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& ‘ Abstract
Q8

There are indications in the clinical and clinical/theoretical litera-

‘ g
ture that low frequency, high intensity patient laughter is a valued
in-therapy event, one which is compatible with and welcomed by practi-
tioners of ‘many different psychotherapeutic approaches. The interest in
tﬁis particular type of patient laughter evidenced in the clinical and
clinical/theoretical literature has not been matched by research investi-
gation and, while clinicians report on a slowiy growing body of tech-
niques and methods which seem to precede patiené strong laughter, there
has been no empirical study of these cliniéally generated 'hypotheses’,
The purpose of the present investipgation was twofold: to organize the
methods and techniques described predominantly by clinicians into a
set of categories of therapist verbal behavior and tﬁgn to determine,(/
on the basis of the examination of actual psychothe;apy sessions in
which low frequency, high intensity patient.laughter occurred, whether
or not the categories of therapist‘verbal behaviorlpreceded this parti-
cular type of laughter. Sixty incidents of patient hearty laughter were
isolated from the University of Otrtawa Psychotherapy Tapr Library which
consists of approximately 280 hours of individual, adult psychotherapy
conductea by 15 experienced therapists from various therapeutic approaches.
The three therapist statements preceding each incident of strong laughter
were categorized as falling either within the group of eight predicted
categories or an 'other' category, as were the three therapist state-
ments preceding 30 incidents of patient non~1aughter}-and 30 incidents

of patient mild laughter. Results indicated that the predicted categories

LN
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did occur before incidents of hearty 1;ughtsf, but not before incidents
of non-laughter or mild 1a;ghter. Immediately antecedent to patient
hearty laughter, 73X of therapist statementg fell-within the predicted
categories as compared with non-laughter (3%) and mild laughter (10%).
Two statements before hearty laughter, 37X of fhefapist statements fell
within the predicted categories ;s cbmpared with noh-laughter (0%)

and mild laughter (10%). Three'staﬁements before hearty laughter, 38%

of therapisﬁ statements fell within the predicted categories as‘compared
uith non-laughter (3%) and mild laughter (0%). The most frequently occur-
ring‘categories incluﬁed; (1) Defined impulsive behavior by patient or
other, (2) Carrying out risk behavior as/for patient, (3) Excited
réiﬂforcement of risked behavior, (4) Ridiculous expl?nation—descrip—
tion of patient, and (5) Directéd risked behavior towards therapist. Tke

implications of these findings for practitioners and researchers were

explored.
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Introduction

Within the field of psychatherapy, increasing attention has been given
to patient laughter as a therapeutically important event, and to therapist
methoeds which are instrtmﬁntal in promoting this event (e.g., Ellis, 1977,
- 1981; Farrelly & Brandsma, 1974; Frankl, 1966;'Greenwald, 1975, 1976; Haley,
1963; Klein, 1974; Mindess, 1971, 1976). This trend is exemplified in an
entire theme issue of the Jouriial of the American Academy of Psychotherapists
(volume 16, number 4, 1981) dedicated to this topic.

Although clinical attention to patient laughter is increasing recently,

there is essentially no research on therapist methods related to patient

laughter, no systematic summaries of the scattered clinical or theoretical

literature on patient laughter, and no intact body of literature on either
patient laughter or related therapeutic methods. In terms of theory, research,
and clinical study, the current status of patient laughter seems to be limited
to an appfeciaticn of its gignificanoe in psychotherapy and to scattered
references to therapeutic methods of bringing it about.

Accordingly, one of t.'.he purposes of the present study is to pro'vide a
summary organization of the clinical, theoretical, and research work relative
to pe.ltient laughter and therapeutic methods of promoting this event. The
second purpose is to examine patient laughter in order to identify antecedent
therapist verbal behaviors, especially thése which emerge from a review of the

clinical, theoretical, and research literatures on the subject.



Chapter I
REVIEW OF THE .LITERATURE

The purpose of this chapter is first to review the clinical, theoretical
and research -literatﬁres in regard to patient laughter as an event, in
psychotherapy. Is patient 1aughtef regarded as a significant event? Is its
occurrence regafded as therapeutically desirable? From the viewpoint of
theory, of clinical practice, and of resea_;ch, what are the considerations for
treating laughter as significant and therapeutically ciesirable? Are there
kinds of laughter, some of which ate regarded as therapeﬁtically desirable and
some of which are not? Are there therapeutic conditicns under which latighter
is regarded as therapeutically desirable or not? The first purpose of this

chapter is to review the conceptual status of laughter as an event in
By ]

psychotherapy.

The second purpose is to review the literature c;m the therapist methods
or techniques" for pramoting laughter which has characteristics held as
therapeutically significant and desirable $on the basis of the clinical,
theoretical and research literatures. Eplloning discussion of these two major
topics, the first chapter will conclugde with a provisional statement of the

hypothesis to be investigated in the present study.
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Patient Iaughter As An Event In Psychotherapy

As a focus of study, laughter has a rich Eistory which is typically
described as having roots in the writings of ‘Plato and Aristotle (cf. Chapman
’ .

& Foot, 1976). Reviews of laughter as a human phenamenon deal with such topics
as the various meanings of lawghter, the attempts at categorizin; the
conditions under which it occurs in'daily life, issues of the distinctiveness
of laughter to human Eeings, and the cultural, anthropological, and social
psychological aspects of laughter (Bergler, 1956; Chapman & ;E\oot, 1976).
However, these reviews do not touch, except indirectly, upon the 'role cr
. significance of laughter in psychotherapy. Within the field of psychotherapy,
there are no comprehensive reviews of the theoretical, clinical or research

status of this event. Accordingly, it is the purpose to review and organize

these literatures with regard to .the status of laughter as it occurs within
psychotherapy with special consideration to the significance and desirability
of patient laughter.

The Desirability of Patient laughter in Psychotherapy: Clinical Tl_aeor'y

One strategy in assessing the therapeutic desirability of patient
laughter is to explore the deeper or symbolic meanings of wvarious kindss and
types of laughter. For example, within psychcanalysis certain kinds‘ of
laughter,_ occurring under certain conditions, are held as the symbolic

expression of unconscious hostility (e.g., Freud, 1960; Grotjahn, 1970).

Interpreted in this way, laughter is held as significant but not necessarily



.as a desirable event to be brought about in.the session.
reviews of the deeper meanings and symbolic significances of laughter (e.q.,
Bergler, 1956; Koestler, 1964; Plessner, 1970). while these reviews lean in
the direction of . holding patient laughter as significant and perhaps
desirable, it is not ‘t-;hevintent here to justify study of this event on the
basis of its deeper or symbolic meanings. Such a strategy seems confined to a
psychoanalytic approach to laughter and is supervened by theoretical, clinical
and research considerations which bear more directly.upm the event itself
rather than the justification of its more unconscious, deeper, and symbolic
aspects. Accordingly, we may 'turn to a consideratien of the desirability of
patient laughter from the perspective of the thecgretical and clinical
litératures, and from the research literature.

Laughter as significant but not therapeutically desirable. 1In general,

the occurrence of laughter is regarded as significmat in psychotherapy.
However both the clinical and theoretical literatures identify several kinds
of laughter as conspicuously not desirable events. For example, same laughters
mey be significant mainly in their'.inappropriatenes's. Typically such laughter
is seen as pathognomic of serir-aus psychological disturbance and, accordingly,
far from a welcamed or deéirable event to be brought about in psychotherapy
(DSM-III, 1980; Levine, 1976; Noyes & Kolb, 1963). _This kind of laughter is
not an isolated event, but rather occurs as a .chara eristic of the patient

who is suffering from serious emotional illness.

Laughter is also regarded as significant but not desirable when it
occurs as a characteristic defensive style in which the patient, for example,

entertains the  therapist, sidetracks, or disarms the therapist (Ansell,

[

There are many -

»



Mindess, Stern, & Stern, 1981; Kubie, 1971; Levine, 1976; Paul, 1978). Once
again, this kind of laughter is a characteristic trait, habit, or style rather
thén an isolated event occurring under a given condition. ‘

The commenality underlying these two kinds of laughter is their
occurrence as a characteristic st_;{le of the patient. It is noteworthy that
lalxght;_er as a characteristic style of the patient has been idéntified as the
.singl:fla-r exception to layghter as a welcomed and desirable therapeutic event
(Ansell et al., 1981; polster & Polster, 1976). Accordingly, this kind of
laughter will be expressly identified as outside the domein of study in the °
present research. However, with this exception, laughter is generally
conceptl-Jalized as both significant and desirable within psychotherapy. We ‘turn
now to a review of the ways in which the thecretical and cllinicn} J:iteratures
identify laughter as a welcamed and desirable event in Ni:asychotherapy. It 1.;
noted that the focus of study in what follows is laughter as a fairly'

singular, discrete event rather than laughter as a characteristic style of

patients.

-

1. Laughter as an index of a ﬂxe_rapeuticall;y desirable shift in the

patient's self perspective. In many approaches, laughter is conceptualized as
indicating a yelcomed and des“irable shift in the patient's way of perceiving,
thinking about, relating to, or ofganizing such meaningful self .compmments as
self-concept, feelings, attitudes toward life, symptams and problems,
interbersonal relationships, and personal constructs. The therapeutic value of
this shift in perspective is highlighted across such approaches as
psychoanalytic therapy, direct decisia:: therapy, Gestalt the.rapy, provocative
therapy, Adlerian therapy, interpersonal therapy, natural high therapy, and



perscnal construct therapy (e.g._, Greenwald, 1975; Kris, 1940; Mindess, 1976;
O'Connell, 1981; Poland, 1971; Reik, 1964; Shaw, 1960; Sullivan, 1954; Viney,
1983). .

. In respase to a statenefzt by the therapist, typically that of
. interpretation, laughter is: likewise regarded as an index.of a significant and
desirable shift in perspective. Generally this shift is taken to indicate a
deeper o’r unconscious acceptance of the interpretation (Grotjahn, 1966;
Poland, 1971;. Rose, 1969). Or the laughter is understood as itself a
 meaningful reaction to the interpretation, and occurs as a significant subject
' of further interpretatiecn (Freud, 1960; Grotjahn, 1966; Rose, 1969; Rosenheim,-

1974).

One reasan, then, for fegarding laughter as a welcomed and desirable

therapeutic event is that it is taken as an index cﬁ\a shift in the patient's .

perspective. This shift is significant, and it is valued across a wide range

of therapeutic approaches.

However, it is to be noted that such laughter is not a characteristic

style of the patient. Instead, it stands as a relatively discrete event. What

is more, this laughter is marked by a moderate or strong energy; it has some ‘

force or intensity to it.. Finally, it is not restz;lcted to any cne kind of
accompanying feeling or emotional stat‘e.‘ As an index of therapeutically
desirable shift in perspective, the laughter my be accompanied with buoyant

and pleasant feelings or with emotions of discomfort and agitatien.

2. Lawhter as an instrumental component of the process of therapeutic

change. Across many; approaches, therapeutic change is held as including a

component of heightened feeling or emotion; this is especially central to




logotherapy, feeling-expressive therapy, Daseins therapy, Daseinsanalysis,
Gestalt therapy, existential therapy, existential analysis, humanistic
therapy, intense feeling therapy, provocative therapy, holistic therapy,
psycho-imagination therapy, encounter therapy, bioe.nerget'ics therapy,
cathartic therapy, crisis mobilization therapy, phenamenological therapy,
emotional flooding therapy, client-centered therapy, implogive therapy, primal
therapy, experiential therapy, and others.

Laﬁqhtér is typically regarded as one means of expressing such strong
feeling or emotion, as exen‘p&fied in the following description of the kinds
of strm:g feelings or emotions which emanate fram the _deeper’ pe'rsonali_.ty
processes in the course of therapeutic change:

"There are four basic kinds ... the explosion intc genuine grief

.--, explosion intc orgasm ... explosion into anger ... (and)

there is the explosion of joy, laughter, joie de vivre. These

explosions connect with the authentic persanality, the true self"

{Perls, 1970, pp. 14, 18). A

Streng laughter has been éspecially conceptualized as an instrumental
wtp&lént of the very process of therapeutic change by c¢linical theorists
including Harman (1981), Jackins (1965), Mahrer (1978, 1983), Nichols and Zax
{1977, Olsen (1976), and Perls (1970). As exemplified by ‘these clinical
theorists and the above approaches, therapeutic change requires the occurrence
of heightened feeling or emction, and strong laughter qualities.as one kind.of
stf@ experiencing., The key role of laughter in this regard _J'.s given in the
following clinical axiclﬁ for provocative therapy:

"It has been necessafy to remind studénts that if the client is

not laughing during at least part of the therapeutic encounter,

the therapist is not doing provocative therapy" (Farrelly &
Brandsma, 1974, p. 95).
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It is underscored that the essential characteristic. of laughter as an
instrumental ccrrpo;uent: in the process of therapeutic change lies in the
strength of the feeling or emotion of laughte.;. Nevertheless, this second
reason for va]l.ui.ng laughter as a welcaned and desirable event.: likewise
excludes laughter as a characteristic style of _the patient, includes stong
laughter, and 1is not restricted to any kind of accampanying feeling or
emotion, pleasant or unéleasant, light or serious.

3. Lawghter as an index of movement away from a problem-state and toward.

a valued goal state. Taughter is conceptualized as an indication that movement

is occurring in the patient's larger perscnality state, specifically movement
away from the problem or pathological state and in the direction of a valued
goal state of psychological health. More ‘specifically, it is taken as an
indication of.mgvement away from a state'characteri_ze'd by such constructs as
fea.r-, anxie{:y, rigidity, depression, withdrawal, and toward a state
characterized- by more energy, freedam, zest, openness, inner H";lrmny,
awareness and acceptance (e.g., Harman, 1981; Jackins, 1965; Jasnow, 1981; |
Kris, 1940; Tevine, 1976; Olsen, 1976; Perls, 1970; Viney, 1983). These
clinical theorist5 are representative of the broad array of therapeutic
approaches which hold to the desirability of laughter conceptualized in this
manner. For example, within psychcanalytic therapy the state change is from
. fear of to mastery over: "ﬁ';at was feared yesterday and nastez-:ed is laughed at
today" (Kris, 1940, p. 213), ‘while a personal construct approach

‘conceptualizes ‘the change in terms of the more positive flexibility of
constructs (Viney, 1983).
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mcg;:again, the welcamed desirability of this laughter refers expressly
to strong laughter, is independent of the nature of the accempanying feeling

or emotion, and excludes laughter as a characteristic style of the patient

during the session.

4. laughter as an expressicn of a therapeutically valued goal state. In

mny approaches, laughter in psychotherapy is conceptualized as a direct

expression of a valued end or goal state. The specific constructs used to

describe this goal state reflect the breadth of approaches which value
laughter for this reasm: e.g., actualization, psychological heal'd;, personal
growth, integration, authenticity, maturity, adjustxreﬁt, healthy outlook on
life (cf., Greenwald, 1975; Mahrer, 1978, 1983; Mindess, 1976; O'Cnnell,
1981; shaw, 1960).

Far O'Connell (1981); a psychotherapy growing out of both an Adlerlan
and Jungian theory of personality holds humor and laughter as one mark of the
actualized goal state of both personality development and therapeutic change.
From a more orthedox Adlerian approach, Shaw (1960) likeﬁse regards laughter
as one expression of the highest plateau of - personal growth and development
through psychotherapy. According to 5reenuald (1975) and Mindess (1976), this
valued goal state is one in which the person has aéhieved a deeper and broader
outlook on life, one which enables the person to grasp the camedy, the
absurdity as well as the tragedy, the suffering in life; ... the patient who
perceives the irony, absurdity, or outright.comedy of his or ﬁe.r predicaments
has achieved a wider, more flexible, more uplifting and therefore more
desirable outlook on life" (Mindess, 1976, P. 335). Across many therapies,

there is a valuing of a goal state whose manifest expression includes
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laughter, However, as earlier, this welcomed laughter is not the
characteristic style of the laughing patient: instead it refers to laughter as
a more or less singular discrete event, associated with an array of feelings

or emotions, and of same strength or anplitﬁde.

5. Laughter as an expression of a warm and accepting patient

relationship toward the therapist. In the back-and-forth interaction of

psychotherapy, patient laughter is conceptualized as an expression of a warm
and accepting relationship toward the therﬁpist. Mcare than a sign of
acéeptance of the therapist's substartive statement, laughter is seen as the
expreésim of a developing intimacy, a reduction in emoticnal distance, a
warmth and acceptance® Although noted as such in many therapies, it is
especially highlighted in such approaches as feeling-expressive therapy
(Pierce, Nichols, & Dubrin, 1983), provocatn.ve therapy (Farrelly & Brandsma .
1974), same schools of psyc:hoanalytlc therapy (Gmtjahn 1970; Rose, 1969;
Rosenhelm, 1974y, e.:uste.ntlal-hunamstlc therapy (Bugental 1979}, direct

decision therapy (Greenwald, 1975), and Gestalt the_rapy (Polster & Polster,
1973).

As before, this way of *sonceptualizing laughter refers to laughter as a
chscrete event rather than a characteristic style of the patient, covers an
array of underlying feelings or emotions, and\is of same strength and energy.

Clinical theory identifies one kind of ient laughter as expressly
devoid of t‘_herape(ltic desirability. Thls is. laughter as a characteristic
patlent style or habit or behavxoral trait in the se551m. With this notable
exception, clinical theory prov1des a set of interrelated conceptual bases for

regarding laughter as a welcomed and desirable event in psychotherapy. This

-
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laughter occurs as a more or less singular, discrete event, with nﬁderate or
strong energy or strength, and covers an array of accompanying or underlying
feelings or emotions. This laughter is held as therapeutically desirable .
across a broad band of psyd)otherapeutic approaches and may be taken as
representative of virtually all schools of therapy. We now turn to the

therapeutic desirability of patient laughter from the viewpoint of research.

The Desirability of Patizpt laughter in Psychotherapy: Research

—~f
‘

One line of reasonmg is that if lauwhter can be shown to be a positive
event in general, then it ought to be desirable to falcilit.ate\laughing in
psychotherapy. This seems to be a rather equivocal justification for the value
of laughter in psychotherapy and, in fact, there are no #tudies which make the
link from laughter as a positive event-in general to laughter/ as therefore a
desirable event in psychotherapy.

However, some studies have examined the physiologica% £oncamitants and
‘effects of laughter (e.g., Fry & Stoft, 1971; Godewitsch, 1976; Jones &
Harris, 1971; Scheff, 1979). The general question is whether laughter is
related to a state of good physical health. Because the linkage to laughter as
a desirable event in psychotherapy Tis so loose and equivocal, these studies
are essentially irrelevant to our question. Nevertheless, the interested
reader is directed elsewhere for general research studies and anecdotal
reports on the relationship between laughter and good physical health (e.g.,

Biermann & Toohey, 1980; Bresler, 1979; Cousins, 1976; Mazer, 1981; Moody,
1978; Scheff, 1979).
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Another line of reasoning is that a relationship may be established
between patient humot and psychological health; then, to the extent that

o

laughter is an expression of hunor, therapy my alim at bringing‘ about
laughter. But this line of reasoning- 1s7 thin, and it provides little or no
research basis for establishing the desirability of patient laughter as a
therapeutic évent. Nevertheless, there is a body of research am the
'relatipnship between humor in general and such personality variables and
dimensions -as ego strength, reality contact, empathy, and psydnopét:hology. it
mst be underscored th.at this research strategy is virtually irrelevant to the
question of the therapeutic desirability of patient laughte.r

what are the hlghlJ.ghtq of this body of resea.rch? Humor has been linked
to subjects' ego strength (Darmstadter, 1965; Goldsmith, 1963; Grossman, 1966;
Roberts, 1958), degree 'of reality contact (Roberts & Johnson, 1957), and

eqpathy (Epstein & Smith, 1969- Roberts & Johnson, 1957). Humor is more

\“3"\*&\_\ dharacterlstlc of normals than hospitalized _psychiatric patients (Levine &
o

\.

’- Abelson 1959; Levine & Redllch 1960; Roberts, 1958). Although interesting,
research o the relationships between humor and personallty dimensions is not
fruitful for assessing the therapeutic desirability of patient laughter.

What kinds of research strategies would bear more directly on the
question of the desirability of patient laughter in psydwtfl:lf\erapy? One

strategy is to investigate the relationship between patient laughter and

positive therapeutic ocutcomes. Although there are no studies ‘which follow this

paradigm, there are two studies which follow a more .general strategy. If

laughter is regardéd as one of a few indices of the expression of strong
. £y

U,
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feeling, then relationships may be explored between the expression of strong
feeling a;xi_ positive therapeutic outcome.

There are two studies on this question. One is by Nichols (1974), and -
the second by Nichols anc‘i Bierenbaum (1978). Both used actual psychotherapy
patients and therapists, and both reported significant relationships between
the expression of strong feeling, with laughter as one index of strong
feeling, and posi;tive therapeutic outcame. It is interesting that both studies
exclu_ded laughing as a characteristic style of patients, and focused upcn the
same kind of laughing regarded as therapeutically desirable from the
perspective of clinical theory, namely laughing as a dlscrete occurrence,
laughing as an event with same strength and laughing as;@clated with an array
of underlying feelings or emotions.

It is also noteworthy that laughte_r is almost akiomatically accepted as
a desirable event in the clinical li:teratu.re, that clinical theory has
provided extensive and ample conceptual bases for rholding patient laughter as

a desirable therapeutic event, and that anly two studies have examined the

desirability of patient .laughter.

Characteristics of Patient Laughter as a Valued In-Therapy Event
What are the characteristics of that kind of patient laughter which is
held as a valued in-therapy event? fThere is remarkable uniformity within and

between the clinical, theoretical, and research literatures on this question.

-

The latter two damins have already been discussed to scme extent. _ In
L]

addition, th“e characteristics of valued in-therapy patient laughter may be .
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taken from commentary on therapy transcripts, case discussions, and clinical
vignettes of patients in therapy (e.g., Bugental, 1979; Farrelly & Brandsma,
1974; Greenwald, 1975, 1976; Polster & Polster, 1976; shorr, 1972; Yassky,
1976). Cambining these three literatures, the following characteristics define
laughter as a valued in-therapy event, and the target of the present
investigation:

It is not a characteristic style of the patient. whether the laughter is

of high or low intensity, regardless. of the nature of the accawpanying or
underlying .feeling or emotion, laughing as a characteristic style off the
‘patient is expressly excluded as a valued in—thérapy eve;lt. This is laughing
which occurs with high frequency throughout the session, and occurs as a
parameter of the patilent rather than an in-therapy event.

It is not regarded as a valued in-therapy event because it is
considered, for example, as a pathognomic indicator of a psychological
disturbance (cf., DSM-ITI, 1980; Levine, 1976; Noyes & Kolb, 1963), or as one
oflmany forms of a continuing defensive style (cf., BAnsell et al:, 1981,
Kubie, 1971; Levine, 1976: Paul, 1978). For whatever reasons, such
high-frequency characteristic laughter is expressly identified as outside the
bounderies of laughing as a valued in—therap;} event fram the oambined
perspectives of the clinical, theoretical, and research literatures (e.g.,
Ansell et al., 1981; Bugental, 1979; Harman, 1981; McGhee, 1979; Nichols,

1974; Nicheols & Bierenbaum, 1978; Polster & Polster, 1976; Yassky, 1976).

It is a discrete, low frequency, singular in-therapy event. All three

literatures define vall:;é_“d*.g.nd desirable patient laughter as a low frequency,

discrete in-therapy event. That is, this kind of laughter occurs not as a

"



continuing characteristic of the patient, but rather .as a meaningful part of
an immediate therapeutic -situaticn or event. Something is cccurring within the
therapeutic session, and laught;_r is understocd as a camponent of or reaction
to that situation or occurrence. There is a spontaneity, an immediacy to this .
kind of laughter. Accordingly, the firs:t of a set of three defining
" characteristics of therapeutically valued and desirable laughter is its
occurrence as a low frequency, discrete therapeutic event (Ansell et al.,
1981; Bugental, 1979; Greenwald, 1975; Grotjahrﬁ 1966; Harman, 1981; Kris,:
1940; Levine, 1980; Nichols, 1974; Nichols & Bierenbaum, 1978; Nichols & Zax,
1977; O'dxmel'l, -11'981; Olsen,; '1976; Pperls, 1970; Poland, 1971; Polster &
Polster, 1976; Rosenheim, 1974; Shaw, 1960; Viney, 1983; Yassky, 1976}.

It has strength, energy and intensity. ILaughter is regarded as welcaved

and therapeutically desirable when it is strong. This is variously referred to
as laughter which is hard, cathartic, of heightened intensity, high amplitude,
‘high energy, loud, explosive, heartfelt (e.g.r, Bugental, 1979; Downing &
Marmorstein, 1973; Grotjahn, 1970; Malamud, 1976;l Nichols, 1974; Nichols &
Bierenbaum, 1978; Nichols & Zax, 1977; Lifschitz, 1981; shorr, 1972). This
laughter's strength is relative to the patient's own baseline energy level,
and expressly exc_ludes mild or lower strength chuckles, giggles, sniéke.r:s., and

the like.

(It may be accompanied with an array of feeling or emotional states. As a

singular in-therapy event, occurring with a measure of strength and energy,
laughing is understood as being accampanied by a broad array of emotions and
feelings. Whereas ordinary laughing in daily life is most often understood as

sighifying a pleasant feeling state (Bergler, 1956; Chapman & Foot, 1976;
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_Ma;hee, 1979), . this is not necessarily so in psycﬁotherapy. As e

- consideration, psychotherapeutic laughter has been clinically studied in its
deeper aspects so that manifest buoyancy may be the surface indicator of a
deeper and perhaps unconscious emotional state of an;ger, punitiveness, hurt,
frustration or similar feeling states which are not li\éhtly pleasureable
{Bergler, 1956; Freud, 1960; Grotjahn, 1970; Koestler, 1964; Blessner, 1970).
‘In psychcthgrapy, whether at the manifest or déeper levels, whether the focus
is on the attendant behaviors (from clenched fists to tearfulness, from
spantanecusly gross bodily movements to facial expressions), this kind of
welcared and desirable therapeutic laughter is understood as accampanied with
a broad array of feelings and emotional states (e.g., Farrelly & Brandsma,
1974; Greenwald, 1975; Harman, 1981: Jackins, 1965; Jasnow, 1981; Kubie, 1971;
Levine, 1976; Mindess, 1976; Paul, 1978; Rose, 1969; Rosenheim, 1974). As long
as the laughter is singular and low freqhency, as long as it is strong and
high energy, therapeutically desirable laughter is not restricted to pleasant

or happy feelings or emoticnal states, but rather is taken as accompanied by a

broad array of feelings and emotions.

. v
Research Options Generated by the Current Theory, Practice, and State of

Research Knowledge

Given the current state of clinical theory, practice, and research, what
are the important research avenues to be investigated? The current status of

patient laughing as a desirable event justifies and calls for a number of
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neéded lines of investigation. What are these options, and on what basis may a
salection be taken'.; '

Clinical practice rests on a presumption that the occurrence of strong
-patient laughter is welcomed,’ is’ desira.bie for therapeutic change. In
practice, across many approaches, the quest/ion is how to bring about this
'h‘igh}Lvalued and desired patient event., Indeed, the vacuum of research is
highlighted by the increasing attention recently attributed to the need for
systematically examining the ways of bringing about patient laughter (e.q.,
Ellis, 1977, 198l; Farrelly & Brandsma, 1974; Frankl, 15966; Greenwald, 1975,
1976; Haley, 1963; Klein, 1974; Mindess, 1971, 1976). This trend and growing
need is’ also exemplified in a theme issue dedicated to this avenue by the
Journal of the American Academy of Psychotherapists (volume 16, number 4,
1981). \

Clinical theory likewise. provides a conceptual foundation .___fox; the
therapeutic desirability of strong patient laughter, and opens the way for
research investigation of the means of bringing about this event. Across a
variety of approaches, there are several theoretical bases for stamping strong
patient laughter as a desirable therapeutic event, Accordingly, c¢linical
theory likewise invites research on the ways of bringing about patient
laughter within psychotherapy.

