cruclal in determining which techniques are commcn to both therapists.
Furthermore, a sampling procgdurg appears moie appropriate for measuring
events assumed to be continually preseqt in various1degrees, throughout
the therapy session (i.e. warmth, genuineﬁess}, or for studying a wide
range of therap; activitles. (b){From a practical standpoint, there are
simply not enough published initial,intervi;ws évailable'from Wolpe's and
Rogers' repertoire which would allok a sampling procedure.

An alternate sampling procedure is the sthdy of complete interviews. The
advantage off this procedure is that all the techniqueé Wolpe and Rogers use
in their sessions can be identified as well as the ante;;dent and consqquant
conditions of tﬁo;e techniques. Mintz and Lubor;ky (1971) point éut that

this method is most appropriate for study of sither the interaction between

a

patient and therapist in the session or study of specific therapy variables.
Furthermore, this sampling approach is the one most commonly used iIn research
comparing techniques of individual therapists from different approaches

{e.g. Brunink & Schroeder, 1979; Hill, Thames & Rardin, 1979; Stiles & Sultan,

(e

1979; Stoten & Goos, 1974; Strupp, 1957; Zimmer & Pepyne, 1971).

One limitation with sampling compieﬁp interviews is that data are gen-
£ _ s .
erally drawn from & smaller number of séssions than sampling segments.QAs

a result,’ generalization of findings is usually more limited. _In spite of y
. . ¥ .
this drawback, the present investigation will samMple complete therapy {fssions

of Wolpe and Rogers'racher than sample segments of sessions.

o :
Sample location within the interview: A variety of scoringuRits within

) - -~
the complete interview 1s used in process research. These includg:

time segments. Of these, the "statement" is most widely used (Kiesler, J97{LJ

ps42-43). Kiesler (1973) defines this common scoring unit as-*an uninterrupted
f -
A
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sequence of sentences uttered by eithe{ the patient or therapist;.eve:y-
thing said between tyo'thbrapist reébonses (fﬁr patient), and everything
said between two patient presponses (for therapist)..." (p.42).

. The present éesearch is concerned with the patient aqtecedentsaand

consequent statements of therapist techniques. Thus the.most appropriate

scoring unit in which to study this problem is the "statement”. The unit

to be categorized in the preseﬁt study will be each complete Individual

therapist statement and each compiete individual patient statement.

Data Form

The medium of data presentation in process research is usually of oy

three types; audio-visual recordings, audic recordings and most commonly,
verbatim transcripts (Bergin & Garfield, 1971; Garfield & Bergin, 1978;:
Kiesler*, 1966, 1973). Although there is substantial information lost when

data is presented only in the form of printed transcribts,'this limitation

-

does not prohibit its use in the present study and therefore all three med-

-

iums are acceptable. Several of Rogers' initial interviews are available in

both audio-visual and transcript forms. However, Wolpe's interviews seem

only available as transcripts. This limits the choice to this form of data.
Thus, verbatim transcripts of the inital interviews of Wolpe and Rogers will

be studieds
Coupled ;&th the decision to use transcripts are two issuseg;, namely, how ~

many transcripts should be studied per therapist and which transcripts would be
'“!‘ L .
representative of their initial sessions? These two concerns will be discussed

below.
[ o ”~

- Number of Transcriptsf The bulk of process research in'which the therapy
. techniques of individual therapists are compared, have usually studied only one
transcript per thé?agé;t {e.g. Andréws, 1980; Hill, Thames & Rardin, 1979;

. Stiles & Sultan, 1979; Stoten & Goos, 1974; Strupp, 1957). Furthermore, in
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comparing -the Eechniquas of groups of therapists, Sciies (1979) considered
that 400 ~ 600 therapist and patient responses per school

was an adequate amount of data. The present rescarch therefore considers
that the study of at least two sassions per therapist, approximately 300 -

400 therapist and pationt'responses, will be adequate data for the present
1

research. This amount of data for study of individual therapist tocnnidﬁes is

[
subgtantially” more than past research has used. N

Choice of Roprgsentative Interviews: In comparing therapists repre-

. B - .
senting different schools, Stiles (1979) réasoned fhat published or com-

.
.

mercially available transcripts serve as teaching examples and are therefore,

to somo extent, represcntative of the therapeutic approach of a particular

school or the individual therapist. The present research intends to select

published or qommercially available interviews that are complete.

In the present research, five separate initial interviews will be used:

two inici;l interviews'for.Rogcrs and three initial interviews for Wolpe.
The two, Rogers transcripts consist of'a total of 386 therapist statements
and 385 patient statements while the three Wolpertranscripés-consist of a
total of 308 therapist statements and ;0} pa;ient statement;. 'Thc following

. * ‘
initial interviews are those that will be studied.

Rogers' Initial InterViews: . <

»
-

. : , L , s ,
1, - Mike, available from the American Association of Psychotherapists

'
Tape Library, volume seven (Recorded Publications LaboratdKies, Camden,

N.7.). This interview consists of 140 therapis statements and 139 patient

statements. It is a q?monstration interview conducted beforg—a mba{\if

I}

cougselling students.

The ‘following descriptien of this patient was derived from information

<

N?Gailable in the transcript. Mike appears to be a high school Studcnt,
. - 1 ¥
) ;
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seventeen years of age and living at home, ' He is concerned with formu-
. - - ) '
lating a career goal \Mlko is

luncertain of his future and unsure of which direction to move next. He

rofers to himself as a juvenile delinquont.. This patient appears to be
angry and in a strained relationship w;th his step-father. Of issue Is

the fact that the patient's step-father hopes Mike to be a machinist, somethlng

.

in which Mike has no Interest.: Thus there is conflict between these

two individuals over career choice and various other matters.

2. Cathy, available from Psychological Films, Three Approaches to

—

Psychotherapy II, 1976, Santa Ana, Calif. This interview coqsists of

246 therapist and patient interchanges. This is a demonstration session.
. ,
The following description of this patient was derived from information

1

available in the transcript. Cathy is approximatelg thirty years of age

and employed as a psychiatric nurse. She has been separated from her
. : i A

hysband for four years. Recentl Lér husband was killed. Cathy's concern

is that ghe feels lonely and is fearful of establishing relationships with men.

L]
Wolpe's Initial Interviews: )

1. Initial interview in a hypochondriacal neurosis - Mr. P. - (Wanders-

~

man, et. al., 1976). This interview consists of 112 therapist and patient
interchangqs; The setting in which this interview takes place is not des:
cribed. v

The following description of this patient_(Mr. P,) was der}ved from
information available in the transcript. This patient is male, aﬁproximatelg‘

in his middle to late forties. He is diagnosed as hypochondriacal. He is
. -

concerned with his nervousness and the pains in his arms and chest. He fears
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dyi;g of a hoart attack. At the age of twenty two, he was qdmitted to a
psychiatric hospital for several months due to similar complaints. The

patient is employed by an insurance company an& states he had recently

"been demoted in his job whereas carlier in‘his ca;gpr ho was

5 highly motivated and "driven" insurance salesman. ; ‘ .

. 2. ‘Initial behavioral analysis in a case of depression - Mrs. B.

{(Wolpe, 1976). This demonstration interview consists of 76 therapist
statements and 75 pdtient statemonts. "
Wolpe {1976, pp. 149-150), provides a brief sketch of this patient, According to

this sketch, the patient \Mrs. B.) is female, 41 years of age, separated from her

husband, and an inpatient._ht a university hospital. Her diagnosis ls depression.

According to Wolpe, is patient is_feeling depressed due to guilt about

activities in connection with what might be socially considered‘as normal
sexual impulses. She is alsoJepressed about.her unsatisfactory life sit=-
uation. When she was living‘w th her husband, her depression was primarily
¢ to restriction her social activities Hecause of her fear of people
in groups aﬁd sometimes due to ;exual'frustration. Wblpé v%aws this case
as an example of a reactive depression secondary to the evocation of anxiety.
. .

However Wélpo alsb states that,at_tines,the'patient was‘depressed due to

L .

normal physiological responges to sexual frustrations.

3. TInitial behavioral analysis in _an anxiety neurosis with depression

and despair - Mrs. 0. (Wolpe, 1976} . This interview consists of 120 therapist

and patient interchanges. The setting in which this interview takes place is

not described.
_Wolpe (1976, pp. 83-84) briefly describes this patient.
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. "The initial story that Mrs. 0., a 34 yecar old
divorcee, presented was that in consequence of the
anesthetic fsr a dilatatioﬁ and curettage seven months
prav;ously, 3bc~had had a succession of agxiaty a;tacks
characterized by a fear of not being able to breathe.
Two months later these were roplaced by continuous
but fliuctuating arixiety, with particular fears of
dying and disease. There was, a general undertone of
depression and hopelessness. This iIs what would be
called an exisézgﬁial neurosi§ in ceftain qharters.

Quite a difforent story was teased out by the

interview. Mrs. O. had always. been a rather timid

person who allowed herself to be imposed upon by others.

-~

‘.
b

About il months previauslg, after an unsatisfactory
attempt to celebra;e New Year's Eve, her unexciting
date had birought her home and leftther. The house was
empty, as her children were ‘away. She had a feeliné of
isola;?on that was followed by a state of terror on the
way upstairs to bed. She rushed off to her parents'
house, where the fea£ gradually subsided.

Life réturned to "normal" thereafter, and in April
she had the dilatation and curettage. From the details
provided it is quite clear that she was not adversely
affected ﬁy the anesthétic. However, she was poignantly

aware of her aloneness, just as she had been years pre-



{
viously at the birth of her ‘first baby, when her husband '."'"
was in Japan. A few days later, a dose of Valium shé Viad
taken in order to slecp produced feélingﬁ thatlhad ;lements.
in. common with hir feelings of isolation, pﬁd again she had
a panic gttack.: In the next two months similar atgacks'
occurred whenever she imbibed alcohoi. The fééling of iso-
lation‘was agalin elicited bgﬁghe disappo;nting termination
of a brief affair in May; and a WOe@ or two late} she bégan-
to be continously angﬁous.' This can be understoad.on the
basis :ﬁﬁt the discrete clicitationg;gi\high anxiety had, as -

commonly happens, brought ?bout a éqndiéioning of anxiety to
other stimuli that were present, m;ny of them endo;enous.
Her sense of inner integrity was lost, and pleasurablg feel-
ings were no longer elicited by familiar situations.- She
concluded that she waé breaking down mentally, the thought
of which frightened her still more and sent her into a
state of despair".

w

Judges

The majority of process research which has studied the Eechniques of
individual therapists by‘;ating sever&l therapy transcripts, has generallye
used only two to four judges (e.g. Hill, Thames & Rardin, 1979; Stiles &
Sultan, 1979; Stoten & Coos, 1974; Strupp, 1957} . Furthcrm&re, the degree
of clinical expertise of these judge; has varied “rom those of undergraduate

students wzth no tra;n;ng in psychotherapy procedures to those of experienced

clinicians. &ince in the past the number of judges has been rclatxvcly small

. Y




and the degree ok clinical sophistication rathor low, the present research
intends to use ; larger number of 3ud§es ea&h withigome level 6f.élinical
knowledge. Therefore; ;wo clinical psychologists and at least six graduato‘
students will be those who have eicher|compieted their clinical iptern-
ships or who a?e presently fulfilling Lhose requirements. It Is expected:
that this procedure will strengthemn\the ratings‘sfa;istically as well as
inc?ease the'validity of the ratings.

-
d

Procedure for Ratings o

Gene;ally}'judgés elther rabe all interviews in one sitting or

segment the work over a period of time. The former abproach.has the ad-

vantage that ratings may be consistent and judges. would be more likely

+

to work independently and not discuss their ratings with colleagues. A

disadvantage however, is that difficulties encountered with the categoriés

»
\-’
themselves would not be discussed, moreover, judges may fatique or tend

A '

to hurry. On the other hand, by segmenting the work into weekly assign-
ments, several advantages may be gained: enthusiasm fo; the task may be
maintained, effects of "set" may be miniﬁized, competence in categorization

- ' [}
may be aqquired rapidly during the initial weeks.of judging, and special ,"
problems encountered may be discussed throughout the_followiﬁg montﬁs of
ratings. Thus, it seems that the advantages ach}eved through segmenting tbe
data. over time, are greater than those which might occur ;f the judges were !

to rate entire interviews in one sitting. Therefore, the rating of interviews

will be segmented over a period of weeks,

66 ! A
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In terms of the specific procedure, the Enges will meet weekly as a

group until the completioh of ratings. The inferbiews will be rated in the

N .

following order: Milke and Dr. Rogers; Mr. P. and Dr. Wolpe; Cathy and Dr.

Rogers; and Mrs. B., and Mrs. O. in separate sessions with Dr. Wolpe. Judges

will be instructed not to view those interviews available on film prior to

’
[ -

rating that particular transcrip[?’

-

The first meeting will be to train the Judges. At this meeting, the

instructions and descriptions of the various categories will be discussed .

for appioximatelg two hours. At the secohd.weeklg meeting, thé judges will .
se given twd pages of verbatim dialogue (approximately 30-35 interchadges) to
place into the therapist and éﬁtien£ cﬁtegorie:‘! ;ach Jjudge will work'indé§§n—
dentlé between meetings (for detailed description of tpe ingtructions to.
judges, see Appendix C). ,bue to the small number of interchénées that

.

judges will be rating each week, it does not appear necessary to divide
g :

segments up randomdy. Therefore, the rétings of the statements will be

'taken in their actual sequence. s ' -

. : L/ ' e ' .
At the third and following weekly meetings, the judges will be given
&~
o

two pages of dialogue to rate, and the'rétings of the previous week will be

-

collécted and posted, enab;ing all‘judge; to compare and contrast their
individual.judgements with all other judges. At the end of ;ach meeting’,
there will ﬁe time for further discussion-of the categoriés and general
problems in ratings but no discussion bf the ratings themseLves.i After the
completion of each transcript, thosq statements whicﬁ did net reach criterion
on the first rating attempt will be given to the. jddges-to rate a secéna tiﬁe.
(Cri&eria for the classification of therapist and paéient statements will

be disgussed in the following section). .

- & i '

-
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In adopting,this method of rating, it Is expected tﬁﬁ%;ﬁfg,dﬁdging .

>qf 694 therapist statemants and 392 patient statements will take six

months to complete.

Statistical Methods

- N - . . .

In this section several issues will be discusseq: {(a) the manner in

which inter-rater reliability will be calculated; (b) the criteria “for v f
. - : ‘

therapist or patient statements to be considered classified; and {c) the

manner in which the results will be statistically presentéd'and analyzed.
. - 5
PR |
Interrater reliability will be determined by compiutations of Kappas

Interrater Rpliability'

.(Cohen, 1960; Tinsley &'Weisg, 1%75}.‘ A‘Kappa'is the ﬁroportion of agree- - \
ment betwegn two judges after c;ance ag:eeméng has been removed from con-
sideratian./ In the present s%udy eight Qudges will bé‘éhosen and randomly

placeé intc four pair;.‘ Kappas will be combuted on two pairs of judges

for all tﬁerapist statemengf which weré classifiedvand two pairs'of-ju;gés
for all classified patient statements. Thus for eight judges, four Kapp;s
will be reported, two Kappas: for thq;apist categories and two Kappas for

patient Eategories.

Criter{g!igr the Classificaion of.Therapist and Patient Statements

The research procedure will attempt to use the same jddges thréughout
the rating of transcripts and hold the number of judges constant. However,

'praéticél considerations such as the length of time involved, may preclude

this objective. Nonetheless, at least™Qight judges will be used at al% times
for each interview and the preponderance © ;aters-#ill be the same group of
individuals throughout the rés;ng pericd. THe criteria of acceptable agree-
‘ment for a theraplist or'}atient spatementfto be considered éategorfzed will,

be when at least five of the eight judges (62%) agree on a single catégory.r

3
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If ning judges are used, than the criteria of acceptable agraemont will be

when at lqast six of the nine judges (66X) agree on a_single category. If

ten -judges are used then the critoria of acceptable agreement will bae wheon

at leagt sevan of the ten judges (70%) agree on a single category. .
ﬁﬁﬁgggigg; For thébe statemants which after the first scéfing attempt

do not meet the level of ;ccoptable criteQia Just de;cribcd, a second scoring

attempt will ensue. This will take plqce-ﬂfter the entire transcript is

rated. If after a second scoring aftempt a statement does not reach criterlia,

[

that statement will be considered "unscéreab e" and dropped from the data

analysis.

The second scoring attempt seems appropriate considering the possibil-

L) . f
ity that under conditions when there are many raters and many observations

' N

i to be rated over a period of time, judges may lose sight of the critical

guidelines of the scoring system and the categories themselves. Furthermore,

it is common In pégchotherépg process research 'to 30mbensate for this prob-

i:“pfedominanc ¢ hniques, that is, major techhiques ch

-

o

after the second scoring

-
.

lem by'botp rescoring a second time ahd.recalibrating the raters every so

often,” that is, reacquaint the raters with the rules of the scoring system

and definitions of the categoribts. To some extent, this problem is reduced

* l

in the weeklgvmeetings when judges discuss difficult categories.

