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Chapter 1: Introduction

Psychotherapy dropout is a widespread and serious problem that can result in
adverse effects on clients, therapists, and the mental health system. The ploenoime
psychotherapy dropout is widespread: the most recent meta-analyses foutid overa
dropout rates of 35% (Sharf, 2007) and 47% (Wierzbicki & Pekarik, 1993)—this means
that about one-third to one-half of psychotherapy clients do not complete the full course
of treatment. Clients who drop out of therapy prematurely often have poorer outcomes
than clients who continue until treatment goals are achieved (Archer, Forttes)fiVi&
Winter, 2000; Klein, Stone, Hicks & Pritchard, 2003; Moras, 1986; Pekarik, 1983).
Therapists may experience increased financial pressure, espdmatywtho work on a
fee-for-service basis and are not paid for missed appointments, and mayreeperie
feelings of failure or decreased morale (Danzinger & Welfel, 2001; Kleih,e2003;
Motenko, Allen, Angelos & Block, 1995; Maslach, 1978; Pekarik, 1985; Sledge, Moras,
Hartley, & Levine, 1990). The mental health system can also be negativelyéchpac
when clients fail to show up for a scheduled therapy session, which poses a financial
burden on staff salaries, overhead, and lost revenue, as well as personneldoiises re
from low morale and high staff turnover (Klein et al., 2003; Tantam & Klerman, 1979).
In addition, missed appointments deny access to others in need and limit the number of
people an agency or practice can serve (Joshi, Maisami, & Coyle, 1986).

One of the factors contributing to dropout may be the verbal behavior of the
therapist during the initial sessions of therapy (Tryon, 2003). Specifically, the
investigation of therapist verbal helping skills in relation to dropout is patlgul

important given that helping skills training is an integral part of trgibgginning



therapists (Hill & Lent, 2006), that therapists in training seem to have macikyff

retaining clients than do professional clinicians (Tryon 1989a, 1989b), and that only one
study has been conducted thus far on helping skills and dropout (Tryon, 2003). Since
only one study has been conducted thus far on helping skills and dropout, therapists-in-
training, as well as those providing therapy training, have little gueddasto what

helping skills may or may not be helpful for preventing dropout, or even what helping
skills patterns are associated with dropout. Thus, the investigation of the timing and
patterns of verbal helping skills in relation to psychotherapy dropout may helpistera

to understand patterns of helping skills associated with dropout and to better prevent
dropout.

Tryon (2003) began investigating the topic of therapist helping skills assciat
with a type of dropout referred to as ‘engagement.” Engagement refers to the
phenomenon of a client returning for therapy after the initial intake sessyn(Tr
1985). In Tryon (2003), a ‘non-engager’ was defined as a client who failed to return for
therapy after the initial intake session, whereas an ‘engager’ wasdalek a client who
returned for at least one therapy session after the intake session. In ¢mé giedy, |
use the terms ‘engagement’ and ‘non-engager’ based on Tryon’s (1985, 2003)
definitions, but use the term ‘engager’ to refer to clients who continue therapy beyond
eight sessions, in order to more sharply distinguish the intake-only dropouts from their
counterparts.

Tryon (2003) found that therapists used less information-giving and more
minimal encouragers during the intake session for non-engagers than compared to

engagers. Tryon also found statistically significant differencegdss engagers



compared to non-engagers regarding the timing of therapist verbal interveRbons
engagers, the number of closed questions decreased as the intake session progressed,
while the number of information-giving statements increased as therspssgressed.

For non-engagers, the amount of closed questions increased and then decreased,;
information-giving showed the inverse pattern (initial decrease thaririatease). Tryon
proposed that clients returned for therapy when their problems had been sufficient
clarified to begin working on the problems (through the therapist’s providing infiamat

in the latter part of the session).

However, Tryon (2003) is the only study thus far that has been conducted on
therapist helping skills associated with engagement, and her findings abantdbets
and timing of helping skills associated with engagement may not apply to tkepis
clients other than the one therapist and eleven clients investigated indenst
addition, the investigation of the timing of helping skills in Tryon (2003) failed ta@ont
for therapist verbal activity level. The value of controlling for therapidialeactivity
level is illustrated in the following example: if a therapist uses 5 @dlqaestions with a
non-engager but uses 10 with an engager, it may appear that s/he used radre clos
guestions with the engager, but if the therapist spoke twice as much with terethga
with the non-engager, the therapist verbal activity level may have aeddiontthe
differences rather than the raw number of times a skill was used.

Additional non-laboratory studies that look at helping skills in the initial intake
sessions of therapy in real life settings and account for therapist verbdy devel are
needed to advance knowledge in understanding psychotherapy engagement. Therefore,

the purpose of the present study is to examine whether the timing (first, secasd, or |



third of the intake) and types of therapist helping skills differ betweergergé&lients
who attended at least 8 sessions) versus non-engagers (clients who did not return for
therapy after the initial intake session), when controlling for therapisthatyaty

level.