If clinical practice and theory both authenticate strong patient
laughter as desirable, then one reascnable option is to investigate ways of
bringing this about in psychotherapy. Indeed, this is the option to be pursued

in the present research. In the section to follow, the current state of
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research on thi.s Question will be reviewed. However, it is important to note
that this is only one rrajox_: research option available for investigaticn'.

A second avenue of research focuses o the desirability of strong
patient laughter. Although clinical practice acknowledges tl;e desirability of
strong patient laughter, and although clinical theory provides a conceptual
foundation for its desirability, is there sufficient re ch basis for
accepting strong patient_laughter as desirable? Only two studies are relevant
here, and neither focuses directly on patient 'laughter. It may be concluded
that the research basis is slender and calls for further investigation.-
Accordingly, a second research avenue is both justlfled and pomted toward by
the state of clinical practice, clmlcal theory, and research, namely research
on  the question of the deisrability of strong patient laughter 1in
bsychothe.rapy.

Both options are open, available, soundly based and juétified. To pursue
either option is to acknowledge the need for pursuing the alternative. If the
seccnd option is selected, one reason is that it is important to confirm the
desirability of strong patient laughter before investigating ways of bringing
about this event in psychotherapy; the problem is that this is an expression
of a philosophy of science which holds that clinical practice should await
sufficient research oonfirmation 'of the underlying presumptions and
théoretically ‘based clﬁonceptual structure. TIf the first research option is
selected, one reason is that strong patient laughter is conceptually grounded,
is highly prevalent in clinical practice, and the research need is to
carefully and rigorously investigate the waysmof bringing this event about. As

will be indicated in the subsequent. section, there is an almost bewildering
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lack of organization and study of the manifold ways of bringing about this
valued and desirable evept. However, the problem in this option is that the
very desirability of this event has yet to be confirmed by research.

Given theﬂe two major research options and the considerations in
pursuing each, the selected choice is to examine the farmer, i.e., the ways of
hringing about or facilitating the occurrence of strong patient laughter in
psychotherapy. Howeirer, it is acknowledged that a systematic interest in this
area leaves open the research invéstigation of the desirability of strong
patient laughter in psychotherapy.

These are proposed as the two major research avenues put forward-by the
cur?ent state of clinical, theorafy : 1, and research literatures on laughter
as a therapeutically welcamed and desixable therapy event. In addition there
are several secondary research lanes corollaJ;y to these major ones. Sare of
these will be cited as closure to a review of the current status of
therapeutic laughter, but it is understood that the selected research option
is that of investigating t.he methods of bringing about or facilitating patient
laughter which is not a characteristic style of the patient, which is a low
frequency, singular event, which has strength, energy and intensity, and which
my be accompanied by an array of féelings or emotional states.

(1)one corollary line of research selects out the psychotherapeutic
approach'es: and asks questions about laughter by first taking into account
possible differences among therapeutic approaches. For example, what ways of
hringing about laughter are characteristic of given approaches? How do several

approaches differ in their ways of bringing about laughter? Or, questions may

be generated by parcelling out the cutcomes for different schools of therapy.
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For example, if laughter is desirable, how does its occurrence vary over
several different apprcaches? When sessions include laughter, how do the

indices of positive outcame distribute themselves over different therapeutic

approaches?

These questions are corollary to the two ma‘jor .research avenues ifx that
they are based upon a presunption that laughing is therapeutically ‘;:sirable,
and that it is profitable either to examine the ways of bringing it about or
to refine ocutcame study by dividing outccr-res along the lines of different
approaches to therapy. It appears that studying laughter as related to
different therapeutic approaches either begs the major research questions or
offers a possible refinement in examining these two major research options.

(2) A second corollary line of research focuses upon the patient or
client variables in relationship to the two major research options. For
example, one may ingquire into the relationship between patient‘ laughter and
such standard patient variables as degree of psychopathology, psychodiagnosis,
or pérsonality dimensions such as ego strength, emotional expressiveness, or
covert aggressiveness. However, this line of research is based on a
presumption that patient laughter is desirable, and it adds little or nothing
to the question of how it is brought about in psychotherapy.

{3) A third corollary line of research focuses on a comparison of
patient laughter with non-patient laughter. For e_'xan'ple, patient laughter in
psychotherapy may be compared with the laughter of patients in their daily
lives outside of the therapeutic context, or with the laughter of
non-patients. While this may illuminate the possible distinctiveness of

patient laughter in therapy, it presumes the therapeutic desirability of



20

~
" patient laughter while contributing little or nothing to a study of the ways
of bringing it about in therapy.

(4) A fourth ‘corollary line of research focuses upon patient laughter
itself and examines either accampaniments of this event or directims of
change over the course of psychotherapy. For example, cane might study the
nature and content of patient verbal behavior which accarpanies or is
consequent to patient laughter, ‘the nonverbal, behavioral, linguistic, or
neurophysiological accompaniments of laughter, or the changes in the amount
and frequency of laughter over the course of psychotherapy. Thig line of study
is based on a presumption that patient laughter is desirable and that it is
important for psychotherapy to facilitate its éontinual occurrence.

Each of these corollary lines of research is interesting. But they are
secondary to the two majc}r‘ research options generated by the current state of
the theoretical, clinical, and research knowledge. One option is to examine
the proposition that low-frequency, discrete, strong patient laughter is a
therapeutically desirable event. BAlthough p;'oclained so by the clinical and
theoretical literature, tHe research base is only preliminary‘at the present
time. The second option, the one selected in the present research, is to
investigate the therapeutic methods and  operations which are linked to the
occurrence of low-frequency, singular, strong patient laughter. This is a
major research option which paves the way for corollary lines of study and
also the major alternative research option. Accordingly; the next section

focuses on how this laughter is held as brought about in the process of
psychotherapy.
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II. Therapists' Verbal Behaviors Antecedent to Patient ILaughter

There is no organized review of t.heraplst operatlcns and rrethods linked
with the occurrence of therapeutically desirable patient laughter. I.n/settmg

forth such a review and prcrvisional categorizaticn, some preliminary

considerations are in order.

| Preliminary Considerations

The damains from which the data are drawn. As noted above, the valuing

6f singular strong patient laughter cuts across many therapeutic approaches.
Therefore, the antecedent therapist behaviors are drawn from a broad
distribution of therapeutic approaches.

In examining these approaches, 'indications of what therapists do prior
to singular strong patient laughter will be drawn from the clinical
literature, the theoreﬁiml literature, and the research literature. In large
measure, indications will be taken from the clinical literature, including
clinical discussions of patient ldughter, case vignettes and excerpts
involving laughter, and des.criptions of therapeutic sessions in which patient
laughter occurred. Secondly, indications will be taken fram the theoretical
literature. Although this literature is less rich in providing data on the
antecedent operations and methods of therapists, some suggestions may be
derived fram fheoretical propositions on the desirability of discrete strong

patient laughter. In addition, the few research studies will also be examined

for suggestions.
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Finally, the review will be expanded to include not only the literatui:e
related to therapist operations and methods in relation to strong patient
laughter, but also in relation to strong patient feeling expression in
general, .Strong patient laughter is generally regarded as e index of the
expression of strong or heightened feeling expression and, as such,
indications will also be.taken from this larger encompassing domain.

Accordingly, the damins of data will include the clinigal, theoretical,
and research literatures ot strong patient laughter and strong patient feeling

expression across the array of therapeutic approaches in whlch strong patient

laughter is held as therapeutically desirable.

N

Limitations and restrictions: Toward & definition of antecedent

therapist verbal be.haviors. The dcmaJ.ns of data described above almost

exclusively pertain to verbal behavior rather than nanverbal behavior. Verbal
behaviors of the therapist generally include the nature or content of the
actual statements as well as some indication of the way these words are
spokgn. For example, these literatures may include suggestions about such
dimensions -as voice quality, pitch and volume, style and tone. All of these
dimensions and parameters will be examined in organizing the verbal behaviors
of the therapist. However, the present review will not include ncnverbal
behavi.ors. Although these may be acknowledged to be significant aspects of
therapist behavior, the above domains of data provide so little_ indication of
the nature and role of nonverbal behaviors that they will be excluded from the
present organization. Thus the provisional categorization 'will not include

such nonverbal dimensions and parameters as therapist posture, body movements,

eye contact, physical touch, and the_like.
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A second limitation or restrictien expressly pertains to the neaning of
antecedent. Throughout the literature o thérapist oper&tims and methods
which .are. held as preceding singular strong patient laughter, these are
limited and restricted to those which occur almost immediately prior to the
patient's laughter. The window is opened to include therapisf statements a
Little before the patient's laughter, from the immediately preceding therapist
statement to those occurring within the last minute or so. Neither the
clinical, theoretical nor research literatures speak of the influence of
therapistmstatenents or patient-therapist interchanges occurring mich earlier
in the sessien or in previous sese".ions. While it may be acknowledged that the
complex of accumlating therapeutic events and processes over a series of
sessions may have determining effects on the occurrence 6f a singular, streng
patient laughter, the present meaning of antecedent is limited and restricted
to more or less immediately antecedent therapist statements.

- Accordingly, the review ‘and provisionai categorization of therapist
methods and operations will, in avc‘cord 'with the pertinent literature, be
restricted and limited to those therapist methods and operations which are
verbal and more or less immediately antecedent, rather than nenverbal and a

remotely occuring complex of earlier therapeutic determinants.

Therapeutic Procedures Linked with Patient Strong Laughter

From the clinical, theorfetical, and research literatures, what is a
provisional categorization of the therapist ~verbal behaviors antecedent to

instances of patient laughter which is singular and strong? The subsequent
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section will expand the question to include therapist verbal behaviors
antecedent to patients' expression of strong feeling in general, rather than
strong laughter in particular.

The use of humor. Patient laughter is believed by many authars to occur
as a oconsequence of the thérapist's use of humor (Ansell et él., 1981; Ellis,
1977, 1981; ‘F\‘arrelly & Br.andsna,l 1974; Greenwald, 1975, 1976; Graotjahn, 1970;
Kiiliriger, 1976; rathrop, 1981; Mindess, 1971, 1976; Narboe, 1981; Rose, 1969;
Rosenheim, 1974). 1In other words, patients laugh because therapists tell.
jokes, make witty remarks, or do something which st.rikés the patient as funny.

Discussions of the therapeutic use of humor tend to address two issues:
(1) The underlying conditions for its use. These include the com?eying of a
generally humorous attitude toward life (Ansell et al., 1981; Greenwald, 1975,
1976; Mindeés, 1971, 1976}, and also tov.érd the patient himself or herself
(Ansell et al., 198l; Greenwald, 1975, 1976; Mindess, 1971).  (2) Guidelin;as‘.
toward the expression of humor. These include set patter (Harman, 1981;~j
Rautman, 198l), funny songs (Ellis, 198l) and spcntanecus jokes (Narboe,
1981), aé well as the humorous use of sarcasm, mimicry, irony, and digtortion
(Farrellyl & Brandsma, 1974). These two issues may be discussed in turn.

(a) Underlying conditions for the use of therapist humor. There are many

prescriptions concerning the use of therapeutic humor given predaminantly in
the clinical literature. Bééically, these prescriptions address the
attitudinal stance or posture expressed by the therapist.

The therapist is enjoined to convey a humorous attitude toward life in

general. The attitude i{s that life is a tragic—comedy and humor is a way of

déali.ng with it (Greenwald, 1975; Mindess, 1971). "... the extent to which our
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se(se of humor can help us .maintain ocur sanity is the extent to which lt
moves beyond jokes, wit,'la%;hte.r itself. Tt must constitute a frame of mind,
a point of view, a deep—going, far-reaching attitude to life" (Mindess, 1971,
p. 10). Greenwald (1975) describes how this life attitude affects therapeutic
process and movement by enhancing a positive ﬁnderst:a.nding and frame of
reference: "If you lock at a Chaplin movie, you can dissolve into tears at its
profound tragedy. But if yau turn it just one degree the cther'mi, it is a
' hilarious ‘comedy—faroe. I like to help the people I work with sge the
.absurdity)ﬁathe hilarity, the farce of life, and to enjoy. it" (p. 116) .l

The merap.;Lft's use of humor is also to convey a positive, welcaming
fondness for and liking of the patient (Ansell et al., 1981; Farrelly &
Brandsma, 1974; Greenwald, 1975; Rautman, 1981). In other words, humor stould
only be used if the therapist genuinely has good feelings about the patient.
"A long time ago I decided not to work with people I couldn't stand, because
if you can't stand samebody and'you express that in humor, you're in trouble,
and they're in even worse trouble. Your humor must be based on your iiking of
peol;;le and your apgteciation of them" (Greenwald, 1975, p. 115). This position
is also stressed by psychcanalysts who discuss the use of humorous
mterpretatior-l (Grotjahn, 1970; Poland, 1971; Rose, 1969; Rosenheim, 1974}. _

(b), Guidelines toward the expression of therapeutic humor. Among the

general guidelines for the expression of therapeutic humor is the use of set
stories,. funny homilies, and anecdotes (Harman, 1981; Rautman, 198l). More
unusual is the use of outrageous songs which Ellis (1981) sings both to and

with his p'atients when they express 'irrational beliefs'. For example:

‘
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"MAYRE I'LL MWVE MY ASS -
(to the tane of Charles.Harris, After the Ball)

After you make things easy,
aAnd you provide the gas;
After you squeeze and please me,
Maybe I'll move my ass!
Just make life soft and breezy,
Fill it with sassafras!
And, possibly, if things are easy,
- I'll move my ass!™ (Ellis, 1981, p. 34).
Mare typically, therapists are advised to joke in a spontaneous way in
keeping with the immediate, c:ngoing process of therapy (Ansell et al., 1981;
Farrelly & Brandsma, 1974% Narboe, 1981). The therapist usually does this in
the form of one-liners. For example, Mindeés {Ansell et al., 1981) describes
how he responded to a patient who expressed concern that therapy would destroy

her: "Well, you're in.luck. I've already destroyed my quota of clients this

week” (p. 12).
Farrelly and Brawn) have proposed .an organized set of
quidelines by which therdpists can be humorous. Farrelly is the originator of

an approach he calls 'provocative therapy', and a central ingredient of this
approach includes the use of humor. His guidelines include the following: (a)
exaggeration, (b) mimicry, (c) ridicule, (&) distortion, (e) sarcasm, (f)
irony, and (g)r jokes. | |

Exaggeration. Farrelly exaggerates the patient's ideation, affect,

behavior, relationships, and goals into a larger-than-life form. He does' this
through the use of parody or caricature. For example, when a patient of
dull-normal intelligence anncunced she wanted to be the next Carol Burnett,
Farrelly acted aut an exaggerated caricature of what this patient would be
like standing in front of a microphone saying words such as 'duh, uh;' being

inept and very tense (p. 101).

&3
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Mimicry. Farrelly mimics the patient's behavior, ideation, tone of
voice. For example, when a patient threatened him with the possibility of an

impending seizure, he announced that he too was/Sibject to seizures and

mimicked one camplete with shaking, trembling, i d clenching of teeth
(pp. "4Q -102) .

- Ridicule. Farrelly differentiates between types of ridicule. In one

type, the therapist ridicules himself or his roje as therapist. In the secétnd

type, the therapist ridicules not the patiedt, but characteristics of the

patient's behavior; delusiong, halldf:inatims, inking patterns. For exanple,

Farrelly might parody the role of the all-knowing therapist, or he mght make

fun of his own quy. In relation to the second t of ridicule, Farrelly

advises such things as entering into the delusional system of the patient. For
exanmple, when a super\}isee of Farrellyr‘“s reported that her patient claimed to
be the mistress of Christ, Farrelly advised "(that the student) ridicule the
patient's ideaticn by claiming that she, the student, was Christ's real,

~~
favorite mistress" (pp. 102-107).
Bistortion. Farrelly suggests the use of humorous psychological '
mis-l‘nterpretations, of f-base reflections, and clumsy, deliberate
misunderstandiné of what . the patient says, The - therapist distorts
explanations. ‘E‘or example, in this excerpt from one of Farrelly's sessions:

"C. (Slowly, in a puzzled tone): What's the matter with me? T
must be promiscucus?

T. (Warmly, "supportively" patting the patient on her knee):

You're not pramiscuous, you just have a 367—day-a—year\estrus
cycle" (p. 109),

~
N
N

N
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Sarcasm. Farrelly couples sarcasm with teasing expressions and gestures,
a sort of affable, teasing pseudo-hostility. For example, when a promiscucus
patient lands a job, he says "(Suspiciocusly and with a sarcastic tone): Ch
yah, how did you persuade him to hire you, SweetBeart?” (p. 110). Farrelly

indicates that it is essential to use a playfq{ tone with a patient when being

sarcastic,

Irony. Farrelly describes irony as the therapist's assuming a pretense .
of ignofance, using words to express other than the literal meaning, and
indicating the iqcongruitf between the actual situation that is occurring and
« the desired situation. Far example, when a patient has been placed in
seclusion for assaulting other patients, and is. yelling obscenitic?s at the

staff, Farrelly reports the following interchange to typify the irony of the

actual versus desired situation:-

"T. (Sidling up to the grill, in full view of the patient;
chortling loudly): Atta girl! You've got 'em on the run!
They're scared shitless of you now, the sonuvabitchin'
bughcusers and that crazy freak! Reep it up, don't let 'em
break you (through clenched teeth) No matter what! No-
matter how long they keep you in there!

,  Pt. (Laughing in mid shout): BAw, go to hell, Frank! You ain't
locked up in here. 1It's easy for you to say that. You try
it, if you like it so goddamn muach.

T. (Cringing, locks furtively up ‘and down hall, drops his
voice to a conspiratorial whisper): Not me! They broke my
‘spirit long ago, but I always have hopes that they'll
finally meet somebody they can't break (suddenly glaring
furiously, raising his voice in a fanatical shout) No
matter what tortures they ...

Pt. (Laughing: interrupting in a conversatianal tone): Careful,
they'll put you in here next. Aw, piss on it, I'm shaping'
up and shippin' out" (pp. 110-111).
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Jokes. By jokes, Farrelly means the one-liners and punch lines described
earlier. The provocative therapist uses jokes whenever possible (pp.' lll—ll3) .

In general, therapist humor is .held as a means of fac:.lltatlng patlent
strong laughter. It is comprised both of content and a way of being (including
therapist manner, attitude, tone and quality of voice). 1Instead of treating
lhum::r as a separate category or set of 'categor'ies, both the content and way of
being of humor will be incorporated into therai:ist verbal behaviors which are
generated from a comprehensive survey of the clinical, theoretical, and
-research li_f.eratures on  therapist verbal behaviors antecedent to patient

strong laughter.

Accordingly, the following seven categaries are proposed as a

provisional organization of therapist verbal behaviors antecedent to patient

strong laughter. These categories are mutually exclusive, representative of a °

broad array of therapeutic approaches, include the elements of therapist humor

where appropriate, and Constitute-an initial provisional attempt to categorize

the ways in which therapist verbal behaviors are linked to the consequent
S~

occurrence of patient laughter which is singular, strong, and held as

therapeutically desirable.

(1). Directed interpersonal risk-behavior. Strong patient laughter is'

held as occurring as a consequence to the therapist's direction for the
patient to carry out an interpersonal risked behavior (Dodming & Marmorstein,

1973; shorr, 1972). The patient is directed to carry ocut the behavmr

immediately, w1th1n an imagined or fantasied scene in the therapy session

itself. The behavior is interpersonal in that the therapist directs the

patient to carry out the behavior in relationship to some other imagined or
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fantasied person, ge.nerally a significant other individual. Finally, the
directed interpersenal behavior is risky, 1i.e, anxiety-engendering,
threatening, atypical for the patient. The behavior may consist of sayiné_‘;
words to the other person, or yelling, or carrying out a physical action. For

exanple:

."(Therapist) Imagine holding your mother's face in your hands and
scream .the most impossible phrase at her ... he paused for
. several minutes and said, "This is too hard, Joe". I urged him
on. Then he let go a scream, "I AM NOT YOUR PUPPET. I AM MY OwWN
MAN!" He ... cried for a moment, then he burst into hysterical
laughter" (Shorr, 1972, p. 74).

when the therapist directs the patient to carry out an interperscnal
behavior which constitutes a risk for the patient, the rather T immediate
consequence is held as strong laughter.

(2) Defined impulsive behavior by patient or other. Close (1970), Shorr

(1972) and Farrelly and Brandsma (1974) indicate a second category of
therapist verbal behaviors which is to be followed b; strong patient laughter.
‘Ihis. category consists of the therapist defining-: (describing in detail) an
impulsive behavior, i.e., ‘me which is threatening, cordinarily blocked and
defended against, may be dangerous or outlandish, shocking, or rooted in
primitive material. The defined hrpu\lsive behavior is regarded as carried out
by either the patient or a significant other. Typically, the therapist's
verbal behaviors and tone convey a context of impulse pleasure and acting out.
when the therapist carries out this category of verbal respanse, these authors
hold that the consequence is patient laughter.

For example, Close {1970} describes an intervention which preceded
léughter by a patient who tells about refus.ing té hang up his -shirté because

the rattling of hangers might disturb the other patients:
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"Lock, I'll tell you cne way you might be able to get your shirts
hung up. If you go ocut to the T™V roam and turn the ™ up full
blast, then you could dash madly back to your rocm before anybody
. turned it down, and the TV would drown out the rattling of the
hangers ... Wait a minute, I've got another idea. If you really
wanted to do this right, you could set off the fire-alarm
that would get the staff all upset, as well as the patients, and
you would have plenty of time to hang your shirts up" (p. 195).

Similarly, the therapist may define the impulsive behavior another

" person might carry out. For example, in this excerpt fram Farrelly .and
Brandsma (1974):

"C. (With an air of marked independence) I can do without men!
(picusly) I'll just become closer to Gaod.

T. (Reminiscing; off-handedly):  Reminds me of a friend,
recently divorced. Of course, he had sexual feelings - not
like you. But anyway, he said that his divorce had really.
brought him closer to God. Of course I agreed with him -
with cne small exception ... (pause) ... I just wondered

- how it was to crawl between the sheets with God.

C.  (Blushes and lawhs)" (p. 111}.

(3} Ridiculous explanation/description of patient. The therapist offers .

an explanation or description of the patient or the patient's behavior in a
vay which is ridiculous. That is, the explanation or description is extreme,
exaggerated, wild, far-fetched, unrealistic, burlesqued. Typically, the
context includes a playful confrontation, interpretation, or encounter. This
category of therapist verbal behaviors antecedent to patient laught;:ar is
described by Farrelly and Brandsma (1974), Greenwald (1976), Kopp (1964},
Poland (1971), Whitaker, Felder, Malone, and Warkentin (1962), Ansell and his
co-workers (1981), Guinan (1981), Rosen (1953) and Searles (1963). |

(4) Instruction. to carry out affect—laden behavior with heightened

intensity. This is considered a common therapist methed of pramoting strong
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patient laughter, and is described by clinicians such as Bugental (1979),
Downing and Marmf§£ein (1973), Jackins (1965), and Polster and Polster
(1976). The method oonsists of instructing the patient to carry oat
affect-laden behaviors, and to do so with increasingly heightened intensity.
This may consist of instructions to "say it again, louder", to scream and yell

the affect-laden words or phrases, to hit or pound or kick with incréasing
‘intensity. |

(5) Carrying out the threatening behavior as/for the patient. Kopp
(1974} and Shorr (1972) are represént'ative of clinicians who h-old that strong
. patient laughter is the consequence of a fifth category of therapi-st' verbal
behaviors. In this category, thé L;he_rapist carries out or acts out behaviors
which are threatening to the patient, and the therapist does so within the
role of patient. That. is, the therapist carries out these behaviors as or for
the patient. These behavicors are threatening, risky, impulse-ridden,
bothersome for the patient who. is described as on the verge of or immediately
coping with these behaviors. For exanple, when the patient is having a
fantasied confrontation with her mother and is too threatened to indicate to
her mother that she is having sex, the therapist says, "'I'm having sex,
mother!" (shorr, 1972, p. 80), and the consequence is strong patient laughter.

(6} Risked being of the other person or entity. The therapist instructs

the patient to risk being the other person or entity. As described especially
by Jackins (1965) and Malamud (1976), this category of therapist verbal
behaviors pramotes strong laughter when role-playing or being the other person
or entity includes a measure of risk, i.e., includes same threat in the sheer

being of that other person or entity, or in the acting out of some impulse.
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This category of therapist verbal behaviors is taken from the Gestalt method
of being the other person or entity; the patient is to be or role play
significant other individuals, objects, parts of oneself. For example, Malamud
describes the use of this method in pramoting strong laughter in a patient for
whom the role-playing of God carries considerable personal risk and impulse

pleasure:

"Dr. M.: Now this time would you mind standing on this chair and
playing God ... As Gcd, I'd like you to say something to any of

them, or all of them. It's up to you. Make a statement as God"
(Malamad, 1976, p. 234).

(7) Excited reinforcement of risked behavior. Farrelly and Brindsma

(1974), Guinan (198l), and Van der Post (1975) describe another category of
therapist verbal behaviors designed to pramote strong patient laughtel;. When
the patient expresses some kind of risked behavior,l the therapist i‘espcnds
with excited pleasure., This is understood as simple reinfermcement by means of
expressed excitement, approval, welcoming, and pleasure. Typically, the
patient's behavior includes a large measure of \T:isk; it is perhaps new or

Tsamewhat dangerous, unusual or impulse-threatening.
For example, Farrelly (Farrelly & Brandsma, 1974) describes an
interchange with a patient who meekly enters his office, unsure of herself and

] lookmg{tonised. The therapist pretends to be confused about which chair she

should si 'Q\until, finally, "Pt. (Suddenly straightening up, frowning;

loudly and forcidly.) "Aw, go to hell! I'll sit where I want!!:" (p, 181).

Farrelly excitedly welcomes the behavior, expresses pleasure, and the patient
bursts into laughter,



\ .

Clinical theory provides a basis -for a provisional set of the above
seven categeries of therapeutic procedures which are held as antecedent to
strong patient laughter. As an initial framing of these procedures, care has
been taken to organize the body of writings which discuss and which. report
specific ways of promotiﬁg patient strong laughter.

Research studies on therapeutic procedures linked with patient laughter.

Are there any research studies relating to a linkage between any of the
proposed categories of therapist behaviors and patient strong laughter? On the
basis of research, may additional categories be considered? As stated earlier,
there are only two empirical investigations in which patient laughter is
examined within the context of a&tual psychotherapy (Nichols, 1974; Nichols &
Bierenbaum, 1978). Results of these two studies indicated that strong laughter
is one copsequence of the use of therapeutic techniques which are believed to

A

result in the expression of strong feeling in general.