Ties: For those 1nterv$cﬂs in which an even number of judges serve

as ra%efs>there may be’ tles, ;hat zs, where half the Judges place a state-

¢
ther half place it in one other category. If

ment in _one category and che

tie results, that statement will be con-
@ e

s%déred unscoreable and dropped from the data analysis. e -

. , R

Criterion for Common Tachnigques: Sciles,'(1979f comparod techniljues

of theraplsts of dlfferenc apgggacdes and deczded that those technzques
used at least five percent of the time by aheraplsts n each znterVIew ar
f "q/
racteristic of those -
/0 |
-tr
69 ° . ‘
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In the prosent researchs c§;;o techniques used in each initiql session

at least filve porcent of the timo by both Wolpe and Rogérs will be consid-

At

erod common or shared techniques. The cholce of such a low cut off score «

¢ ‘ - !
will increase the possibility of finding several common techniques uisz ‘

which to compare Wolpe and Rogers. : - . ;

Statistical Description of Data

The classification of therapist and patient statements into discrate
categories constitutes nominal data. Since the present research i1s observing
. . ,

the various frequencics of these classifications, the data will be presented

in descriptive form.
L]

The descriptive presentation of data will be in terms of percentages,

an approach most common in rescarch of this nature (e.g. Hill et. al., 1979;

Stiles, 1979; Stoten & Goos, 1974). Specifically,-the percentage of times . .
- )

Wolpe and Rogers use various techniques in each interview will be' reported,
also the percentage of times patients use particular antecedent and conse-
guent responses to Wblzg's and, Rogers' common techifiques.

The data from‘;hc Iintervieks of Wolpe and ﬁoge;s will be described in <iﬂ,-~
two Qags: {1} when the data from each interview ari/geparated and (2) when

- . . J
the data from egach inte;tkbw of Wolpe and Rogers are pooled. The advantage

.

. of describind each interview separately is that the individuality and cornsistency

A

of erents acroés sessions can be viewed. Pooling, on~ghe bther hand, hae the

advantage of increasing the freduency df the event under study. The‘disadvaﬁtage

however, Is that the unique characteristfics of each session are masked and omly .
A * ' . . - . i
trends can be notif. Although this procedure is gqyestionable, due to the influ- »
- 'v .« .. - "--‘ .. . -]
; _ .. G ] ¥
- ence of patient differences, it is nevertheless a common approach in research .
- : - A _ . 1 - :
‘ , . o, . { . ;
.JL/}%ich gtudies more than one interview per therapist or grouﬁ; of tderapists .
— . - L *
Ly - . - ’ > . . . L v
- . . - .
&



representing different approaches {e.g. Becker & Rosenfeld, 1976; Brunink &

Schroeder, 1979). Since this research is primarily comparing the initial

*

Interviews of Wolpe and Rogofs and looking for cOmmonalities, the hypotheses

allow for the pooling of daq?; »

,

” ' - Questions and Hypothesas
)-"/P

P

The folldéwing is the list of questions and hypotheses the present inves-

tigation will address: ' *
Of the techniques used in initial interviews\by Wolpe and Rogers, as
proponents of different approaches to bsychotherapy; are there any techniques

which are used In common?

Hypothesis l: In the initial interview Wolpe and Rogers will share at

L]

least one technique, namely, the thérapist tells the patient what the patient

is like. o -

- Hypothesis la: In the initial interview Wolpe and Rogers will use

e '
several different techniques. Specifically, Wolpe will primarily ask the

N

. patient about the problem; a¥k the batidhc about the external situation;,
tell the patient about external reeﬁjcﬁ. Rogers will prinurﬁly reflect
.
and give simple acknowledgment.

wWhat are the simiiarities and differences in the ponditionsuﬁdegwhich

* ~o o - . .
Wolpe and Rogers’,. q& prcéonents of different approaches to psychotherapy, use

comfon techrniques in the initial interview?
Hupothesis 2: To the extant that WO}pQ and Rogers use one or more

comron techniques in the, initial interview, they will use such techniques

. ' e A b .
jaeﬁifferenc conditions. N _ _ . :

For the cogmon technigues used in initial interviews by both Wolpe
/ - : o .
and Rogers) as proponents of dif?@rent approaches to stchotheragg, what ~

SN

N



. . i . i
. .

. . \

¢ - are-the simi}aritias and differences in the patiant's consequent or fol=~’

- lowing statements? . / . é .
. i ! T ' ,
Qypothesis 3: It is anticipated that the use of common techniques by

Wo}pe and Rogers will lead to different patient rosponses.
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the remaining judges.

.

Chapter Iy = /-

«. RESULTS ¢ o~ '. _
The ﬁhrp;se of this Chapter is‘to report thd data pertainind'to

rater agreement, and3t6 present the findings with respect to the three

questions under <study. ~ | . L '

Ratﬁf A§rebment v

s ¥

* The total number of judges varied, since several either dropped

¢

L]
out or joined the rating team during the course of data collection.

Of the five initial interviews studied, te:'judges serveé,;s raters
bn three interviews, nine judges served ésﬁraters bq one Interview,
and oighE judges serv as rafers on the réﬁaining inte;yiew. Sevgn
of these ten jud re ?he same individuals throughout the rating of
all {ive interviews:.aﬁoweyer, since the .number of judges varied for

several interviews, so did the criterion for rater agreement. That is,

cach criterion 'level allowed three judges to be Iin disagreement with

L4 -
B

%

For the threg interviews rated by ten judges, 70% ﬁéreement was the

, . ” o , , .
criterion for a statement to be classified. On tMese interviews, 98.33%,

-

98.98% and 99.28% of the total number of therapist and patjent statements

for each interview met criterion. For the single initial interview rated
(.

- by nine judges, 66X% agreement was criterio£§\\0n this interview 99.76%

of the total number of "therapist and patient statements were classified.
. -

. : N . .
For the single initial interview using eight judges, thé criterion was 62%..

On this interview, 99.28% of the total number of therapist and patient.
statements met ériteriqh. ) . _ )

-~
4 . -

Across five jinterviews, judges reached agreement on 98.99% of the

.
'
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proponents of different approaches to psychotherapy, are there any tech-

- .

tharaﬁist statements and 98.26% of the patient statements. That "is, 684

thei;pisuﬁstatements and 680 patieﬁﬁ-statements were classified while 7

tharapist and 12 patient statements were dropped. More specifically, from

. Ll
the two interviewd of Rogers,.? patient‘statements and nottheraplst state-

’

v

ments were ‘ropped. Fiom the three interviews' of Wolpe, 5 pﬁ&ient statements

and 7 therapist statemeitts were drgpped,' That 1s, the unclassifiable

patienz statements were evenly distributed across all five interviews., The

unclassifiable therapist statements howaver, were evenly_dibtributed only

acrossrWolpe‘é'thrge_interviewsf ) . T Q!éF/
Interrncsr reliabllﬁ;g,J;s computed using the Kappa formula‘(Cobenq

1960; Tinsley & Weiss, 1975);, This formula gives the prOpbrtion of(égree-

\\

ment between two judges after the effects of chance agreement have been

removed. On the total number of classified therapist statements across

S ' .
five interviews, two separate pairs of judges obtained agreement levels of

.70 and .75. For all classified ‘patient statements, two additiopnal pairs
of judges obtained agreement. levels of .64 and .73. Thus, interrater re-

»

liability was adequate for therapist and pét}ent categories.

Questions and Hypotheses

Question COne .
_._.—.—.—.——L‘—-

~

i o ¢ :
Of the. technriques used in-inltial interviews by Wolpe and Rogers, as.

- . K

niques which are used in common?

~~

Tables 1 and Z‘Fresenttfhe eleven therapist categories together with

r ] v, ¥ ) B .
frequency with which Wolpe and Rogerg\used_vaiious techniques in each Initial
: _ h -

v .
" ; . . - "
. v

.

interview.

o . et ’ . ) g
e ‘ > ) o L7 : -3
nggthesis‘j:' In the initial intfjview, Wolpe and \Rogers will share
~ Y . "_/‘ .
] - :
i ~ 74




3. A case o ypo-

Therapist * Depression-! Neurosis- chondriacal

Techniques: . . Neurosis-

" Mrs. B. Mrs. Q. Mr. P,
v £ 5 I S £ £

1. Structures 0 0 1 .85 1 .9
Therapy

2. Self- _ o o () o 1 ; .9

' Discloses
. “ -

3. Asks about 45 60.81 86 73.5 79 '71.81

the patients ‘ '
* problems - ™~ -

4. Asks about 2 2.7 7 5 4.27 9 8.18
the external

h situation .

5. Tells the . 13 17.56 11 9.4 ig - 9.Q9

_patient abougfr“~7— g
the patient '%r* ]

6. Tells about 2 2.7 2 S 1.7~ 2 1.81
external )
reality - ’ .

_ 7.3 Reflects o - 0 5 4.27 4 3.63

'.‘.:w L : o —~

"§. 'Gives. advice t10 13.51§«U 2 1.7 o 0

. 9. Gives permis- 1 . 1.35 ) o
' i sion-approval-
.encouragement Y
10. Gives éimplé‘ 1 1.35 3 2.56
acknowledgment
-~ 11. "Other o 0 2 1.7
_ Total: 74 - 99.98% 117 99.95%
— 1 o
© Note: f = raw frequency ' . .
L R N o B £ -
o q\/} | -,: K
J T ; - S

'Table 1 c;

Distribution of Wolpa's Initial Interview Techniques:

Scoring Categories and Response Frequencies

\

;Tqifigl Interview

.

1.

A case of

N
2. A case of Anxiety

L

e




' ‘ © ‘rable 2
Distribution of Rogers' Igitial Interview Techniques:

Scoring Categories and Response Frequenciles

' -
-4
. ) s
- o ", Initial Interview
N :
- Therapist . ' :
, Techniques: 1. . Mike i 2. Cathy
j £ % £ %
1. Structures 2 f .1.42 1 -,
, Therapy ‘ ' .
h ' . . L '
2. Self- 3 . 2.14 . - 6 (i;\, 2.43
Discloses ' ‘ - T .
3. Asks about 4 , 2.85 : 4 1.62
" the problem g )
4. Asks about the 1 71 : o ' 0
external situ- . } ' .
ations )
) 5. fells the 19 " 13.57 40 . 16.26
~gient about . ' . - . .
‘the patient . ' -
6. Tells about _ 1 . " 7] o o
external o .
., . reality.
F] .\{ . st v - - ) ' .
7. Reflects ’ 76 54.28 - 40 16.26
8. Gives advice = 1 - .71 2 .81
9. Gives permis- 1 .71 .2 . .81
sion-approval- ¥
i encouragement o ' ?
S .. .
10. Gives simple 24 ©17.14 -t 147 59.75
acknowledgment ' ’ ’
11.” Other o~ 8 5.71 : @ 1.62
. - . . - 4 !
? = N - -
- Total: 140 i 99.55% T T ,. ., 246 99..96%
: 5 : .
Note: f = raw fregquency -~ P ."f R
.. , 4 L 2 ."' - . N
. SR .
%S» . §i‘;#qap;:'-¢..
.76 ‘ . L f;»-\,-;.'-‘. o
v - & Cow e .



Percentage of Qccurrence

" 100% -

-,

90% +

80% -

70%

60%

40%

0%

20%

10%

r

Intarview 1
Interview 2
Interview 23

0%

~

Therapist Categories

Figure 1
Response Distribution of Wolpe's Initial

Interview Techniques

77

T T e




Percéntage of Occurrence -

'90%

100% J : ‘ ':' ' ' o Interview 1
. e ' Interview 2

80%

70% -

Tﬁerapigt Categories

Figure 2 ' ,
L1
Response Distribution of Rogers' Initial

Interview Techniques

- o . ) 78

-
)
L




»

at least one technique, namely, -the therapist tells the patient what the

patient {; like.®

Y

-Inspection of the data (see Tables 1 and 2; Figures 1 and 2) shows

-

-
‘that for Rogers, telling the patient about the patient comprised 13.57% of

his responses in interview 1 and 16.26% in interview 2. For Wolpe, this

technique comprised 17.56% of his responses in interview 1, 9.4% in inter-
view 2, and 9.09% in interview 3. -Thus, telling the patient about the

patient was a common initlal interview technique for Wolpe and Rogers;

each therapist used It more than 5% of the time In each of their initial

sesgdions. All other techniqﬁes shared by Wolpe and Rogers were used less

than 5% of the time in each session.

Ry

;Hypothesis la: In the inital interview, Wolpe and Rogers will use

several different techniques, specifically, Wdﬁpe will primarily ask the
patient about the problem; ask the patient about the external situation;

tell the patient about external reality. Rogers will primarily reflect and

\

give simple acknowledgment . -

*
L

Inspection of the data (see Tables 1 and 2; Figures 1 and 21 shows

b

-

) ’, .
that for Wolpe, asking the patient about the patient tomprised 60,81% of

his responsés in interview 1, 73.5% in interview 2.and 71.81% in interview

3. With the exception of the .common technique:jii} other categories cop-

prised less than 5% of his responses in most interv{éws.' In all three

intérviews, Wolpe ﬁqst frequentlﬁ asked the‘patient about the patient's
' .

problem, while his second most frequent Egchnique was gglliqg’ghe patient
' ~ l : ,
about the- patient. Therefore, Wolpe was guite consistant in his uge of all

.

techniques across three initial sessions.

' Rogers, in iﬁ@erview 1; reflected 54.28% of the t}he and gave simple

acknowledgment 17.14% of the time. In interview 2, he reflected only

" . - - ° . v,

&
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16.26% of the time but gave simple acknowledgment 5%.75% of the time.
!

With the exception of the common technique, telling the pat{ent about the
I . .
patient, Rogers used most other categories less than 5% of the time in

both sessions. Thus, In two intefviews, Rogers most frequently either . -~ o

. .

reflected or gave simple acknowledgment, although the frequency with which
he used these two techniques varied considerably across sessions. Mis thifd - '

most frequent technique was Celliné the patient about the patient; his use °
N r

e

of this category was consistent across sessions. Therefore, Rogers was quite

consistent in his use of.all techniques across two initial Interviews.
- . . * L N .

Summary of Results: Question Dne

. L4

- -

Thé findings confifmed hypothesis 1 and partially confirmed hypothesis
N ‘. ‘ #.

la. In initial interviews, Wolpe anﬂ Rog&fs shared one common technique,

¢ . -

. N i ‘
namely, telling the patient what the patient is like. Each also used several \_
high-freguency techhiqﬁes unlike the other. Wolpe primarily asked the patient
- ' , ‘.} . .
about the problem but did not ask about the external situation nor tell the

v 3 »

patient about external reality. Rogers primarily reflected and gave simple

acknOfigdgment. Wolpe's‘énd Rogers' use of al]l other techniques was minimal,

The data addressing questiéns two-and three will be described both in

-

terms of ‘the summed interviews and the separate interviews of Wblpe and Rogers.

The intgntion is that the description of the data from the indﬁgi@yal inter-

- .
views will compliant the description of the data

i

om po&led interviews.

Question Two

Wh are the similarities and differences in the conditions under which
¢ . ) -

Wolpe and Rogers, as'proponehts of different approaches to psychqtherap?, use -

the commor technique(s) in the initial interview? .

-~ . -
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Tables 3 and 4 present the distribution of ﬁatient statements antecedent

.to the common initial interview technique of Wolpe and Rogers, that is, their

shows that 38.2% wei-&hose statement

\ e

telling the patient about the patient. Reported are both the individual and
pooled data from the three Wolpe interviews and.the two Rogers-interviews.

Figure 3 presents a graphic illustration of the pooled data while Figures'4

’ ‘

and 5 illustrate the individual interviews of Wolpé and Rogeérs.

-
Hupothesis 2: To the extent that Wolpe and Rogers use one or more
L€

« ' - oo .
common techniques in the initial interview, they will use such techniques

under different canditions. . . .

‘Comparing the percentdges between the six patient categories antecedent

L4 N fa
to Wolpe's common tifhnique,'the coled data (see Table 3 and Figure 3}
-\

in which patients described the
. ——
self, while 29.4% were those in which patients pravided information about

the problem. WNo more than 14.7% comprised those antecedent statements in

v -

which patients either accepted or opposed the ﬁherapist, and na more than
5.8% cémprised thdsé statements in which patients eithér described an
external scene or described an external target. Thus, Wolpe used the cbmmon
téchnéque differentially, following varioqs kinds of patient staténénts.
Contrasting the frequencies between the six patieqt categories for each
separate interview, Table 3 and Figure 4 shows that in interviews 1 and 2,

at least 45.45% of Wgolpe's use of the common technique followed staféménts

.

in which patients were Jpscribing the self. However, this figure dropped to

.

10% in interview 3. In interview 2,\he used the common technique frequently

but underadiﬁferent condition, that is he “Qif,if 50% of the time following

~

- x

) / - ‘ ’
. .
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~ . K . y Table 3 : g ]
Lo ' Distribution of Patient Statements
g » Af:tgcendent to Wolpe's Té.lling the, Patie'np .
Lo '* About the Patient: Sciir.ing Categories and Response Fréquencies_
' R 2 : ..
- ) ~ N T
Initial Interview
Patiént’ ) a S _. Yy
oy ©  Antecedent ' - R PO -2, X Summed
Statements o 7 ‘
) R % £ £ % £ 3
Patient relates = ' L AU _ '
to therapist . )
1. Opposes - 2 15.38 I 9.09 0 ., 0° 3 8.8
2. Accepts’ 1, . 7.65 .1 9.09 3 30,0 5 147 °
Pa\,c.i-ént relat_es / . T, " ,
to the self - ‘ ' L . . : : :
3. Déscribes - .7 53.84 | 5  45.45 1 10.0 . 13  38.2
self ’ o : ' . i}
- P . b . . . ' .
4. Informs of 2 15.38 3 . 27.27.5 50.0 10  29.4
problem r ’ - ‘. R - z
. Patient relates _ . - ) . '
to external world S ) . . R
* . L ) . ’ . . G . . o
v 5. Descrikes = 1 7.69° .0 .a~ 1 .10.0 2 - 5.8
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¢ ‘'Table 4

Distribution of Patient Statements

-t T L
Antecedent to Rogers' Telling the Patlent

¥

About the Patient: écbring Categories and Response Frequencles

AY

.

L

+—

Initial Interview

Patient -
Antecedent 1. 2" " Summed
Statements
£#* % f E f %
Patient relates !
to therapist
. ‘ ’
l. Opposes 4 21.05 3 7.5 7 11.8
2. Accepts 6 31.57 17 42.5 23 38.9
Patients relates .
to thq self
3. Describes 2 110.52 16 40.0 18 « 30.5,
self .
4. Informs [} 0 0 0 ¢ 0
of problem '
Patient relates
to external world
5. ‘Describes' 2 10.52 [} 0 2 3.3
' scene
&. Describes 5 26.31° 4 10.0 9 15.2
Target ' ’
Total: 19 . 99.97% 40 100.0% 59 99.7%
Note: f = raw fre&uency \
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the patient’s informing about the problem. In all three interviews, no&

-

. o 0N
more than 15.38% of the time did Wolpe use the common technique aft ’
p&tients opposed the theraplist, and no more than 30% of the time fb?iowing

patients accepting the therapist. Likewise, ‘not more than 10% of the time

in any one 'interview, was the common technique used after patients either

described an external scene or defined a specific external target. Thus,
4

in two interviews, Wolpe most often used the common technique (tells the

1 <
patient about patient) after patients described the self, yet in one inter-

Jiew, he showed a moderate tendency (50% of the time} to use it after the

patient informed about the problem.. on the other hand, wWolpe used the common
technique l;a§t often after patients accepted or opposed the therapist, as
well as after patients either describe an external scene or described an
external target,

The fin&ings fo; Wolpe, pertaining to Hypothesis'2;~suggests that
Wolpe used the common technique differentially, following various antecedent
patient statements in initial interviews. That is, statements in which
patients rélated to the self by describing the self most frequently preceded
Wolpe'’s telling the patient abéut the patient. Statéments in which patients

i

either related to an external world or relatéd to the t?erapist rarely ante-
ceded the common technique. 6nly to a moderate degree did statements, in
which patients related to the self by inform’ng about the problem, precede
Wolpe's common technique.
Comparing the response frequencies begween_the six patient categories

- that were antecedent to Rogers’ common technique, (see Table 4 and Figure 5)

the pooled data indicate that 38.9% were statements in which patients. accepted
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the the;apist, and 30.5% were those which described Ehe self. Na more thén
15.2% compriseé statements in Which patients either opposed the'therapist

or described'an external scene or target. Rogers did not u%e the common
technique following statements in which éatients provided informqtion about

the problem. Thus, Rogers used the common technique ‘differentially, following
various kinds of patient statements.

Within individual inﬁerviews, contrastihg tﬂe responsé frequencies be-
tween six patieﬁf g&tegories antecedent to Rogers' common techniéue, Table 4
?nd Jlipdicate: in ;nterview 1, 31.57% of Rogers' use of‘the‘common-technique
followed the patient's accepting the fherapi;t and in interview 2, tAis figure
was 42.5%. Statements in which patients described the self preceded the

. .
common technigue 10.5% of the time in Interview 1, but 40% in interview 2. In

both initial interviews, no more than 21.5% of Rogers' use of é;;mon technique
followed patients' opposing the therapist and no more than 26.31% followed
patientﬁ'.relating to an external target. Rogers did not use the common tech-
nique after patients informed about the problem. ' Thus, Rogers, in two inférviews,

most often used the common technique following statements in which patients

accepted the therapist, however, in one interview, he showed a moderate tendency

to use the common technique after the patient described the self. '

The findings for ﬁogers, pertaining to hypothesis 2, suggest that Rogers
used the common technique differentially, following certain classes of ante-
cedent patient’statements in‘the initial-interview. That‘ig, when patients
related to the therapist by accepting the therapist, Rogers most often used
the common technique. Statements in which batients either described the

self or described a specific external target, anteceded the common technique

. .
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to a lesser extent, while statements in which patients elither informed about
the nature of their problem or described a general external scene, rarely

anteceded the common technique.’

, Comparlsou of the antecedent conditions of Wblpe s and Rogers' common

‘technique: The summed columns in Tables 3 and 4 indicated the everall
tendency for Wolpe to use the common techn}que, most frequent.l_yzS following
patients' describing the self. Across three'intgrviews, he used the common
tecpnique upger this condition 38.2% of the time. Sécondly, he used the :

common technigue, 29.4% of the time following patients informing of the

prbblem. On the other hand, Rogers, 38.9% of the time used the common

technique most freguently, under the condition when patients' accepted the

therapist. Not unlike Wolpe, Rogers also used the common technique'under
‘the condition when patients' described tho‘self. Across two ;ntqrviews
Rogers used the common technlque under this condztlon 30.5% of the tlHE

Thus description of the pooled data suggests that, although there was some

overlap in the conditions under which Wolpe and Rogers used the common
technique, they ‘essentially used it under different conditions.

Comparing the antecedentconditions of Wolpe's and Rogers' common
¢
techniques across individual interviews “(see Tables 3 and 4), suggests
that Wolpe was fairly consistent in his use of the common’ technigue under

two conditions, namely, the patient describing the self and the patient

informing of the preblem. In interview 1, Wolpe used the common technique
y . : ;

following_the-patient's'describing the self 53.84% of the-time, in inter-
view 2, 45.45% of the time and 10% of time in interview 3. His use

of the common technique following the patient's informing of the problem
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was also consistent across interviews. In interview 1 he used the common &
technique under this condition 15,38% éf the time, in interview 2, 27.27%
of the time, and 50% of the time in interview 3. -

On the other hahd, Rogers was consistent in his use of the common
technique but only under the condition of the patient accepting the therapist.

In interview 1, he used the common technique under this condition 31.57% of
N f
the time, and 42.5% of the time in interview 2. His use of the common

technique under the_conditign_of the.patient describing the self varied
across sessions. In interview 1, he used the common technique under this
condiiton 10.52% of the time and 40% of the time’in interview 2.

In conclusion, description of both the pooled and.individual interviews

.

comprising the antecedent conditions of Wolpe's and Rogers' common techniques,

suggest that Wolpe and Rogers, were fundamentally different in their selection

of antecedent conditions. However, some overlap does exist, and seems de-
L
. .

pendent upon the particular patients of Rogers and how he works with these

.

patients.

Summary of Results: Question Two

The findings confirmed hypothesis 2, némelg, that Wolpe and Rogers use
Ehg common technique under different conditions. Specifically, Wolpe used
the common. technique most often fellowing statements in thch patients
described ;he nature of.the self. Rogers, however, most often told the
patient about the patient following st;tements in which patients accepted
what the ‘therapist said. Rarely did Wolpe use the common technique following

L)
any statements in which patients attended to something external, nor when



-
3
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. i
pbatients described 4 general external scene,_ provided information about

the problem or opposed the therapist. To a moderate dedree, Wolpe also

used the common technique after patients' informed about the problem,
while Rogers used it fbllobg;g.patiénts‘ describiné the nature of the self
and their des;ribing specific external concerns. Under each of these con-
dit]ons, both therapists varied the consistency of théir use of the common
technique, however, Rogers tended to vary to a greater extent than Wolpe.
Overall, scme overlap existed between the ant?cedené of Wolpe's and Rogers’
use of the common technigque. This seems primarily due to the manne; in

which Rogers worked with different patients.

Question Three

For‘the common techniques used in initial interviews by both Wolpe
and Rogers, as proponents of different approaches to psychotherapy, what
aré the s;nﬁlérities and differences in the patients' consequént or follow-
ing statements? . ¥ ]

Tables 5 and 6 present the distribution of patient statements con-
sequent to the ther;pists' conmun‘technique in initial sessions. Figure-6
illustrates the summed data contained in Tables ﬁ and &6, while Fiqure 7
and 8 illustrate thé data from the individual interviews.

r

° Hypothesis 3: It is anticipated that the use of common techniques by
. 1
Wolpe and Rogers will lead to diffefent patient responses.’
Comparing the response frequencies between the six patient

categories that were consequent to Wolpe's common technique, the pooled

‘dapa (see Table 5 and Figure 6) indicate that 38.23% were those- statements



describing phelsolf and 29.41% were those accepting the therapist. No more
than 11.76% comprisedkany statements in which patients either opposed the
therapist, informed about the nature of the éroblem, or qucribed external
concerns. Thus, certain classes of patient statements followed Wolpe's

common technique to a greater degree than other. classes of statements.

.
L4

Inspecting the frequencics between the six categories'fof separate
interviews, Table 5 and Figuré 7 show that in interview 1, 38.46% of the
pqtient's statements, conseduenﬁ to. Wolpe's common te&hnique, were those
which described the sélf. This fiqure was 36.36% in interview 2, and
40% in in;erview 3. Consequent statements in which patienfs‘ accepted

N

the therapist comprised 23.07% in interview 1, 29.27% in interview 2, and

40% in Interview 3, For any one interview, no more‘fhan 18.18% of patient
statements.comprfsed those in which patients opposed the therapist, no more
than 9.09% comprised those Iin which patients informed of the problem, and
no more than 10% comp}ised those in which patients described an external
scene. Only in interview 1,‘did the patient, 23.07% of the time, describe
an external target consequent to the gommon technique; yet this figure
dropped to zero in intervigws 2 and 3. fhus patients most frequently
described the self, and secondly, accepted'the therapist following Wolpe's
common technique. Only to a’slight extent did the other kinds ofjspatient
statements follow Wolpe's ;élling the patient about the pdtient.

Findings for Wolpe, pertaining to Hypothesis 3, suggest that patients

followed the common technique with certain classes of statements to a

greater degree than with other classes of statements. That is, consequent

s ]




Table 5

Distribution of Patlient Statements

\
Consgquent to Wolpe's Telling The Patlent
About the Patient: Scoring Categories and Response Frequencles
[}
Initial Interviews
Consequent .
Patient 1. 2. Ju Summed
Statements ’
£ % f ;4 £ % f %
Ll
Patient
Relates to
Therapist
1. Opposes 1 7.6 2. 18.18 <) 1 10.0 4 11.76
2. Accepts 3 23.07 3 27.27 4 40.0 10 29.41
Patient
Relates to
the Self -
3. Describes = 5 38.46 4 36.36 4 40,0 13 38.23
self
‘ v -
4. Informs of 1 7.6 1 9.09 0 ) 2 5.88
problem
Patient relates
to external world
5. Describes, 0 0 1 9.09 1 10.0 2 "5.88
scene
6. Describes 3 23.07 o 0 0 0 3 8.82
" Target
Total: 13 99.88% 11 99 ,99% '10 100.0% 34 99.98%

Note: £ = raw fregquency
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fable 6

Dpistribution of Patient Statements

Consequent to Rogers' Telling the Patlent

About the Patient: Scoring Categories and Response Frequencies -

Initial' Interview

Consequent ; "
Patient %. 2. Summed
Statements
r# % £ % £ %
Patient relates
to Therapist -
1. Opposes ’ 5 26.31 2 5.0 7 11.86
2. Accepts 2. 10.52 21 52.5 23 368.98
. ~
Patient relates .
to the self
3. Describes 4 21.00 14 35.0 18 30.50
self .
/ [
4. Informs of o 0 . 1 2.5 1 1.69
problem
Patient relates
to external world
5. Describes 4 21.00 2 - 5.0 6 10.16
scene ’ . ‘
6. Describes 4 21.00 ¥ 0 4 6.77
Target
Total : 19 997 83% 40 100.0% 59 99.96% .
Note: f = raw frequency
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to Wolpe s+telling the patient about the patient, patients most frequently ¢
descrlbed the nature of the self and accepted what the therapist said.

Patients did little else followlng the common technique inthese.initial

Interviews. .

-

Compar;ng the frequencies between the six patient categorles that were
consequent to Rogers' common technlque (see Table 6 and Figure 6), the
pobled data indicate that 39.98% were statements in which patients accepted
the therapist, and 30.5% were those in which patients described the seJf.
No more than 11.86% comprised any statements.in which patients either opposed
the therapest, informed of the prablem, described an external scene, or des-
cribed an external target. Thus, consequent to Rogers' use of the common
technique, patients diffe;entialiy followed with certain classes of responses.
Contrasting the frequencies between the six patient cetegoties for ‘
individual interviews, fable 6 and Figure 8, shows that in interview 1,
21% of statements consequent to the common technique, were those in which
the patient described the self, while for interviewVZ, this figure was
35%. Statements in which patiente accepted the therapist comprised 10.52%
in interview 1 and 52.5% in interview 2. Any statements in which patients
either opposed the therapist, described an external scene; or descrihed an .
external terget comprised no more than 26.31% in interview l, and ne more
than 5% in‘interview 2. Patiente informing of the problem did not occur in
interview 1 and comprised only 2.5% of conseqeent responses in interview 2.

Thus, description of separate interviews revealed that the patient's responding

was actually more variable. One patient primarily opposed the therapist,

o
P oA



described an external scene and described an exte;nal target, while the
other primarily accepted t@e therapist and described the self. Neither
patient inforﬁed about fhe_problem.

Thus for Rogers, the findings suggest that his use of the common
technique exerted only a "s;}tf tendency for patients to respond in a
uniform manner, Specifically, there wﬁs a "soft" tendency for patients
to accgpt the therapist and describe the self.

- [ ]
Comparison of the consequent conditions of Wolpe's and Rogeg;' common

technique: The summéd columns in Tables 5 and 6 indicated the overall
tendency for patienés to‘éost frequently respond to Wolpe's common tech-
niqqe by describing the self. Across three interviews they responded

in this manné; 38.23%'5} the time.‘ Secondly, patients responded by
accepting the therapist. Across two interviews, they responded in this
manner 29.41% of the'time., Likewise, patients of Rogers showed an
overall ;endency_to most frequently respond to the common technique,

by accepting the therapist. Atross two interviews, patieﬁts responded
in this manner 38.98% of the time. Secohdly, patients respondgd to
Rogers' common technigue by describing the self. Across two interviews,
patients responsed in this manner 30.50% of the time. Thus, description
of the pooled data suggests that although there were some differences

in the consequences obtained by Wolpe and Rogers in response to their
use of the c&mmon technique, patient; essentially tended to respond in

a similar manner.

. . ’
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Comparison of the consequences of Wolpe's and Rogers' common tech-

nique across ipdividual sessions (see Tables 3 and 4), suggests that
{

each of Wolpe's patlents were consistent in their manner of responding

to the common teéhnique. Each pétient responded to‘Wolpe's use of the
1
common technique by describing the self 38.46% of the time in interview
1, 36.36% of the time in interview 2, and 40% of thé time in interview 3.
5

Secondly, they accépted the therapist 23.07% of the time in interview 1,
27127x‘bf the time in interview‘2; and 40% of the time in interview 3. On
the oshvr hand, each o; Rogers' patients varied considerably in their
manner of responding fo.th? common technique. In interview 1, Rogers'
patient, consequent tq the common technique, accepted the therapist
10.52% of the time and described the self 21% of the time. In interview
2, the patient accepted the therapist 52.5% of the 'time and'described the
self 35% of the time. ' .

In conclusion, description of both the pooled and indiv;dual interviews,

. | ‘

comparing the consequences of Wolpe's use of the common technique to Rogers',
suégest that Wolpe and Rogers essentially obtained similar conséquences.
However, the degree of similarity seemed dependent upon the particular

patients of Rogers.

.
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Summary of Results: Question Throe

The findings did not confirm hypothesis 3. That is, following
/wOlpe's ﬁnd Rogers' common technique, telling the patient what the
.:patient is like, patients generally tended~{o respond in a similar

:manner. Wth data was pooled, Wolpe and Rogers'obtained similar
consequences to their use of the common techniques. Specifically,
patients most frequently tended to respond to both Wolpe's ana

\
Rogegs‘ common technique by describing the nature of the self, and
accepting what the therapist said. However, when separate inter-

views were described, the tendency for both of Rogers' patients to
] . . .

, .

respond in this manner was less pronounced than for Wolpe's patients.
That is, each patient of Rogers' tended to respond differently, while
Wolpe's patients were quite consistent in their manner of respondihg

to the common technique. However, description of‘the pooled data re-

vealed that Wolpe's and Rogers' patients were generally similar in

-
~

the manner in which they responded to the common technigque, that is
they tended to desc}ibe the self and accept the therapist. Overall,
similarities existed between the manﬁer in which patients responded to
Wolpe's and Rogers' common technique however, patients also displayed

some difference.
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Summary of Results

The first question under sgudy asked: which tecﬁnigue do Wolpe
and Rogers use in initial interviews and which t;chniques are used,
rather frequently, by both theraéists?' It was hypothésized that in
initiél sessions, Wolpe wSulb primarily use. four techniques: ask the
patient for informifion about the problem; ask for information about
external reality; tell the patient about the patient; and tell ;he pa-
tient about external reality. Rogers on the other hand, was expected
to primarily use three tec@niques: reflection; simple acknowledgement;
and telling the patient about the patient. It was also hypothesized
that in the initial interview Wolpe and Rogers would share at least one
tochnique, namely, telling the patient about the patient.