The the.rapeutic technique.;: employed in both studies were based on an .
approach cailed "re-evaluaticn ‘counseling” (Jackins, 1965). These techniques
included role playing, repetition of affect-lad‘en phrases, and expressive
movement such as kicking and beating a couch. Nichols (1974) and Nichols and
Bierenbaum (1978) report that laughter occurred as one consequence of the use
of these techniques. They do not state how frequently patients J_.aughed, ner do
they link specific techniques to the patient's laughter. However, these
investigations provide some support for two of the above seven categories
taken from the clinical literature: instruction to repeat affect-laden

behavior with heightened intensity, and risked being of the other person or

entity,
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A related paper (Killinger, 1976) explored the consequences of therapist

humor . Th'e pertinence to the present study lies in the presurption that
patient laughter is an indicator of therapist humor, that is, patient laughter
may include therapist humor among its antecedents. Data analysis was
incawlete at the time of presentation at the International Congress on Humor -
and Iaughter (Cardiff, 1976). Accordingly, this paper may be taken as a soft
indicator that patient laughter and £herapist humor are linked, although it
must be noted that this was not the focus of the study itself.

All in all, research offers little if any data on the cétegories of
therapist statements linked to subsequent patient laughter. These categories
are generated predominantly fram the clinical theoretical literature. However,
it must be récognized that the above seven L;roposed categories are derived
from writings- which are expressly concerned with the occurrence of strong
patient laughter. In an effort to confirm or extend this provisional list, a
conplenéntary and samewhat cverlapping body of literaturi which -focuses on
therapist procedures and methods held as promoting strong feelings in general
will be feviewed. Throughout this literature, strong laughter is cammonly

treated as one camponent of strong feeling expression.

Therapeutic Procedures Linked With Patients' Expression of Strong Feeling .

There is a body of literature on therapeutic procedures for the
promotion of strong feeling, with laughter as one behavioral campenent  of
strong 'feelings {e.g., Harman, 1981; Jackins, 1965: Mahrer, 1978; Nichols &

Zax, 1977; Olsen, 1976; Perls, 1970; Polster & Polster, 1976). Given the above
/
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list of seven categories of therapist verbal behaviors for promoting strong
patient laughter, the question is whether these categories are Ffurther
supported or complemented with additional categories by examining therapist
précedures for promoting strong féeling in general.

Therapeutic methods and procedures for promoting the. expression of
strong feeling in patients have been available for nearly 100 years, and there
are many mxtenporafy ésychothe.rapies in which E:he expression of strong
feeling plays a central role. Thus there is an extensive clinical theoretical
literature in which approaches and their procedures are described. Among these
approaches are primal therapy (Janov, 1970), feeling-expressive therapy
(Pierce, Nichols, & Dubrin, 1983), experiential-focusing therapy (Friedman,
1982; Gendlin, 1962, 1978), experiential psychotherapy (Mahrer, 1978, 1983),
bioenergetic therapy (Lowen, 1975), implosive therapy ({{Sytanpfl, 1976},
re-evaluation counseling (Jackins, 1965),. psycho-imagination therapy (Shorr,
1972)., Gestalt therapy (Perls, 1970; Naranjo, 1976), same of the existential
therapies (Berg & Steinberg, 1973; Bugental, 1979), Reichian andlysis (Reich,
1949), and crisis mobilization therapy (Bar-Levav, 1976).

Most of these approaches have their own vocabularies for describing what
therapists do to promote stronclg feelings (Nichols & Zax, 11977), and it is
posgible to describe procedures within the vocabulary of each approach.
However, although the language used to describe the various techiques differs,
the therapist procedures themselves may have extensive commonalities. For
example, shorr, a psycho-imagination therapist, and Stanpfl, a behavior
therapist, both instruct patients to attend to an anxiety provoking imaginary

scene. Shorr labels this procedure "describe the most awful thing" (1972),

b
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while Stampfl labels the procedure "presenting the conditioned stimali®
,(Stampfl & Levis, 1973). o

At the level of specific therapist procedures, and given the above list
of seven @tegories of therapist procedures for promoting patient strong
laughing, the purpose is to confirm or conplement these seven categories.
- Accordingly, the working intent is to examine therapist proéedures for
promoting strong feeling within the organizational framework of the derived
seven categories for promoting strong patient laughter. The following,
therefore, is a list of six cateqories of therapist procedures for promoting
patient strong feeling. Particular attention will be given to those which seem
instrumental in pramofing strong patient laughter as one compment of strong

patient feeling in general.

(1) Instruction to carry out affect-laden behavior with heightened

intensity. Similar to one of the categories above, strong feeling is brought
about by means of instructions for the patié.nt to carry out affect-laden
-behavior with heightened intensity. This procedure is ocmrnn and is discussed
and described by clinicians and clinical theorists such as Berg and Steinberg
(1373), Bugental (1979), Gendlin (1978), Janov (1970), Lowen (1975),
(1976), and shipley (1979). It includes instructing the patient to repeat
affect-laden words and phrases, to speak and behave with heightened loudness
and amplitude. Tt also includes the use of heightened intensity through
physical movements including hitting, kicking, beating, and so on. This

category of therapist verbal behaviors is found in such therapies as Gestalt

therapy, primal therapy, experiential therapy, bioenergetic therapy,

Rose
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feeling-expressive therapy, re-evaluation counseling, Reichian analysis, and
others.

oy
(2) Directed interpersenal risk behavior. A second category is also

coterminal with one of the categaries for prcfnoting strong patient laughter.
It consists of directing patients to cﬁrry out risky or risked behavior (i.e.,
behavior which is anxiety-engendering, threatening, atypical for the patient).
The behavior is to be carried out immediately, within an -imagined or fantasied
scene within the therapeutic session itself. It is to berinterpe.rscnal in that
it is to be carried out in relationship to sdre other imegined or fantasied
person, generally a significant other .individual. As a means of pramoting
strong feelings (including strong laughter), this category of therapist verbdl -
behaviors has been discussed and desc{i@ﬁl:}:, for example, Downing -aﬁd

Marmorstein (1973), Fagan (1973), Jackin(s (1965, Pierce, Nichols, and Dubrin

(1983), and Shorr (1972). It is found in t therapy, experiential

psychotherapy, and feeling—expressiye therapy, among others.

(3) Descriptive clarification of threatening -situation. The clinical

theoretical literature on the promotion of strong feelings includes a cammon
category of therapist verbal behaviors consisting of careful and detailed
descriptive clarification of a situation which is threatening or
anxiety-producing for the patient. In increasingly vivid detail, the therapist
describes and clarifi.es a particular situation which is especially threatening
and bothersame to the patient. This procedure is quite common to experiential
therapy, feeliﬁg-expressive therapy, implosive therapy, psyc'ho—irragination
therapy, primal therapy, and many others in the family of therapies which

promote strong feeling. However, neither the clinical theoretical discussions
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nor the writings on clinical therapeutics link this procedure with thé
pramotion of strong laughter. Therefore, it will not be added to the' above
list of seven categories of Eherapist verbal behaviors which are held as
leading to patient strong laughter.

(4) Directed risked behavior toward therapist. 'Ihe‘procédure Eonsists of

directing the patient to carry out a risked (threaféing, impulse~ridden,
anxiety-producing, unusual) behavior toward the the.ra[;ist himgelf or herself,
For example, the therapist maly direct the patient to hit the therapist, yell
at the therapist, hug or push the therapist, be sexual or aggressive”toward
the therapist. This procedure is common across biocenergetic ﬁherapy, -Gestalt
therapy, re—evaluation counseling, and virtually every therapy which aims at
. pramoting heightened. feeling. It is especially discussed and described by Berg
and Steinberg (1973), Bugental (1979), Friedman (1982), and Whitaker,
Warkentin, and Malone (1959), among others.

Not oniy is this procedure central to the pramotion of strong feeling,
‘but it is e)tpréssly cited as effective in the pramotion of strong patient
laughter as one companent of strong feeljl.ng.. Accordingly, this’is one category
6f~the.rapist verbal behaviors, taken fram thé Tfterature on the pramticn of
strong—feelings, whic\'x is to be\added to the nlist of categories of therapist
verbal behavi'ors which are held as pramoting str;ng patient lqughter..

(5) E;ncountering. Encountering consists of emotionally‘ charged
interactions betweén therapist and patiént, especially those characterized by
straightforward oonfrontations and openly expx.:essed genuine feelings.
Typically, th&se culminate in emotional clashes. Althpugh encountering is a

, primary procedure for eliciting\ strong feelings in patients, those who are the
( o

~ -
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major - pfopménts typically exclude strong paﬁmt laughter as ane of its
consequences (e.g., Bugental, 1979; sdhutzt 1967, 1973; whitaker, Warkentin, &
Malone, 1959). As a specific procedure, it is not included as a category of
therapist verbal behaviors lead:ﬁ to patient strong laughter.

A .
(6) Beidg the other per
\‘

\;or entity. Th%s .prooedure is perhaps most
commonly found in Gestalt 'therapy in which the patient is instructed to "be"
ar role-play scame other person cor object or part of- self (e.g., Perls, 1973;
levitsky & Perls, 1970; Naranjo, 1976). It is also found in other therapeutic
approaches (e.g_.; Casriel, 1972; yJackins, 1965; Malamxd, 1976; Mareno, 1959).
In this procedur the /tk;erapist might instruct the patient to "be -your
mother", "be the watch", "be your ten year old self". Ordinarily:, the other
side of this procedure includes ‘instruction for t‘:_he patient to carry out' the
interaction between the role-played other person or entity and the 'pati.ent
himself or herself (Downing & Marmorstein, 1973; Fagan, 1973; Naranjo, 1976;
| Perls, 1970). Although this procedure is used to promote strong feeling, its
specific utility in pr&mting ‘'strong laughter has already been incorporated in
the earlier éate;ory of "risked being of the other person or entity", and
therefore does not (&all for an added category.
Fran the several categories. of éromdures for bringing about strong
feelind, a few;confi}‘nq those in. the list of categofies of therapist procedures
for promoting strong laughter. However, one of these may be added to the list,

~——

namely “directed risked behavior toward therapist". Accordingly, that list may
e ,

be extended to eight categories. Turning from a review of the clinical

theoretical literature on the promotion of étrong feelings to I:h(research

-~

S
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literature, the question remains that of inquiring into either confirmatien or

complementation of the list of eight categories for promoting strong laughter.

Research litéfature. As reviewed earlier, the only studies of procedures
for pramoting strong feeling in patients are those by Nichols (1974) and
Nic_hbls and Bierenbaum (1978). There are additional psychotherapy research
investigations within t.he framework of approaches which are characterized by
the expression of strong patient feeling, e.g., implosive thexrapy (Hcgan,
1966; Levis & Carrera, 1967) and experiential-focusing therapy . (é-endlin,
Beebe, Cassen, Klein, & Oberlander,'1968_), but these studies do not examire
procedures for pramoting strong feeling and thérefore‘ are not pertinent to the
present research. -

Nichols (1974) and Nichols and Bierenbaum (1978) wanted to determine
whether certain therapist techniqués, based on Jackins' (1965) re-evaluation
counseling, brought abouE the expression of strong feelifg in patients.. These
techniques included therapists instructing patients to role play, to repeat
affect~laden phras@ and to use expressive movements such as kicking a couch
or striking a chair. Patient expression of strong feeling was defined in terms
of the amaiat of time patients cried, laughed, shook,, or trembled. In both
studies, results indicated that the use of the techniqubs generated stror;g
feeling expression by patients. It is to be noted that the categories of
therapist pr¢®dﬁ;és used in thesé studies have already been included in the

list of therapist berba.fL behaviors for promoting strong laughter in patients. -
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Summary and Ooncl;usims: Therapists' Verbal Behaviors Antecedént to Patient
Strong Laughter

]

.The're are no comprehensive reviews of therapist procedures held as
preceding strong laughter in psychcthe;.rapy patients. Based upon a review of
the research literature, the clinical? thecretical literature, and the
literature on clinical practice, a provisional set of categories of such
thei‘apist verbal behaviors may be posited. These have been organized from an
examination of the literature on therapist procedures for qu:amting 'stroné |
feeling in patients, as well as the literature on therapist prqédures for
- pramoting strong pétient laughter, .

It is to be noted that these categories refer exclﬁsively to statements
by the therapist. Most of these categories take into account the nature and
content of immediate pati;eﬁt statements. However, neither the literature on
‘the promotion of patient lauéﬁter nor on tl.ne promotion of strong feeling yield
categories pertaining to the patient-therapist interaction or relationship.
Rather, the eight categories refer to the nature and contents of the therapist
statements, with varying degrees of taking into acmunﬁ variables pertaining
to the patient. | |

A detailed exposition of these eight cat\egories is given in Appendix A,
including a description and discussion of each categbry, clinical examples and
illustrations, and the major sources from the literature. However, a summary ‘
description of each of these categories is given below, and constitutes an)
m_itial attempt to organize those therapist verbal behatfiors which a‘re_takéh

from the literature as promoting strong laughter in patients.
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(It is - important to note that these categorles have been derived
predam.nantly frcm an examination of the clinical and clinical theoretical
literature. Only two studies (Nichols, 1974; Nichols & Bierenbaum, 1978) bear’
upon this issue. Ind%d, with these two studies in ‘mind,. the central research
question is that of exanunmg what theraplst verbal béhaviors occur
antecedent to strorig laughter in patieg_t_:f.

(1) Directed interpersonal risk-behavior. The therapist directs the

patient to carry out a risked interpersonal behavior. The behavior is
interpersonal in that it is to be carried out in an' interpersonal relationship
with some cther inia‘gined or fantasied person, generally a significant other
iedividual. The behavior is to be carried out immediately in the therapy
session, w1th1n the context of an imAgined. or fantasied scene including the
other - individual. It is' a risk—behavior in that the behavior is

anxiety-engendering, threatening, impulse-related, and unusual or atypical for

the patient.

-

(2) Defined impulsive behavior by patient- or other. The therapist

defines (describes in detail) an impulsive behavior, 1i.e., orle which, is
threatening, ordinarily blocked or defended against by the patient, may be
dangerous er ‘outlandish, shocking, or rooted in pgimitive‘ !material. The
defined impulsive behavior is regarded as carried out by the patient of a
. Significant’ other individual. Typically, the therapisi;'s verbal behaviors and
tone convey a context of impulse pleasure and acting out.

(3) Ridiculous explanation/description of patient. The therapist offers

.

an explanation or description of the patient or the patient's behaviors in a

way which is ridiculous. That is, the explanation or description is extreme,
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exaggerated, wild, far fetched, unrealistic, burlesqued. Typically, the
context includes a playful confrontation, interpretation, or encounter.

(4) Instruction to carry out affect-laden behavior with heightened

.intmsitx. The therapist instructs the -patient to carry out affect-laden
behaviors, and to do so with inlcreasingly heightened intensity. This may
' " consist of inst;ructims to "say it again, louder", to scream and yell the
‘aﬁfect—lade.n words or phrases, to hit or pound or kick with increasing
' intengity. ’

(5) Carrying out the threatening behaviéi: as/for -phe patient. the
therapist carries out -or acts out behaviors .which arer threatening to the
.patimt, and the therapist does so within the role of the patient. That is,
the therapist carries out these behaviors as or for the patient. 'Iglesé
behaviors are threatening, risky, impulse-ridden, bothersame for the patient.

(6) Risked being of the other person or entity. The therapist instructs

the patient to risk being the other person or entity. The risk occurs in the

thx:'eat of the sheer being of that other person or entity, or in the acting out

of some impulse.

(7) Excited reinforcement of risked behavior. The therapist responds
with excited pleasure immediately followirig the patient's expression of a
risked behavior. The therapist's response includes expressed excitement,

approval, welcoming, and pleasure.

(8) Dirécted risked behavior toward therapist. The therapist directs the

patient to carry out a risked (threatening, impulseyridden, anxiety-producing,
atypical or unusual) behavior toward the. theraéiét himseif or herself. For

example, the therapist may direct the patient to hit the therapist, yell at
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the therapist, hug or push the therapist, be sexual or aggressive toward the
therapist.

Research hypothesis. Based upon the relevant literature, the following

;-esearch hypothesis is warranted: _

Antecedent to strong laughter, in,batients for whan laughter is not a
characteristic style in the therapeutic session, _there will occur a given set
of therapist verbal behaviors which (a) occur in significantly higher
proportion than do other therapist verbal behavmrs, (b) occur m
significantly hlgher proportlon antewdent to events of strong patient |
laughter as ccxrpa.red with their proportlon of occurrence antecedent to events
of patient non—laughter, and patient laughter which is mild or characteristic
of the patient in the sessim, and, (c¢) linclude thg following categories of
therapist verbal behaviors: .

1. Directed interpersonal risk-behavior.

2. Defined impulsive behavior by patient or other.

3. Ridiculous explanation/description of patient.

4. Instruction to carry out affect-laden behavior with heightened

intensity.

5. Carrying out the threatening behavior as/for the patient.

6. Risked being of other person or entity.

7. Excited reinforcement of risked behavior.

8. Directed r}sked behavior toward therapist.



Chapter II

METHCDOLOGY
L
The purpose of this chapter is to prése.n_t a methodology for studying the
hypothesis introduced at the close of the previous chapter. The lréthodology
should enable an examination of the therapist verbal behaviars which precede
instances of strong laughing by psychotherapy patients. With very few studies
to draw upon, the aim will be to discuss altérnative research strategies, and
then to arrive at the methodology to be followed in the present study., This

chapter will conclude with a more carefully framed, investigateable statement

of the research hypothesis.

Research Strategies for the Study of In-Therapy Events

Strategies used to study the in-therapy events of psychotherapy may be
described as falling into two major groups, analogue and naturalistic. It is
the purpose of this section to deécribe both strategies and to select the one
best suited to address the questions of the proposed study.

Analogue procedures. Attempts have been made to duplicate the events of

psychotherapy through the use of analogue prooe:dures (e.g., Keet, 1948;
Levison, Zax, & Cowen, 1961). Munley £1974) describeé two categories of
analogue procedures which directly attempt to ‘'recreate' the events of
psychotherapy: thé audiovisuval analogue and the quasi-counseling interview.

The audiovisual analogue involves the presentation of audiotaped or videotaped
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statements of confederates who take the role of either therapist or client.
The therapist-subject or client-subject is asked to respond to the tape at
predetermined times. This procedure might be used to assess, for exanple,
whether or not a training program for therapists results in the use of
appropriate responses following predetermined statements by confederate
clients (e.g., Russell, 1982). The quasi-counseling procedure involves a
simulated interview in which either confederate clients or therapists exhibit
pre-arranged behéviors in order to assess the effect 6n client—subjects or
therapist-subjects. This procedure may be used, for example, to assess the
consequences of a particular type of intervention such as reflection or
self-disclosure.

The question is the degree of appropriateness of this research strategy
for examining the hypothesis, Theré are at least two considerations which tend
to draw the choice away from the use of an analogue study. One is that it
seems rather difficult to construct an analoque situation which will bring
about strong, hearty laughter, especially of the kind which iends itself to
study of antecedent therapist statements. The second is that such a format
begs the research question itself. We do not-know what therapist operations
are associated with strong patient laughter.

Although the research hypothesis is taken from a careful and
camprehensive review of the related literatures, in fact there is essentially
no research knowledge on the therapist verbal behaviors which are antecedent
to instances of strong patient laughter. As Gelso states, "The degree to which
we can safely depart frdm the naturalistic setﬁting is proporticnal to the

amount we already know about the phenamena in question" (1980, p. 15). The aim
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of this research is to examine those therapist verbal behaviors which prove to
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precede instances of patient strong laughing, and the research hypothesis is
so stated as to examine those therapist verbal behaviors which are proposed by
the lite.r;ature, while allowing for the discovery of perhaps additional
categories of therapist verbal behaviors which are antecedent to patient
strong laughter. Therefore, for these purpcses, and given the state of
research knowledge on the question, both considerations point away from the
adoption of an analogue strategqy.

Naturalistic procedures. The use of naturalistic procédures involves the

study of events that occur within the context of actual psychotherapy. This is
cammonly referred to as psychotherapy process research. One approach to the
study .of patient events is to train therapists to use procedures held as
pramoting the event and then to determine whether or not it occurs as a result
of the proocedures (WNichols, 1974; Nichols & Bierenbaum, 1978). These
researchers trained therapists in the use of techniques believed to pramote
the expression of strong feeling in patients, and determined that in aétual
psychotherapy sessions the use of the techniques dil;i result m strong feeling
expression. However, althoqgh techniques designed to pramote strong feeling
have been well articulated in the clinical literature (see Chapter I), as
indicated earlier the therapist verbal behaviors for pramcting strong patient
laughter lack such articulation, are less systematized, and there are.
essentially no clirﬁnqica1 guidelines for training therapists in their

development and uses The status of therapist verbal behaviors antecedent to

patient. strong laughter is such that specific categories of these behaviors
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have yet to pe defined. Accordingly, at this time, this kind of naturalistic
approach is inappropriate to examine the research hypothesis.

More typically, researchers enployla naturalistic stxlategy that does not
involve an experimental manipulation of what occurs in actuai psychotherapy
{e.g., Hill, Thames, & Rardin, 1979; Meara; Shanncn, & Pepinsky, 1979). These
researchers study events as they occur naturally in psychotherapy as opposed
to manipulating their occurrence. Kiesler (1973) organizes the procedures used
to carry ocut the study' of naturally oocurring events of psychotherapy into two
broad categories of direct and indirect measures.

Indirect measures involve occurrences outside the therapy proper, for
example, whether or not the therapist and/or the patient believe therapy is
mrkinc_:;, how the therapist views the client, or how the client feels about the-
therapist (Orlinsky & Howard, 1978). It is a repérting or describing of what
occurs in psychotherapy, based primarily on the ‘self-reports of the
participants. Usually, the i.r\@rr‘nation is collected by questionnaire or by
interviews after a session (e.g., Barrett Lennard, 1962; Snyder & Snyder,
1961). In the proposed study, an indirect measure-might consist of asking a
therapist to recall what intervention was used preceding patient laughter or
to describe what interventions routinely seem to be followed by patient
laughter. The problem is that indirect measures tap memories or speculations
about what has occurred in a session rather than looking at specific behaviors
found to be occurring in the session itself. The power of this strategy for
examining the research question is regarded as rather low.

A more powerful way of studying therapist antecedents of patient

laughter seems to call for the use of procedures Kiesler (1973) refers to as
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direct methods. These refer to the systematic analysis of therai)ist and/or
patient behavior as it occurs within the context of an actual session.
Typically, these measures consist of the application of a system of content
analysis to the verbalizations of therapist and/or patient (e.g., Dollard &
Auld, 1959; Hill, 1978; murray, 1956; sStiles, 1979). B2n advantage of this
methed ox.rer an indjrect method is that the data collected repre;sents what
therapist actuallsr do in therapy sessions, rather than recollection or
speculation about what occurred. The objective of the present research is to
identify what therapists actually do in therapy sessions preceding patient
laughter. In general, then, the several considerations point toward the
adoption of a naturalistic strategy using direct measures of patient I":;,trcng
laughter and antecedem; therapist verbal behaviors. in actual psychotherapy
sessions. .

While this strategy has been selected, it should be achwleaged that it
has its own problems. Rather than discussing £he problems of this approach in
general;. the focus may be on the problems of this kind of naturalistic
approach in studying psychotherapy events similar to that of strong hearty
laughter. Here are some of the problems:

- It is inefficient and time consuming to search through dozens and
dozens of recorded sessions to locate a sufficient number of the right kind of
event, in this case strong laughter. If the event is cammon and numerous, this
is no problem. Strong laughter is not common.

- The aim is to inquire whether strong laughter is preceded by eight
different kinds of antéqedent thérapist statements. This seriously compounds

the problem. Not only does one have to locate a sufficient number of strong
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laughter events, one alsoc has to locate a sufficiently large number of each
kind of antecédent therapist statement. The likelihood of finding a sufficient
number of appropriéte tapes is quite small.

— Adding another dimension of difficulty to both of the abbve two
problems is the rarity of pure types, i.e. genuine strong laughter and genuine
antecedent therapist statements falling in the eight target categories., It is
much more likely that the researcher will locate all sorts of mixtures and
partial or incomplete exanples of both strong laughter and thé eight target
categories of therapist statements.

- Along the same lines, another problem has to do with the sampling of a
reascnably broad range of therapists and patients. Since the research is
examining strong laughter in general, and not in one or two particular kinds
of patients or therapists, the researcher must Ilocate a large number of
different therapists, kinds of therapists, patients, and kinds o‘f patients.
This campounds the difficulty of having to have a larcje pcol fram which the
strong laughter events are to be selected.

- This kind of naturalistic approach makes it virtually impossible to
. study runs or series or sequences of therapist statements which are followed
by strong patient laughter. while this is not the focus of the main
hypothesis, the researcher is essentially forced into™ soft and indirect
impressions about runs or series or sequences of therapist statements which
are followed by strong laughter. The intérvening patient statements are so
variable and so uncontrolled that one is thereby restricted to careful

examination of immediately preceding therapist statements.

LS
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Accordingly, this form of naturalistic strategy is preferable on
balance , but it certainly is not free of its own problems in studying events
such as strong laughter and the therapist statements which precede instances
of strong laughter.

This approach carries with it various research considerations, including
the selection of: (a) a system of content analysis for \e.rapist verbal
behavior; (b) a means of identifying patient strong laughter; (c) the
psychotherapy sessions to be examined; (d) the use of whole ses'gicns versus
segments; (e) the unit of study; (f£) the data form; (g) Jjudges; (h) procedures
for rating; and, (1) statistical methods of analysis. Each of these research

considerations will be addressed in the following sectioms.

Selecting a System of Content Analysis for Therapist Verbal Behavior

-

within the field of psychotherapy process research, a common means of -

investigating therapist and patient behaviors in actual psychotherapy sessions
is by means of a- system ;)f content analysis. b;iany content systems are
available and have been reviewed elsewhere (e.g., Auld & M:eray, 1955; Dittes,
1959; Kiesler, 1973; Marsden, 111.965, 197); Meltzoff & Kornreich, 1970; Russell
& Stiles, 1979).

For purpcses of the present study‘ a system of content analysis for
therapist verbal behaviors should meet the following prerequisites:

(a) The categories shoul.d include those therapist verbal behalviors

indicated in the clinical, theoretical, and research literature as occurring

antecedent to patient strong laughter. -

[
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{b) The categories should be appropriate to therapy sessions in general
rather than, for exanple, being’ appropriate predominantly for sf:ecial
therapeutic conditions such as initial interviews, intake interviews,
vocational counseling, or short-term sessions.

(c) Since there is no indication that the promotion of patient laughter
is confined to any one psychotherapeutic approach, and since the present
research is not confined to investigating therapist téchniques within any
px;esizribed single therapeutic approaéh, the therapist categories should be
appropriate across approaches rather than being designed for use within a
given approach to psychotherapy.

(d) The number of categories should sufficiently large solas to
enable an examinétim of therapi;st verbal behaviors which may prove to be
antécedent to patient laughter. Accordingly, systems restricted to, for
exanple, accurate enpat‘-_‘hy, are thereby excluded.