Both hypotheses were confirmed. The findings indicated that in
initial sessions, Woipe primarily used only two techniques, namely, asking
the patient for information about. the proble% and, secondly, telliné the
patient about the patient., The extent to which Wolpe used most other

“techniques was minimal.

Considering which techniques Wolpe and Roéers shared, the findings
indicated that each therapist was consistent across sessions In their use
of one technique: telling the patient about the patient. In each initial
session, both Wolpe and Rogers used this technique with moderate frequency.
Thus, Wolpe and Rogers were found to ghare one common technique in initial

. ) s ,
S€5510Ns.

The second question under study asked: how do Wolpe and Rogers compare

in the manner in which each used the common technique, that is, under what
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conditions did each therapist tqll the patient what the patient Is like?
It wa# hypothesized that Wolpe and Rogers, proponents of different approaches
of p.;ychotherapy, would use the common tec{:nique under different conditions.
This hypothesis was confirmed. The findings suggestgd that wWolpe and Rogers
tell the patient about the patient under different conditions. Wolpe's

use of the common technique primarily followed statements in]which patients
described and talked about the se;}, rather than when patients related to an
external world or related to the therapist.aﬂﬂowever, Rogers' use of the
common technique largely followed statements in which patients accepted

whqf the therapist said, rather than when patients opposed the therapist,
described the problem,or described a general external scene.

The third question under study asked: how did Wolpe and Rogers com-
pair in te;ms-of the manner in which patients responded to the common tech-
nigque? It was hypothe;ized that Wolpe's énd Rogers' use of the common
technique would lead to different consequences. The hypothesis was not
confirmed. The findings Suggest that in initial interviews both Wblpe
and Rogers gencrally obtain similar consequences.to the common technique.
However, consequences to Rogers' common technique seemed to vary w;th
different patients, while the patients' of wWolpe all tended to be con;
gistent in their responding to the common techniqhe. Specifically, in
response to telling the patient what the patient is like, patients of
Wolpe generally responded in two ways, namely, by describing the nature

of the self and by accepting what the therapist said. These patients tended
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not to respond to the common techqique by informing about the problem,
opposing the therapist, or by relating to exﬁernal concerns, . For Rogers
however, one patient responded by primafily accepting the therapist and
describiqg the self, while the other patient showed only a "soft" tendency
to respond in this manner. This latter patienp, In addition, responded to

the common technique by relating to external concerns and opposing the

J

therapist. _ . .
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Chapter IV

Discussion

In this chapter the following topics will be discussed: (a) , the
hypotheses and results in light of the clinical and research literature;
(b) the methodological and procedural problems encountered during this

investigation; and (c) the relevance of this study for the practitioner

and for future psychotherapy researah.

Results iﬁ View of tﬁe Literature
In the following paragraphs the results in view of the literature will
be discussed in relation to several topics: (a) Wolpe's and Rogers' initial
interview techniques, (b) the conditions ugder which Wolpe and Rogers used
common techniques and- (¢) -the manner in whicb_patien;s responded to Wolpe's

and Rogers' common techniques in initial sessions.

Wolpe's and Rogers' Initial Interview Techniques

It was hypothesized that Wolpe and Rogers, although fundamentally
different in their approach to therapy, would Mave at least one technigue in
common, namely, telling e patient what the patient 1is like. 'The results
condirmed this hypothesis.\ Relatedly, it was aléo hypothesized that in
initial session; Wolpe and Rogers would use several different techniques.
Specifically, Wolpe would primarily ask for information about the patient an
Epe problem, tell the patient about external reality, and ask_fof Information

about the situational context. Rogers, on the other hand, was expected to
4

use other techniques such as reflection and acknowledgment. The results

.
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confirmed this hypothesis although indicating that Wolpe concerned himself
only with asking for information about tha problem and the patient rather
than the use of the other expected techniques. These findings will be

further discussed below. -

Wolpe's Techniques: The clinical literature (Brown, 1967; Klien et.

al., 1969; Lazarus, 1972; Locke, 1971; Wolpe, 1973; Wolpe & Lazarus, 1966},
indicated that, in the initial interview; Wolée's function 1s to gather
information about the pa;ient's problem, provide {nformation to the patient,
and correci\fii'patient's.misconceptions abﬁut her self or her problem. The
research literature (e.gf?gecker, 1975) supported this expectation; showing that
in initial gessions Wolpe provided a broad range of information tc the pa-
tient, 26.2% of the time, and asked a broaé range of questions, 60.60% of
the time. As a result, Wolpe was described as active, directive and~author-
itive. In view of this literature, the present investigation hypothesized
that in his initial interviews, Wolpe would specifically use four techniques:
ask for information about what the patient or problem is lﬁﬁe; ask for infor-
_ mation about and clarify the external situational context; tell the patient
what the patient if like; and tell the patient what extérnal reality is like.
The first technique, asking for information about the patient, focuses
both the patient's and .therapist's attention upon thé "self" and the nature
of the problem. In contrast, asking for informatioq about the external
situational context focuses their attention upon things external to the self,
such as, factual information about some other person, thing, object or situ-
ation. For example, if the patient refers Lo her drinking problem, the

therapist, 1f gathering information about the problem, might say: "What
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causes you to drink?" If however, the therapist asks about the external
>
situation, he might ask: MWhat does your husband think about the drinking?"

Although with each technique information is requested, their major difference

is with respect to where the patient's and therapist's attention is focused.

Likewise, the distinction between telling the patient Qhat the patient, g
is like and telling the gatient about external reality, is also.a matter of’
where the patient's and therapist's focus of attention is directed. With'
the first technique the patient's and therapist's attention is focused upon
th# nature of the patient's personality, such as her feelings and thoughts.
With the second technique, their attention is focused on events or things
external to the patienp's personality. For example, Lf the patient refers
to her problem getting along with her second husband apnd his children, the
therapist, telling the patient what the patient is like, might say: "Maybe
you're confused if it's something about you that's causing ;he problem."” |
If however, the therapist is explaining external reality, he might ség:
"kids sometimes try to sblit their parents apart, in otd?r to bond more
tlosely with ocne parent.”

‘The results of the present study indicated that only twe techpniques
characteriged Wolpe's first sessi?ns. More speéifically, Wolpe did little
else other than ask for information about the patient, and tell the patient
what the patient is like. As expected; Wolpe was found to be quite active
in initial sessions, but the direc;ién in which he focused his and the
patient's attention was rather specific and limited to the patient's prob-
lem and what the patient is like. In this sense, Wolpe's approach could

be considered "patient-centered"”; using techniques which primarily focused

-
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tion, simple acknowledgment and one in which he provided information or

.

-

his and tﬁo patient'’s attention on the "self" and the problem, rather than
on tﬁe therapist or things exte;:'nal to the personality of the eatient.

In general, findings show that Wolpe does what he elaims to do in
initial sessions but is more limited in focug. Across t@ree initial
sessions, Wolpe orchestrated his techniques in a consistent manner and it

therefore appears that he iIs quite predictable with regard to the techni-

gques he uses In first therapy sessions.

Rogers' Initial Interview Techniques: The.clinical literature (Rogers, 1942,
1957,1961) provided expectation that Rogers' initial interviews would be charac-
terized by the expression of the facilitative conditions, namely, empathy{
warmth and genuineness. The empirical literature (Hill, Thames & Rardin,

1979, Stiles & Sultan, 1979; Stqten & Goos, 1974; Strupp, 1957} found that

Rogers, in initial sessions, primarily used three basic technigues: reflec-

opinions about the patient to the patient. For clarity, the present re-
search labeled this latter technigué as telling the patient what the patient
is like. It was hypothesized that in the initial interview, Rogers would
primarily use ﬁhese three techniques.

When Rogers (1957) provides acknowledgment he indicates he is sensi=
tively listening and closely following what the patient is saying. Most
commonly; this technique is expressed by the therapist saying "Uh-uh" or
"Mmm-hmm” following various kinds of patient statements. When Rogers
(1942, 1951) recognizes, reflects or re-frames the patient’s immediate
experiencings, he is largely expressing empathy. Although various levels

of reflection and empathy have been defined (i.e. Truax & Carkhuff, 1967),
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this research ldentified a refle&tion at the level where the therapiét says
what he belleves the patient is saying or meaning. With the attention of
the therapist primarily on tﬁc cohtoxf of what the patient’is saying, the
therapist restates, clarifies oft;f}rors what the patient is séying.' In
effect the therapi;p says "You seem to be feeling this way...am I right?"
..."This is what you seem to be saying?"

Likewise, when Rogers tells the patient about the patient, he may be
expressing empathy and in rare instances giving a sheer interpretation
(Staines, 1969; Rogers, 1942, 1951}). In contrasc_to a reflection, the
therapist, based la}gely upon his own perceptions, theory, or ideas about
the patient, tells or explains to the patient what he thinks the patient
is like. With this technique the attention of the therapist is upon the
kind of person the patient is, rather than on what the patient is trying
to say. The therapist in effect might Say to ‘the patient: '"You are this
way"; "Here is qhéf you are feeling”; JHere is how you are now": "Here is
what your relationships are like", or "7This is what your reactions are
about”. When telling the patient about the ?atient, the therapist's words
go significantly beyond the content of what the patient is saying and seem
to Express more than what the patient means. The therapist in one sense,

expresses his view of the patient but that is rather implicit. When using

this technique, the therapist is authorative, telling rather than clarifying

what the patpent is like. Staines (1969) copsiders such a technigque to be

. /
>
n interpretation or a "deep” reflection. Hill, Thames and Rardin

4 find that such a technique is similar to an interpretation, in-

similar to

(1973) a

dicatfing that judges‘had difficulty discriminating between a simple reflection
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and the therapi;t interpreting.

The results indicated that in first interviews, Rogers does little
else other than use three techniques,_nankly, saying what he balievo§ Fhe
patlent is saying; ;imple acknowledgment and telling the patient what the
patient is like. As a result, Rogers primarily is non:directive in his
therapy approach but authoritive gestureé are present. Although it is not
clear if'these techniques are indeed the vehicles for the expression of

, Co
empathy, warmth and genuineness, the findings further support previous
empirical literature, confirming that Rogers'does use the same set of
techniques in first interviews.

Stifes'(l979) studied the initigl interviews of client-centered
therapists and found that in addition to reflecting and giving'acknow-
ledgment, they self-disclosed rather often but rarely provided information
about the patient, or expressed opinions to the patient. In contrast, the
present study found éﬁat Rogers rarely self-disclosed but frequently gave
infb}mation about the patient o the patient. It appears, that in initial
sessiéns, client-centered therapists are more conservative than Rogers in

the extent to which they are. authorative and tell the patient about the

" patient, yet express their‘personal feelings and experiences to the patient

more often than Rogers in his initial seséions. Since Regers (Evans, 1975)
suggests that self-disclosure of the therapist's personal feelings, thoughts
and experiences 1is one way of expressing genuineness, the question ;s raised
concerning how else might genuineness be expressed in Rogers' first sessions
or how much genuineness is necessary to convey?

Variability of Rogers' Techniques: This research found that the extent.
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to which Rogers reflected and gave acknowledgment tended to vary across

interviews, yet he was consistent in his teiling the patient about the
patient. The empirical literature (Hill et.al., 1979; Stiles & Sultan,
1879; ?trupp, 1957) also suggests similar vériabilit; with regardrto hi

use of reflection and acknowlédgwent, but each study looked conly at one
initial session ind cach used different sets of therapist categories
classifying Rogeré' téchniques. The results of the present study are based
upon a nn?hodology which used one set of therapist categories but studied
the initial session§ of two different pat&ents. As a result, comparison of
the data fr;m the present study bith past research raises questions concern-
ing: (&) whethcf Rogers' vériabiliﬁy is due to his Iindividualized approach
to therapy (Shapiro 1977; Rogers, 1951) and ?hether the varying use of
these techniques 1is connected to varying degrees of the facilitative condi-
tions and patient differences, or (b) whether his variability is due to the
use of different sets of therapist categories.

N
Comparing Wolpe's and Rogers' Initial Interview Techniques: Wolpe and

Rogers differed in that each used a different sef of "favored" techniques,
characteristic of their respective theoretical orientations. Wolpe was
openly directive and active, continually asking for information about the
patient and the problem.‘ His manner of asking questions primatily focus-
ed ﬁhe patient's attention on the patient and the problem rather than on
things external to the patient. In contrast, Rogers seemed less directive,
. |
instead he reflected and gave acknowledgment. ‘Perhaps with this technique

Rogers conveyed to the patient that he is actively listening and that the

patient is the one leading and directing the session.
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Patient differences seemed to have little effect dn Wolpe's therapy
style, he\éas relatively_consistent-across sessions in the use of his ﬁajor
techniques, and seemed_ to be the same¢ regardless of which patient he was
working wifh. Rogers however, tended to vary the extent to which he uéed
Ais kwo major techniques with'different patients and as a result seemed
nnie_flexible in his approach. It appears that patient differences did
influence his thqraby style.

Wolpe ﬁnd Rogers were similar in that both shared.a common technique,
naﬁely, telling the patient about the. patient. For.Wolée, this authoritative
technigue is compatible with his openly directive, active and authoritativel
style (Klein et.al., 1969; Wolpe, 1973), yet for Régers (1942), it seems
less compatiﬁle with his "non-directive" approach. However, since telling
the patient about the patient is difficult to distinguish from a reflection,
Rogers' use of guch a technique might be more subtle in nature than Wolpe's.
As a result, it iIs possible that patients are not actdallg aware that Rogers
is conveying his own opinion to the patient rather than simply clarifying

or restating what they are trying to say.

Both therapists, in their use of this common technique, were consistent

.
L

across sessions and each used it with the same relative frequepcy as the

other. Therefore, for Wolpe and Rogers, this techhique segii ?‘”"4? t,
one not overly relied upon yet one not easily overlooked.
appears that in first sessions, the techniques, roles or styles of wWolpe

and Rogers to some extent overlap.

Wolpe's and Rogers' Common Initial Interview Technique ;

The research literature (Becker, 1975) found that in initial inter-

viéws, Rogers and Wolpe had one technique in common, that is, one used at
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least five percent of the time by each therapist. Becker found that both
therapists provided the patient with information about the patieét. In
‘UMO initial sessions, Wolpe used such a techniqué 25.2% of the time, while
Rogers used it 14.9% 6f the time. In the present research, such a téch-
nique was labeled as the ‘therapist tells the paﬁient what the patient is
like. Relatedly, the clinical literature (Brown, 1567;‘Fisher, et.al.,
1973; Rogers, 1942, 1961; Wolp;?,'l973; Wolpe & Lazarus, 1966) indicated
that in the initial interview, other techniques ;uch as reflecting and
simple acknowlédgmené might also be shared. It was therefore hypo;hesized
that at least one technique, namely, telling the patient about the patient,
would be used by both therapists in initial sessions.

Resuits confirmed this ngothesis, and showed that a singlé technique

was common, that is, both Wolpe and.Rogers spent considerable time telling

the patient:yhat the patient is like. For Wolpe, this was his second most

frequent technique, his first was asking about the problem; while for Rogers,

it was his third most frequent technique, the other techniques being reflect-

ion and acknowledgment. The extent to which Wolpe and Rogers used this common

technique was similar to that found by Becker, although in his research the

‘definition of such a technique was broader. It appears that the extent to

which these therapists used this common technique suggests that it has a
definite place in their initial interview repertoire.

Telling The Patient What The Patient Is Like: An Interpretation?

In the present research the technique -of telling the patient what the

patient is like was defined as: the therapist names, describes, labels,

tells about the kind of person the patient is. This may include telling
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the patient about the kinds of problems she has, the kinds of thouéhts she
has an& the k{nds of feelings she has. The therapist speaks from his own
perspective, and as an authority, tells the patient how the patient functions,
what her interpe;sOnal relat}onships are like, what her relationship to the
self is like, and what kind of world the patient Iives in and creates for
herself. In effect, the therapist is saying “"Here is the way I see you...
here is the way you are...you seem like a person who wants to do this or
do that...here is the kind of problem you have...here is how I see your
problem". Thus, the therapist in effect, is the authority and interpreter
in tellin§ the patien; what the patient is like.

In several major systems of content analysis, such a technique has
also been described, but labeled as an "interpretation”. Dollard and Auld
(1959) , categorize an.interpretation when the therapist labels, names,
connects motives and ideas not previdﬁslg connected, or draws discriminating
meanings falsely believed to be connected. Snyder (1945) categorizes an
interpretation when the therapist explains why the patient feels or does
something, or makes a statement implying causation. In effect the therapist
says "You do - this because..." or the therapist may tell the patient how the
patient is, saying in effect: "Y&u are revealing feelings of inferiority";
"Wwhen people feel frustrated they often act the way you do"; "Here is your
problem”. Strupp (1957) also categorizes an interpretation when thg thera-
pist 'establishes connections,-states definitions of the patiént's problem,
‘or analyzes the patiént's defenses. Hill (1978),in her category system,

describes an interpretation when the therapist goes beyond what the patient

has recognized, establishing connections between events, defenses and feelings.
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Such connecticns include p?inting out of themes, patterns, and causal
felationships related to the Ratient's behavior or perscnality. The
therapist may give new meaning& to old issues or behaviors. Stiles (1979),
in his category systery describes an-in;erpretation as the therapist speak-~
ing from his own view of the other's experiencé. A formal théorg may serve
‘as the speaker's frame of reference and the therapist may make connections
for the patient, explain , label or draw conclusions about the patignt to
the patient, Thus,'statements_in which Wolpe and Rogers tell the patient
about‘the patient could be considered as interpretations. It therefore
appears that in initial interviews, a prominent behavior therapist and a
prominent client-centered therapist use,with considerable frequency, a
technique co;;nnly referred to as an interpretation.

Brunink and ScHroeder (1979) consider that such'a technique is one
that many therapists use regardless of their theoretical orientations. For o
Wolpe (1958, 1973) this technique is used in the service of correcting his-\\\\\‘
conceptions, while for Rogers (1942, 1951) it is largely for clarifying and
re~framing the patients'immediate experiencings and feelings. Although the
writings of Wolpe and Rogers makq reference to their use of such a technigue
nei;her therapist claim it to be a major technique for their initial sessions.

Nonetheless, it.appears that a major initial interview technique of
Wolpe and Rogers is one in which they convey their views of the patient to
the patient. This is surprising for Rogers, since theoretically his role
in therapy is to recognize, understand and accept the patient's phenomen-

ological world rather than to alter it in any way. In contrast, Wolpe's

use of this technique is quite understandable since the literature clearly
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illustrates his authoritative and directive rele in therapy. Noteworthy
is that both therapists find it appropriate to éonveﬁ?their views of the
patient in the first interview, although the critical question becomes:

when do they do this and under what kinds of conditions? The following

is a discussion of this Issue.

Under What Condition; do Wolpe and Rogers Interpret?

No clinical or research literature stated the specific conditions
under which Wolpe or Rogers would interpret. The manner in which these
thérapists use this technique has never been explicitly addressed, that
is, virtually no data exists on such an important issue. It was therefore
hypothesized that Wolpe and Rogers, as  proponents of different therapy
approaches, would interpret under different conditions. The results con-
fir;ed\the hypofhesis and delineated sevefal conditions under which Wolpe
and Rogers tended to interéret in the initial session. These conditions

will be described below.

Conditions for Wolpe's Interpretations: Wolpe was found to intérpret
primarily under two conditions: (a) when patients éescribed the self and
{(b) when patients informed about the broblem. Specifically, as patients
described the self, they tended to describe and taik about the kind of person they
are, the sort of problem$ they have, how théy tend to behave, the nature
of their personality, and the kinds of relationships they have. Ihe focus
of their attention is predominantly on something within their own person-
ality. In essence, patients may say: "This is the Qég I am...this is tbe.
way I've been...here are the kinds of feelings, thoughts, body sensations

I have...these are the kinds of reactions I have to myself". In general.
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patlents build and construct a world in relation to the "self", something
within their own personality. When Wblpe interprets, it is most frequently
following patient statements of this nature.‘

Wolpe also tended to interpret following statements in which patients
informed about the problem, that is, provided factual information about the
probléh or the self. For example, patients may tell how the problem began,
what 1t was like or how extensive it is. They may provide general demo-
graéhic data abbut themselves, such as their age, how long they have been
married and what kind of work they do. With this kind of statement, éat-
lents are largely ﬁttending to infbrmation that is factuél in nature and

*

rather specific and differentiated from the "self" and the kind of person
each is.

Interestingly enough, both antecedent conditions are of the variety
in which each patient's attention is primarily focused on the fself", some-
thing within or about their personality, and not on the therapist or some-
thing external. Wolpe rarely interpreted when patients focused their atten—
tion on something external (i.e. "My boyfriend and the way he is"), moreover,
he rarely interpreted when patients focused their attention on the therapist
{i.e. the kind of person the therapigt is or whether the tﬁerapist's state-
ments are accurate or not).

It seems,therefore, that there are special conditions when Wolpe tells
the patient what the patiénc is like. That is, he tended to se}ze the
oppeortunity to interpret when patients w;;e,already attending to and focused
upon the self, the problem or something within the personality. Perhaps
Wolpe finds that the be;t time to authoritatively tell the patient about

the patient, is when their attention is already on the self. In other

1

<
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words, it may be that when interpreting, it is unwise to shift the patient's
attentional center from another domain (i.e. the therapist or something ex- |\

ternal) onto the self.

Conditions for Rogers' Interpretations: Several conditions were found

under which Rogers would tend to interpret in initial sess@ons. Specifically,
Rogers most frequently Enﬁerpreted When patients accepted the therapist, thét
is, when they conveyed being pleased with and feeling goodlabout the therapist
and what he said. In essence, they might say: "Yeé 1t does seem that way...
yes you are righé...ges I agree with you...you do understand me"{ Patients
are in full interaction with the therapist and the world being constructed
is in direct relationsﬁip to the éherapist. " ¢

_Rogers alse interpreted, but with less frequency, under conditions when
paéients:' fa) described the self, (b) described a bpecific external scene
(i.e. the awful expression on mother's face},and (c) opposed or disagreed
with what the therapist said. Rarely did Rogers interpret when patients
provided factual information about the problem or when patients described
general external scenes (i.e. "those nosey people at work"). It appears
that Rogers interprets under a variety of conditions, favoring however,
the conditions wheq patients are accepting of the therapist and what the
therapist says. Although less dramatic, thg finding that Rogers is some-
what selective with regard to the conditions under which he interprets is
in agreemént with the conclusion of Truax (1966), namely that Rogers is

‘ aseléctive in the manner in which he uses various techniques.
Of interest is the fact that Rogers chooses to authoritatively present

his view of patients largely at times when patients are already accepting



and recepyive of what he is saying. Perhaps this opportunity is critical -

-

in that it allows for his statements to have the strongest Impact.

: ! [
Comparing Wolpe's and Rogers' use of Interpretation: The findings

for both Wolpe and Rogers confirmed the hypothesis that Wblpe and Rogears
interpretea largely under different conditions. It seems that for Rogers,
the crigicai time 1s when the patients are fccusing on the thera;ist,

" accepting what is said; yet for Wblpg,‘ié seems it 1s when patlents are
either describing the self or giving factual information about the self.
‘Wolpe tended to "listen" in th?s manner in three different initial inter~ e
views but Rogers, in‘t;o initial interviews, seemed more variablé,in his
manner of listening to patients. ée:haps Rogers' variability is due to

{a) the possibility th;t he tends not to subscribe to antecedent conditions
for his interpretations,'that.is, the results may be due more to chance
factors; (b) Rogers listens at a "level"” not identified hy the particular
patient categories used in this study; or (c) the interviews might ‘have been
conducted many years apart.

In any event, Wolpe's and Rogers' reasons for Iinterpreting uﬁder tNese
particular conditions a;e not clear. ‘The identification of these antecedent
conditions however, provide some clues to how they listen and the particular
gquidelines they tend to follow inifirst sessions. Relatedly, the earlier
work of Fiedlef (1950, 1951) suggested that experienced thérapists of dif-
fering orientations use similar techniques. ‘Howé;e},.the finding that
WOlée and Rogers use similar techniques, bu£ under different conditions,
extends Fiedler's notion and further suggests.that it is in the conditions
under which similar téchniques are used that critical differences emerge

between therapists of differing orientations.

Wolpe and Rogers have been found W interpret under different éherapeutic
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conditions, a related question boecomes how do patients respond to Wolpe's

and Rogers' usc of this tcchniqué? This issuc will be discussed beclowy

Consequences of Wolpe's and Rogers' Interpretations

Neither the clinical writings nor empirical research has stated how
-

patients would respond to Wolpe's and Rogers' telling the patient what the
pationt is like. Neve;tholess, the hypothesis was formulated that thc‘
consequences ,following Wolpe's and Rogers' interpretations in the initial
intervicew, would be different. The results did not ¢onfirm this hypothesis.
Following Wolpe's and Rogers' intcrpretations in thé initial Interview,

patients responded in a similar manner. The manner in which patients

tended to respond will be discussed.

Paticnt Responsos to Wolpe's Interpretationé?ﬂ“fhe results identifiod

several types of responses Wolpe's patients tendedafo make.foliéwing his
telling the patient what the patient ;s like: (a) ';ccept, agreec and
welcome what the therapist had said and (b} dgscribe the'sel{land the kind
of person they are. With respect to the first responsec, it is noé clear if
patients were s}mply acquiescing t; Wolpe's authority or incorporating his
Qiew of them., However, Wolpe (1973) does to some extent value an aoquiescing
attitude on the part of the patient and perhaps his telljng the patient what
the paficnt is like has,in part, this goal in mind.

The complaint is that the behavior therapist assumes a kind of

omnipotence by demanding the patient's comﬁlcte acquiescence in

his metheds, which, it is felt, denudes the patient of human

dignity. The truth is that the grade of acquicscence required

is the same as in any other branch of medicine. Patients with
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pneumonia/are readyN\to do what the medical man prescribes, because

.

he 1s ¢he expert. ‘;gé d tho expectation be different when ¢

why
psychotherapy 1s the treatment? (p. 13).
With regard to the second type of response paticnts made, its very

nature is that of "self-exploration"; that is, patients focused thelr atten-

-

tion primarily on the self and the kind of person they are. They described -

the kinds of problems they have, their feeclings, thoughts,'rcactions,

behaviors, the kind of personality they have and the kinds of relationships

.

they have. Although Wolpe's writings do not indicate that self-exploration

is one of his major aims in the initial session, it may perhaps be a desired

)

behavior for his patignts to display.

patient Responses to Rogers' Interpretations: The results identificd

several kinds of responses Rogers' patients tended to favor following his

)
.

telling the patient what the patient is like: (a) accept, agree and welcome
what the therapist had said and (b) describe the self and the kind of person

they arc. *Both these consequences are not surprising since they are both

Tt

valued by Rogers (1951, 1957, 1975) and havﬁ been found to be common responses

. ~

to therapist's reflectioné and expressions of .empathy (Bergin & Strupp, 1972;
Bcfgman, 9sT: Mitchell, et.al., 1977). That is, since the technique of
telling the patient.what the paticnt is like both resembles a reflection and
to some cxtent CXpresses empathy (Hill et.al.; 1979; Staines, 1969; Rogers,

1942), it is understandable that similar patient responsecs might also follow

this tcchnique. ‘
When both of Rogers' initial interviews were analyzed‘scparatclg however,

~

the tendency for Rogers' interpretations to exert these particular conseguences

i21
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from each patiohtuwas not as‘powerful. In one intefvigw, the patiené did
accept whﬁt the therapist said and described the kind of person she is, but the
second patient responded to Rogers' interpretations in a variety of other ways.
Specifically, this, patient's responses involved describing both specific’and
general external scenes as well as opposing the therapist. As a"Tresult, the

analysis of separate interviews leads the present author to conclude that Rogers'

interprotations.gxerted only a "soft" tendency on patients to self-explore and

accept what the therapist says.

This finding raises serious questions concerning the predictability of

patient responses with respect to Rogers'use of this technique. Perhaps one
L d

of these paticnts may have been a particularly "difficult" patient to work with

and did not respond in the manner desired by Rogers. On the other hand, it
Is also possible that the responses given werce those that Rogers aimed for
with these particular patients. In any event, it is unclear what actually
lead to the variahility of responses'bctwbcn different patients,

Comparing Patients' Responses to Wolpe's and Rogers' Interpretations:

P -

It was predicted that since Wolpe and Rogers are therapists of differing thera-
péutic orieﬁtations, their use of mutual technique would lead to different
kinds of patient responses. However, results hint that patients, of both
therapigts, tended to respond Iin a similar manner.

It .was found that consequent to Wolpe's and Rogers' interpretations,
patients tended to accept the therapist and describe the self. However, sub-
sequent to the analydis of the separate interviews of Rogers, 1t seemed that-
such responses were not consistent across both sessions whereas for Wolpe, all

his patients tended to respond in a comparable manner. Thus, Wolpe's use of

.

122



the common technique exerted more pronounced and stable consequences than
Rogers, although the qverall manner in which patients éf both therapists
ténded to respoﬁd, was similar in nature.

It is not completely clear if the§e findings suggest that techniques used -
by therﬁpists of differing theorectical oriéntations tend to lead to predictable
consequences or whether conscquences are primarily linked to a particular
therapist's use of that particular technique. Perhaps the study of con-
sequences of various therapy techniques will lead to variable findihgs ifu
other factors arc not takeg_into account. That is,-patients'responses may be
contingent on more than the immediate antecedent therapist technique. Such
var;ables as the therapist's voice tone, mannerisms, perscnality, the nature
of the patient's problem or their "learning" the proper responses over time
mugt be taken into consideration (Garfield, 1978)}.

One possibility which may account for the diversity of patient responses
to the same tecﬁnique is that patients' responses may be linked to the various
conditions under which the therapist uses his techniques (Mahrer, 1979). For
example, if Rogers interprets when the patient accepts the therapist, con-
sequence A may re;ult. Howe?er,‘if Rogers interprets when the patient opposes
the theraéist, consequence B may result. Such a model would have been easily v
studied In the present investigation but due to therlow fréquency of occufrenceii>
of the common.technique in each of Wolpe's and Rogers' linterviews, such a
relationship between these therapy events could not be Jg;;ingfully looked at.
Nevertheless, it is clear that more data needs to be taken into account when

studying consequences of therapy techniques.
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In summary, the resulés\c{f the study denominate the following conclusion:
Wolpe and Rogers are essentially different in the manner in which they conduct
their iInitial ﬁsy;:hothérapy sessions. Specifically, in first ’gsions, each

therapist "favors" a different set of major t:echn‘iques having, however, one
techniéue in common. This common technique, only occurred to‘a mbderate
degree in each of thelir sessions,'but appeared to be used under different
conditions by Wolpe ar;d' Rogers. Thelr use.of this technique, however, led to

similar consegqueances; that 1s, there was a "soft" tegdenc 'fOZ' atients of
'

both therapists to respond to the common technique in a similar manner.
3
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Methodological and Procedural Shorgcomings
In this section the methbdological and procedural shortcomings of the
preseqt investiﬁation will be discussed. The objective is to temper the re-
sults and coqclusions in light of the methodological drgwbacks, and forecast
to researchers various problems which may be encountered in similar research.
In this investigation, the major difficulty encountered was the classi-

fication of certain kinds of therapist statements which might fall into two

™~
categories, or statements in which it was unélear whaé\the therapist was dolng.

For example, the following therapist gstatement was dffficult to categorize:
"you seem to be feeling a bit confused, and perhaps afraid of that part of you
which gets angry at gour mother." In this type of stateméﬁt the fherapisg
could simply be reflecting, saying what he believes the pat;ent is saying or
perhaps the therapist could be telling the patient what the patieﬁt is like.
with ambiguous statements of this nature, rateré lacked sgsteﬁa;ic criteria
upon which to base their judgements and usually resorted to their own personal

and varying criteria. 4

Stiles (1979) notes that at least two dimensions are ihportant to consider
when categorizing therapist and. patient statements, nagzly, the form of the
statement as well as the infered intent of the stqfement. Thus, one way
around the categorization problem encountered in the present research would
have been to Instruct judges to rate therapist staténents qsing either the
form or intent dimension suggested by Stiles. Conceivably, this wqyld have
given at least a common perspective from which all 4udges would be basing
their decisions and perhaps have led to data of a different naf&fe.

A second drawback is with regard to the fact that a total of only five

initial interviews were examined. This fact tempers the conclusions drawn
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and greatly limits the generalization of results. That 1s, results are
safaly generalizable to these particular patients in these'particular inter-
views. The findings of this research are tharefore more along the lines of

hypotheses rather than hard conclusions worthy of bold ééneraliiations.
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Implications of Results:
The clinical issugs investigated in this study asvwell as the results
have practical impfﬁcations for tﬂe practitioner-researcher and for future
psychotherapy.research. These implications will be discussed below.

Implications for the Practitioner-Researcher

One broad contribution of this research is that it provides the

practitioner-researc&er a model for systematic self-study. First, through

the use of any set of therapisf and patient categories, practitioners
can identify the techniques they use as well as make sense of antecedent

and consequent patient respones. In this regard, practitioners can begin _

to answer such important q;estiéns as: "How do I listen to patients and
what kinds of data are imporﬁ'nt?" “What techniques'&o I use and when dé

I use them?" "What effects {o my techniques have; under what conditions and
with what kinds of patients?" "Which techniques work and which do not?"
(Bergin & Strupp, 1972; Hyden, 1975; Kieslef, 1966; Lambert'&'aergiﬁ, 1956;
Luborsky, Chandler, Auerback, Cohen & Bachrack, 1971; Mahrer, 1979; Mukulas,
1972; Strupp, 1973). o
A second, ﬁore specific, contribution of this research is that theg.

results provide a basis from which therapists can compare their therapy
behaviors in first sessions to the behaviors of two experienced and competent:
therapists. Such gquesticns could be examined as: \"How do my initial'Eessibns
compare to Wolpe's and Rogers'?" " How similar or different is Wolpe;s arid
Rogers' use of interpretations to mine?" "If carrying out similar initial
interview cbjectives as Wolpe ;nd Rogers, which techniques do I use?”.
Correspondingly, the results from this st&dy also provide a basis for teaching
students‘how to do initial sessions.as a master behavior therapist and

master client-centered therapists do. Relatedly, results might also serve

as a criterion for selecting client-centered or behavioral interviews for

investigation‘purposes (Stiles, 1979). y
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Implications for Future Research

The pregent study suggests that, in the investigation of psd%ﬁathgiépy
ptégess, thefapist activities should be considered in conjunction with péEient
activities. That is, future researcﬁ should direct its attention towards
uncovering the ;plaﬁionship of therapist techniqﬁes as linked to various
-batient in-therapy events. For example, focusing on in-therapy, process-
outcome, the present investigation studied the "patient-therapist" and
"Pherapist-patient” interchanges. Future research however, might dilate this

nwindow” in a variety of ways (i.e. the "patient-therapist-patient" exchanges),

seeking to illuminate which factors lead to various outcomes within the session.