The above desiaerata provide a basis by which to evaluate exsstmg
‘category systems and to determine those which are appropriate for the proposed
research. Among the more” prominent systems used in psychotherapy research to
classify therapist behaviors are: The Depth of Interpretation Scale (Harway,
Dittnap, Rausch, Bordin, & Riglef, 1955), An: Empirical Scale of Therapist
‘Verbal Activity in the Initial Psychiatric Interview (Howe & Pope, 1961}, An
Empirical Scale for the Measurement of Therapist Specificity in the Initial
Psychiatric Interview ‘(Siegman\ & Pope, 1962), A Multidimensional System for

5 - e
Analyzing Psychotherapeutic Comminications (Strupp, 1957, 1960, 1966), Scales
for Therapist Accurate Empathy, Nonpddsessive Warmth, and Genuineness (Truax,

1962ﬁ; and the Hill Counselor Verbal Response Category System (Hill, 1978).

e



" Pwo of these sYsﬁeins are derived from psycheanal’r\yzi\c theory, and thereby
fail to meet the considerations cited above (Harway et al., 1955; Strupp,
1957y, The scale designed by Truax (1962) likewise fails to meet the criteria
since it is derivgd fram client-centered theory. o_t} these category systems
were designed to nj;e‘wasure therapist techniqued in initial interviews (Howe &
Pope, 1961; Siegman & Pope, 1962): Most importantly, no major category syste-n.m
includes the categories of therapist verbal behavior described in the
clinical, thecretical, and research literature as occurring antecedent to
patient strong ‘ laughter. Accordingly,- no existing category system is
especially appropriate for the "present re-search. |

In view of these consideraticns , and in order to address the hypothesis,
the system of content analysis will consist of the eight t..arget -categories
described in Chapter I,~and an additicnal ‘'other' category. These categories

are as follows:

(1) Excited Reinforcement of Risked Behaviér: The therapist responds

with excited pleastire immediately following the .patient's expression of a
risked behavior. The tﬁe.rapist's response includes expressed excitement,
apprcvai, welcaming pleasure., \

i

(2) Instruction to GiFry Out Affect-laden Behavior With Heightened

Intensitl:x: The therapist instructs the patient. to carry out affect-laden
behaviors w.{th increasingly heicjhtened intensity., This may cmsisf. of
instructions to "say it again louder", to scream énd yell affect-laden phrases -
or wordé, to hit or pound or kick with increasing intensity.

(3)° Directed Interpersonal Risk Behavior: The therapist directs the

——

patient to carry out a risked intﬁ‘@rgaei.onal behavior. The behavior is

-

A
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interpersonal in that it is to be carried. out in an int‘erpersonal relationship
with some other imagined or fantasied person, generally a significant. cther
individual. The behavior is to be carried out immediately in the therapy
lgessicn, within the context of an imagined or fantasied scene including the
other indiv@al. It "is a risk-behavior in that the behavior is.
. anxiety—engendering, thre‘ate.ning, impulse-related, and unusual or atypical for
the patient.

(4) Directed Risked Behavior Toward Therapist: The therapist directs the

patient to carry out a risked (threatening, impulse-ridden, anxiety-producing,
atypical or unusual) behavior toward the therapist himself or herself. For
example, the therapist may direct the patient to hit the therapist, hug or

push the therapist, be sexual or aggressive toward the therapist.

(5) Risked Being of Other Person g Entity: The therapist instructs the
patient to risk being the other person or entity. The risk occurs in the

threat of sheer being of that other person or entity, or in the acting.ayt of

some impulse.

o

(6) Ridiculous Explanation/Description of Patient: The therapist offers

anbe?@lanation or description of the patient or the patient's behaviors in a
way which is ridiculous, That is, the explanation is far-fetched, unrealistic,

burlesqued. Typically, the context includes a playful interpretation or

7

encounter,

{7y Defined Impulsive Behavior by Patient or Other: The therapist

defines (describes in detail) an inpulsive behavior, i.e., one which is
threatening, ordinarily blocked or defended against by the patient, may be

dangerous or ocutlandish, shocking, or rooted in primitive material. The
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defined impulsive behavior is regarded as carried out by the patient or a
significant other individual. Typically, the therapist's verbal behaviors and
tone convey a cmte_xf 'J'.rrpulse pleasure and acting out.

= ot

(8T Carryipd Qut Threatening Behavior as/for the Patient: The therapist

carries out or acts out behaviors which are threatening to the patient, and
the therapist does so within the role of the patient. That is, the therapist
carries out these behaviors as/for the patient. These behaviors are
threatening, Irisky, impulse-ridden, bothersome for the patient.

(9} Other: Therapist statements that do not fit into any other category.

While the target categories with an 'other' category will be used to
inlvestigate the hypothesis, there are additicxl}aﬁn\sideratims which call for
the 'back-up' use of a standard category system. Of primary importance is the
treatment of the 'othé.r' category. That is, tﬁere should be sore means to
describe therapist state.trents\ preceding patient strong laughter which fall
within the 'other! categofy. Furthermore, given the provisional nature of the
ta"rg;at categories, it will be useful for the purposes of discussion to
describe the target categories in' conparison with a more standardized system.
Thus, while the target categories will fo_rm the central system by which
therapist statements-will be judged and the hypothesis addressed, it is both
useful and practical to select a more standardized system to provide
"back-up'.

In regard to the major category syst.e.ms described above, the most
appropriate to the present research is the Hill Counselor Verbal Respmse
Categorf System (1978). while this system does not specificallj; include the

'target categories, it holds the advantage of meeting the remaining desiderata

-
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and, in conpe;rilsm with virtually all other direct systems, seems best suited
to the 'back-up' needs Of the proposed invesﬁigatim.-

The Hill system consists of l4lndni_nal, -mitually lexclilsive categories
for Jjudging therapi;t verbal be}‘ﬁvior. These categories ‘include minimal
encmragel;, approval—feassurance, infgmation, direct quidance, closed
question, open question, restatement, reflection‘, nonverbal referentf,
interpretation, confrontation, self—di_sclosure, silence, and other.

) The advantages of the Hill system for the present study are: (a) It can
be used to categorize the techniques of therapists of differing appreoaches.

The categories were explicitly derived from 11 other category systems from
var}.fms approaches, as well as from the study of therapy transcripts and
comments of expert psychologists (Hill, 1978). (b} The therapist .categories
were developed to be appropriate for therapy sessions in genéral. (o) The‘
number of categories is sufficiently large to enablé an examination of
therapist verbal behaviors antecedent to patient laughtér. (d) The system is
explicitly designed to refer to actual therapist met:hodé and techniques.
Furthermore, its efficacy has been demonstrated in its wuse 'in research
investigation (e.g., Edwards, Boulet, Mahrer, Chagnen, & Mook, ‘1582; Hill,
1978; Hill et al., 1979).

Thus, the target categories described in Chaptér I (plus an 'otl*;er'_
category), will constitute the system of content analysis by which. the
hypothesis is addressed, and lt.he Hill system wiil be used as a 'ba/ck up'. A
thorough description of the target categ-ories and the Hill Counselor Verbal .

Respse Category System is presented in Appendix A. r
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Identification of Patient Strong Laughter, Non-Lauwghter, and Other-Taughter
! —

It is the purpose of this secticn to develop a ptocedure for identifying
patient strong laughter, non-laughter, and other laughter. Procedures used in
previous investigations which report the occurrence of patient laughter will

‘be discussed, and a selected procedure will be presented.

Previous research procedures. There are two 'investigatim;‘s in which
patient laughter has been studied within the ocontext of psychotherapy
{(Nichols, 1974; Nichols & Bierenbaum, 1978).

Nichols (1974) and Nichols and Bierenbaum (1978} were able to' identify
cathartic events, including h.ard laughter. A similar procedure was used in
both studies for the identification of catha:;téic events, Two clinically
unsophisticated lju'dges were trained, in a five-hour session, to identify
patient expl:ession of intense feeling. Inter-judge agreement was high {(r. 96),
Although the precise training procedure was not specified in either article,
it appears that the identification of cathartic evéfxts, including laughter,
was based on the subjective judgement éf the judges. |

Other options for identifying patient laughter include the use of
psychophysiological recording (e.g., Scheff, 1979) or a category system of
patient verbal behaviors including patient  laughter, m regard to
psychophysiological recording, it seané the camlexity, cost, and implications
for the collecticn. of actual psychotherapy sessions which will serve as data
make it an impractical choice and so lt will not be considered. In regard to
the use of a category system, there is pnly one which includes specific

directions for the use of a laughter category (Dollard &-Auld, 1959). These

3

-
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authors state: "Our position 1is that laughter is detectable by intelligent
people with ordinary social training. Thus we rely on those who transcribe our
records ‘to be able to tell a laugh when they hear one" (fram Kiesler, 1973, p.
400) .

Based upon these procedures, it seems that a useful and appropr?.ate way
of identifying patient strong laughter is to use raters or judges who rely on
subjective jusdgenent ‘complemented by careful description and examples of

patient strong laughter. The specific procedure is given below: -

Procedure for identifying patient strong lawghter. One judge, a Bh.D.
student in clinical psychology, will be given audio taped examples and :'i
written description.of laughter that is of strong intensity (see Appendix B).
The judge will do :}@ screening of audiotaped psychcthgrapy sessions
which will serve as data in the present research. (These sessions will be
described in the following sectin.) The task of the judge will be to identify
all moments of patient strong laughter that occur on the audiotapes.

In order to set the criteria for excluding sessions in which patient
laughter is a characteristic style of the patient, and since there is no
accepted precedent in the literature by which to define the actual amount of
laughter that might be regarded as a characteristic style of the patient, the
case studies, published transcripts, clinical descriptions, and clinical
vignettes described in Chapter I were examined. Based on this examination, it
seems that a minimum of 12 instances of laughtér, distributed over a 50-minute
session, may be taken as constituting a character.:istic style for the patierit
in.that session. Sessions in which patient laughter occurs 12 or more times

will not be considered in the selection of strong patient laughter excerpts.
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Thus, the judge will identify strong' patient laughter by noting each
instance where the laughter occurs in the sessien, excllﬂi;é those sessions in
which patient laughter is é general character:{stic of the patient. -

Two additional judges, having listened to the taped examples of strong

laughter, and having read the description,-will listen to all laughter events

collected by the first judge. Also included will be an equal fumber of |

laughter events not meeting the intensity criterion. Strong laughter events

will consist of those selected by both judges.

Procedure for identifying patient nofi-laughter and other-laughter. The

research hypothesis also requires selectio ('Df two types of comparison patient
events; statements which include no patient laughter and those which include
mild or characteristic patient laughter.

In the first case, that of patient non-laughter, one judge will be given
the audiotapes of sessions in which the three judges have agreed patient
strong laughter occurs. The task of the judge will be to randamly select
non-laughter patient statements from those audiotapes.

In the second case, that of patient other-laughter, a procedure similar
to that described for the selection of strong laughter events will be
followed. The judge who does the initial screening of audiotapes will identify
all instances of mild or characteristic patient Jlaughter. Since the definition
of characteristic patient laughter is based on the occurrence of-  laughter 12
or more times in a single session, no re-judging of characteristic patient
laughter is deemed necessary. In the case of mild laughter, however, ocnce the
initial judge has collected the available instances in the data pool, two

additional judges will listen to the instances. Also included will be an equal

{
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nmgber of strong laughter events., Patient other-laughter events will consist
of those selected by both judges.

The Audiotaped Psychotherapy _Sessions: Derivation, Description and
Characteristics

It is the purpose of this section to describe the source and nature of
the audiotaped psychotherapy sessions to be used as data in the present

research, and to discuss some of the characteristics of the therapists and

patients in that sample.

~ The sessions are included in the Psychotherapy Tape Library of the

- School of Psychology, University of Ottawa. The library currently coptains
]

approxi ly 280 hours of individual, adult psychotherapy. It was developed
under the auspices of the School of Psycholegy for the purpose of providing
) data for‘psychotherapy research projects.

Thex:e are fifteen therapists currently inclu(ded in the library. Each is
an experienced psychotherapist in part-time or full-time private practice.
Same of the therapists are exemplars of given approaches (e.g., Robert Pierce,

Ph.D., feeling-expressive therapy; Harold ¢ eenwald, Ph.D., direct decision

therapy; Neil Friedman, Ph.D., experiential-focusing therapy). The F£ifteen

therapists represent various therapeuti-r\approaches, including psychecanalytic, -

experiential, and cognitive therapy. According to the therapists, the sessions .

illustrate their regular, ongoing work witk{ actual patients, rather than being

taken from or constituting demonstration sessions with audiences.

-
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There are approximately 75 patients included in the taped sessions.
There is no diagnotic information or designated problem identification for any
patient. However, all of the patients are nan-hospitalized adults, private
patients of the therapists described above, with approximately equal
dist;.ribution of females and males.

Sare of the sessions are initial interviews, while others are taken from
the first, second, or third year of therapy. Unfortunately, the majority of
the sessions are not identified as to v;here they occur in a sequence of
sessions for an individual patient.

In general, then, the data will be taken from a total pool of 280 hours
of individual adult psychotherapy conducted by 15 psychotherapis{s with 75
patients. It is recognized that such a large resource of actual audiotagfed
.sessions is unusual and especially fitting for purpoées of the study. A
specific breakdown of therapists, patients, and sessions containing fong
laughter will be presented subsequently.

]
The Use of Whole Sessiong Versus Segments of Sessions

This section will address the use of whole sessions versus segments of
sessions. Typically, the former procedure hasvbeen used to campare therapists
using different approaches or to describe in detail the techniques of a sihgle
therapist (e.g., Brunink & Schroeder, 1979; Edwards et al., 1982; Hill ,et al.,
1979; Mahrer, Fellers, Durak, Gervaize, & Brown, 198l; Stooten & Goos, 1974).
The advantage of this procedure is that every technique used throughout a

single interview can be classified, and this is important in a comprehensive



examination of a therapist's behavior throughout a session, or in studies
which compare and contrast methods used by various therapists. Usually, the
number of sessions used in such studies is relatively small.

Although appropriate for many research questians, the use of ent.irev
interviews is less appropriate for the present investigation for several
reasons: (a) The research question asks whether there are cormm categories of
therapist statements which 'immediately precede patient laughter, mth a
secondary emphasis on the second and third therapist statements antecedent to
strong laughter. Examining an entire session would shed little light on the
hypothesis. (b) In order to maximize both the number of patients and
therapists, the choice leans toward selected segments from a larger number of
sessiong. (c) In order to maximize the number of instances of strong laughter,
the cho:iee likewise is tow:;ré the use of segments. In addition, Kiesler (1973)
in his review of the methodological issues of prooéss reearch, asserts that it
is probably "irrelevant" to score every minute of an entire session if the
research question focuses an a specific aspect of therapy (p. 27). Thus, the
present investigation will categorize therapist statements as they occur in

4
segments of sessions rather than across entire interviews.

Segment characteristics. The hypothesis of the presenﬁ investi‘gaticn is
designed to address the therapist verbal statements occurring immediately
antecedent to patient strong laughter. Thus, a segment might consist solely of
single therapist statements which occur prior to strong laughter events and,
for the purposes of,cmparison, single therapist statements which ‘precede
other-laughter and non-laughter patient events. Wwhile this type of segment

would be adequate in. relation to the primary research question, this
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i;lvestigatim is secondarily concerned with broadening the 'window' of
therapist statel.rents in order to generate some soft impressions concerning the
broader range of therapist verbal behaviors which may occur antecedent to
. patient strong laughter.

The decision to broaden the window of therapist statements carries with
it some further considerations: what will constitute a segment? How large will
. the segment be? May segments occur in sequence? Are they to be separated by
time? By a selected number of intex-'vening statements?

The most common . type o‘f psychotherapy segment is the length of time
sample (Kiesler, 1973). The primary concer;— in time-sampled segments has been
that the segment accurately reflect the ongoing process of the session. Since

the purpose of the present ' investigation 1is to study therapist verbal
behaviors prior to a specific event, the problem becomes one of determining
what constitutes antecedent behavior rather than that of insuring the segments
reflect the ongoing pro%@?s of therapy. Accordingly, the choice is that of a
segment wﬁiéb ends with the patient's strong laughing, and including a number
of antecedent therapist verbal behaviors or statements. The next issue
concerns the size of the window, i.e., the number of antecedent therapist
statements in each segment. This can be determined on the‘basis of sheer
number of antecedent therapist statements (e.g., two or five), or by time
(e.g., 15 secalds or orie(ﬁ-lﬁ-rmé prior to the patient's strong laughter).

In order to arrive at the size of the segment, a procedure was followed
consisting of the application of ‘'windows' of various dimensions (four
minutes, two minutes, 90 seconlds, ten interchanges, five interchanges, three

interchanges, and one interchange preceding patient laughter) to available
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published transcripts which include moments of patient laughter (e.g., Fagan,
1973; Shorr, 1972) and two sample audiotapes of sessions which included four
Jand eight incidents of ‘patient strong laughter respectively. The problem with
the use of time in determining segment size was that of rather extreme
variability in the number of antecedent therapist statements. For example, a
four-minute window preceding patient laughter proved to include two to 19
antecedent therapist statements. A 90 second segment included four to only a
fraction of a single statement. Consequently, number of interchanges was
deemed a more appropriate determinant of window size. Of the po‘ssible
combinations, the use of three interchanges preceding patient laughter
appeared to be broad enough to encompass techniques therapists might use
preceding patient laughter, on the basis of the above sample. The use of a
thre'e—t‘herapist-statenent window is in acmrd': with descriptions in. the
literature of moments when patients laugh which generally indicate it is the
immediately preceding therapist statement which is critical. The selection of
the segment size of three-~therapist-stataments is a 'best guess' based on the
availéble clinical literatu.re, testing out various segment sizes on two sarr@le
'audlotaped sessions, and testmg out segment sizes on published transcrlpts
which include rrments of patient laughte.r (e.g., Fagan, 1973; Shorr, 1972).. |
should be underscored that the research hypothesis focuses solely on the
immediately antecedent therapist statements. The study of statements occurring
two before and three before is simply to generate same soft impressions

concerning the broader range of therapist verbal behaviors which may occur

 antecedent to strong patient laughter.

<

£
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Based on the segment'size, the following decisions have been reached in
regard to which particular segments will be used as strong law b_te.i: data. As
stated earlier, no segments will be taken from sessions in which .patients
laugh with at Y8ast moderate’ intensity more than” 12 time§ in a 50-minute
session. Eurthe_fmre, -}.f the patient laﬁghs dljring the first three
therapist-patient interchanges of a Eessicn', that segment will ‘also be
excluded since' the therapist typically has had little opportunity to promote
the laughter. Thus, st:;ong laughter segments will be taken fraom points in a
session, following.the first three therapist;patiex)t interchanges, in which a
patient laughs no more tﬁaal'r.'lz times in a 50—'miﬁute session.

In regard to the aistance or separation between segments, the'\
'derrarcagi'on' event of the segment will consist of patient strong laughter
which has been precgded by three theraplst-patlent interchanges which include
no patient laughter. } That is, if the patient has strong.laughter in P14 and
strong 1aughter‘ in P15, the demarcation event will be Pl4 as long as it is’
px.'eceded by three thg\gapiét—patient interchanges that do not include patient
laughter. A minimum of three therapist-patient interchanges (i.e., six
statements) must occur between one patlent laugbter and ancther for both to be

considered as demarcation events for selecting segrrents\

The research hypothesis also requires selection of two types of
comparison segments: those which include no patient laughter and those which
include mil.d or characteristic /patient laughter, so that the therapist
stéltements which precede these eyents may be compared. In the first case, that
of no patient laughter, the segments will consist of three therapist-patient _

interchanges precedihg a randomly selected patient statement, with no laughter

™

o
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occurring at any point. 'Thése non-lauyghter segments willibe drawn fram the

same sessions in which laughter. segnients have been located. 1In the second

J .
case, that of mild or characteristic patient laughter, segments will be

selected fram sessions in which this type of laughter occurs By definition of

what will donstitute a strong laughter segment, mild or characteristic

laughter segments can not be drawn from the same sessions in which strong

lawghter segments have been located.

Unit of Study Within Segments | R e
Within the segment, a variety of scoring units may be used. These
include: the entire segment, the clause, ‘the sentence, the idea, and the

interaction exchange. Of these, the "statement" is most widely used in process

research (Kiesler, 1973)}  Kiesler defines this common scoring unit as "an

‘ihinterrupted sequence of sentences uttered by either the patient or

therapist; everything said between' two therapist respanses (for patient) and
everything said between two patient'respms:es (for therap.ist) -.." (1973, p.
. !' . ' . .

The , present investigation is concerned with classifying therapist
statements which precede patient strong laughter. Thus, an appropriate scoring
unit in which to study this problem is the therapist "statement". Th;a anit to
be calitegorized in the present study will be each complete therapist statement
occurring within the .segment described earlier.

The Hill Counselor Verbal Respmse Category System, described earlier,

has bu‘a;k&glected for back-up ude in the px'esent investigation. Although the

- Sy
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Hill system uses a single clause as its scoring unit, following the unitizing
procedure of Auld and White (1956), there does not appear to be any special
problem in using each therapist statement (Kiesler, 1973) rather than all of
the clauses or sentences in each therapist statement. In bringing this
possib;'.lity to the_ attention of Dr. Clara Hill, t1_1$ pre'se_ﬁt investigator
received approval of the author on ﬂle' understanding that itis noted in tﬁis
research that such a modlflcatlon of the unltlzmg method used by§\111 raas
made (Hill, personal commnlcatmn )82) Parenthetlgzlly, this rxecess#:ates

deletion of the Hill- category/of "Silence".

" Data Form: Videotape, Audiotape, Transcript -

s
-

J 'The medlum of data presentation in psyc.hotherapy@rocess research is
usually one of three types: audiovisual recordings (i.e., films and
videotapes), audio recordings,_ and, most cammonly, verbat":l'im transcrips (Bergin
&~Garfield', i971; Garfield & Bergin, 1978; Kiesler, 1966, 1973). The source of
dc—llta for the present research consists exclusivegly of audiotapes, and a choice
_ must be made concerning how the data will b2 presented {i.e., audictapes amly,.
verba;:im &msaipts aly, or a combination of both).

The Hill Counselor Verbal Respanse Category System wh—lch has been
seléctei for 'back up' use in the present investigation has typically been
apglied by judé&s to verbatim transcripts follcwing exposure to the films or
_audictapes fr.orn which the transcripts were derived (Hill, 1978; Hill et al.,
1979). Judges bave simultanecusly listened to audiotapes as they rated

transcripts (Hill, 1978) and viewed films prior to rating verbatimtranscripts

ab
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of the films (Hill et al., 1979). In ancther study which has enployed the Hill
system, judges had no exposure to any data form other than verbat%n
transcripts (BEdwards et al., 1982). Use of the Hill system does not require
any data but verbatim transcripts and neither .Hill (1978) nor Hill and her:
co-workers (1979) mention what effect, if any, exposure to either audiotapes
or films had in juages' ratings. Furthermré, according to Kiesler (1973), the
advantage of using audiotapes is that judges can use such behavioral aspects
as pitch, tempo, and volume ;ihange (P. 46), (extralinguistic) variables which
are not addresséad in the present research or in the Hill system itself.

Thus, audiotapes could be used in conjunction with verbatim transcripts
in the present investigation, but it is unclear what advantage this procedure
would hold. In addition, there ‘are same practical disadvantages to the use of
audiotapes. The procedure for rating des;cribed later in this chapter requires
Judges to make independent ratings. Judges would either have to be given
cassette recorders andsaudiotapes for their own use, a procedure that would
-require making rrultiple copies of all segments and obtaining recorders for all
judges, .or judges ,would be required to do théj.r independent’ ratings in a
group, listening to audiotapes, a pfocedure which might-: add confounding group
process factors. - Thus, the problems in using audiotapes seem to outweigh the
likely gains. Accordmgly, the data form of the present mvestlgatlon will

coisist of verbatim transcripts. X

One person will type all of the selgeted segments. In keeping with the
procedure established by Hill (1978), transcription will include statements of

both therapist and ‘patient, although only the therapist statements will be
A : .
rated. Whereas presentation of patient statements might seem to contaminate or
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influence judgements of therapist stateumts, Schoem.nger, Klein, and Math:.eu

W) and Bardin, -Cutler, Dittman, Harway, Raush, ‘and Rigler (1954) have
/
demonstrated that ratings of either therapist or patient statements remaln .

v

\%able whether or not the statements of the 'non-rated' pa.rt:.c:.pant \are

present. The transcrlptlcn will also include 'stage directions', e. g.,
the patient cried, interrupted the therapist, yelled or whispered, Eu}: /
there were pauses, ar whether the therapist and patient spoke at the san‘e
time. Only the notation that patient laughter has occurred will be excluded.
'Stage directions' are usually included in verbatim transeripts, and have been
discussed by Bordin and his co—?orke.rs (1959) and Gottschalk, Winget, and
Gleser (1969). The typed etatejtents will be checked ageinst the audiotaped

segments to insure accuracy of transcription.

¥

Number oji,ségnents: Distribution Across Therapists and Patients
~One practlcal consideration oconcerns the relative i.nfrequencly of
instances of patient strong laughing. Whlle it would be helpful to be able to
choose fran a large number of sessims -containing ins,tances of strong
lauyghter, in abtuality there is a practical ceiling on the number of avai_iable
.-sleseions. In seeking to obtain instances of patients' frank e:-cpressed
antagoiaism toward therapists, Gillespie (1953) reported that instances of this
event ocourred only ten times in 218 heu'rs of therapy. The target event of
the present investigation likewise tends to occur samewhat infrequently. If
the data pool is to consist of approx:r.lrately 280 hours of individual therapy
in 'the fsychotherapy Tape Library of the Unive:‘sity of Ottawa, that may plaée
' ' /

£
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a somewhat low ceiling on the actual number of available ix:xst:ances of useable
patient strong laughter, Ce -

The number of segnénts may be approached by an examination .'of the
research hypothesis and the methodology as described thus far. Accordingly, of
nine categories (i.e., eight target categories plus an 'other') of therapist
statements, the research hypothesis'sﬁggests that eight ofi-‘ thé)se would tend to
occur with significantly higher frequencies precedinglpatri}ent’strong l:_iughte.r:.
Anticipating that the nature of the data would lend 'Etself to d]i—square
analysis, with a minimm of 5 per cell or category, it would appear that the
minimm mumber of strong laughter segments would be 40 and that perhaps 50 to

80 'strong laughter segments would more likely provide the data necessary for

. 2
an examination of the hypothesis. <

It is to be noted that for each segment culminating in patient strong
laughter, the window shall include the first, second, .and third antecedent |
therapist statement. |
' ' Given an essential minimm of 40 strong laughter segments or excerpts, a
provisional assessment can be mde of the actual number of strong laughter
segments available from the data pool. '\Excluding those instances which occur
within the first three therapist-patient interchanges, and excluding sessions
in which laughter is a characteristic style of the patient, a provisional
assessment indicates a total of 69 avhilable strong laugh?:’ér segments. These
are taken from 31 patients seen by 10 therapists over 39 sessions. IGJ}vep an
essential minirmm of 40 instances of strong patient laughter, it appears that
the avallable total of 69 instances should be appropriate for examination of
the reseg;ch hypothesm
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It is noted that the number of excerpts from the 10 “t:he.rapists range
fran two (Therapist J, Table 1) to 16, with a rather even progression in
contribution between these two extremes. .Phile it would be preferred that each
of the 10 the;:apists would have contributed an equal proportion of the total
excerpts, the-overall distribution seems to be appropriate for the hypothesis.
In examining the findings, it is posible to assess the influence of the
heavier contributors to the total number of strong laughter excerpts.

‘.

Judges

The majority of process research studies with classification of verbatim
: transcriptﬁ has generally used anly two to four judges (e.g., Edwards et al.,
1982; Hill, 1978; Hill et al., 1979; Stiles & Sultan, 1974; Strupp, 1957). The
clinical expertise of the judges has ranged (frcm undergraduate students with
no training in psychotherapy to experienced clinicians. Mare specifically, the
Hill Oounselor Verbal Response Category System has typically been used by
three judges with clinical'expertise ranging fraom undergraduate students to
experienced clinicians (Hill, 1978; Hill et al., 1979; Edwards et al., 1982).