Secondly, this study offers several specific suggestions for follow ‘
up investigations, namely: (a) Wolpe's and Rogers' use of interpretation in
non-initial sessions, ((b) the initial sessions of other experienced client-
. .

centered and behavioral therapists, especially their“use of common techniques,
and (c} common tecﬁniques of expefienced therapists from ;heoretical orienta-
tions other than those studied in the present investigation. The overall goal
of such stﬁdies would be to compare other therapists: cataloging those tech-
niques used by most therapists and document the various ways they are used.
That is, a careful study of conditioﬁs - operations - consequences, will tell

a therapist what to do (Mahrer 1973).
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‘ APPENDIX A

Appendix A contains the complete description of the therapist categories.

the descriptions and the cxamples comprising these cateqgories were developed
by Alvin R. Mahrer, Ph.D., University of Ottawa. In both Appendices A and B

mpes pepresents “therapist” while "Pt." represents "patient".

THERAPIST CATEGORIES

1. The Therapist Structures the Therapy Session,

The therapist stryctures therapy and what the putxent is to do.
the T structures about the process of therapy rather than givan
instructions on what the Pt. 1is to do right now, e.g.-"Say 1t again

with more feeling.” T says in effect, "You may stop the scssion
whenever you want to." "Here is the kind of thing you may talk
about." “Time is just about up; we have to stop soon.” "Is Chere

anything you want to ask me?"
- .
T tells what therapy can accomplish. “"These worries can be
yotten rid of "

T tulks about the practicalitics of therapy. "I'll sce what T
can do, and I'll sond a report to your physician.”

The structuring may refer to the next step in what Is to be

covered or what the Pt. is tb turn to, or the topic to bc covered
next. T: "Now let's go back to when this all might apvc started”.

when the Therapist Relates Directly and Talks to the Patient About tie Patient:

In categories 2 and 3, the T talks to the Pt. about the Pt.'s self, his
personality, his problem, the kind of person the Pt. 1u; It Is as 1f there
are thpéo units: the T, the Pt., and a third unit, i.c. the thing they arce
talking about and referring tb—--thu Pt.'s self, his personality, his probleﬁ,
the kind of person the Pt. is.

Categorize statements of this type Into category 2 and 3.

.
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2.

-

v

Bl

The Therapist Tells the Paticnt What the Patient is Like.

Here is the way you are or were. In effect the T says: This is
how you scem to be right now ... lHere is the way I see you ... Here's
the way you are ... Here is the way you are being ... MHere is how you
‘scem ... Here is how you are being ... llere is how you sound ... You arc

the kind of person who wants to do this or that ... You don't want to do
this or thit. -

(S}

The I may do this by putting it in the form of a question: "You
always thought of yourself as the favored one, the spocial onc?” or the

T may link the statement with a question: "You always thought of yourseclf

as the favored one, the special one. [Is that right?" The key is that

"the T is telling the Pt. about what the patient-is like. .

T asks the 'Pt. a question which says in coffcect, "Is this the way
you are or were?" "Is this how you are?" "Maybe you are this way?"
“Do you have this picture of yourself?" . "Is this what the problem is?”
"Arc you aware of this thing about the way you are (or the way you behave,
or the problem)?" " "Do you think of yourself as a loser?”

T tells the Pt. about the kind of person the Pt. was. "Ever since
your brother died, when you were a child, you have been scared to spoak
up for-yourself." “You had this hearing problem until you were about

1l or 12, and then it just scemed to go away.”
) { .

Here is what a part of you is «{was) like. Instead of referring to
the Pt. as 4 whole, the T talks to the Pt., about some part (component,
aspect) of the Pt. "Scems like there is a -caring, loving part which never
really had a chance to show itself.”

#lere_is the problem. The T tells the Pt. about 'the problem’. "This
is the way IK seems to be for you now." "Here is the way the problem scems
to be for youy "Here is what you scem to be fearful of.” "This is what
the problem sedmf to be." "ticre is how you fceel about that person {and
that is the prdblem).”

b

Here is what your interpersonal relations are like. The T tells the
Pt. about the Pt.'s life situation, how others affect him, how he relates
with others, his feelings-and reactions in-relation to others. "Your
sister is a real burden on you and your family now.' "When your father
died, life just seemed to end for you." “But about this jealousy toward
your sister ..." "He makes you annoyed."” “She makes you defensive and
anxious." '

Here Jdre your thoughts or feelings. T tells or asks the pPt. about
his thoughts and feelings. "You have (do you have?) this kind of thought
about all of that.” “You do not say-think-fecel>this about evergone (or in
general).™ *“What do you think accounted for that change?" "That scary
feeling is there pretty much all the time?” "You felt upset?” "and that
loft you just up in the air?" '
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T is authority and interpreter in telling the patient what the patient
is like. 'The T adds a lot from his rolec as autherity and interpreter of
what is true about the Pt. In this, the T.is the authority in telling the
pt. about his symptoms or his diagnostic condition. "There are some
neurotic features here," "No, you are not psychotic.” The T gives an
authoritative version of what causes (or does not-cause) . the pt.'s problem.
“phose are not indications of a brain tumor." “Sometimes it Is caused by
a lot of anger which you don't cxpress." "Smoking does not causc those
headaches . " ) ' . .

. ‘ : Ve

In telling the Pt. what the Pt. is like, the T may couple the state-
ment with disclaimer clauses: " ... course It may not be so all the time."
" ...it's somcthing to think about.”

T builds his casec on the basis of what the Pt. said carlier. "Here
is what you said before." -The referent for what T says may be the immediately
preceding statement of the Pt.  However, frequently the referent may lie in
the preceding two or threc or more earlier statements by the Pt.

T points out ‘something about the Pt. to the Pt. "when you say that you
always have a funny grin all over your face.," "Whenever you mention her,
your voice gets real slow and deep.” "You seem almost affectionate and soft
when you say all that about your grandfather.”

T tells the Pt. about the tough questions (or probléms or choices) he
must face or answoer.

_Differentiation between category 2 and. other categories.

In category 7 the T says what he believes the Pt. is saying. But in
the present category 2 the T yoes significantly beyond the content of the
pPt.'s own words and adds a lot of the T's‘own Iinterpretation or description
of what is real and true about the Pt. "You just feel damned disgusted with
him.” "So it is really a matter of competition.” "You know these asthma
attacks come whenever you want to be babied by someone

.

Therapist Asks The Patient To Provi)c Data About What The Patient Or Problem
Is Like. ‘ / N

The T is talking to thd¢ Pt. and getting at more or less factual ,
information or clarification about the problem, or about the Pt. himself,
or about the Pt.'s reactions, thoughts and feclings about the problem.

By inviting the Pt. to tell more about it in general. The T states:
"Tell mo more about that; clarify that a bit.” "I want to know more about
that.” T indicates his willingness to hear morc about that: UG ¥3 bou want
to talk about that ..." T %Ecomplishcs this by simply repeating, in a
questioning way, a word or two or a final phrase that the Pt. says: Pt.:

. -
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"

It first started long ago. T: Long ago? In effect the T is saying, "Give
me more information, about that problem." . -

The referent for what the T points toward may be something in what
the Pt. is saying right now, just before the T talks. On the other hand,

the referent may be something the Pt. said two or three or more statements
carlicr. '

By asking factual information about the problem. The T asks the Pt.
to tell about, clarify, name, identify (give factual information about) the
problem. "“What is the nature of your problem?" "When did that probfcm
(difficulty, complaint) begin?" "Is this the way it was?" "Is that what
happened?” "When did it happen after that?" "How long have you had thoughts
like that?" “What was the cffect of that thing (cvent, situation) on you?"
“Do you react in the same problem way to this and to that?" . "Exactly where
is it in your body?" ’

-

T asks the Pt. about the cffect of the previous helping situation

(the medication, therapy, workshop, group therapy) on the problem. "Did it’
help you?” ]

By asking factual information about the Pt. T gets at more or less
factual (often demographic) information about the Pt., "Were your parents
divorced?” "Do you have any children?” "When did you move to Toronto?"
"How were things then in the family (with your friends, at work)?" Although
the information may be about some event or situation in the pt.'s life, the '
focus is upon the Pt., and gathering more information about the Pt. '

T asks tha Pt. questions about what the Pt. was like in the past.

By -asking about the Pt.'s reactions, thoughts, feelings in the problem
situation. The T Is getting at the kinds of reactions, thoughts, and feelings
the Pt. has in the problem situation. The focus is the problem. "Tell me
more about how it affected you." "When you were in that situation, did you
feel anxious (scared, depressed)?”  "What were your thoughts then?" "Is .
this how you felt?" "bid this make any differcnce in how you felt?" "Den’
you get tensc when someone comes very close to you?" "Did it really worry
you a lot?" "Did you really feel especially tense then?" "I can't quite
make out how you felt about that.” “You felt some sort of pain there?”

L

T may ask questions about the Pt.'s specific reactions and behaviors
in the problem situation. "When you fecl that way with such a person, can
you tell him directly what you think?" m=m

pifferentiation between category 3 and other categories. In this
category, the T is getting data about the problem, and it is with emphasis
upon the. problem that the T inquires about the Pt.'s problem-related
reactions, thoughts{ and feelings. If, on the other hand, the cmphusis is
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gp the kind of person the Pt. is, what he »s like, "then the 5}5 focusing
‘upon the Pt.'s reactions., thoughts., and feelings belongs in category 2.

In the following, the T is focusing upon the groblem and ‘the history
of the problem (category 3) rather than the kind of person the Pt. is
fcategory 2): T: "so after you were first married you would have thesce
same feelings but they wouldn't worry you?" . ‘ i

In this category, the T's attention is predominantly on the Pt.
the Pt.'s problem. In category 4 the T's attention is more on the coxternal
situation than the Pt. or the Pt.'s problem. The T may ask the Pt. to
describe (tell about, provide data, about)' something external. This falls
in catogory'ﬁ'if the T's attention is predominantly on the Pt. and the
Pt.'s problem, if it tells.morc about. the Pt. and the Pt.'s problem. In
effect, the T is attending predominantly to the Pt. 4s the T says, "Tell

> about that external thing and how 4t affects you and your problem.”

By asking the Pt. to provide causal explanations. The T asks the
Pt. ¢t xplain, give an cxplanatipn, tell why. It may be in relation to
the piﬁ%lem: fhat do you thipk caused it?" "What do you think made you
$0 tensc in that job?" ﬂyow do you explain that?" "Why did you feel
nervous (ashamed, confused, anxious) in that situation?" The focus is
on the Pt.'s causal explanations, evgh when he is asked to. tell his causal
explanation of some peaction, thoudht, or feoeling.

] : - -

4. The Therapist Gathers bata Abouf and Clarifies the External Situational Context ..

Both pPt. and T are attending to something external, and the T's stato-
-ment further clarifies, 5mpli5ies or illuminates that external thing. The
net effect of what the T does'is to amplify or clarify the Pt.'s attention
on (a} some external thing, person, object, component of an external situ-
ation, or (b} the external context encompassing that external thing, person,
object, component. The T amplifies, clar&fies, or gets information about
{a) or (b). . R ’ '

.

: “—
~. ® By clarifying-the external thing, person, object, component. If the
Pt. refers to his uncle's advice, T says, "Was your uncle's advice helpful?
Did really explain things?" -

If the Pt. refers'benera ly to some external thing {c.qg., when he was
a child the family had a cottage), the T begins to focus the Pt.'s atten-
. tion more closely. 'wmat was it like, there at the cottage?” If the Pt.
,_/’ attends to and says something about the car por family hdad when she was a
‘ child, T says “What color was jit?" "What do you rcemember about the car?"
The T's statements go further into; get more details about, clarify that
g ~~extgrnal thing, person, object, or component. ’

- 4

By clarifging the encompassing situational context. The T's state-
ments place the thing, person, object, or component within its contoxt
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(scene, sltuation). Or the P's gtatements fil'l in the context (scene,

_ gitwatiop). "When did that happen?"  "iow old' wore you?" "was that In
your home or in your uncle's place?" "When did your father dic; how old
was hep" ‘“Your mothgr retired four years ago?" "Where were you living

whon that happened?” ) .

By cncouraging the patient's attention. When the Pt. is attendipg
to sqme\pxturnal Situational context, the T encourages the Pt. to stay
there or go further. If the Pt. tells about an external thing or situa-
tion and then stops, T says: "And then what happened?”

. | /

By giving his impression of the external situation or the paticent's
relqtionship with it, If the Pt. is telling about the family, the T
ays, "Iq‘soems Tike the whole family is ready to fall apart." The
attention remains on the family as the external thing. The T Is not
being an authority who tells the Pt. what external reality is like (c.f.
cateqgory 6 Therapist Tells Patient About External Reality).

pifferentiation between category 4 and other categories. In category
4, the T's attention is on the external thing or situation. In fategory
2 (Therapist Talks To The Paticnt About The Patient), the T attends to
#the Pt., to the kind of person the Pt. is, to that thing about the Pt.,
to the Pt.'s feelings or problem or complaint. In category 4 the Pt.'s
attention is already on the external situation, and the T amplifies or
clarifies that external situational context.

If the T's and Pt.'s attention is substan;iallg on the extcrnal_pcrson,
thing, or scene, the category is 4. If the T asks the Pt. to provide
information about something quite outside that external person, thing, or

+  scene, and it pertains to the Pt. or the pPt.'s problem it is category 3.

%

5. The Therapist Discloses and Tells About the Kind of Person the Therapist 1S.

In a non-defensive, nop-threatened way. The T discloses something
about himself. What T tells about may be quite banal: "I'm glad chrngéz;
wén;fgyz." ... "I'm pleased about that." T is still telling something
abodt himself.
. T tells the Pt. about thé sort of feeling the T has: "I am feeling
4 little anxious now" ... "I feel mixed-up about what Is going on."

n S

T tells the Pt. of his personal hopes for the Pt. "I hope that
whatever direction you choose is best and satisfying for you." "I hope
that things will work out well with her.”

T talks about the kinds of feclings he has for the Pt. YSuppose
that I geally like you.” .o

T tells (explains), in a non-defensive way, why he said what he
just said.

"
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T tells a personal fantasy of his own.
T discloses thdt he too has "it" (%hé problem, symptom, wBrry).
T tells what he tends to do (c.g., to cope with that problem).

T shows or tells about himself. "Look what I -just did." '"Herc is
how or why I am having trouble now ... "

'N

-

In a somewhat defensive, threatened way, T, in defensive and threat-
ened way, tells the Pt., what the T is doing, or trying to do, or intending
to do. T trics to answer the Pt.'s challenge, and does not do so well.

T defensively explains what he meant, or what he was not trying to say.
"I am trying to help you fec the difference between normal and psychotic
behavior.”

ﬁﬂz:d;hu?apist describes his own fantasy i%mge of the exterpal situd-
tionﬁﬁ context. T describes an image he has as he listens to the Pt.,
a ffntasy image of the external thing or situation about which the Pt. is
talking. It is the T's “mental picture” of it, although the mental picture
\\‘*_J/L Mmes from what . the Pt. says about that external thing or situation. T
frames a metaphor or simile through the use of a concrete mental picture
or fantasy image. "It's kind of a treadmill with greasce all over it."

The therapist acknowledges his mistakes, crrors, misperceptions.
The therapist might say "Oh, sorry; I was wrong”.

6. The Therapist Tells tha Patient what External Reality is Like.

The therapist tells the patient about external reality.
-

The T is the authority, the interpreter or explainer of what that

ﬁ?tornul thing or situation is really like. "The actual fact is that
e department was phasing out, and only the really senior people could
be” retained.” ' '

T tells the Pt. what people are like or what the world is like or
how things are. "When a person picks out someone marry, often that
other person complements the person, maybe is the opyposite of the person.”

When T and Pt. are attending to the lawyer the T|is suggesting to ;j
- the Pt., T says, "He will have to know all the facts about your husbands
previous hospitalization; tell him everything."

Differentiation between category 6 and other categories. In category
6, the T is attonding to the external thing or situation. In category 2
the T also is being the authority, the interpreter of reality,. but in

catugory 2 the T is attending to the Pt. and telling the Pg. what he really
is like.
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7. The Therapist Says What He Believes Patient Is Saying.

T's attention is preponderantly on what the Pt. is saying, on
the content or meaning in what the Pt. is saying. T is trying to
make sense of what the Pt, is saying.

The T Is almost joining with the Pt. in saying what he belicves
the Pt. is saying. It Is as if the T is trying to say the same meaning,
saying it for and with the Pt.

By reflective or rephrasing statements. T reflects, rephrases,
restates what the Pt. says, tries to say the gist of what the Pt. is :
saying or meaning. T repeats part of what the Pt. says.

T says in cffect, "This is what you secem to be saying (about the
problem)." "I hear you saying ..." “YThis Is what you are saying about
yourself." '"Here is what you are saying-’... " "Here Is what you feel ..."
"Here is how you feel about him ... " "Here is what you think about that.”
"I get the feceling you are saying ... "

‘ ) -

T follows above statements by using “"I"-words: "So you arc saying I
wuant to make surce they like me." "(You are suying).r'd be lost without
it." ‘

... voupled with T-centered questions. T reflects or rephrases what
Pt. says, and couples that with questions which draw, the Pt. into respon-
ding directly to T.

T repeats the gist of what the Pt. says as 1f to ask, "Is this what
you are saying?" T inquires in effect, "Is this what you are saying?”
"Do I have it right?"” "Is this the way it is for you?" "Is this what you mean?”

8y summary gencerdlizations. T summarizes what Pt. is saying by

framing a generalizatien. "So your grandmother really controlled just
about everything in the family." "So everything scemed fine with you
then."

T sums up what Pt. says by putting it in.the form of a succinct
colloquialism. *“So you're all tied up in knots.”

The therapist speaks from the patient, through the patient's mouth.
T speaks as if it Is the Pt. who is saying the words. T says "I" and
"me" as if he is the Pt. saying the words. "They aren't going to push
me around; I just won't stand for it." "He is so demanding.-that I just
got use to very high standards.”

.

Sometimes the words "I" or "me" may be strongly Implied without
explicitly said, T says, "got to be carcful; don't make a mistake" rather
than "I got th be careful; don't make o mistake." T Is almost being the
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Pt. in aglﬁg tho words. Instead of, "I hear you saying that they aren't
golﬁg to push you around; you just won't stand for it", T sajs, "They
aren't go;ng to push me around; I just won't stand for it.%

. . . . n
T S I e R T T VN g |

Differentiation between category 7 and other categories. The T's
attoention hore is on the content or meaning of what the Pt. i's saying,
rather than (in category 2) on the Pt., the kind of person the Pt. is,
the Pt.'s self. The T is not telling_the Pt. what the Pt. 1s like
e (category 2). . -

When the T summarizes or generalizes' what he belicves the Pt. is
saying, he may add some of his own Interprotation, but the focal cmphasi
is still on what the Pt. Is saying or meaning. "So you are suggesting
thinting, implying) that your headaches are caused by your daughter?"
Compare this with category 2 (Therapist Tells The Patient What The Patient
is Like), in which the T is being an authority in telling the Pt. tho
kind of person he is, what he is like.

In category 7, what the T says is contalned in what the Pt. said.
If the T goes substantially beyond what is contained in what the Pt. says,
it is category 2. o e -

The referent for ‘what the T Says is what ChL Pt. has just said. If,
the T is still referring to what the Pt. said twd or threc paticent state- .
ments earlier, consider placing the T's statement in catpgorj 2 (Therapist
Talks Te The Paticnt About The Patient).

8. The Therapist Gives Simple Acknbwledgment Of What the Patient Says.

T says, “Yes", “Uh-huh", "a", " Mm=-hmm®, "Oh?", "I sce."”, "O.K.".
- - ) -
If the Pt. says, "No, that's not it," T says, "No?" Pt. indicates
that he has three children, not twod_and T says, "Oh, three children."

The T's attention mad be on anythlng---on soﬁé cxternal scene, Or
what the Pt. Is saying, or whatever. . It is catcgor; 8 if the simple phrase F
of acknowledgment (T: ‘"yes?") significs, "go on ... go ahead Leut

(]
"

. _ . .,
9. The Therapist Gives Permission - Approval - Encouragement for the Patient to
Continue to Talk. ] . \4

T in cffect says, "Go apead and do it." "That's fine with me."
"1'd like to hear more about that.” "Yes, go on."

Pt.: "I wanted to show that I could do it just as well as he can.”
T: "Well, why shouldn't you do just that?" *

~
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11.

The Therapist Gives Advice to the Patient About Potantial Personallty-
Behavior Change.

\

Phe T talks to the Pt. about his readiness or willingness regarding
soma personality-behvioral change. "Do you think about this possible
new way of being-behaving?" “Don't you think you should behave in this

particular (new) way?" "What makes you hesitant about behaving in this
(potentially new) way?"

T advises and iptroduces a potentlally new way of behaving. "Maybe
you might tell him directly what you need. .

T tells the Pt. what to do: "Tell your wife that you will be
starting group therapy once a wekk, and that you would like her to
attend the first few sessions with you ..." :

"Let your son use the money anyway he wishes, but he must under-
stand that is the end of the money for him." T tells the Pt. what to
do, what the Pt. should say, how the Pt. is to be. '

The T inquires about the Pt.'s mctlvatzon to work on this problem,
or to take this next therapeutic step. "Do you want this kind of change
{in your problem, symptom, personality)?”

v
-

T tells what the Pt. can be like in the future, what therapy can
accomplish Por the Pt., how things can be through therapy.

Other. i .

When the T's statements do not fit into any of the other categories
place the statement in this category. .
//” This category is specific to statements in which the therapist laughs:
answers the patient's guestion; or inquires about what the patient said.
Specifically, statements are placed into this category when:

T answers the Pt.'s questions. T gives a more or less direct and
honest answer to the Pt.'s question. In so doing, the T does not
attend or respond to the "deeper" meaning or "dynamic significance"
of the Pt.'s quastion or questioning. "Yes, I can help you."

T trzes to answer the Pt.'s direct questlon, and is somewhat
defensive in his answer ‘or gives a vague general answer to the Pt. s
direct gquestion. o ~

Therapist laughs. The T's laughing is the sole or pred inant
part of what the T does in this statement. If the T's laugh 1§ an
incidenta® part of what therT does, and there are other statemeqts
by the T, place the statements in another category depending on ‘the
content of what the T is saying. ’

‘Therapist inquires what the patient says. "What did you say?”
This 1s more a matter Uf\ggt hearing what the Pt. said, rather than
not quite understanding the meaning of what the Pt. said. '

t‘o
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APPENDIX B

- Appendix B contains the complete description of patient categories. A -

The descriptions and examples comprisi‘}zg each category were developed by ‘v
Alvin R. Mahrer, Ph.D., University of Ottawa.

v
;

Categories of Patient Statements \\Q_

(% | -
ﬂ.‘L?atient Relates Directly To The Therapist Lo

-+

Within the attentional center A. the patient's attention is on the

T predominantly (categories 1 and 2). Whatever wordd the Pt. is building

or constructing is in relation to the T.

The patient fully addresses the therapist, is in interactional
.relationship with the therapist. All or most of the patient's attention
is onto the therapist. There is a conspicuous interaction between the
patient and the therapist, one which typically is either-positive and
welcoming or negative and oppositicnal. Often the patient refers to the
therapist. The word "you" is commonly used.

In assigning categories, use 1 or 2. _ ' A

.

l. The Patient Opposes the Therapist

* - ‘ l v ] . .
The patient engages in an oppositional relationship with the therapist.

[

By resiscfhg, opppsing the Therapist and what the Therapist says.
T - e

-

The Pt. may be indirect, but the clear message is that the

pt. is critical of the T., iIs being aggressive toward the T. s
"The reason people don't talk is not because they can't; it's
cause they get no response." .

Trying to stand up to, oppose the T. The pt. argues with, aisagrees

with, opposes the T. Pt. tells his (differing, opposing) views on \\\:
fhe matter. -
Y

N -

The patient does not want to do what the T suggests, or not now at
least. ! -

-
v

- "* | -
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Instead of answering the T's questions, the pt. is resistant and

~oppositional by.being quite vague, or by not answering, or by being
"curt and.leaving” the burden on the T. "I just don't know." However

there must be clear indications that the pt. 1s being resistant and

oppositional. Unless these are evident, do not place the statement
in category one. :

The pt. pulls away, stops.
The pt. indicates that this is private. He doesn't want to talk
about it with the T. "This is between my wife and me (and not you)."

The pt. may object to what the T says about him, or to the kind of
person the T says he 1is. Instead, the patient says, in effect, "I
“am this way, not the way 2___say * or the patient may say in effect
to the therapist, "Here is my reaction to what you say about me or
about it." If the major component is disagreeing with the therapist,
the category is .1, if the major component is describing his self to
the therapist, the category is 3.

The pt. voices a negative reaction to what the T says. "“No! That
would really bother me."

Pt. rejects what T says. In effect, pt. says: ."That was bad, un-
acceptable, off the mark."” Pt. doubts that T says, won't accept what
T says. Pt. says no, that is not the way it is, says no to T's
suggestzon Pt. indicatas that he does not buy what T is suggesting.’
"No, you don't have it right about me." "No) that is not how I feel."
"I can™t think that all this is psychoso ic.” (in response to T's
suggestion that it is psychosomatic).~“Pt. corrects what T says in
tone of opposing him, shows T how T got it wrong. Pt. thinks the T's
hopes (pgssibilities) for him are unrealistic, wrong, crazy,

1

The pt. is tight, defensive when the T is attacking challenging: T:
"What do you mean by motherhood? What is motherhood?” Pt: "“The

' responsibility of a mother for her“child."

By directly confronting T, putting T on the spot. Pt. puts the
T on the spot, directly confronts the T, pinpoints the T, asks the
T direct gquestions which have an aggressive ingredient in the asking.
The pt. may be challenging: "Do you think you can help in this kind:
of problem?’ "What are your views on this topic and can you be of ’
help here?' "How do you help someone get over this problem?" "€an
you help me?’ ’

The gquestion may merely put-the T on the spot, force the T to
provide an answer. "If I have a lump here, for maybe 6 months, and
it hurts, do you think maybe I have cancer?" ~
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2. Patient Accepts Therapist

The Pt. accepts therapist and what the therapist says.

Pt. is pleased, feels good about T and what T says. Pt. accepts
{corroborates) what T says about him, and does so by simple acknow-
.ledgment: "Yes, that's right."” "...Yeah,." "That's the way it is."
"Uh-huhi" "Seems that way." Pt. even adds a bit to what T says,
all in accepting manner. "You are right, because of this or that."
In accepting and beling pleased with what T says, pt. may laugh, grxn,
chuckle,

Pt. accepts what T says by flllzng in the last few words or
completing what T says:

T: So she seems'to ba’ loyal and with you and ... %

Pt:....always on my side
Pt. Essentially rephrases what T says.

In accepting what
corrects a part of what

says), pt. refines or clarifies or gently

just said, but the tone is generally one of
acceptance. If T indicat an understanding that Pt. has a dog and

a cat, pt. may add, “....and\two canaries." Pt. may qualify what T
says, but the tone is one of §Yeneral acceptance.

Pt. playfully kids (teases)

Pt. generally accept§ what T /says even though there is a slight
sarcastlc or 1nqu1rzng -hesjtan anner: "Sure, why not" ... "Yeah,
maybe. "Well?... )

. dccebting, but then is less and less sure of it,
. without downright rejection what T says. "Yeah, that's it. ‘Well,
I don't know. Maybe.®dIt's hard to tell."

. . .
A special case Is when T doesn't quite hear or make out what the
patient said, and inquires what that word or phrase was. The pt. says,

"I saiﬁ, 'My aunt's locney'.

Pt. treats T as being understanding. "You can understand that
my father was a cripple." Pt. treats T as important figure. After
telling about his mother's serious operation, pt. adds, "so that's
an important thing you ought to know about her."

Pt. is acceptant in regard to parts of the therapeutic process.
If T indicates that the time is up, or inquires about the pt.'s
readiness to end the session, pt. says, "Sure; o.k., I'm ready to
stop."” "Thank. you, doctor.” :
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Differentiating between category 2 and others.
The pt's simple "yes" or "that's right" may provide Information
to the T in answdr to the T's request for information. Urider this
‘condition the category is 4.

o~

B. Patient Relates Directly to His Self

Within attentional center A. (categories 1 and 2); the patient's

-attention is upon the therapist. Within attentional center B. the patient's

_attention is on his self (categories 3 and 4), something within his own

personality. The world he is building and conétructing Is in relation to
his self, something within his own personality.
Each category is to be judged and rated separately: 3 and 4.

3. The Patient ﬁgscribes His Self,

Although the patient may be talking to the therapist, the patient
is talking about himself. The patient is attending to that self,
concerned about that self, describing that self. It is as if there
is a patient, a therapist, and a third thing: the patient's self --
and the patient is talking about that self.

By telling about the kind of person he is. Pt. tells the T'
about the kindrof person the pt. is, the sorts of problems he has,
the nature of his personality, how he sees and describes himself, ‘the
kinds of relationships he has, the way he.tends to béhave. In effect,
pt. says, "I am the kind of person who --=" "This is the way I am."”
"Here is the kind of person I am." "I am the sort of person who
tends to be this way." "I've been more irritable la%ely.“ "Usually

, I'do what he wants just to keep things peaceful." "I have a clear
notion of what my career plans should be." “I don't like being
‘pushy or aggressive." "I don't like being the kind of person who

gets people so annoyed and uptight.”

By using a past context. Pt. uses a past context -in which to
talk about his self. "It got so that I wouldn't trust anything I
saw; I was that unsure of myself."” "I was always interested in
mechanical things, how things worked." "I always wanted to be the
hero, the one they cheered for."

By~tadling about his feelings, thoughts, bodily sensations.
The context can be either right now or in some past situational
context. He tells what his feelings, thoughts, bodily sensations
are like. "I was anxious but not really scared." "I don’t know

.
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I was depressed or just worried about my weight." "I always have
this suicidal thought in my mind."  "When I was in that situation,

I felt)dizzy and I thought my head was falling off." "After he died
I had thoughts that I was going crazy." ' THere are my feelings and
reactions in relation to it (the thing, the problem) . "I was
worrylng about him, and I was concerned that I couldn t make enough
money. "I worry about these lumps; maybe cancer.

"Sometimes I think that my llttle brothar likes me and trios
to be like me, and sometimes I think he resents nme, though I doubt
ie.” "I would probably think this way about that thing." "F always
thought my body was weak frail, but intallﬁ&tuallg I know it's not

really."”

By standing off and discussing himself as a case. The pt. seems
to be holding a case conference with the T about the pt.'s self. Pt.
stands aside and talks with the T about the problem, overall picture,
the problem situation. " "I have an alcoholic mother and a father on
welfare, so you can see the stress all that puts on me.” "It seems
like a pattern of fear of success, or fear of -failing." "I think
my” back problem is psychosomatic, but emotionally I can't accept it."

Pt. describes the prbblem with herself. “How can I be nice and
yet say what I reglly feel?'

Pt. explains and discusses what he just said or did. Pt: "Yes
I can see that when I think about it so carefully.”

By using similes and placing himself in a class-category. Pt.

. talks about his self by using similes and generally describing some
other eovent or thing he is like. "I'm sort of like a scared rat
that's been backed into a. corner."” "I'm like a car where the motor's
running, but it's not in gear." "I feel I'm about as useful as a
fifth wheel." ' ' '

w .
. \ _
Pt. may talk about his self by describing a general class into
which he places himself. "Academic people tend to be this way."

"Teenagers are like this." “"only children tend to be this way."

“It's a neurotic condition." "People think of salesmen as con artjsts.”

. >

leferentlathg_between categorg_2 and other categories.
If the pt.'s attention is on the bodily-physical sensations (problem,
system), it 1s category 2. "My throat clutches _up and It sounds .
like this -- raspy." "I have arthritis in my right, hand." "I
have this pain in my back, across my upper back and shoulders, and
it iIs tight." However, If the pt.'s attention is mainly on the
factual information about, the bodily- physical sensations {problem,
symptom), it is category ory 3.

T162

»



+ * oo v - .

If the pt. refors to otHers, but the main emphasis is upon
himsélf, the category is 2: "“They considered me aggressive and
pushy.” "After my sister got married I realized-that she was an
- anchoring figure for me and I \always sought someone out like that."
If, however, the maln emphasis)and the major attention is upon the
other person or the defined exbernal situation, it is categories 5 or 6,

: . L .

Even if T asks for informatioﬂ‘Eﬁgat the problem the Pt. may
respond by attending to "I" or "me" (category 3) rather than merelg
providing inf mat;on about the problem (category 4).

4. The Patient Informs of the Problem. C -

The nt pfovides factual information about the problem.

The pt.'s attention is on the problem specifically as he gives -
more or less factual data-about it. Pt. tells when the problem
started, how it began, what it was like, how extensive it is, the .
circumstances in which it ocecyrs, things that help or relieve the
problem, or that may have contributed ‘to the problem conditions
in which it got better or worse or when the pt. was free of it for
a while: ’ _ ..

S

"It started about three years ago, after I lost my baby."

"My headaches sort of happened every few days, mostly on the week-
ends. “It gets worse when I am in crowds." "“Then I lost my job
and started drinking, and my fits reallg started then." "Being in
the group really helped me for a few years, but then my wife left
me and I started in again." "The business started going downhill;
that's when I started seeing br. J. ." "No, I just kept on
working as usual."’ "Even when I touch my own stuff, I gotta wash
my hands right away. "Here's how I would behave-respond to that
(deflned) situation.” "I started medication and that relieved it." -/
"My sex life was o. k. then.X "Things were good at work; there
wasn't much stress there."

‘The pt. pfb(“’g; factual data about himself. Typically, this'is in
answer to the T's guestions, and generally the information is demographic.
"I'm 32 yrs. old... I have been with this company for 3 yrs now..,.I've
been married for about.6 yrs.”

"Yes" is a means of providing simple factual data when the “yes"” is
in answer to the T's factual question:
T: "Were you the oldest of the children?" T

Pt: "Yes"
T: "Even after you started.driq#ézg, were you still nervous?"
Pt: "Yes" J . '

The Pt's attention is on the problem, and the information is that the

Pt does not have the datd? "I just don't remember whether it started then
or after the baby was born."

- 163



pifferentiating botween category 4 and other categories.
If the pt. seems to be "in" or "there" in some scene (situation) he
describes, then the statement is category 5 (Patlent Constructs
(Defines) External Situation). However, if he is attending mainly
to the factual information about the problem, the statement is
category 4.