In keeping with the procedure established by Hill, the present )
investigation will use two 'i.:earrs' of three juciges including two Ph.DJ_
psychologists who are experienced clinicians, two post-internship' doctoral -
students in clinical psychology, qgeacounselor from the University of Ottawa
-Counselling Centre, and e 4th year Péychology honors student ;Ilth nearly a

9

year of experience as a judge in psychét{merapy prbcess research.

’ R
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Nurber of
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Segments . Patients Sessions

A ' 16 .9 -12

B : 15 6 7

C 9 4 7

D 8 3 @D 4

E T 2 _ 2

{

F 5 2 2

G 4 2 2

H 2 l » l

| 2 l l

. J- 2 1 l
Total: [0 63 31 39

Table !. Provisional Distribution of Strong Laughter Excerpts Across

Therapisty, ‘Patients and Sessions
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Procedure for Categorizing Therapist Statements

Camonly, juljes either rate all segments in one sitting.or divide the

work over a period of time, The former apprcach may offer such advantages as

reducing the effects of time, the need for récalibration (i.e., reacquainting
judges with the rules of the scoring system), and perhaps decreasing the
likelihood of judges discussing ratings with cne another. However, there are
problems in that procedure, especially when there is a large number of
categorizations to be completed. It is difficult to maintain interest over six
to eight hours of continuoqs work. Fatigue is a factor. Group process factors
‘tend to intrude. From a practical and logistic perspective, the sheer size of
the task of categorization in the pre_sent study does not lend itself to a
single sitting. Dividing the task into, for example, weekly assignments holds
several advantages: interest in the task may be better maintained, effects of
'set' responding may be minimized, and special problems encountered in the use
of the category system itself may be discerned. Of these two options, given
the large number of categorizations, the selected opti'on is to use weekly
assignments. Each team of judges will meet on a regular weekly basis wntil all
ratings are completed.

. The first meeting will be to train the judges. A training procedure
similar to that of Hill (1978) will be employed. (ne 'team' of judges will be
trained in the use of the target categories wiile the second will be trained
in the use of the Hilll sys_tem. The instructions and descriptions of t;he target
system and the Hill system will be tmranded;cxli_; and discussed with the

appropriate team of Judges. Each team will be given sample segments

RS
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(approximately 15 therapist-patient interchanges) and will be f':\sked to rate
independently the therapist statements over the following week. At the second
he;kly meeting, the discrepancies among the judges and problems w1t.h using the
respective category, systems will be discussed within each gréup. _This.
procedure will continue until each team of .judges reaches an agreement level
of .83 per cent on 'practice!' segmants.. Hill (i978) estimates that, t.;aining to
this level of agre»sm?.n‘fsl requires-a total of ten hours for both group meetings
and indepgndent hamework ratings.

At each weekiy meeting following the trainin;; period, each team of
judges will be given approximately five segments and asked to categorize the
therapist statements independently over the course of . the next week.
Nen-laughter, 'strong laughter and cther-laughter seqments wil.l be randomly
presented. That is, in the course of a week each team of judges will be rating
approximately 15 therapist,statenents.fran both types of segments (i.e., a
combination of 30 statements per week from both teams). At each weekly
meeting, in addition to the distribution to each team of judges of the next
five segments, the categorizations of the previous week will be collected.
While there will be no references to any specific therapist statements, a few
minutes will be devoted to general problems in the use of the cat%ojty system.
The advantage of this procedure is that it may ’;r’aintai.n interest in the task,
and also encourage each judge to remain cognisant of the use and criteria for
the categories of the system.

After all segments have been rated, those statements which do not rneetﬁh
the critg;ion of agreement (to be discussed in the following section) will be

given to judges to rate a second time. These statements will be interspersed

%
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with rated statements which have ali‘eady_ met the criterion of agreement in
order to provide one means of checki - reliability.

If the combihed total of approximately 150 labghter, non-laughter and
other-laughter segments is to be categoriied, it is estimated the procedure
may require about four months to complete. If the judges seem te be able to
handle a few more segments each week, the homework assignments will be
appropriately increased in order. to reduee the overall period of

!
categorizatiop. J

The Research Hypothesis /

N 4

The above rrethodology allows for a more formal, testable statement of

b

the research hypothesis.

In general, the question is whether identifiable Kinds of therapist
statements tend to precede patient strong;\laughter. A review of the clinical,
etical, and research literature suggests that several categories of
therapist statements should precede instances of strong patient laughter,
although no research has focused upcn this issue.

LIn order to examine thif question, 3 research strategy has been adopted
using a methodology with the ,foldowing conditions:

(e) Given a data pool of approximately 280 hours of audiotaped
individual psychotherapy and approxmﬁtely 15 therapists representing varymg
therapeutic approaches, and 75 patients; .

(b) Givep that those initial segments are excluded in whi‘ch strong

patient laughter occurs within the first three patient statements;
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(c) Giyen apprmmtely 70 verbatim excarpts of strong laughter,

'appronnately 35 verbatim excerpts of non—laughter taJ)en from the same

sessions, and approximately 35 excerpts of other-laughter (i.e., laughter

which is mild or characteristic or both}

L]

(d) Given a group of judges who place the. immediately antecedent
therapist statements into a nine-fold category system camprised of the 8
categories taken from the literature as preceding strong laughtef in patients, -
and an 'other' category.

It is hypothesized that a sianj.ficantly higt;er proportion of therapist
statements falling under the eight expected categories will occur immediately
antecedent tol strong laughter, as conpared with the proportion occurring

antecedent to non-laughter and the proportion occurring antecedent to

‘other-laughter.

Whilé‘the main intent is to explore this hypothesis in regard to the
immediately/ antecedent therapist statements, the design ‘will also allow for
examination of the’ antecedent second t'_tveraplst statements and the antecedent

third therapist statements,® = 5E

Wwhile the maingyintent ig to explore this hypothesis in regard to the

‘e‘ight expected categories, the design will also include categorization of the -

antecedent therapist statements in-terms of the Hill Cainselor Verbal Response

‘ _C_:a})égory System,.

%
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Statistical Methods

The following section will address these questions: How will interjudge

reliability be evaluated? Wwhat are the criteria for considering théragie\

statements as classified? How will the results be statistically presentéd d

analyzed?

Inter-judge reliability. Inter—judge reliability will be determined by

computation of Kappas (Cohen, 1960; Tinsley & Weiss, 1975). According to Hill
(1978), the Kappa is the most appropriate statistic for determining agreement
levels on a nominal system for all possible combinations of two judges. The
Kappa is the proportion of agreement between two judges after the possibility
of chance agreérent has been removed. |

In the present invéstig‘aéim, Kappés will be computed and reported for
each possible combination of judges within each team. Reliability will also be

-assessed by means of a second procedure. As described earlie(':, those therapist

statements which fail to meet criterion of agreement are to'be rejudged. When

rthose statements are presented to the judges, they will be intermixed with a

number of ‘randomly Selected therapigt statements which reached criterion of

a——

agreement at the first judging. The second rating of those statements already

having met criterion will provide an additional measure of reliability.

Criteria for classification of therapist statements. A therapist.

4 . .
statement will be considered as classified when two out of three (67%) Jjudges.

~place it within a single category. It should be noted that Hill (1978) and
Hill and her co-workers (1979) used as a criterion of c¢lassifigation the

agreement of two ocut of three judgés when the Hill system was employed. The
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clagsification criterion of the present study is in keeping with that
suggested by Hill (1978). |

Rescoring. For those statements which did not meet the criterion level
of 67% after the first scoring attempt, a second attempt will ensue. This will
take place after all therapist statements in strong lau.ghing, nbn-laughing,
and other laughing segments have been categorized. If ﬁhe statement deoe not
meet criterion at this second attempt, it will be considered ‘unscoreable’ and
dropped from the data ahalysis.r Thi‘s differs scmewhat from Hill's (1978)
procedure in which statements which did not meet cr:'ite.rion were discussed by
judges to determine the most appropriate mtegory; ¥rhe advantage ‘%
independent rescoring as opposed to.discussion and group decision is that it

seems to provide added stringency while reduch e judge

or a sub-group of judges influencing the selection 1fic category.

Statistical description of the data. The classification of therapist
" statements into discrete categories constitutes naminal data. Since the

present research focuses on tPe/var\ious frequencies of these classifications,

the data will be presented in descriptive form and Chi-square values will be

obtained.

1
The descriptive presentation of data will be in terms of percentages, an

approach most common in research of this nature (e.g., Hill et-al., 1979:
"Stiles, 1979). E‘l;rth!ermre, anticipating the nature of the data will lénd
itself to Chi--squ;are analysis, this procedure will also be carried out.
Specifically, in regard to the hypothesis, the percentage of times therapists
usg/' the eight target cé‘tegories immediately antecedent to patient strong
laughter ® other-laughter, and non-laughter will be reported and Chi-square

+
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analysis will be used to determine whether the eight target categories as a
group more frequently precede strang laughter than they do other-ulaughtér and
non-laughter, ' ' H

The design of the present study also '—permits exanﬁnaticx_) of the second
and third antecedent therapist statements o'ccurring before patient strong
laughter, other-laughter, and non-laughter. Although a stﬁ;ijr of these

statements is not a direct test of the main hypothesis, the data will be

presented in the same fashicn described above. The purpose of -this secondary

analysis is to generate some soft impressions concerning the scmewhat broader

.issue of therapist statements antecedent to patient strong laughter.

while the present investigation is focused on eight target categofies
hypothesized as preceding sﬁrong patient 1augi1ter, the Hill system will be
used as, a 'back-up'. Agam, data will be described in te_rms of frequency with
whlch the various Hill categories are used anteceden\“t to patient strong
lawghter, other-laughter, and non-laughter, and Chi—-square values will be
obtainéd.



Chapter IIT

RESULTS
The major purpocse of the chapter is to repart the findings bearing upon
the main hypothesis. However, this will be preceded by data on interrater

agreement, and followed by the findings relative to the other, secondary

questions and issues,

Interrater Agreement

Identification of Strong Laughter and Other Iaughter

Thr‘se judges were used in this task. The First judge made the initial
select}:ion of excerpts as containing strong laughter or other laughter fram the
. total pool of excerpts. This judge noted which were identified as falling in
the two groups. On this basis, 64 excerpts were classed as contaiming strong
laughter and 30 as containing instances of other laughter,

-Two additional judges then independently classed the 94 excerpts as
falling in either the strong laughter or the other laughter category. Of the
64 excerpts selected(by the first judge as containing strong laughter, the two
additional judges agreed with each other and with the initial judge in 60
instances ( 93.8?: ). Accordingly, the 4 excerpts failing to gain agreement were
deleted From further study. Of the 30 excerpts selected by the initial judge
as other laughter, and randomly intermixed in the total pool, both judges

-
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-agreed with pne andher and with the initial judge on each of the 30 excerpts.

In all, of the total pool of 94 excerpts, there was agreement among all three
judges on 90 (95.7%).

. n

Distribution of strong laughter excerpts across therapiéts.— Of the 64
strong lapghter excerpts, fouxr were deletéd from' further st:.udy. In- the
original pool of strong laughter excerpts, there was an uneven distribution of
excerpts, with a few therapists contributing a l#fger proportion o,f;_ the
excerpts. The actual dist.ributicn of strong laughter excerpts is given in
Table 2.

With 60 excerpts and 10 therapists, a urti form distribution would have 6
excerpts from each of the therapists. Inspection indicates that therapists A

and B contributed more than their share. A Chi-square of 21.28 (df = 9, 'p <

.02 > .01) confirms the unevenness of -the dis tion, and suggests that
therapists A and B contribute a somewhat excessive proportion of strong
laughter excerpts. while one option was to reduce the number of excerpts

contributed by these two therapists, the decision was taken to leave the total
number at 60.

Classification into the Eight Target Categories and the Other Category

In order to test the main. hypothesis, three judges placed 120 therapist

statements (60 preceding strong laughter, 30 preceding non-laughter, and 30

preceding other-laughter) in two classifications. (ne consisted of the eight’

7& . . .
'target' categories as a group, and the second consisted of an ‘'other'

category. Of the 120 therapist statements, 112 (93.3%) reached or exceeded the

el

T
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cr:.tenon level of agreenmt among at least two of the three Jtidlges at the
'_fu:st soor:.ng attempt. The eJ.ght statement.s which failed to reach criterion
were randomly intermixed with -eight statesmts which had reached criterion on
“the initial judgement, and all 16 reached or exceeded criterion. In other
words, all 120 theraplst statements reached cr:LterJ.on. Furthermore, 48 were

judged as fallmg into the eight target categones as a group, and 72 were

judged as fallmg into the 'other! class:.flcatmn

For the additional secondary issués ‘and questions s it was ne-oessa;ry to.

categox;lze the statements as’ falling mto one or another of the eight target

categorles Oof the 48 therapist statetents, 37 reached the criterion’ level of
i

agreenent am:ng at léast two of the three judges J.r; ‘bemg placed mto a. glven

one of the’ eight 'target' categories. 1In other words, at the fl.rst seor:mg

s

L

attempt, 37 (77.1%) of the 48 therapist statements reached crzterlon oj'fk P

agreement when 3judges placed | the statements in one of the eight- '-'t:argei:‘
categories. The 11 statéments which failed to reach criterion were judged a
second time, together with 11 which had met criterion.- of th&;e 11, 9 met
criterion on rejudgement, and all of the other 11 statements were rejudged as
they were the Ffirst tune However, the remaining two-statements were "not
deleted fram further study because the judges indicated that in both attempts
at categarizatim, they could not decide between category 1 ‘(Directed
]'_nter.'perghﬁal Risk Behavior) and category 2 (Defined Impulsive Behavior b¥
Patient or Other). Accordingly, it was decided to place one in categery 1 and
to place the other ih category 2. Excepting these two specialty cases, 46 of
the 48 statements (95.8%) met criterion and were placed in one of t‘ha eight-

-

target categories. h S,_J

[pes——
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Interrater rellablllty was also cmputed using the Kappa formula (Oohen,
‘1960 Tmsley & Weiss, 1975). This formla gives the proportlcn of agreerrent
7 between two judges after the effects of chance agreement have been removed.
.For the two-fold lelSlCIl into target' and 'other' categorles, J.nterrater
IEIlabllJ.tles for the pa.Lrs of judges ranged frc.n .76 ~ .79; for the
| elght-fold d1v131m mto the target categones, mterrater rellabllltles-‘
‘ ranged from .70 - .75. ~On the ba315 of these results., Lnterrater relJ.abJ.llty
- has deemed adequate for the therapist categarles.
' Of secondary mterest was the G:ategorlzatmn of therapist statements
occurring two and three statements prior to the occurrence of st.rmg\laughter,
non-laughter, and other laughter.- On the initial categorization, of the total
.cf 240 theraplst statements (1&& occurrlng two before, and 120 occurrmg three
before), 192 (80%) met or exceeded cnterlon. On rejudgement, all but 8 met
criterion. However, it should be noted that all of the 8 remaining statements
were again those which the judges indicated were either in categories 1 or 2.
Accordmgly, these .8 were proportlmately assigned to ong or the other of

these two c:ategorles Exceptmg these 8 statements, 232 of the 240 statements

(96.6%) .met or exceeded criterion.

. ¢ -

. Classification into the Hill Category System

-

Three judges categorized the 120 therapist statements imrediately
precedmg the occurrence of strong 1aughter, non-laughter or other laughter.

As J.ndlcated in Table 2, the Hill system J.ncludes 14 mtegorles. On the

initial judgement, 91 (75.8%) met or exceeded criterion.. The remaining 29



T Therapist , .- Number of Excerpts

A . 12

B n

c ., 9

— D- 8

. -5

F . K

S 4

. 2

3 2

Potal: 10 60

Table 2. Distribution of 60 Strong Ila

Over 10 Therapists

«

ughter Excerpts
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;tatements ﬁere Te judged together with a randomly intermixed group
of 29 statements which had not meﬁ ¢riterion on the initiai judgement.
0f these, all but 12 met critérion on the second judgement. However, of
these 12, 9 were indicated by the judges‘as being either interpretation
or reflection, and 3 were indicated by the'judges as being either closed
question or open question. Therefore it was &ecided to assign thege to
one of the pairs of categories on a proportional basis.fExcepting these
12 statemegt§, 108 of the 120. statements (90X) met or exceeded criterion.-

Calculated in terms of the iappa formula, interrater reliabilities
for the pairs of judges ranged from .67 - .72, and were deemed adequate
for the therapist categories.

x,

The Main_HypotheSis

In ggneral, the question is whether identifiable kinds of therapist
statements tend to precede patient strong laughter. Will these statements
fall under a group of eight predicted categories suggested within the
cliniecal, theoretical, and research literature as preceding patient
strong laughter? Will these statements océ;r prior to Etrong laughter
but not prior to 'other: laughter, or non-laughter patient events? It
should be noted that the main hypothesis is deéigned to consider the
eipht predicted categories as a group. The particular frequency with
whiéh the eight categories occur independently will be discussed at a
later point in this chapter. . i

-1t is hypothesi;ed that a significantly higher number of tﬁe thera-
pist statements félling under the eighf zxggCted éategories will occﬁf
immediately antecedent to strong laughter, as compared with those which

occuf/;mmediately antecedent 'to patient non-laughter and patient other-

laughter.
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. As indicated in Table 3, of _tﬁe 60 strmg. laughter events, 44 ('7-3.3%)
fell within the predicted eighﬁ categories as a group. -~ Of the 30 non-laughter
events only l‘(3.3%) fell in the predicted eight categories, and of the 30
other-laughter events only 3 (10%) fell in th;-_r predicted eight categories.
These data lend themselves to Chi—sque analysis. - A compariscn of the
_ frequencies of therapist statemepts falling in the group of eight predicted
c?&ego;ies immediately premding patient strong laughter, as coampared with the
fre-quency of therapist statements immediately preceding the nan-laughter and
other laughter events, yields a .Chi-square of 55.6 (df = l, p < .00L). 1t
seems a signifimatly higher proportion (73.3%). of the therapist statements
falling under ti)e group of eight predicted categories occurred immediately
antecedent to patient strong laughter, as compared with the proporticnlwhich
occurred ﬁﬁrediately antecedent to patient non-laughter (3.3%) and p;tie.nt
other-laughter (10%). The main hypothesis seems to be supported when therapist
statements immediately antecedent to patient strong laughter are compared Wlth
those statements immediately antecedent to a pooled group of non-laughter and
other-laughter patient events.. Is the hypothesis similarly subported when the
distribution of therapist statements immediately antecedent to patient strong
laughter, is compared with that immediately antecedent to non-laughter, and
also antecedent to other laughter, when non-laugl'ite.r events and cther-laughter
events are considered separa’tely';? o
When the strong laughter and non-laughter distributions are cc_lrpared,
the main hypothesis is likewise confirmed. A comparison of the frequency of
.therapist statements falling in the group of eight predicted categories

immediately preceding strong laughter, as compared with the frequency of

l‘-—-.__\
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therapist statements falling in the eight predicted categories immediately
preceding non-laughter yields a Chi-square of 39.18 (df = 1, p < .001).
Finally, when the st':rong laughter and other-laughter distributions are
compared, the main hypothesis is also confirmed. A comparison of the frequency
of therapist statements faliing in the eight predicted categories immediately
preceding strong laughter, as compared with the frequency of therapist
statements falling in the eight predicted categaries immediately preceding
) othe:-laughéer yields a Chi-square of 32.31 (df = 1, p < .001).
In general the findings indicate that the main hypcthesis is supported.
The findings suggest t_hat a significantly larger proportion of theraplst
statereqts in the eight 'pre‘lq;cted categories occurred antecedent to strong
laughter as compared with tho.se antecedent to non-laughter and other laughter.
In this regard, instances of strong patient laughter seem to be samewhat

singular events with respect to what therapists do immediately antecedent to

their occurrence.

Additicnal Findings

While the main hypothesis seems to be supported, the findings provide

additional data on related secondary issues.
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A Closer Inspection of the Eight Predicted Categories Immediately Preceding

Strong Laughter

Of the 44 instances of thre.rapist statements falling in the eight
predicted categories, there was an uneven dist.ributioﬁ over the eight
categories. Whereas an even distribution would yield 12.5% in each of the
eight categories, a rank ordering of the eight categories, together with their
proportion of the total of t:'.he 44 instances (Table 3) yields the following:

2. Defined Impulsive Behavior by Patient or Other (18.2%)

5. CQCarrying Out Risk Behavior ﬁs/For the Patient (18.2%)

7. Excited Reinforcement of Risk Behavior (18.2%)

3. Ridiculous Explanation-Description of Patient (15.9%)

8. Directed Risk ,Betmv;'.c;r Toward Therapist (15.9%) .

1. Directed Interpersonal Risk Behavior (6.8%)

4. Instruction to Carry .O.1t Affect-laden Behavior with Heightened

Intensity (6.8%)

6. Risked Being of Other Person or Entity (0,0%)

The first five categories above includ'e‘ 38 of the 44 therapist
statements falling in the predicted categories. Categories 1 and 4 account for
the remaining six statements.

The frequency of therapist étatements falling in the first five
categaries may be compared against the frequency which may be expected on the
basis of an even distribution of the 44 therapist statements across the eight
categories. These data yield a Chi-square value of 10.68 (df = 1, p < .01).

The expectation was that each of the eight categories would carry a fairly
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even load of therapiét statements immediately preceding patient strong
laughter as opposed to non-laughter ans other-léughter. The findings indi-
cate that five of the eight categories occusreﬁ moré frequéntly than did
the remaining three. However, categories 1 and 4, when they did occur,

provided similar support for the main hypothesis in that they preceded

strong laughter, but not non-laughter or other- laughter.

Therapist Statements Immediately Preceding Patient Strong Laughter,

Non-Laughter, and Other-Laughter on the Basis of the Hill Category System

’
- ~

The main hypothesis was investigated in terms of the predicted eight
categories. Setting these aside, and.laoking at the findings in terms’ of
the Hill Category System, do the findings provide some indications of any-
of the Hill categories which seem to precede strong laughter as coﬁpared
_with non-laughter and other-laughter? -

The data are given-in Table 4. In terms of a Chi-square analysis of .
the findings, two of the Hill categories seem to occur with siénificantly
higher frequency preceding strong laughter as compared with non-laughter
and other-laughter. One of these is Hill's Othér category for which ‘the
Chi-square value is 13.32 (daf =1, p< .01), and the second is Hill's
Direct Guidance, for whiéh the Chi-square value is 11.64 (df=1, p ﬁ.OZ
#,01). These are the bnly Hill categories which occur more frequently
preceding strong laughter as compared with non-laughter and other—laughﬁer.

While these two categories account for 55% of therapisﬁ statements
occurring immediately antecedent to patient strong laughter, it should be -

noted that 33% of those statements fell within Hill's Other catégory. The
1

Other category does not describe specific therapist béﬁavior but instead
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islused to 'catch' statements not accounted for by the other, .more (:
descriptive categories. While the categories of Other and Direct Guidance
did occur more frequently immediately antecedent to strong laughter
compared with non-laughter and other-laughter, only- Direct Guidance

is a category of actual therapist behavior.
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Using the Hill Category System to provide a closer inspection of the

therapist statements immediately preceding strong laughter and falling outsige

the eight predicted categories. Of the 60' therapist statements preceding‘ ,
strong laughter, 44 fell within the eight predicted categories and-16 fell
wt_sifi%;:hae eight categaries. Does the Hill System offer any cues to further
description of these 16 therapist statements? .

The findings are given in Table 5. With such low numbers distributed
over 13l categories, the cbserved data do not lend themselves to statistical -
analysis. However, inspection suggests that the Hill System does not provide a
particular category, or number of categories, whigh accoqnt for therapist
statements falling outside the predicted categaries. Four of the 16 statements
fell within the 'other' category and thus were not described in terms of
therapist verbal techniques by the Hill System. Given the extremely low
numbers,_ and their respective w.d.i.st'.ribution across the categories, it is
possible to speculate the Hill categories of minimal encourager,
interpretation, and approval-reagsurance (accounting for 8 statements in
total) may lean in the direction of describing some of ‘the statements not
identified by the target categories. However, given the low frequencies, such
speculation remins quite equivocal.

,

Therapist Statements QOccurring Two Before  Instances of Strong lLaughter,

Non-Laughter, and Other ILaughter

" While the main hypothesis focused upon therapist statements immediately

antecedent to instances of strong laughter, non-laughter, and other-laughter’,
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o

Therapist Statements Immediately Antecedent
to Strong Patient Laughter Falling Outside

Categories of Hill System ' the Predicted Categories
f %
1. Minimal Encourager 3 19
2. Approval-Reassurance 2 13
3. Information 0 0
4. Direct Guidance 0 0
5. Closed Question 1 6
6. Open Question - 0 0
7. Re;tatement 1 6
8. Reflection - 1 6
9. Nonverbal Referent 0 0
10. Intérpretation : . 3 19
11. Confrontation o o 1 6
12. Self-Disclosure 0 0
13. Other 4 25
Total 16 100

Table 5. Distribution of Therapist Statements Immediately
Antecedent to Strong Patient lLaughter, Not Accounted
i for by the Target Categories, As Judged Within the
1) Hill System ‘

o

Note: f = raw freguency
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the data allow-same inspection of the role of therapist statements two before
the target events. Inspection of these findings must acknowledge the stringent
restriction that these therapist statements are not independent events. The
design focused upon the immediately _antecedent therainst statements mly.
There was no design control of earlier therapist statements, and there is no
basis for sound conclusions about the role of earlier therapist statements.
Nevertheless, same clues may be obtained abogt possible patternings and
configurations of a series of therapist statements preceding strong laughter.
These clues may be taken only as hints for more careful study.

The findings are given in Table 6. Of the~60 therapist statements
occurring two statements before strong laughter, 22 fell in the predicted
eight categories. Of the 30 therapist statements occurring two before
non-laughter, none fell in the predicted categories, and of the 30 therapist
statements occurring two statements before other-laughter, only 1 fell in the
predicted eight categaries. These findings yield a Chi-square value of 23.72
(df = 1, p < .001). ~It appearé that even two statements beforé .strong
laughter, as campared with their occurrence two statements before non-laughter

and cther-laughter, the eight categories still occur with greater frequency.

Therapist Statements Occurring Three Before Instances of Stfong Laughter,

Non-Laughter . and Other-Lawghter

While holding to the same limitations and restrictions described in the

preceding secticn, the findings allow an inspection of therapist statements
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occurring three before instances of - strong laughter, non-laughter, and
other-laughter. |

The data are given in Table 7, and are quite similar to those for
therapist stateirents occurring two statements before the patient events.

- of the.GO therapist .statements @ring three statements before strong
laughter, 23 fell into the predicted eight categories. Of the 30 therapist
statements occurring three statements before non-laughter, only one fell
within the predicted eight categories, and of the 30 therapist statements
occurring three statements before other-laughter, none fell in the prédicted
eight cat'%ories.- These findings yield a Chi-square value of 25.2 (df = 1, p <
.001). Even three statements before, the predicted categories appear to be
potent; that is, the proportion of therapist statements failing in the eight
predicted categories is ;ignificantly higher preceding instances of strong
laughter as compared with ihstances of non-laughter and other-laughter.