In category 4 the pt. is'talking about a proﬁ%em, soqething rather .
specific and differentiated from himself and the kind of person he is.
. He 1s also giving - factual information about it. In catego:y 2, the
pt. tells about himself, and the kind of person he is.

‘-ﬁ

C. Patlient Relates Directly'to an External . Situation

Within attentional center A. (categories 1 and 2), the patient's

attention is on the therapist. Within attentional center B. {categories

3 and 4), the pat;ent s attention is on hlS se&f, something,‘vthzn his own

-

personality. W1th1n attentional center c (categories 5 and 6), the patient’'s

attention is on an external situation, either on the external situation in

-

general, or on some focal center within some external situation.
. J X ' .

Plad% patient's statements in each of the two separate categories: 5, 6.

5. The Patient Defines an External Situation =~ -
- The patient constructs (defines) an exte;nal situation.

The pt. constructs (describes, defines) a SJtuatlonal context other
than that of here with the T. The pt. is attending to, and partially *
"in" that other situational context. He talksg about persons, things,
cbjects, events, as if he is somewhat in.the scene or situatiom with
them. His words, (a) imply,-connote some scene or situational context,

' some locale or place, and (b) what happens, occurs, takes place, how hqr/

is or was.

Almost always the pt. is-there with the T, talking with and to

the T. The question is whether the pt. is being (living, existing)

in some other scene to some significant-degree, say even 25% or 35%.

If he were in that other scene 90% or 100%, he would be fully there
_in that situation, and he would not even be aware that he -is. here

with a T. So the Pt. need not be in that other scene 90% or 100%

but he must be living in it to. some significant degree, say 25% or 35%

or more. .When he is mostly here with the T, but somewhere around 30%

in that other scene, use category 5. ‘ ‘ -
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The scene (or incident) may have occurred recently or some
time ago, or in fantasy '
.. ..
The scene or situation may be only slightly defined, not fully
‘described. Pt. may just be starting to detail the specific scene
or situation. But it is enough for the pt. perhaps to see what he
or she refers to and to be there in some degree: "My husband was
all on edge, and he told me about this other woman." "I was
worried about my son_apd the kinds of friends he was hanging around
with."” "I tell him exactly what I want, and he gets confused and
changes the subject." "My father pushes Tim around and Tim starts
to cry." "I had a seizure when I was sitting in a meeting at work
. with a group of consultants.” "My uncle was 49 when he died, and
I was there in the hospital room when it happened."”

v

.

"Pt. may describe the general situation vagué}y, but he defines
some part @f the situation In some detail. For example, he describes’
the awful feeling oY possibility in some detailsa "When:I'm in’'groups,
or at work with people, I get-panicky and my head starts to’buzz, and
I almost feel like they are pulllng away, gett:ng funny.

Pt. may add a little more to what he descrxbeg of the situation:
"...Yes, and they also had a few beers when theg played cards to-.
gether in the evenlng.“ '

-

' Even more vaguely, the pt. simply alludes to a scene, one which
is perhaps bothersome or unpleasant. It is a dark veiled hinting
toward some scene:. “"Something is wrong, the way they are with her."
"There is always a lot of fighting in our house." '"After that, some-
thing really frightening happened, ‘but I never really thought it
would affect me much.”

it in some sc or situation or gltuatzons. "I got bitter and angry

Pt. tells agt himself, his condition or state. But he places
e
and picked on eryone, my wife and pecple at work."

- Pt. tells a story: this happened and then that happened and

then that happened and then ... The pt.'s attention is on the sequence
of events, the short story he is relating. But he does not go into
much-detail about any of the eplsodes of the story. . He ls telling
what-happened.. .

.The scene or situation may be described in such detail, and with
such vividness, that it almost starts to come alive. The pt. is
almost being in that scene or incident. He frames 'in or describes
the situation, the otherqperson(s), the action, the relationships.
The scene starts to come alive. He 1s almost being and doing in
that scene. Pt. may say the actual words the other person says.

"He says, 'Here's your hat, get out of here'
. -~




b

The pt. is telling a dream, in such a way that it almost seoms to
come alive.

The dream is teld as 1f it is “an actual incident orractual'event.

Pt. gives more detail about a part of the situatipnal context.
This 1s either on the pt.'s own initiative or in response to a question
from the T. The pt. tells more detail about the way his previous:-.
therapist was with him, or the way his mother looked, or the kind of
room he had whet{ he was a child. The T may be the one who Inquires
about it ("wWag it a big room?" "pid you have the room all to your-,
self?"}, and $he pt. merely says yes or noe. But attention 1s on the
situational context. r

- 3

A special cage 1s when the pt. tells "hisg 'ry." wWithout any
prompting or intrusion by the T, the pt. tellfs his story. The story
is given in some detail, and it proceeds a g a raelatively defined
sequence. It may be the story of his life. Or it may be the story
of how-"it" happened. The significant element is that the centrality
of the T begins to recede. It is as if the pt. Is compelled to tell

. that ‘story as If to some special listener who is not the TO o it

seems that the pt. is telling all of this to someone, but not h cessarzly/
to the T. The pt., then, almost seems to be im some situation her

. than the T's office, telling all of this to some special listenery

The pt. may be feeling bad or good in the scene (situational con-
text).

[N

Pt descrlbes the sztuation in which "it" (the bad thzng, the

" problem) - occurs. "when I am in a crowd: “and there s lots of noise, then

it happens, and I get real scared.”

* Pt. defines the awful possibility, the scene in which the bad
thing may occur. "I’ d tell. her about it in confxdence, and she'll
tell all her f?zends, ‘and that'd be it; they'd rﬂdlcule me and laugh
at me.

) Differentiatzon between category 5 and o
In category ¢ the pt. talksfabout a pro em ge rally by prov;d;ng
informa “about it. The key is where the pt.'s attention is. 'If the
pt. is la y attending to some .Scene, (even if in response to the
T\\\fequest for information about a problem,), ;he category is 5.

In category 3 the pt._s a
pt.'s -attention almost exclu

is on the.whole self. If the
the self (I or me) even within -

" the context of a scene, the categddry is 3‘ but if the contextual scene

is substantzally present, and attention is distributed over the self
and "the scene, the category is 5. In instances of real indecision, 4,
category 5 supervenes, or takes precedence over category 3.
. Ld <k . .
~_ . L, .
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6. The Patient Focuses on a Defined External Caenter

The patlent's attention focuses upon a defined conter or target.

N . The pt.'s attention 1s focused predominantly upon some person or

thing which 1s hot the T (categories 1 and 2), nor ls it some
_aspact of the pt.'s self (categories 3 and 4). The encompas9ing Lﬂ

situation or scene may be vague, almost nonexistent. Although the
person or thing is defined and seen, the situation (place, surround-
ings, scene) may be virtually absent. On the other hand, there may
well be some defined encompassing situation surrounding the focused
person or thing. '

If the pt. is in some scene or situation, the pt.'s attention Is
centered upon the person or thing. "My sister and I ,were fighting
over the sock. She was making funny sounds, like grunting, and she
had this angry look when she told me that I could have it If I wanted
it."” The pt. is attending to his sister.

The person or thing may be signified very simply, with little
defined detail but attention is on that person. "I have an older
sister ...Louise.” "My mother had the operation three years ago."
"Maybe he'll have a heart attack and  be paralyzed."

The key is that the pt's attention is géﬁégally directed toward
that external person or thing., The attention-may be diffyse or it
may be focused and centered.

the person whom the pt. describes In

e person's history, tharacter, and

the way that other person act§ and behaves. "My father looked awful
when he was in and out of the Wospital:; he was thin and weak, and he
could hardfy talk; qu stayed tha ay ‘for about a year." Attention

is focused o the father. :
N /’d

Attention is foooigd u
some detail, gives a Bit of

. In attending to th hat other person, the pt. may focus on the .
nature of the ¥elationship. "I love my grandfather and he loves me,

. and' that's tMe way it is with us.” "They think I'm lazy "and can't
really be trusped‘” "She has her mind all made up, and I ain't ever -
gong to g;ve in to her no matter what." "Haybe he'd have a stroke

and' he won't be able to talk, and then he'll stop preaching at me.’
L]

With attention on the person or thithg, the pt. tells about it,
describes it, fills in something about What it is like. "He's got
to keep moving all the time; can't ever sit still.” "She is the
kind of person who has achieved a lot in life." Pt. focuses upon
what the other person did, .or the other person s facial expression. .

w

- "He just kept getting -up and szttzng down, hé looked worried and ~
. Z///fomplet‘:e.ly bewildered.” . '% .
. L N
A - .. . . o ) . : Vo)
’ ) % - l , > . .
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A Ehy;Jcal-bodi i ‘Rhe thing ypon which the pt.'s
attention 1s coenta 'hhy;bo'a physical-bodily thing. "If a person
had this bump for 4

ad?" " "I was scafed tha aybo ? was having a heart attack "
Attoncioq}is focilsed #n the heart attack.

ractic

; ét‘"in" the intd?Z;:I;; with the other person,
porson. The pt.'s words .are practically said to

. [

person word (e.g., "him") 1s replaced by "you"

st about sald to that other person. "When he tells
f~do, I foel like tolling him -to leave me alone and do it

himselfff(as if the bt. is talking to his father and just about saying,

"Leave lfe alone; do it yourself."). “I like him; I really like

fhen the pt. -is attending to and interacting with "him”, and .

ically 'saying, "I like you; I really like you"). "She :

oyal and dedicated. She will stay with you when you're in

ouble and be with you; I admire her for that." "The lawyer was

pngry and not with me, and I said, 'If you can't help me with this,

then forget it.'™ "If someone said get the report done by Monday

or I'll kill you, I'd say take me away; do it; I'm dead.” "She's

not going to make me get rid of the store just because she doesn't
' 5 ‘like antiques.” | "He'd like to say that he was responsible for my being

-

a lawyer, but he's not; my aunt really was the one who helped me all along.”

The Myou” may be useq, but .in a general way, when it really
- is dxrected toward the person the pt. 15 focused upon and in inter-
action with. In describing his mother and practically being there .
> ‘ - with her, pt. says, "You cap't treat a_ghild that way and expect
. him to love you." It is phrased as—a general statement, but the
words are practically spoken directly CO mother.

Pt. says what the other person salid, and then sags ‘what he said,

. etc. In effect, pt..says, "¢ said, then I.said, then he said ..."
. . Dxfferentiating between ‘category 6 and other categorzes. The
. :\\ attention is focused on a pbhysical-bodily center such as the bump,

cancer, or heart attack, and, therefore, 1s not a description of the
kind of person the pt. is Ycategory 3). In category 6 the pt.'s

« . " attention is largely on the external person or thing. In category
3 'the pt. s attent;on 1s.dargely on some aspect of the self.
_,//*’;,/ T ] N
. * / ‘ 0
o *
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- A physical-bodily thing. The thing upon whicb tne pt; s ,
attention is centered may be a'physical-bodily thifgk "If a person
had this bump for months, wouldn't that be a sign of ...something . e
bad?" "I was scared that mayba I was having a heart attack."
Attention is focuged on the heart attack. ' :

- ‘ : ' . : EV

Practically Saying The Words To That Other Person

" The pt. is almost "in" the interaction with the other person,
attending to that person., The pt. s words are practically sald to’
that other person. ) _ .

~ If the third—person word (e.g., “him") is replaced: by "you"
the words are just,about said to that other person.  "“when he tells
me what to do, I feel like telling him to leave me alone and do it , .
‘himself" (as if the pt. is talking to his father and just about saying,’
"Leave me alone; do it yourself."). "I like him; I really like B
him" (when the pt. is attending to and interacting with *him", and -
practically saying, "I like you; I really like you"). "She “
i1s loyal and dedicated. She will stay with you.when you're in
trouble and be with you; I admire her for tbac." "The lawyer was
angry and not with me, and I said, 'If you can't help me with this,
then forget it.'" "If someone said get the report done by Monday
or I'll kill you, I'd say take me away; do it; I'm dead.” "She's

not going to make me get rid of the store just because she doesn’t
like antigques.” !"He'd like to say thaﬁ he was respons;ble for my being
a lawyer, but he's not my aunt really’ was the one who helped me all along.”

© . The word "you" may. be used,. but in a general way, when it really
is directed toward .the person the pt. is focused uﬁbn and in iffter-
tion with. In describing his mother and practically being. thgre
with her, p&. says, "You can't treat a child that way and expect
to love you.” It is phrased as a general statement, but the.
words are practically spoken diraectly to mother.

Pt. says what the other person sald, and then says what he said,
etc. Infeffect, pt. says, "He said, théh I said, then he said e

Dif rentiating.between'category 6 and o;her categories. The
attention is’focused on-a physical-bodily center such as the bump,
cancer, or heart attack, and, 'therefbre, 1is not a degcription of the
kind of person the pt. is (category 3). In catego:y 6 the pt.'s
attention i§'1argely on the external person or thing. In category .
3 the pt.'s attention is largely on some aspect/of the self.

o
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Instructions For Rating Transcripts

L4 .

The instructions for gating transcripts are taken from the
"Expericntial System of Content Analysis®” by Alvin R. Mahrer, Ph.D.
qnpublishud manuscript, University of Ottawa.

L

: -
When catogqrizing patient statementsa:

. . . .
i~ Study what the therapist just said. Then try to make sense out of
what the patient says in the context of what thy, therapist, just said
carljer. The unit is ov er;th;ng the patient Gahs after the thorapzst
tadks and before the therapist responds t the patient 54ys.

L 2. Foau% on what the patient says towatds_the end®d? the statements.
Consider the end as far more important fhan the beginning, in assigning
g cdtegory. The oxceptlion is when a proyjinent theme characterizes the
first two-thirds or so of what the patidn® says, and the.end is practically
neutrdl. Othefwise, attend jdst to the last part of the'patient's

statement. ‘ . o
e — -~

Very often, a patient®will clearly be doing'one thing throughout the
‘first half or twd-thirds &f his statements.  He may, for example, be
describing the kind of person he is. Then, in the last few statements,

he -does something clse, such as engaging in a direct opposition with the
therapist. Undor these czrcumstancos, categor;zn what he is doing in the

last few : tdtumcnts , .

3. Clas sify cach paticnd{izjkuments into one and only onc caédgory, if
you feel that a secdond catcgor; may also apply, then deczde between the
Ewo. » .

4. Some catogorles de not- be, used at all some may be used frequently,
some may be used rarely. R - '

ox . . -

5. Wwhen you read what the patient says;.fifst answer this question:
What lis. the patient attending to, relating to or* centered upon? If the
-put;ent is relating,or dttcndzng to (centered upon} the therapist, then’
it 1s’categorg 1 or 2. If the paticnt is relating or attending to his
self, then it Is category 3 or 4. If the patient is attending to an
external situatin (or some part of an extcrndl SItuatzon}, then it 1s
‘categorg 5 or 6. : : -

Now ask this question: In attending tp'chat,“wQat kind of wotrld is
the patient constructing? For ‘example, if tﬁc patient is attending to

]
-
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short (e.g., a simple acknowledgment), study the still earlier statement
_l/of the patlent.

r

the therapist und furthermore, the patiant is constructing an oppositional
1f lthe patient 1s

relationship with the thexapist, it is category 1.™

attending

of distinguishi

Ie i

betwaen these three domains or worlds.

a matter

-

T'The following are the atagories for statements of the patient..

Place each pdtient statement\in one catagory.

4 When the patient's.attention ls on:

The Therapist 4 ~

. ‘1, Qhe patient opposes the therapiét.'

. 2. The patient accepts the thefﬁplst.

The Patient's Self ' o

3. The patient describes his solf. -

4. The patient informs of the problem.

An External Situation

6. The patient focu es.on a defined extetnal target,

r/r 5. The patient défi;es an extornal situation.

When categorizing therapist statements:

1. Study, what the patient just said, and categorize what ‘the therapist

says in this context. If the therapist's previous statement was very

.
4

l. Patient l: I admire his forthrightness

l. "Therapist: Um-hm

2. Patient: And yet I don’t care much for him ¢
2. Therapist: But you think he's pretty forthright

the therapist and, instead, contructing a world of accepting
the therapist~qnd what he says, then it is catagory 2

In order to categorize 2T (Therapist}, you must go back to lPt. (Patient).

2. Look for something predominating throughou
.paying apecial attention to the last third of

.
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-’ - 3. 'You'may.categé;ize the thqrapist statements into one cataegory.
n ’ .
The qgerapist may do one thing (e.g ilanswar the, patient's question)’
in, ‘the beginning of a statement, and then proceed to\do another thing in *
the balance of the statement (e.q., say what he belie ves the patient is _
‘ saying } Categorize jubt one. Judge which one 1s more impoptant. . F
'S Generally, it 1s. ?valatter portion of the statement which ls more important.

d. 'Yog need not make use o‘ﬁfll the possible categories. A
The folﬁowﬁng are the categories of statements made by the therapist:
1. The theraplst structures the therapy session.

, 2. The therapist tells the patient about the patient. :
3. The theraplst asks the patient to provide data about what the

- patient or problem is like.
- 4. The therapist gathers data about, and clarifies the external _ 4
gsituvational comntext. ‘ ‘
5. The therapist discloses and tells about the kind of person the "
therapist is, ) g_i
6. The therapist tells the patient what external realitg ig.like. \§
7.. The therapist says what he believes the patient is saying. .

8. The therapist gives simple acknowledgment to what the patient says.

9. The therapist gives permission-approval-enqouragement for the
patient to continue to .talk. .

10. The therapist gives advice to the patient akout potentzal personality-
behavior change. ‘

11. Other.. : ' \ : \u
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