*

Therapist Statements Occurring One, Two, and Three Statements Before Instances .

of Strong Patient Laughter

The question is whether there are significant differences 7in the
frequency of therapist statements falling in the eight predicted categories
me, two, and three statements before the 60 instances of patient strong
laughter. The data are given in Tables 3, 6, and 7. '‘One statement before
strong laughter, 44 therapist statements fell within the eight predicted
categories, and 16 fell in the all other category; two stat;fénts before, 22

4
therapist statements fell in the eight predicted categories and 38 fell in the
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all other category; three Statements before, 23 therapist statements fgll in
the eight predicted categories and 37 in the all other categery. These data
yield a Chi-square value of 20.55 (df = 1, p € .001), It seems warranted to
speculate that, while the eight 'categories are 'potent' one, two, and.three
statements before strong patient laughter as compared with statements
occurring prior to ~laughter and ct:her-laughte{,_k there are significant_:
differences between« these distributions prior to strong laughter,
Speculatively, use of the eight predicted categories is more "potent”

imediately antecedent to the strong laughter as compared with two and three
statements before.

Therapist Statements Preceding Strong Patient Laughter: The Eight Predicted

Categories as a Group, Singly, and Sequentially

Findings in regard to the main hypothesis indicate a significantly
higher proportion of therapist statements falling under the eight predicted
categories occurred immediately antecedent to strong patient laughtef,‘ as
"oorrpared with the proportion occurring immediately - antecedent to patient
non-laughter and patient other-laughter. Wwith regard to therapist statements
preceding strong patient laighter, it appears the eight predicted categories .
as a group may precede -this kind of laughter. In additicn, under the stringent
restrictions and limitations given earlier, the findings provide a basis for
spe‘éf:ulatims which 'm'ay be follouéd as hypotheses in further research. The data

are sumarized in Table 8.
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A closer inspection of each of the eight predicted categories suggests
that five carry the higher locad in terniq of immediately preceding strong
laughter. These categories are 2, 3, 5, 7, and 8 (Table 8).

In regard to two statements before the strong ‘laughter, it appears that
only categary 5. (Carrying Out Risk-Behavior As/For Patient) seems to be
followed (two statements later) by the strong laughter. A comparison of the
frequency of therapist statements falling in this category and those falling

in the other seven of the predicted eight categories yields a Chi-square value
of 4,39 (af =1, p < .05 > .01).

-

In regard to three stat;ements before the étrong laughter, it appears
that categary 4 (Instruction to Carry-Out Affect ILaden Behavior with
He.lghtened Inten51ty) and Category 3 (Ridiculous Explanatlm—Descnptlm of
Patient) seem to be followed (three statements later) by strong laughter.
comparison of the frequency of therapist state.mants falling in category 4 and
those falling in the other seven of the predicted eight categories yields a
Chi-square value of 3.84 (df = 1, p < .05). However, a co:r_parison of the
frequency of therapist statements falling in category 3 and those falling in
the other seven of the predicted eight categaries ylelds a Chi-square value of
anly 1.80 (df =1, p<.20> .10).

]

while for immediately antecedent therapisig statémnts, 44 of the 60
instances of strong laughter fell in the eight predicted categories, only 22
occurred Zwo statements earlier and only 23 occurred three statements earller
In terms the the.raplst statements which precede strong laughter, the
findings suggest that imrediately before the.strong laughmg the predominance

of therapist statements fell into the predicted eight categories. On the other
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hand, ﬂle'findings_ suggest that for two and three statmts before the strong
- laughter, many of the therapist statements fall outside the eight predicted

tegories,

-~



Chapter IV
DISCUSSION AND CONCLUSIONS
The purpose of the present chapter is to discuss a number of topics in
the light of the findings reported in the previous chapter, and to culminate

in a series of conclusions. Most of these topics have been raised in earlier

chapters. The remaining may be understood as further implicaticns in the light

of the findings and the research itself.

The Therapeutic Facilitation of Strong Patient Laughter

Perhaps the central thrust of 't;he_research was to examine categories of
therapist statements which precede s'g?o;l:lhc_‘qm:‘laughte.r. From the perspective of
the working psychothérapist, the larger issue is that of facilitating the.
roccurrence of strong laughter. There are a number of discussion points which
relate to this linkage between therapeutic operations and strong pa'tien‘.E
laughter,

Some examples of therapist statements preceding strong laughter, It

appears that strong hearty laughter is pre@ded by. categories of therapist
statements which are distinctive to this kind of laughter. That is, a
- distinctive set of categories of therabist statements seems to be linked to

the subsequent occurrence of strong laughter. These categories of therapist

statements seem to occur significantly less often preceding either

non-laughter or other than strong, hearty, laughter.
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Sare examples .arre_w‘ in order to provide concrete illustrations of
therapist statements preceding these instances. Organized under each of the
c:ategofiegs which were suppoarted by the findings, the verbatim dialogque was
taken fram the actual data. However, it must be noted that changes heré taken
to insure confidentiality of both patient and therapist, as well as any other
referred~to individual in the original tapes.

Category 1. Directed Interpersonal Risk Behavior.
- .

P: We all played the game very heli. We all made our own
adjustments around this phenamenal father figure.

T: It's-your fault, all of you. You played into it.
P: And-I loved my daddy!
T: But not for what you've been describing.

P: No, I couldn't see that at all. And I was scared, scared of
him. I had to, I had to please him. He was important.

T: Ckay, ckay. Now I want you to do one more thing. You're
afraid that he's right, that you really are unimportant,
and that he has a real basis for not being interested in
you. That you are bad and that you should know better and
that you're really not important and you Treally are
foolish. Look at him and this time don't fight it. Tell him
he's right. Tell him you are absolutely unimportant and
nothing you say has any import. Tell him your ideas are

stupid! '

strong patient laughter
Category 2. Defjned Impulsive Behavior by Patient or Other.

P: ' Um, we've gotten really close over her illness. We've had
some really good sharing and uh, it's better. You know, I
was able to, I was forced out of my routine, you know,

» Paying attention to my job. I really had to. So we really
had some good times,



So she was able to use that to get a little attention from:
the old man?

Yeah.

Good thinking on her part. 1It's probably the only thing

" that would have done it.

You're right.

She probably knew a mere ulcer wouldn't do it, but an

ovarian tumor might!

strong patient laughter

I felt closed in on when you hugged me.

You felt closed in on?

Yeah. I, I was more aware of being uncomfortable than
pissed. I mean I didn't have any kind of violent fantasy,
ah, angry stuff. It was more like, gee, I'm uncomfortable,
I'm not ready for this and it seemed, it felt ritualistic
to me. That's how ... it felt that way to me. Ritualistic
is not a feeling word. It felt closed in and I'm not . I
guess, threatening, and I don't know. I didn't like it. I'd
like to be able to do same touching. But touching doesn't
feel like a problem. Um, and I. donbt want to lose same

caution about that. I don't want to lose same caution about
that.

You don't want to go around ‘hugging people just helter
skelter.

No. T don't. I don't.

Would that happen if we loosened wp your asshole!!! You'd
just go around hugging people all through the day!

(strong laughter) You can never be too careful.
Ridiculous Explanation/Description of Patient.

Yeah. There are a few good things about me. I'm handy

around the house. I can fix things and, uh, my kids enjoy
me,
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And you help people cut. (teasing) why just last week you
were binding cockbooks for charity.

Yeah. I smoke meat for charity too. I'm doing that
tomorrow,

You're smoking meat?!!!
(very quietly) Yeah.

(jocular, playful) So you're a kind, helpful, ;everent,'
loving, sweet good person?

C‘hee.rfui, thrifty, obedient, reverent, shit!. {strong
laughing) A scout!

I-want more, byt I don't even know what I want. (mild
crying, long paﬁse). . g

Your feeling level is flat. No real feelings. Just a little
bit of crying and then you stop, Well, about the only thing
you're gogd at is silence. o B

;softly) Yeah. 1I'm good at silence. - '

And stopping your feelings from coming.

Yeah. I'm good at stopping.

Stopping is the best thing you do! It's as if you hold
yourself in tight rein. (playful, teasing) When you. grow

up, you know what you're gonna be? A corset! An old, ugly
cream colored corset!

strong patient laughter

(barely audible) It doesn't hurt as much (long pause) I
want to (long pause, clears thrcat)

What's your thought? Say nore.

About going to Boston. (pause) I'd rather stay here
(softly) and spend some time with her...

(softly) Which is there now ... her or Boston?



- P:

Category. 4.

£}

P:

.\T:

.
Boston. Feels like +.. In same ways Boston, in some ;Bys
t me nakii)g;-_«too big a thing of what's going on with
on
kn

eliness, just finding someone and latching
what I mean?

I knoy what you mean. T haven't seen you having alot of
with that before. ¥You know that? I haven't said

[o1}

(exaggerated) "Here's a quy who goes around l_'xa_ngl_rg' onto
le i ridiculous wa makes a fool of higself
on long t the time they've s for,
him!" T never noticed you doing that!!

v

strong patient laughter

-
. .

Instruction to Carry Out Affect Laden Behavior with Heightened

Intensity. '

.

You know, it really makes me mad. Day in and day out, it's
always the same boring routine. I get up, I make breakfast,

I eat breakfast, I buy the paper. 1 go to work. Gad! 'Is it
ever dull.

S

CGkay. I want you to hit this pillow and say, 'God. I hate
this. 1It's so boring!

P _ifat?

T:

-~ . S
Go ahead. ng: the pillow and say over and over, "God. I
hate this. TIt's so boring!"

== S

I hate this. I really hate this. Tt is so boring. I really™.)

hate it. It's boring!

Good.  Now hit harder and really yell loud.

(yelling) T goddamn hate this! I'm bored!i!

strong patient laughter
Garrying Out Risk Behavior As/For Patient.

(hesitantly) What would I make him d5? well, ah ... he can
eat my cocking and like it and he can take those disgusting
posters off his door. I don't care what he does inside his

-

not. (pause) I hope I, I quess I'm afraid, worried, worried
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~ a

roan but he's n gonna show those posters on the outside
of the door. And“he can come home fram school and he can
make himgelf useful and he can do his homework and go to
his room like any normal teenager ... And uh, he can stay

out of my living roam!- (pause) (mildly sad) I could never
say that to him,

T: (exaggerated, expansive tone) I mean that's going a little
too fart

o
P: Yeah. It was. I'd go hide in my room ... because he was in
the living roam watching T.v. That's it!

T That's what?

P: It's my T.V. He can ah, uh ... .

T: (yells as patient) Look out you 16 year old turkey! It's my
I.V. and it's my living room and you're driving me crazy!
Qut! Now!

strong patient laughter

P: Well gee, I guess you'd only kndw if .I'd met that goal if I
told you.

T: what would you tell me? You'd come in here one day and say

P: Uh, Meg. Guess what? ... I'm not real clear on this. It, it
> goes down to sexual stuff. I mean I'm a baetter lover than T

am loved in, in meking love to.
T: So what would yau say?

P: I could say, uh ... (pause)

Ty as patient) Uh Meg. I'm an inadequate little turd,campared
{  to this person I'm withif! ‘

»

strong patieni: laughter

Category 7. Excited Reinforcement of Risked Behavior.

P: I didn't get any good shots off, no, Monday was, was over
the shogfing off. We both talked very sanely about things.
But ah, he was sick last weekend, like Saturday, I got up

108



and I, breakfast in bed. I worked my tail off. He didn't do
a thing all day. He laid in bed all day and got up, went to
a movie, came back, and went back to bed and uh, I worked
the whole time, fed the kids, finished working on a
project, cleaned the basement. I went to bed, the kids woke
up at 6 a.m. I was going to get up with them, I Jjust
delayed it for an extra minute. I just closed my eyes and
then he got up. I woke wp at 9:30. He's yelling and
screaming at the kids. Oh, they were crying and everything.
I went downstairs, what's the matter? He said, well you
give me one day off and then you make me get up and work
again. (pause) I'd just climbed out of bed!

So you wake up. He's screaming and yelling at the kids.
Ch I got it all out. ‘'Cause I screamed.
(delighted, astonished) i;ight then and there???
Right then and there

Well good for you!!! what did you say?

I said T just got up. (raises voice) I just got myself out
of - bed! Wwhat are you ... tell me what happened! Don't yell
at me! Then he said I had bad breath. For Chris' sakes, I'd
just gotten out of bed! So I went over to him and went hah!
(makes huge exhaling, blowing sound and laughs heartily).

So now I'm trying to bring . being separated into
perspective, trying to make new friends, a new city, a new
house, trying to think single. I'm, boy. I get up in the
morning and I hurt all over and I say gotta hit it, gotta
go do it. So I'm pushing myself to do things.

Now, as I remember you told me last week you had some
suicidal thoughts. where are you with that?

Na, that wouldn't happen now. ...

Feel better now?

Yeah. Killing myself for him would be ridiculous. {pause)
Killing him may not be ridiculous. :

A_step to mental health!! Homicidal thoughts but not
suicidal thoughts] e

N

. Strong patient laughter

109



Category 8.

Yeah and then we had the fight.

Yeah. Now in that fight did you really, was it ja real
fight? ‘
Ch really., We were both screaming and did he ... he must

have hit me first. Yeah, he did. And that's what got me
really furious. That he hit me.

Now if we were going to watch you in that fight, how close
did you came to becoming violent, physical, doing
something?

Uh, oh ... well, I hit him hard. Yes.

(absolutely delighted) Oh God! You sound really happy.

strong patient laughter
Directed Risked Behavior Towards Therapist.

Look, yes, no, whatever you say. Maybe it was a big sweat,
maybe it was a little sweat.

Is there samething you need to say to me?
what?

I don't know. Do you have samething you need to say to me?
I'm feel, this is feeling like you're sitting there with
your arms crossed answering my questions as though it's my
therapy instead of your therapy. So you're locking like you
want, maybe have same angry feelings towards me or some
kind of unfinished business with me.

No, I wasn't even thinking of you. I was thinking (pause)

Tell me, 'T wasn't even thinking you, how pissed off I am
at you'.

streng patient laughter

Maybe so. You're saying I should just enjoy it a bit, just
keep going, well ...

110
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T: I didn't say anything of the sort! I don't have any special
knowledge about that: What I hear you do is evaluate,
evaluate, evaluate and everything's coming up shart. Your

job, Vivian, your last lecture. You're evaluating yourself
and you're coming up short.

P: I don't feel people any other way.

T: Than to evaluate them?

P: Yeah. But I never

T: (firmly} Evaluate me right now! "

strong patient laughter

P: Do you want me to verbalize while I'm hitting the pillow?

T: Doesn't matter. If you want to just hit, that's fine. What
sometimes is useful is to hit and let out a sound that
isn't a word. Just 'ugh' or samething.

P: That's also hard for me Eo do.
T: Give it a try.

P: T feel silly. Sure. I guess I'm not the only person who's
ever said that. (begins hitting) You know what I do do
though? Off with your head. That's David and that's Rick,
and that's my father and sometimes it's even Ray, even
though I love Ray ... (T is holding pillow which patient is
hitting) (pause) ... I'm gonna hurt you.

T: (matter of fact tone) Naa. Aim right at my balls. Tt won't
hurt.,

strong patient laughter

A provisional common theme and same implications for the facilitation of

strong laughter. Given a closer lock at some examples of the kinds of

statements which seemed to precede strong laughter, it is inviting to examine

the several categories of therapist statements which tend to precede this kind

of patient laughter. If these categories are studied Ffor themes and
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commnalities, one way of organizing the findings may be framed as follows:
Strong hearty laughter may occur when therapists carry forward patients’'
tendencies to engage in behavior which is risky: tabooed, exciting i:rp.llsivé,.
threat-filled, wicked, unusual, acted-cut, ardinarily blocked or defended
against. Therapists carry forward this behavior by such means as cai:rying it
out as or for the patient,\de:;i\ning it as being carried out by the patient or
a significant other, directing~instructing-encouraging the patient to carry it
out.

Given this provisional commonality of risky behavior, \a somewhat more
careful set of prescriptions may be framed for how therapj‘.sts may facilitate
' the occurrence of strong lagghte.r. On the basis of the categories revealed by
the findings, and taking ;'.nto account the common supposed theme of risky |
béhqvior, it is proposed that strong laughter is facilitated when fherapists:

- Are cordial toward picturing (seeing, allowing the possibility of,
framing, defining, imagining) oconcrete behaviors which are risky (tabooed,
exciting, wicked, impulsive, threat-filled, unusual, acted-cut). This seems to
go well beyond that of mere acceptance, and to include a more active
cognitive~imaginal coamponent. |

- Bring the client closer to the risky behaviors by such means as
defining them in concrete specificity, or carrying them out in the therapy
session  either as model-exemplar or in  interaction between client and
therapist.

— Accampany t.heir statements and ope(r‘atieé{s with feelings of enjoyment,

playfulness_, buoyancy, lightness, and spcntanelty.
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In view of this provisional common theme, same sense may be made of the
three categories of therapist stétemnts which were less supported by the
findings. One was "difected interpersonal risk behavior" (e.g., Downing &
Marmorstein, 1973; shorr, 1972) in which the therapist directs (tells,
instructs) the patient to carry out a risky behavior. This one fell somewhat
short of significance ..in the main findings. A second was "risked being of
other person or entity" (e.g., Jackins, 1965; Malamud, 1976; Perls, 1970) in
which the therapist, in Gestalt fashion, dlrects— the patient to "be" {speak
as, function from within the role of) another person or entity. This one
rather clearly was excluéed from the main findings, and did not appear witle
any substantive frequency under inspection of two or three statements prior to

the strong laughter. The third was "instructien to carry out affect-laden

behavior with heightened intensity" in which the therapist typically tells the
patient to repeat the behavior, action, or statement, and to do so with
heightened feeling, energy, and affect (e.&

Bugental, 1979; Downing &
Marmorstein, 1973; Jackins, 1965; Polster & Polster, 1976). while this
category was not included which immediately preceded strong
laughter, further inspe.ction sugges that it seemed to be used substantially
three statements before the strong laughter.

It may be that these three categories do immediately precede patient
strong laughter, but simply were not part of the verbal techniques used by the
theraf)ists in the present investigation. An alternative possibility is that
these three categories, as compared with those categories which were confirmed
in the main findings, all seem to lack the risk-behavior component. That is,

in none of these is the client engaging in or carrying forward some risky
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behavior. 1In one, the client is directed to carry out an interpersonal risk

behavior, but there is little or no here-and-now immediacy. The Gestalt being
of another person or entity does not typically include the engaging in or
carrying out of an explicit risk behavior. Instructim to carry out an
affect-laden behavior with heightened intensity likewise emphasizes a
feelinged—behavior rather than cne which is risky. On balance, there seems to
be same provisimal basis for understanding that these three categories may
fall outside those which preceded strong laughter, in the light of the main
findings at least. |

The issue of configurational pattermns of antecedent statements. In

addition to the issue of common themes across the categories of therapist
statements inrnediately preceding strong laughter, there is the perhaps larger
issue of configurational patterns. .Are ‘there patterns and configurations of
therapiét (and patient) statements which are effectively linked to the
occurrence of strong hearty laughter? The present research seéns to indicate
that therapist statements may be linked to the occurrence of strong laughter
when the focus is on two and three therapist statements before the strong
laughter. However, the design shed little light on patterns or configurations
ofﬂtherapist statements, nor was there any inclusion of antecedent patient
statements. It seems quite likely that a number of patterns, perhaps starting
two or three or more statements beforé the strong laughter, may be linked with
the occurrence of the strong laughter. while the findings themselves are only
lightly suggestive, the issue of configurational patterns seems to be raised

as a most interesting likelihood. This shall be discussed in more detail later

in the present chapter.
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Implications for practice of cordial therapeutic approaches. Whether or

not tﬁe critical compenents lie in specific therapeutic operations or
configurationa.l patterninés, the findings suggest that several categories of
therapist operations are linked to the occurrence of strong laughter. However,
it is recognized that not all therapeutié approaches regard this event as
welcamed’ and desirable, and therefore the findings have 1little or no
implications for their actual practice. Nevertheless, as indicated in the
opening chapter, a wide variety of therapeutic approaches hold the occurrence
of strong hearty laughter as a welcamed and desirable event. Accordingly, the
findings provide some basis for camplementing or supplementing their ordinary
therapeutic methods to include those identified in the present study as linked
to the subsequent occurrence of this event. Pertinent here are at least the
following approaches: direct decision therapy, Gestalt therapy, provocative
therapy, Adlerian therapy, interpersonal therapy, natural high therapy,
pérsonal construct therapy, logotherapy, feeling-expressive therapy, Daseins..
therapy, Daseinsanalysis, existential therapy, existential analysis,
humanistic therapy, intense feeliﬁg therapy, holistic therapy,
psyc:lw-inagination‘ therapy, encounter therapy, bioenergeti_cs therapy,
cathartic therapy, crisis mobilization therapy, phenamenological therapy,
emotional flooding therapy, client—centered therapy, implosive therapy, primal
therapy, focuéing—e:cperiential therapy, re-evaluation counselling, and some

schools of psychcanalytic therapy.

Therapeutic conditions under which the designated therapist categories

my be used. Regardless of which, or how many, therapeutic approaches use the

designated categories for bringing about strong laughter, the pragmatic
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Question arises: Under what therapeutic conditions may the designated
categories be used effectively? Although it seems, clear that the categories
would not be used haphazardly or without consideraticon, the present study did
not address this question. For the practical psychotherapist, the present
study designated the possible use of certain categaries  while providing no
clues as to the therapeutic conditions under which they may be used. However,
a few soft hints may be gathered from the findings.

By far the major hint is that the patient is in the v.icinity of material
which is risky. That is, the immediate therapeutic material would seem to be
characterized by anxiety and thi'eat, by wickedness and deviliéhnesé, by
unusualness and cutlandishness, by impulsiveness and excitement.

The second hint is that the material lend itself to what may be termed
"behavioralizing™. That is, what is risky includes the possibility of carrying
out same actual behavior as opposed, for example, to material which is largely
cognitive, conceptual, intellectual. Cambining these two hints, thef
propoesition is tj'lat strong laughter may be facilitated especially under
therapeutic conditions when the patient is in the near vicinity of material

which is risky and which lends itself to occurrence as concrete behaviors.

The role of humor. The findings do not seem to lend much support to the
proposition that strong laugl'fter oCcurs as a consequence of such humorous
techniques as joke-telling, witty remarks, set stories, funny homilies, or
clever one-liners (cf:, BAnsell et al., 1981; Ellis, 1981: Farrelly & Brandsma,
1974; Harman, 1981; Narboe, 1981). In short, the therapist does not seem to be
a sheer comedian. Of the 60 instances of strong laughter, 44 seemed to fall

into therapist categories other than those of humorous or comical techniques,
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nor is there any evidence that the remaining 16 therapist statement weré of
this natﬁre. On the other hand, the study was not designed explicitly to
investigate such techniques, and therefore the weak role of such techniques
mist be considered as more of an impression than a conclusion. |

Nevertheless, both the findings themselves and the soft impressions of
the investigator (in listening to the audioi:apes of the strong laughter
excerpts) seem to corroborate the presence of what may be termed a generally
humorous life outlock, a kind of light spontaneity, an appreciation of the
absurd, the comic, the ridiculous (Ansell et al., 198l; Farrelly & Brandsma,
1974; Greenwald, 1975, 1976; Mindess, 1971, 1976). 1Indeed, these qualities
seem to be companents of the definitions of most of the predicted eight
categaries, and although perhaps not in the usual meaning of humor, may be
taken as a characteristic theme in the therapist categories preceding strong

laughter. This point will be further discussed elsewhere in this chapter.

The Nature of Therapeutically Valued Strong Laughter

A rather large number of therapeutic approaches ho]_.d that strong
laughtef is to be regarded as therapeutically valued, as a welcomed and
desirable event. Yet the nature of this event is essentially unknown in terms
of research investigation within the context of psychotherapy. Do the findings

of the present study shed any impressionistic light on the nature of this

‘avent?

Strong laughter and risk-behavior: a provisional hypothesis. It is

rather singular that a patient is proceeding along without any laughter
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whatsoever, and then starts to engage in strong heafty laughter. One way of

seeking to understand this event is to obtain cues from the nature and content
of the therapist statements which seem to precede the strong laughter.

Inspection of the categories which appeared to antéce_de the strong
laughter suggests at least cne commen theme across these categories. Wwhether
the therapist defines it, directs the patient to do it, respands and reacts to
it, ar carries it out his or her self, one cammon theme is actual, concrete,
immediate, idiosyncratic behavior which is rigky: tabooed, impulsive,
threat-filled, wicked, unusual, acted-out, ordinarily blocked or defended‘:
against, It is as if the pat;ient is essenﬁially carrying out or participating
in sﬁch risky behavior. The findings lend same support to an intefpretation of
strong lawghter as a reaction to or concomitant of the essentiql carrying out
of risky behavior. |

This hypothesis may be in accord with the conceptualization of strong ‘
laughter as a shift in the client's self-perspective. Clinical theorists hold
that the strong laughter may be an index of a therapeutically desirable shift
in the patient's self perspective (e.g., Greenwald, 1975; Kris, 1940; Mindess,’
1976; O'Gmnell, 1981; Poland, 1971; Reik, 1964; shaw, 1960; Sullivan, 1954;
Viney, 198l). They speak of the shift being in the patient's way of
perceiving, thinking about, reiating to their selves, attitudes toward life,
symptams and problems, interpersonal relationé, perscnal constructs, and so
1. Psychoanalytic theorists go a step further in suggesting that the shift in
the self perspective is predominantly in regard to the patient's perhaps

deeper .acceptance of the nature of an interpretation which is presumed to



119

precede the hearty lauéhter (Freud, 1960; Grotjahn, 1966, 1970: Poland, 197l;
Rose, 1969),

If strong laughter is understood as an index of a therapeuticnlly
desirable shift in the patient's self-perspective, the "risky behavior"
hypothesis may provide some basis for illuminating the nature of this presumed
change. To begin with; the findings seemed to provide little support for the
place of interpretations, at least with regard to interpretations in general,
and in terms of thé immediately antecedent therapist statement. However, the
findings do allow same speculation that a shift in self-perspective may be
occurring in the patient's relationship with behaviors which are risky
(wicked, impulsive, unusual, acted-out). It is as if the patient is closer to -
the possibility of engaging or participating in these behaviors. This shifted
perspective in régard to these behaviors may be accompanied with undisclosed
kinds of feelinc_.;s. while not necessarily signifying a shift toward acceptance,
it is likely that the patierit\is closér to the sheer possibility of engaging
in the risk;behavior. |

According to another group of clinical theorists, the therapeutic value
of the strong laughter lies in the presumption that the patient is in some
kind of state of heightened feeling-expression or éxperiencing (e.g., ﬁarnan,
1981; Jackins, 1965; Mahrer, 1978, 1983; Nichols & Zzax, 1977; Olsen, 1976;
Perls, 1970). Does a risk-behavior hypothesis help to acoount for this
welcared and desirable therapeutic change-state? There are no direct and
straightforward bases for inferences. However, some soft and indirect hints
may hbe téken from the nature of the therapist statements which the findings

indicate precede the strong laughter. On that basis it may be speculated that
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in the concomitant vicinity of the strong laughter the patients indeed may be
undergoing a change in which they are engaging or pérticipating in
risk—behavior' (unusual, tabooed, threatening, mcked, not ordinai-ily
considered or acted ocut). In this sense, patients are not only undergoing
heightened feeling-expression or experiencing, but nﬁy be undergoing a
therapeutically welcomed and desirable state of engaging or parEicipating in
risky behaviors. Aall in all the rlsk-behavmr hypothesis seems to have some
merit in helping to understand the nature of strong lawghter as a
therapeutlcally valued event

Risk—-behavior and the deepe.r 'nature of strong lawghter as a positive

in-therapy event. Same clinical theorists regard strong laughter_ as
therapeutically inert or confounding, perhaps even dangerous (e.g., Levine,
1976; Noyes & Kolb, 1963). Of thé-rénainder, same regard strong laughter as
significant mainly on the basis of the supposed consequences later in therapy
or outside of therapy, and some hold to the view that therapeutic value lies
in the event itself, as an event exemplifying therapeutic change, as a
welcamed and desirable cutcome of 'therapeutic process in and of itself (e.g.,
Ansell et al., 1981; Bugental, 1979; Greenwald, 1975; Grotjahn, 1966; Harman,
1981; rLevine, 1976; Nichols, - 1974; O'Connell, 1981; Olsen, 1976:'Perls, 1970;
Polster & Polster, 1976; Yassky, 1976).

The bulk of the theorizing about what makes this event so welcomed and
desirable in and of itself, rather than by pointing to subsequent events, may
be summarized as follows. (a) It constitutes a shift in self-ooncept and
self-perspective. (b} It represents the expression of stroné feeling and

strong experiencing which, at least in part, is held as constituting both a
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wel and desired changé-event and an index of positive functioning, of
good adjustment, of a x;ra'lued gcal-state. But th ' ée 'L'dther large classes of
characteristics, and disclose little of the deeper nature of the strong
laughter itself. On the basis of the findings of the present study, and guided
by the afgrementioned hypothesis about the theme of risk-behavior, it is
possible to entertain some further inferences or speculations about the deeper
nature of such strong laughter in psychotherapy. Tt should be noted that these
- <&

inferences or speculations may be considered extensions of the current

‘theorizing about the J:.ssue of swhat nmmkes strong laughter welcomed and
desirable, .

First, there does seem to %e a shift in self-concept or
self-perspective. It is speculated that the nature of this shift is into a
state of welcoming, accepting, and having good feelings toward me's own
tendencies (proclivities, readinesses) for the risk behavior. The picture
scems to be one of having a much bette.rk relationship toward behaviors which
ordinari‘ly are a;voided, blocked off, run from, sealed off, seen as'dangerous
and threatening. Momentarily at least, during the strong laughter event, it is
speculated that the state has shifted toward that of acceptance and’.welcxming
of béhaviors which take on a relationship in which they are no longer pushed
away, defended against, avoided. For the moment, at least, they are related to
as-risky but wicked, devilish, exciting, titillating. In other words, they are
momentarily welcamed and accepted. The pfoposition is that this is the more
specific and deeper nature of what has been described as a shift in

self-concept or self-perspective. -

4

g S,
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Second, not only is the ciient welcoming and accepting of th&se‘ risky
behaviors, but the client is virtually engagi:ng in their actual expression.
More than merely expressing strong feeling, it is speculated that the client
is virtually engaging in the actual behaviors which are risky, tabooed,
sealed off. 1In essence, the client is engaging in aétual new behaviors which,
for the moment of strong laughter at least_, are welcamed and acoepted by the

" client. - .

It would seem to be the therapist operations which bring the client into
the state of engaging in this special class of risk behaviors:‘ Each of the
designated categories has its own way of enga;ing the client J.n the risk

~b)ehavior.- The most direct, perhaps, is when the thetap.ist responds to the
client's actual expressiom of the risk behavior with excited reinforcement; it
is likely that the nature of this therapist respanse also adds to the defining
of the antecedent client behavior aé risky and worthy of such excited praise.
Also, the therapist seems to be deftly skilled in defining risk-behavior as if
it were being carried ocut by the client. The client and the risk-behavior are
brought together by the therapist's imagination and verbal description.of the
concrete risk-behavior. In addition, the ~ therapist carries out the
risk-behavior, but this is done as if the therapist.were being the client ,in
carrying out the behavior. " In directing thg'cliént to carry out the r¥isk
behavior here and now toward the therapist, there is both a defined
sp'ecificity. and an. experiential immediacy to the client's engagement in the
risk-behavior. Finally, in the ridiculc;us explanation-description of t:lrae
client, the therapist is surrounding/ the client with twp engagements | in

risk-behavior. 1In one, the therapist is defining (seeihg, describing,
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regarding) the ciient as_a .burlesqued, caricatured individual for whom such
risk-behaviors are part and parcel of the image.. In another, in so defining
the client in this way, the therapist is carrying out a risk-behavior of
describing (accusing, challengmg) another person in a way which is wild,
far-fetched, outlandish. |

All in all, the s ' tegd proposition is that the above two features
prcvide‘ further 5unders.’c.anding of the deeper nature of strong laughter for
those theories which regard strong laughter as itself a valuable therapeutic

change—-event. '

Strong laughter vs. other langhter. The findings lend sipport to a sharp

and substantive distinctien between laughter which occurs as a discrete event,
which is strong and hearty and, on the other hand, laughter which may occur as

other laughter, including laughter which is more or less characteristic of -the

client, and which may be milder. This latter kind of laughter is regarded by

some clinical theorists as pathognomonic of psychological disturbance
(DSM~III, 1980; Levine, 1976; Noyes & Kolb; 1963), and, accordingly, is less
regarded as a welcamed and desirable therapeuEJ'} e\'rent {Ansell, Mindess,

Stern, & Stern, 198l; Kubie, 1971; ‘Levine, 1976; Paul, 1978; Polster &

Polster, 1976). 1In this comnection, it is perhaps interesting that virtually

none of the eight predicted categories occurred antecedent to this latter kind
of other laughter.

tw/
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Sare Programmatic Lines of Research Inquiry

The present study was not an isolated or discrete investigation. It was,
in large measure, conceived within the context of both psychctherapy research
teams of the School of Psychology at the University of Ott;':lwa, and it is the
investigator's intention to continue research on psychotherapy. Accordingly,
it is quite germane to the ,investigator_'s research interests to discu!,s sane
ﬁrogrmﬁmtic lines of reserach inquiry. ‘

Extension and verification. The two studies relating to therapist

operations and patient strong laughter (Nichols, 1974; Nichols & Bierenbaum,
1978) used therapists employing techniques, from Jackins' (1965) reevaluation
counselling,. Two of the major methods used by these therapists were
instruction to repeat affect-laden behavior with heightened intensity, and
risked being of, the other person or entity. Interestingly, these two methods
were not among thaose which emerged as significant in the main findings. Yet
the present findings stand virtually alone in terms of providing data on the
methods which seem to precede strong laughter. It is-not the present
investigator's intention to extend.and to verify the findings of the study,
largely because the presént study used up the resources of the research
library -or data bank of s‘rong laughing excerpts available at the School of
Psychology of the University of Ottawa, and also because it is of greater
interest to pursue other lines of research inquiry to be discussed in the
pfese.nt section., However, it seems important to extend and to verify these
findings on a, larger sample, and perhaps an a sample of additional therapists

<
and clients representing other approaches and characteristics.

In extending and verifying the findings, it would seem possible but

difficult to use an analogue format in examining the extent to which

/
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particular categories of therapist statements were followed - by étrong' '
laughter. This might seem. to be one next step in research on what facilitates
the strong laughter. The fhypothesis might then be -t;hat when the 'therapist'. |
uses cne of more of the categories which proved significant, the consequence
would be the Heightened likelihood of the occurrence of strong laughter.
However, -as discussed in ‘the early part of the chapter on methodology, : t..he..
analogue. procedure would appear to be inopportune and inappropriate f'or' these
questions, . |

It would appear more fruitful to study the consequences of the
categories which were found significant in the present study. That is, the
questiop my well be as follows: when these categories are used, what are the
patient consequences, and to what extent is strong laughtef “ among the
onsequences? It is possible that further research and refmenent my weli
reveal a number of patient consequences to the effective use of these
categories. The working therapist would then be able to assess the extent to
which these consequences are generally or differgn;:ially useful, welcomed, and
desired. If, for example, such research indicates that a few consequences are
likely, and all c;f these qualify as therapeutically welcamed and desired, then
the therapist may use these whether or not strong laughter is the prominent
consequence or only one of a few consequences all of which are welcamed and
desired. Overall, these considerations point away from the efficacy of using
an analogue format to examine the extent to which the categories found in the

present study prove to be effective in facilitating the subsequent occurrence

of strong patient laughter.
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In-depth study of the characteristics of patient strong laughter as a

pesitive therapeutic event. A more inviting line of: inquiry, in terms of the

theoretical and research interests of the present investigator, is the
in—depth study of the strong laughter event itself. As mentioned earlier in
in-depth study of the strong laughter event itself. As mentioned earlier in
this chapter, a fair propartion of clinical theorists who regard strong
lawghing as a therapeutically welcamed and desirable in-therapy event value
the event itself rather than the consequences of the event. That is, rather
than seeing the strong laughter as therapeutically welcamed and desirable
because it may lead to such consequences as a more poe;.itive self-concept or a
more accepting therapist relationship, these clinical theorists hold that it
is the total lawghter event itself which is welcomed and desirable. These
cliniegi theorists asserig that when the patient is lawghing l'ieartily he or.she
is expressing a valuable therapeutic state. It is as if the event is a window,,
into a welccned and desirable therapeutic .outccme or state. For these
theorlsts it would be valuable to examine what patients are doing, how they
are bemg, in the concamitant vicinity of the hearty. laughter, especially m
' cx:)ntrast t-j prior ways of being and behaving. The present study offers some
cues to this question, although there was no attetfpt té) examine w;mat patients
are doing and how they are being in the concomitant vicinif_y of the strong
laughter-

These considerations point toward the importance of studying how
patients are being and behaving within the target window of the strong
laughter itself ;athe.r than subsequent to the strong laughter. There is a

sharp distinction between a research strategy which seeks therapeutic changes
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subsequent to Ehe strong laughter as compared with a research strategy which

examines the patient's state during the event punctuated by the strong
laughter. The clinical theorists who attest to the value of strong laughter,
as well as the suggestive hints offered by the findings themselves, invite
careful study of the perhaps distinctive ways in which patients are being and

behav#g during the strong laughter epoch.

/ )’qn' v L
Therapist operations linked to strong laughter as a positive therapeutic

gvent. The above line of inquiry presumes that same instances of strong

patient laughter may be more therapeutically positive than others. The two
studies by Nichals (1974) and by Nichols and Bierenbaum (1978) both shared a
presumption that any kind of strong feeling-expression was therapeutically
significant in terms of leading to the mor.e traditional meanings of positive
therapeutic outcome. However, the present study opens up a next line of
invéstigation of the characteristics and parameters of the strong laughter
event itself. With further investigation of these instances, it is likely that

some instances of strong laughter my well be construed as more

f:herapeutimlly positive than others. This would enable investigation of
the._‘r.apeutic operations which may be more closely linked to those instances
whihc are more therapeutically positive, instances in which, for example, the

strong laughter event is regarded as an instance of positive, in-therapy

-change, consequence, or outcome.

Streng laughter as a process event: the study of outcames. Turning from

strong laughter as a positive in-therapy change—event or ocutcame, in and of

itself, the strong laughter is also open to conceptualization as a significant

process event. According to this conceptualization, it may well be followed by

-
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more standard meanings of_pesitive therapeatic outcae. Included among these
are two which have been cited in the literature, both of which involve
- consequences which are open to assessment within the therapy situation itself.
One of these is a positive shift in the patient's self-concept or
self—perspective, and the other is the heightened development of a
patient-therapist relationship marked by warmth and acceptance, intimacy, and
a reduction in emotional distance. | |
These two consajuences have been cited in the literature as linked to
strcng laughter itself, In addltlon, there is a large category of more or less
standard the_rapeutlc outcames whlch may be investigated. If strong laughter is
a meanmgful process event, it may be expected to be linked with the
subsequent occurrence of indices of such standard outcomes as reduced
psychopathology, improved social and personal adjustment, reduction of
sy@tcns and initial complaints, and eo on., This line of investigation, with
regard to strong laughter, has been initiated by Nichols (1974) and Nichols
and Bierenbaum (1978). The present study provides further justification for
pursuing this line of ihvestigation.
‘ As was discussed in an earlier chapter, the researcher is open to a
choice between pursﬁing the subsequent consequences and outcomes to strong
laughter and, on the other hand, concentrating upon the strong laughter itself
and the therapist operations which may help to bring it about, While these are
not matually exclusive choices, the researcher is justified in following
interests which may lean toward one or the other line of investigation. Since

the present investigator has confronted these choices in the present study,

and since these choices are still relevant for next steps in the Study of



strong laughter, it appears meaningful to consider these choices in scmewhat
more depth.

It is the contention of the present investigator that the chot is at
least in part a function of the researcher's theory of psychotherapy and
saliently meaningful interests in specific issues of clinical practice. With
e tﬁeory of psychotherapy and ane set of interests in particular issues of
therapeutic practice, it is understandable that the researcher will be drawn
toward conceptualizing strong laughter las a process event, and the researcher
my well be inclined toward studying the relationships between this process

event and standard indices of therapeutic ocutcome. However, with another

theory of psychotherapy and other interests in issues of therapeutic practice,
it is also understandable that the researcher will be drawn toward
oconceptualizing strong laughter as a significant therapeutic change and
in-therapy outcame, and the researcher my then be inclined toward more

intensive study of this event and the therapeutic operations linked to its

occurrence. -

Same researchers and clinical theorists acac_-pt a proposition that
meanmgful and significant in-therapy events (such as strong patient laughter)
gain their meaningfulness and 51gn1f1cance by demonstration of close lJ.nkages
with the standard meanings of therapeutic outcome. For researchers and
clinical theorists for whoam this proposition .is paramount, it makes good sense
to pursue this line of study.

However, it may also be acknowledged that the finkage between strong
patient laughter and standard outcome measures is less than paramount for

those researchers and clinical theorists who hold that the actual event of
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strong laughter constitutes a welcomed and desirable event in and of itself. a
review of these theories of psychotherapy was included in the initial chapter.
For these researchers and clinical theorists it may be equally or even more
important to inquire further into the nature of this in-therapy event than to
look to the relationship between this event and whatever is held (largely from
the perspectives of other theories of psychotherapy) as indications of
positive therapeutic change and cutcame.

Furthermore, it may be acknowledged that some researchers and Glinical
theorists represent theories of psychotherapy which emphasize the importance
of discovering the ways in which working therapists can help to facilitate the
occurrence of strong patient lavghter either as a meaningful process event, a
meaningful in-therapy outcome event, or both. For these researchers and
clinical theorists, it may be understandable that the research pursuit of
these issues holds more significar:ce than the \pursuit of linkages between
strong laughter and standard outcome measures. |

On balance, it appears that “the nekt line of investigation of the
. linkages between strong laughter and standard ineasureé. of therapeutic cutcome
is more or less a function, at least in part, of the researcher's ex;;licit or
implicit theory of psychotherapy and saliently meaningful interests in

specific issues of actual psychotherapeutic practice.

Cpening the window of relevant research variables related to strong

laughter. The general thrust of the present study was that of looking for what

therapists do which is related to strong laughter in patients. However, it is

acknowledged that the research variables were quite limited. It would seem
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Justified to open the window somewhat and to include further research
variables. Four classes of additional research variables may be described.

One additicnal class includes patient variables. While the present
research has indicated some categories of therapeutic 'qae.lfatims which may be
related to the subsequent occurrence of strong patient laughter, a more
careful question may be explored: With patients of defined characteristics,
what therapeutic operations are effectively linked with the occurrence of
strong lauwghter? For example, this line of research may explore such patient
variables as degree and kind of psychopathology or problems, personality
dimensions such as ego strength, emotional expressiveness and aggressiirity.

A second additional class includes therapist variables., For example,
there is much more to therapeutic §perations than the transcript of the spdken
words. Yet the data of the present study were confined to the actual spoken
words. Pramising as the findings may be, it seems reascnable to suppose that
further light on what therapists do to help facilitate strong laughter would
come from careful study of therapists' voice ﬁuality, pitch and _tone, and
related verbal and speech 'characteristics, as well as the whole domain of
therapist (and therapist—patient‘) nonverbal behaviors such as posture, body
movement, eye contact, physical touching.

Third, in the present study no efforts were made to examine such
variables as the relationships between strong langhter and the nature of the
i:herépeutic ;'leproe:ch (e.g., experiential, behavioral, cliént-c.entered,
psychoanalytic), the phase of therapy, distribution of strong laughter over

sessions, and so on. Nor do the findings of the present study shed any light

on these issues. However, a few soft impressions are cordial to further
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mqulry alorig these lines. One is that in the course of locking for instances
of strong laughter, the investigator listened to a large number of audiotaped
sessims conducted by a large number of therapists. It is the impression of
the investigator that while f.he clients of client-centered therapists may have
expressed a variety of emotions and feelings, there was essentially little or
no strong hearty laughter throughout a rather large nmbar of such taped
sessions. A second impression is that the therapists in the present study
whose clients engaged in strong hearty laughter seemed to be following
approaches which emphasized the direct promotion of strong feeling and
emotion, i.e., the experiential therapies. However these are little more than
impressions which may be more carefully investigated as a part of a more
general inquiry into the role of the therapeutic approach in relétion to both
therapeutic operations and the occurrence of strohg lawghter.

Finally, the window may be opened to include therapist-patient
interactional variables. In addition to both simple and complex kinds of
therapist variables and patient variables, it would seem quite appropriate to
investigate the role of interactional variables occurring between therapist
and patient. These were beyond the scope of the present study. However, the
softer inquiry into therapist statements two and three therapist statements
prior to the strong laughter brings into question the role of the interaction
between therapist and patiem:.'. It seems reascnable that the therapist-patient
interaction occurring oné or two or three statements prior to the strong

ol
lavghter may well play a role in the occurrence of the strong lawghter.

Further lines of research inquiry explicitly directed towards the

practicing psychotherapist. Far the working' psychotherapist, the major
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question is this: when the therapist is ready to move toward the praomotion of
strong patient laughter, what operations can be used to facilitate its
occourrence? ThroughouE this thesis, care has been taken to speak aboutl
therapist statements which precede the strong patient laughter. However, this
questiorg from the working psychotherapist calls for an inquiry into what the
practical therapist does which will be followed by strong patient laughter.

At this working ‘pr._'actical level of study at least the following
questions are entitled to be asked:

(a) ﬁhat are the proper (appropriate, effective) therapeutic conditions
tnder which the therapeutic process is carried forward by. means of patient
étr_mg laughter? In other words, when does the psychotherapist want to bring
about the strong laughter? Although this question is open to research inquiry,
a large part of the working answer nay well. came from the particular theory of
practice. Many theories have a lot to say on the issue of the proper
conditions for bringing about strong laughter. However, the present study, as
indicated earlier in this chapter, provides same basis for speculating that
the proper therapeutic conditions are those in which the client is in the
immediate vicinity of material which is risky and which lends itself to
translation into concrete behaviors. In other words, the client is quite close
to the carrying out of risky behaviors:

(b) What patternings of therapist (and therapist-patient) operations are
effective in being followed by strong patient laughter? The present study lent
Some support to the likelihood that patterns may be more effective than single

therapeutic cperations. But there needs to be careful study of Just what
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patterns and sequences are genuinely effective in the £mmm of strong
laughter,

-

(c) To what extent will given therapist statements (and/or patterns and

sequences of statements) be followed by strong laughter? The present study
looked. at some predictied categories of_ therapist statements which preceded
strong laughter (as oompared with instances of non~laughter and other
laughter). This is one reason why the findings cannot tell us what happens
when the therapist carries out these operations. Study is requlred to see the
extent to which strong laughter cccurs following certain kinds of therapist
statements and perhaps patternings of statements. One way in which this may be

'acconplished is by means of a dialectic between further research on what

precedes strong laughter and research on the consequences of these therapist;

statements and patterns of statements. Then we Iray have an increasingly better
idea of what to do to facilitate the occurrence of strong laughter.

(d) In addition to the sheer content of therapist statements (and
perhaps their patterning), what other factors in and around the therapist
statements seem to play a part in the facilitation of strong patient laughter?
From the cliniqal literature, and also fram soft inpressions of the present
investigator in listening to the audiotapes of the excerpts, there is at least
e added ingredient. It consists of a commmicated sense of -opemness,
spontaneity, a molesale welcoming of new and risky ways of being, ‘a kind of
playfulness and whimsicalness, a buoyant lightness. This may play an important
role in the overall. effectiveness of therapist statements which prove

effective in facilitating the occurrence of strong laughter.

.‘i.
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It is suggested that at least these four lines of investigation are

meaningful and useful for the particing psychotherapist for wham strong
patient laughter may be a welcamed and desirable event.

»”
Same Learnings Fram this Kind of Psychotherapy Process Research

~

Psychocherapy 'process research has not yet produced an os)erwhelming
volume of studies. _It is a singular and distinctive research area with its own
advantages'and disadvancages. As a prospective reseé;rcher in the field of
psyctwther Y process, 1t seems approprlate to identify a set of learnings

- which occurred m the \_c,.purse of this resea.rch These learm.ngs will probably
have i on my ownr reSearch cereer_, and they are entitled to
identification for others whlo may be considering similar lines of research
stody.- What follows are some considered learnings generated in the course of

this research:

The value of a psychotherapy research tape library. It seems to be

essential to have access to a psychotherapy research library or data bank.

Without such an available psychotherapy library, the sheer assembling of the

e
necessary tapes took approxurately three years. Psychotherapy process research

|
would seem to requlre a rich resource of psyc:hotherapy tapes: audiotapes and

videotapes.

Integrative reviews of clinical, theoretical, and research literatures.

One of the intellectual excitements in this research venture was the

integrative organization and summarizing of the 1lit ﬁature on therapeutic

operations related to strong patlent laughter. As psychotherapy process

]

~
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research bears clOse_r to the issges and '‘questions of actual psychotherapists,
it is likely that additional efforts will be called for in order tp organize
and summarize the literature bearing on these issues and questions.‘ This was
an exciting and pleasing step in the research.

'I‘he excitement in studying actual psydlotherapeuth data. The research

data consmt:ed of actual excerpts fram tapes of actual psy‘id}bt_herapy sessions.

- Such direct involvement in this kmd of data lent a sense of realness and.

relevance to the research. For the cllnlcmn—researcher or."

'researcher-clmlc:.an, this kind of data excitingly blends clinical work and

research. -7

The value of a collaborative, long-term research team. Not only the

sheer collection of the categorizations, but also the identifying and
lving of many‘ of the associated problen’é, required. the closge wo\rking
shipé of a éroup of students—colleagues-researchers, What is more, the
nature of the design called for a considerable amount of work over many
months. It would seem that a large prcportlon of psychotherapy process

research calls for an effe@a/teﬁn of researchers. It is -certainly neither
solo research nor research which collécts tlje data quickly. Based on the
present research experience, it sgeems tha:: the success of such research
requires a good working research team which operates over extended pericds of
time. . 1. ‘

In additien, there were at least three cansidg::’a;ims fram the method
and des:Lgn used in the present study. ﬂch—ef-these may be regarded as weak
spots-or flaws or problems which should be worked cut in order to pursue study

of t‘ﬂleraplst statements preceding s:.gmflcant patient events in therapy.

-

-
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Two_category systeams vs. one. It seemed excessively time-consuming and

somewhat inapprogriahe to use two separate category systems, one consisting of
the eight predicted categories and an 'other' category; the other consisting
of.the Hill Category System. - As indicated -earlier, the presont study would

have benefitted (and it is proposed that similar future studies would l/kemse
q-beneflt) from a single category system. For e:-canple, beginning with - the
. Categories of the Hill system or a similar system,_ such research would -call
for extension either outward or downward to include added categories at the
concrete operational level exemplified by the eight predicted categories. were
sﬁch a category‘system available, it would seem that the design of the ptesen£ ’
gtudy would have been improved and data-collection made more efficient.

Scme characteristics of a useful category system. 'l‘he eight predicted

categories essentlally dlsappeared when the data were locked at through the
Hill Categoxig System. Using the eight predicted categories and a large 'other'
‘category, five of the eight predicted categories proved significant in the
main findings. Using the Hill Category Sy&fﬁm,. the only two significantl
categories were Direct Guidance and Other. There is a somewhat consplcuous-
dlffergnce between the nature and content of the eight predicted categories
and the categ ries of the Hill system. Mainly, the eight predicted categories
were much mor .concrete, specific, detailed. They are perhaps subcategorles
umnder approprlate categories of the Hlll systéem.

" There are advantages and disadvantages- when one uses oither a grosser
system with fewer categories or a finer system with either many categories or

:

with subcategories. Nevertheless, it seems clear that the present fi_ndingsl

would' essentially be undetected by the grosser categories of the Hill system,

S
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It, may be proposed that when the research question or hypothesis is at the

level of specific and concrete clinical events, the more useful category

systems are those whose categories are likewise at the level of specific and

cancrete clinical events,

The stuﬁy of cawlexes, configurations, and patternings of

therapist-patient cperations related to significant therapeutic events. The

design of the present study was restricted to careful examination of only the

immediately preceding therapist statemert. This was a rather sad compromise

for the investigator. Ideally, the preference would be to include rigorous
examination of the complex of the two or three or even four therapist and
patient statements antecedent to the strong patient laughter. Rather than a
flaw, it seems to be more of a restriction to use a design which sheds scme
rigorous light on ongy the immediately antecedent the;.rapist statement. In this
study, and for futu:.;\é studies along s.1m11ar lines, it wquld be better to
expand both the hypothesis and the design to include careful examination of

the whole complex (patterning, organization) of the several therapist and

patient statements antecedent to the strong laughter.

A fruitful relationship between clinical and traditional research and

theory. 1In large measure, the present study confirmed that the predicted

categories of therapist statements indeed seemed to precede strong patient

"laughter. It is interesting to note that the predicted categories came

\_/\e_&‘ﬁ_en\tially from clinical study of actual psychotherapeutic material by

clinicians and psychotherapists rather than from traditional or standard

research, and rather than from the ordinary meanings of "theory". Indeed, both

traditional meanings. of research and theory had little to offer on questions.

A
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‘#.\ of therapeutlc operatlcns which preceded patlent strong laughter. The present’

t.

study nay be. interpreted as some testmmy to the rlchness and the
meaningfulness of careful clinical theorl;lng and careful clinical study. -
With regard to traditional methods of research, one inplication of the.
present study is _that‘ a fruitful use of traditiocnal research methods is to
\provide more careful examination of the hypotheses,' theoretioal speculations,
data-based inferences, and tentative conclusions provided by'rigorous clinical

study. In other words, traditional research methods may fruitfully be used to

L

complement clinical research methods.
With regard to the traditional meanings of theory, it is interesting |
‘that perhaps the most fruitful theorizing was of an inductive nature from
clinical observation rather than deduct'#ve theorizing from such bodies of .
thought as theorles of personallty, social psychological theorles, and the
ordlnary neanmgs of bodies of theoretical thought in psychology and
.psychlatry.--wmh regard to such issues as the therapeutic operations preceding
strong pati:ent laughter, the argument may be proposed that a fruitful and rich,
body of thought: is that which my be termed theories of psychotherapeutic
practice, and that the data base for shch theories of psychotherapeutic

practice largely includes the careful clinical study of psychotherapy itself.

Conclusions

In the lightd of the findings and ‘the above discussion79 r of
conclusions may be put forward:

2
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1. Within the limitations and restrictions of the data and ‘the design,
the findings seem to support an hypothesis that a significantly higher
proportion of thei‘apist statemants falling under eight predicted categoriés
occurred lrmedlately antecedent to strong patient laughter, as conpared with
the proportmn whlch occurred immediately antecedent to pat:.ent non-laughter
and to patient cther-laughter.

These eight predictéd categories included the following:

a. Défined Impulsive Be.havio;: by Patient or Other.

b. Carrying Our Risk Behavior As/For Patient.

¢. Excited Reinforcement of Risk Behavior.

d. Ridiculdus Explanation-Description of Patient.

e. Directed Risk Bet;avior Toward Therapist.

£. 'Directed Interpersonal Risk Behavior.

g. Instruction to Carry Out Affect—ladt;u Behaviot With
Heightenéd int;ensity.-

h. Risked Being of Other Perscn or Entity.

In addition to the main conclusion, other conclusions seem to be
warranted: - | . f

2. Of the eight predicted categories, five (a-e) seem to be more
significantly related to the occurredce of strong lawghter, and three (f-h)
seem to be less significantly related to'the occurrence of strong laughter.

3. when therapist statements were categorized using the Hill Counselor
Verbal Respanse Category System, the findipgs indicated that a significantly

"higher proportion of therapist statements falling under 'Direct Guidance' and
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'Other' occurred immediately antecedent to - strong patient laughter,

non-laughter and to patient other-laughter. .

4. With regard to therapist statements occurring two and thr

statarents antecedent to strong laughter, the“ findings provide soft|
indications of the 'potency' of t:he eight predicted categorles as a group, as
ccmpared with the1r occurrence anteoedent to non—laughter and tc patient
other-lawghter, Neverthel'ess, while the predicted eight categgries as a group
My be speculated as 'potent' immediately aﬁtecedent, two, and even three
statements prior to the strong “laughter, the s<-3ft indications are that the
highest 'potency' occurs immediately antecedent to the strong laughter.

5. The findings provide some soft suggestings that various combinations
and sequential configurations of therapist statements precede the occurrence
of strong patient laughter. Beginning with therapist statements three
statements and two statements before strong laughter, the soft suggestion is
that son'é of the eight predicted categories, in configuration with unspecified
other categories, and culminating in many of the eight predicted categories,

seem to be potent in the occurrence of th% strong patient laughter.

Implications in the Light of the Findings and Conclusicns

In the light of the findings and the above conclusions, four

7
implications were drawn and discussed in the present chapter. 1In summary,

these included the following® - .

N
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1. Implications for the therapeutic facilitation of strong patient

laughter. A common theme across the more significant categories involved what
my be termed risk-behavior. On this provisimal inference, implications were
drawn relative to proposals for therapist statements which may be used to help
facilitate strong laughter, - —

Using both the | designated therapist categories and possibly
configurations of categdri&e, implications were drawn for tﬁe specific
therépies which value the occurrence of strang patient‘ laughter, and for the
therapeutic conditions u'nder which these categories and configurations may be
used., In addition, implications were discuzsed rel-ative to the role of humor

in the occurrence of strong laughter in patients.

2. Implications for the nature of therapeutically valued strong

laughter. With regard to the further comceptual understanding and description
of the na;tu.re of strong lauwghter as a positive therapeutic event, a
‘::isk—behavior \hypothesis was applied to thé further understanding and
:iescripticn of this event. On this basis, the strong lauwghter event "nas
provisionally conceptualized in terms of a more accepting relationship toward
risk-behavior, and- in terms of increased engagement in risk-behavior. 1In
addition, implications were drawn relative to the comparison of streng

laughter and 'other' laughter events in psychotherapy.

3., Implications for scme programratic lines of research inquiry. With

regard to a research program dedicated to the further study of lines opened up
by the present investigation, implications were drawn relative to extension
and verification of the present findings, including the appropriateness of

analogue formats, relative to in~depth study of 't_he characteristics of patient

=
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strong laughter as a positive therapeutic- event, and relative to therapist
operations linked to strong laughter as a positive therapeutic event.

If strong laughter is conceptualized as a process event, then it is
appropriate that subsequent study focus on the relationsh.ips between this
process event and standard outcome measures. Considerations leading toward or
away fram this line of research were discussed.

If the window is to be opened to studying the relationships between
strong laughter and further sets of research variables, then four such sets
were discussed: patient variables, thai:apist variables, therapeutic approach
variables., and therapist-patient interaction variables.

In addition, consideration was extended to same further lines of
research inquiry explicitly directed toward the practicing psychotherapist.

4. Implications for same learnings fram this kind of psychotherapy

process research. lLargely from the personal experiences in and around this

study, and with regard to the present investigator's own interests in this
kind of psychotherapy process research, same personal learnings were
‘discusse"d. For others who may be considering a career in psychotherapy process
research, such personal learnings may be meaningful in defining the nature of

-

the research inquiry as well as the methods of pursuing this line of study.

- -

-
"
Ve
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APPENDTIX A

Category Systems for Therapist Statements

The following are the category systems which will be used by judges to
rate therapist statements in the propt':vsed investigation. Included are
instructions to judges which will precede the Hill System and the 'target'®
category system, the Hill Counselor Verbal Résponse Category System, and the
'térget' category system. The detailed descriptions and clinical illustrations
for all Hill system categories are those provided by Dr. Clara Hil]:. Also

included are the description and discussion of each target category, together

with clinical.examples and illustrations. /
Instructions for Categorizing Therapist .

Statements

I
\

1. Study the preceding patient statement(s).

Generally all that is required is to study the immediately preceding
patiént statement. If that statement is very short, or equivocal, or makes
" sense only by knowing the statements of the therapist and patient earlier,

then study those too.

. s

pt. 1: I admire his forthrightness.

Tl:~__ Un-hmm.

Pt. 2: Well, usually.

T2: So in general anyhow, you admire
his forthrightness. _

4
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In order to categorize T2, it is difficult to limit your study to Pt. 2

alone. 'But T2 makes sense when you look both at Pt. 2 and Pt. 1.

2, Use only a single category for each therapist statement.

Typically there is only one category which is appropriate for the
therapist statement. If the statement seems to be comprised of pérts, lock
mainly at the last part to categorize.

Same therapist statements may have one category for the f-irsi;‘__part and a
secand category for the second part. It seems that the therapist does two
differen:: operations, one at a time. 1In. that circumstance, use the following

guidelines:

a. Use your judgement to select which cne seems more important. Almost

always, one of the two seems to be more important than the other. It carries

more weight, affects the patient more, etc.

b. If both seem equally appropriate, give preference to the cne which

occurred second. In most instances, this will be the one which will have the

somewhat greater effect upon the subsequent patient statement.

3. A therapist statement mcllﬁes<waything spcken by the therapist, preceded

and followed by patient statements. AR therapist Statement may consist. of a

single word (or a behavioral movement such as slapping the chair; or a noise
Al .
such as a sigh or a grunt). It may consist of a long paragraph or so, with

many sentences, ideas, and thought units.
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The Hill Qounselor Verbal Response Category System

1. Minimal Encourager: A short phrase which indicates simple agreement,

acknowledgement, or understanding. It encourages but does not request the
client to continue talking; does not imply approval or disaproval. May be a

repetition of key word(s); does not include respmmses to questions (see

Information).

~
.

Exanmples:
Pt.: " "There's so much I need to do right now and I
: don't know wheredto begin."

T.: "Mrémm, "

Pt.: "About a year ago I decided to change my najor
from microbiology to physmal educat:.on

T.: "Go on."

%

Pt.: . "I began to understand what was bothering her."

T: "I see."

Pt.: “I've been thinking about how tough the semester
has been."

T.: "Yeah."

2. Approval/Reassurance: This provides emotional support, approval, or

reinforcerreni:. It may imply sympathy or tend to alleviate anxiety by

minimizing client's problems.

Examples:
Pt.: - "I can't help but feel that everything will be
: piled up on me like this for the rest of my life."
T.: "It'll get better."
Pt.: . "I'm sorry I'm late.”
T.: "Dan't worry about it."
Pt.: "I .get so uptight before exams." '

T.: "BEveryone feels that way from time to time."®
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Pt.: "I didn't know if I shbula core here." P
T.: "I think you did the right thing, .
3. Information: Tﬁis supplies informatien in the form of data, ‘fébts,
resources, theory, etc. It may be information specificallg 'relatéd to i:he
counseling process, counselor's béhavior or arranq.;ment (time, place, fee,.
etc.). It may answer direct .q_gestions but does not include directions for what

the client should do (sem Direct Guidance).

~
-

E::aﬁples :

Pt.: "I just don't know who' I am right now.”

T.: - "Accarding to Erikson's® theory, most adolescents
go through an ' identity vcrisis in their late
teens." .

Pt.: "What were the results of the test?"

T.: "The SCII indicates that your interest is in

' forestry." ‘

Pt.: "How about Horney? Did she agree with that
theory?" : :

T.: "I don't know the answer to your question.®

Pt.: "Will I be meeting with you regqularly?" ‘

T.:

"No, this i an intake interview." Ve

4. Direct Guidance: This consists of directions’ or advice that the counselor
suggests for the client, or for the client and counselor together, either
within or outside the counseling session. It is not aimed at soliciting verbal

mterial from the client (see Closed or Open Question).

Examples:
Pt.: "What do -you think? Should /I take the test
tomorrow or make it up next week?"
T.: "Take it tomorrow." N
Pt.: "Do you have a solution for my tension right now?"
T.: "Practice this relakation exercise 15 minutes a
night." . ' ' '

A
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"Last night the president was in my dream.”
"Play the part of the man in your dream.”

"I feel tense talking to you."
"Try and relax."

5. Closed Questicn: This is a data—gathéf:ing inquiry that requests a: one- or
two—word answer, a yes or no, or a confirmation of tl-ze counselor's previousl
statane.nt The possible client responses to this type of inquiry are typically
limited and specific. If statements are phrased in the form of a closed-
questiofi*but meet the criteria of ancthdr category) they should be put iﬁ the

other category.

EBamples:
Pt.: "I went away for the weekend."
T.: "pid .you like it2?"
Pt.: "I'm still procrastinating.” \
T.: "Did you read the bock I suggested?"
Pt.: "I've been married for 10 years."
T.: "How old are you?"

J\—’/‘/Eé "My husband thinks I'm too fat.”

.t "How mach do.you weigh?"
-L‘ ' --.‘; ‘ . | ! . - 1

6. Open Question: A probe fequests a clarification of feelings or an

exploration of the 's_ituatim without‘r purposely. limiting thefnature of the
rgspmse to a Sres or no or a one- or two-word resg-onse; . I.f staten{ants are
_ phrased in the form of '_an open question but meet the criteria of another
category, they shouid be put in the other category. -
BExanples: |
Pt.: "Everything is really awful right now."
T.: ‘- | "What @g}}:’pf hassle\s dc? you hage?"
L3 ,

i
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o

Pt.: - "My sister got all the attention in the family."
T. :? "How.do you feel about that?"
Pt.: "I've had a backache for da‘lys.".
B "what's meking you tense?"
e ' .
. Pt.: "I got really depressed over Christmas."

T.:, "what were you thinking then?" .

7. Restatement: This is a si.nplé repeating or r_e:phrasing of the ‘client's
statement(s) (not necessarily just the ilm'édiately preceding s,tat':anents).“ It

' ! ¢ <
typically. contains fewer but similar words and is more concrete and clear then

the client's message. It may be phrased either 'tentativély or a statement.

-

Examples: ‘ . j
Pt.: "My father thinks I should earn my own money since
I graduated ftam college." :
. Tae "You're saying your father doesn't want to support
you anymore," ’ ~
Pt.: "Since I got into trouble, no cne will talk to me
or do anything with me." ,
T.: "So it seems that everyone is ignoring you.”
© Pt.: "I'm ofi probation and just got 2 Fs on tests.”
T.: "You say you're flunking out of school this
semester.”
Pt.: . "I think I'm finally getting my life in order.
- . I've been feeling good and self-confident most of
the time. My job is getting easier and 1've been
. ‘more productive. I think I'll be ready to stop
o counselling somn."
T.: . "Things are going well for you now."

8. Reflection: This is a repeating or rephrasing of the client's statement(s)
(not necessarily just the immediately preceding statements). It must contain
J_‘Jieference to stated or implied feelings. It may be based on previous

statements, nonverbal behr:wior, or knowledge of the total sifuation. It may be

phrased either tentatively or as a statement.
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Examples:

: "I did better than I've ever done before."” '
"You're pleased and satisfied with your
performance on the exam,” :

- Pt.: "My best friend went out with the guy I had been
dating and wouldn't even tell me.,"

T.: "You feel hurt.”

Pt.: "I didn't get to say what I wanted when she called
on me in class and I got very anxious.”

T.: "It seems ade you uncanfortable."

Pt.: "T don't kn if T could handle this/ problem by
mysel-f. It feels like it's too much for me right
now."

T.: "You feel uncertain of yourself and overwhelmed by :
this problem " .

9. Nonverbal Referent: This points out or inquires about aspects of the

client's nonverbal behavior, for exanple, body posture, voice tone or level,

facial expressions, gestures, and so on. It does not. interpret the ﬁea,ning of

these behaviors.

Bamples:
Pt.: "I don't know what's wrong. I should be happy. n"
T.: "You have tears in your eyes."
Pt.: "I'm really happy right now."
T.: "You're smiling."
Pt.: "I don't feel much of anything."
T.: “"You're fidgeting a lot with your hands."
Pt.: "I }guess you'ré right about that."
T.:

> "Your voice was very soft right then,”

10. " Interpretation: This goes beyond what the client has overtly recognized..

It mght take one of several forms: IE might establish connectichs between

seemmgly isolated events or statements; it interprets defng@ses, feelings,

-
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Q r%isténce, or transference (ti'ne interpersonal relationship between &ient and

counselor): it might indicate themes, patterns, or causal relationships in the

.

client's behavior or personality. It usually /g.we.s alternative meanings for

old behavior or is . If a statement also meets the criteria for a
. ) (5 . )
confrontation, it should ke put in Confrontation.

Examples:

Pt.: "I réally wish you wouldn't bring that up because
it makes me extremely mad.”

T.: "You rray be hostlle because I remind you of your
mother . "

Pt.: "Nothing seems to be going well. School is really
rough. BAnd to top that off, my husband and I have
been arguing constantly."

T.: "Maybe your difficulties in school are related to
your difficulties with your husband.®

Pt.: "I'm really angry because lately everyme is
ignoring me. People never seem to hear a word I -

s Say "

T.: "Wwhen you say that nobody 1istens to you, I wonder
if you're asking if I'1ll listen to you."

Pt.:. "Everydne else always does such a good job in
speech class. I can hardly get my mouth open. I

a " have these fantasies of everyone laughing at me."

T.: "Since being in front of a class seems to elicit

your inferiority conflicts, my guess is that you
had some traumatic experience in grade school
giving talks."

1

11. Confrontation: This  contains two parts: The first part may be implied

rather than stated and refers to some aspect of the client's message or
behavior; the second part usually. begins with- a "but" and presents a
discrepancy. This contradiction or discrepancy ray Ae between words and
behavior,‘ betweal two things the client has stated, between behavior and

action, between real and ideal gelf, between verbal and nonverbal behavior,
g
e

TN
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. between fantasy and reality, or between the client's and the oounselo{:_'s

>

perceptims.
Bamples:
< Pt.: "Susan asked me how I felt about it, but I knew
she didn't really care what I said. Nobody really
listens to me. They're - too concerned with
themselves.”
T.: "You said nobody ever listens to you, but you
: didn't say anything to Susan when she asked how
you were feeling.”
Pt.: "I'm just . feelmg great today "
\ T.: "You say you're happy but you look sad.™
Pt.: Silence
T, "You come here every week, but then you don't
talk."
. a
Pt.: "I really want to move cut of here but .I don't
have any money to do it. My mother is still asking
me for money every week. She's not working and I
- am. What else can I do?"
T.: "I would be angry at that, but you say it's ckay."

12, self-disclose: This usually begins with an "I"; the counselor shares his

or her own personal experiences and feelings with the client. Note that not

.
all statements that begin with "I" are self-disclosure; it must have a quality *

)

of sharing or disclosing.
' Examples: .

Pt.: "I have to make a decisien about® which job to
take. I have 2 offers which are really good and I
could use both to bargain for more money. But I'll
be leaving to go to school anyway and I thnk
bargaining might be unfair."

T.: "Right now I\feel distant fram you."

Pt.: "I baye-“s0 much confusion because I don't want to
‘ go rough the pain and embarrassment of an
abortl:on But being fair to myself, I know there's

) no way I could have a kid right now."

e ' " | )

i~
i

1 N
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"I can identify with you because I alsd had an
abortion.” . .

"I want to socialize but when I get to a party I
get so uptight I <can't have a prolonged
conversation with anyone. -Everyone else always
seems to be having a good time,"

"I also feel anxious in a party-type situation.”

"I'd like t6 have you as my father.”.
"I'd like you for a daughter.”

Other: These include stategents that are unrelated to client's prcblems,

such as small talk or salutations, comments about the weathé.r_ or events;

disapproval or criticism of the client; or statements that do not fit into any

other category or are unclassifiable due to difficulties in transcription,

mzrprehensibi%ity or incompleteness.

BExanmples:

4

"See you next week."

"Bye now." ‘

"I don't need to use contraceptives. I haven't
gotten pregnant yet and I've always been lucky."
"I don't believe you said something that naive.”

"I haven't been able to get over the breakup. I'll

never meet anyme again. She was the enly person I
could ever love." .

"That's a stupid thing to say."

"I spent yesterday watching football."
"The Redsking game was terrific, wasn't it?"
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'Target' Categary System’

1. Directed Interpersonal Risk-Behavior: The therapist directs the patient to
arry out a risked i'nterpersmal behavior. The behavior is, interperscnal in

that it is to be carried out in an interpersonal relationship with some other

 imagined or fantasied person,. generally a significant other individual. The

behavior is to be carried out immediately in the therapy session, within th&2
context of an imagined or fantasied scene including the other individual. It
is 'a risk-behavior in that the behavior is anxiety-engendering, téreatening,

impulse related, and unusual or atypical for the patient.

Examples:

T.: "Line all thcse old boyfriends up and put a red X
on the ones you think are real animals.”

T.: ."Say those words to Steve."

T.: "Just walk over to her and flex your biceps,
damit!"

T.: "See him! Tell him you are irritated. Let yourself
be honest with him™

) T, : "Now, tell your husband what you feel. Tell it
. straight to him!"

Pt.: "Well, I'm mad. My father's sitting there and he

won't say anything. I'm mad! I'm really mad at
- him," :
T.: "say it to him. Tell him that." i

2. Defined Impulsive Behavior by Patient or QOther: The therapist defines

(describes in @etail) an impulsive behavior, i.e., one which is threatening,

P

ordinarily blocked or defended against by the patient, may be dangerous or

outlandish, shocking, or rooted in primitive material. The defined impulsive
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behavior is regarded as carried out by the patient or a significant other

individual. Typically, the therapist's verbal behaviors and tone convey a

context of. impulse pleasure and acting out.

Examples:

' 4

"wouldn't it b@n to throw éwn the Stairs?"
"Can you see yourself you're 103 -years old,
never going on vacation) always working... You
tell everyone, 'Later. lLater. We'll go on vacation
when I'm settled. Then we'll go ... maybe,'"

"Well, I oould really mke you shiver by
unplugging the heater. We'd be in here in our
coats and you could tell me how you're going to
report me to the APA for patient abuse.” .

"Your brbther would probably tell that quy that
your father is a salesman ——- better than telling

that he's the oldest drug pusher in the state of
Michigan!" ‘ :

"There we are, your mammy and I, both stark naked,
sitting in your apartment with nothing to do but
give all our attention to little old you."

3. Ridiculous Explanation/Description of Patient: The therapist offers an

explanation or description of the patient or the patient's behaviors in a way

which is ridiculous.

That is, the explanation is far-fetched, unrealistic,

burlesqued. Typically, the context includes a playful interpretation or

. encounter,

Examples:

—
"Well, you're really kind of foolish, right? David
knows, everyone knows what a foolish dunce you
really arel"

-

"Obviocusly you are the -sexiest guy in Ottawa,—
nayt_:e in Ontario, maybe in all of eastern Canadal!"-
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T.: - "I'm going to say something saintly about you, and
then you say samething saintly about you."
Pt.: "Y&h.“ .. ’
T.: "You are a good person who goes to church."
Pt.: "Yezh. I go sametimes." )
T.: "And you are kind to little animals and you eat
your brussel sprouts.”
T.: "Listen! 1It's a voice inside you, talking about

you and what you're really like. 'He's a con
artist. And very good! BHe'll rip you off -and
you'll never know.'" :

\
4. Instruction to Carry out Affect-Laden Behavior with Heightened Intensity:

The therapist iﬁétructs the patient to carry out affect-laden behaviors with
: )

increasingly heightened intensity. This may consist of instructions to "say it

again, louder", to scream.and yell affect-laden phrases or words, to hit or

pound or kick with increasing intensity.

Examples:
- T.: "Let yourself be angry. Go ahead and yell!"
T.: "Bellow. More ... Do it more!"
Pt.: "I love my mother." (Starting to cry.)
T.: "say, 'I love my mother' ... Again ...Again."
C T "Lay flat on the floor, pull your knees up, then
kick, hard.” ‘ .
T.: "Hit hard, have a tantrum. Try smashing."

-

5. Carrying Out Risk Behavior as/for the Patient: The therapist carries out or

acts out behaviors which are threatening to the patient, and the therapist
does so within the role 'of the patient. That is, the therapist carries out
these behaviors as/for the patjrentr:# iThese behaviors are threatening, risky,
‘inpulse-ridden, bothersome for the patient.

Ei:anples:
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v

RY.: "Mostly family at “the re%epé:im ... They were-
mostly older ... or quiet ... or uninteresting...”

T.: - "Or crazy!" “ o

Pt.: "Well, if my wife was there I'd feel better with
my mom and dad. She'd take responsibility..."

T.: "For telling them to shut up!”

Pt.: "I told my brother I appreciated what he did fo(r.g)
our father, but I guess I didn't like the fact
that he had to do it, and uh ..."

T.: "And that Father should damn well stop acting like
a helpless baby and do it himself!"

Pt.: "Well, sametimes I get annoyed at their implying

N\ things a}l the time." - N
T.: "I bhate those damed implicationsi®

* Pt.: "Every time I get alone with supervisor, I feel

nervous. He's loud and aggrgssive (Her voice is
. getting loudgr)..." ‘
T.: "and I'd like\tT drop kick him to Montreal!®

-

6. Risked Being of Other Persocn or Entity: The therapist instructs the patient
to risk being the other person or entity. The risk occurs in the threat of

sheer being of that other person or entity, or in the acting out of game

Y

impulse,
Bamples: ‘
, . "Be a raging elephant!"
"Be your seven year old selfy Put the grown up you
in the chair .and tell her how you feel ahout what
- she's doing."™™ ,
é
T.: ""Now, be the policeman. gSay words as the
» policeman. Just be him, Talk from him."
_ T.: . "Be your stamach, Say the words your stamach might
“ : say. Talk from you stamach."

7., Excited Reinforcement of Risked Behawvior:~The therapist respands with
excited pleasure immediately following the patient's expression of a risked
Iy . _

N A )
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behavior. The therapist's response includes expressed excitement, approval,

L)

welcaming’, pleasure.

EBxamples: ' e |
. Pt.: “I think I broke a bottle over his head once."
: T.: (Pleased and apimated.) "What? You did what?!"
T.: "What's his name again?" -
Pt.: "Andy. Andy Toad head."
T.: "Andy Toad head??!!"
T.: *Tell me the name of a close friend."
Pt.: "No, "
T,: "Ch!" (laughs heartily.)
T.: "I like to work with patients who want some real
) changes and real reconstruction."”
Pt.: "Yeah, a major overhaul."
. ' T.: "Right! Yeah! A major overhaul!"
Pt.: "And, Dr. Thorpe, I'd love for you to say, 'John,

you can't stay there anymore. I don't know how
you're gonna take it.'"

T.: "John, you can't stay there anymore. I don't know
how you're gonna take it."

T.: "You loved jit' You loved telling him of# like
that!" {Laughmg )
~T.: "Jesus, you sould lJ.ke it was great fun beating

5 T Ak

hm l.]p'" .,_,,‘ L

8. Directed R}S;ked Behavior Toward Therapist:% The thex::apist directs the

patient to carry A t a risked (tﬁreatening, impulse-ridden, anxiety-producing,
atypical or un 1} behavior toward the therapist himself or herself For.
e.xanple, the the_raplst may g!)elzect the patient to hit t%ue therapist, hug or
push the therapist, be sexual or qggresswe toward the therapist.

Examples: 3 - | -

.3 "Tell me, 'Joe, you have so much to teach me.'"

P

"Reach aut and touch my hand.”

E]
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"Tell me you know he's gonna be proud of you."

"Say, 'How can I help you?'"

"How can I help you? I really want to help you.
How can I help you Dr. Thorpe?"

"Now ask me what do I want from yocu."

"what do you want from me? what would you like?
what do you need?”

"I need for you to be yourself."

(Coyly and in a fun loving way.) "I sure hope you
can say that special thing to me. That would be so
great and I'd feel so happy.”

"Lock me in the eyes, grit your teeth, and say,
'Leave me alone. rn

"If I swing, I'm gonna hit you." .
"Good. Hit me. I'1ll take off my glasses.”

" 9., Other: This refers to therapist statements which do not fit into any other

cai:egory

Eamples:

A

. "I could ask him, but he might say no. He might be
busy or have some other excuse."

"It sounds like if he doesn't go with you it means

. there is something really wrong with you.™

"So your grandmother really controlled the entire

family." e -
. e

"There's alot of rage in you that never gets

expressed.” - ’ '

’ )
"No, Sally is my older Sister, not my younger."
"Oh sorry, I was wrong."

"Oour time is ‘up now."

"Uh h_uh, I see."

. "and how did vou feel when you left?"

"Taell me when the headaches first s:tarted.“
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APPENDIX B

Instructions for the Identificaiton of Strong Patient Laughter

L ?\ o - The following is the written description for the three judges who will
be identifying instances of strong patient langhter. A mssette tape with
examples of strong patient laughter as well as exanples of mild and '"nervous'
patient laughter will accompany this description. .

| .:Your task is to identify all instan of ‘patient strqgpg laughter. By
strong patient laughter, we mean laughter of ‘the intensity you have just heard : '
o Part I of. the cassette. Cfg is hard, loud_ raucous, and characterized by
heightened intensity. It is not giggles, ¢hu€d.es, or nervous tittering\that

you have just heard examples of in Part II of the cassette. It is strong,
cleérly identifiable laughl:fe;r. This is the typs of laughter you are being\
asked to identif;. Include’all instances of laughter similar 'in intensity to

that you heard in Part I of the cassette. If you have any gy stidas about the,
intensity level, go back and listen to the examples again. It does not n.\atter
whether the patient is having pleasant or unpleasant feelings\while laughing,
_whether the patient is also crying or yelling or mad or bothelred or happy. It

is the intensity which is the important thing. If t;t]e laughter is a mixture of I

strong and not strong, include it as strong laughter.

Instructions for judge 1:
Listen to each session. Egch time you identify s{:rong laughter, note the

session number and the number on’ the tape counter where the laughter occurs.
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If strong laughtér occurs continuously throughout a number of inte.rchan;gés;,;
note the ccunbar numbers which correspond. If, in a single sessian, a patient
laughs more than 12 times, write down the session number and the word
'excl\llae'. - . . ‘
Similarly, when you identify moments of mild, low intensity 1aggim=;r',
note the sessim-m\mlbe_r ‘and the nurber on the tape counter where the mild
laughter occurs. ) | .

= -

a .

\

Instructions for judg;as 2 and 3:

Listen to all the instances of patient laughter. If you believe an
instance meets the definition of strong patient laughter, mark down the word
'ves' after the corresponding number on the'list you have been given. If you

believe an instance does not meet the definition, mark down the word 'no'.

G