Chapter 2: Review of theLiterature

In this chapter, | review the literature in three sections: psychothdrapout,
therapist techniques, and helpings skills in intake sessions. Within theditisihson
psychotherapy dropout, | discuss the definition of psychotherapy dropout, review the
most recent review articles on dropout, and review the literature spegitoadiarly
dropout. Within the section on therapist techniques, | discuss the definition of therapist
techniques, provide historical background for the measure of therapist techniges be
used in the present study, and review the literature on therapist helping skitis \he
section on helping skills in intake sessions, | review the literature on irdag®ss,
review articles reporting overall proportions of helping skills used in intalksgosss and
review articles that report the amount of helping skills used in thirds of intadierses
(including the only article on helping skills in relation to psychotherapy dropout).
Psychotherapy Dropout

Definition of psychotherapy dropout. Psychotherapy dropout can be defined as
occurring when a client has left therapy before completing theregirtent (Hatchett &
Park, 2003). Although the conceptual definition of psychotherapy dropout is not difficult
to understand, the operational definition of psychotherapy dropout poses a more
complicated undertaking for researchers. Since the definition implieschanighas
begun treatment but did not finish treatment, exactly how one defines when trelaasie
begun can vary — for example, it could be defined as when the client makes #heafliti
to seek treatment, as after an intake appointment has been scheduled, las fafer t
appointment has begun, or even only after the first therapy session has begun (not

counting intake). Even more complicated is the question of what would count as



“completed treatment” — from a client’s perspective, perhaps she or he amedlhe
treatment goals from his/her perspective, but the therapist may petcivtdnt as a
dropout if the therapist does not think the client has completed the full course of the
therapy. Indeed, the authors of the most recent review of the dropout literaturéhadte

one of the largest methodological issues in studying psychotherapy dropout ideghe wi
variation in operational definitions found in the literature (Barrett et al., 2008). T
variation in operational definitions of psychotherapy dropout complicates the nafing
psychotherapy dropout research (Barrett et al., 2008). Differing operatatinads result

in differing rates of psychotherapy dropout reported (Wierzbicki & Pekarik, 1993), and
may even represent contradictory constructs, as at least one study hasiftchdt{ &

Park, 2003). Many studies define dropout in terms of a specified number of sessions or
treatment duration (Sharf, 2007; Barrett et al., 2008). However, the actual cutiedf va
between and within studies (Barrett et al., 2008). For example, one study defined dropout
as a failure to return after an intake assessment (Longo, Lent, & Brown, 18@2¢as
another author defined it as occurring when a client has attended fewer th@n 6 or
sessions (Phillips, 1985). Yet other studies have defined it as termination pf/taeya

time within the first 9 months (Frayn, 1992), or even failure to attend the |agirses
(Hatchett, Han, & Cooker, 2002). Thus, there is a wide variability in how psychotherapy
dropout is defined, even within studies that use a cut-off point. Other studies that do not
use a cut-off point have defined psychotherapy dropout as client-initiated téominat
without therapist agreement regardless of the number of sessions completg@iBrr
Garfield, 1981; Pekarik, 1992; Richmond, 1992; Tutin, 1987). Some studies use a

combination of a cut-off point and therapist judgment to define dropout (see Sharf, 2007).



Definitions of dropout based on number of sessions can potentially misclassify
clients who have achieved sufficient clinical change, and definitions of dropodtdrase
therapist judgment can vary depending on the therapists’ ideas about what caunts as
dropout. Though definitions of dropout using a cut-off number of sessions combined with
therapist judgment decrease the likelihood of misclassifying cliemsoasuts, they still
have the potential to misclassify clients who actually have made snoffatieical
improvement (they may take a standardized outcome measure and score mddéycli
healthy range—therapist judgment can be subjective and could differ fronstits & a
standardized outcome measure).

Swift, Callahan, and Levine (2009) proposed a definition of dropout based on
clinically significant change and/or reliable change to address theassgadation
problem. They defined clinically significant change as having been attalmad\(a) the
client obtains a score within the nonclinical range on a standardized outcoswgaenea
and (b) the change in score reflects reliable improvement” (p. 330). Reldnigecis a
less stringent operationalization that can be useful since few clients divteially
significant change through therapy (Swift et al.). In their study, ®wdt. use a cut-off
score of 63 on the Outcome Questionnaire 45.2 (0Q-45.2; Lambert et al., 1996; Lambert,
Okiishi, Finch, & Johnson, 1998) as the indicator for clinically significant chande
change of 14 points on the OQ-45.2 as the indicator for reliable change. These
operationalizations were based on the OQ-45.2 manual (Swift et al., 2009).

Although Swift et al. (2009) made a convincing argument for using clinically
significant change and reliable change to define dropout, clients can bassifexd

under their system. We can use the example of a client who scored in the nainclinic



range on the OQ-45.2 when beginning therapy and made at least 14 points of change
according to his/her OQ-45.2 scores, and both client and therapist agreed that the
treatment goals had not been met yet, but the client and therapiseegpexr rupture in
the therapeutic relationship and the client leaves to seek theraphetsewnder the
clinically significant and/or reliable change definition, this clieotld not be classified
as a treatment dropout even though both the therapist and client would agree that the
client did indeed drop out of therapy with this particular therapist. Furthermore, an
additional problem with using the clinically significant change and/or relidialege
method is that it does not distinguish between different sub-types of dropouts. Some
studies may want to look at certain types of dropouts based on particular clinical
phenomena observed. For example, intake-only dropouts may differ in important ways
from later dropouts; perhaps the early dropouts were never ‘hooked in’ whereseithe |
dropouts experienced ruptures in the therapeutic alliance.

Early dropouts, such as intake-only dropouts, may be especially important to
examine not only because early dropout may result from a differing set osfdwar
later dropout (Barrett et al., 2008), but because clients who drop out early on in therapy
(e.g., after only one or two visits) have poorer outcomes than those who drop out later in
therapy (Pekarik, 1983, 1992). Thus, the present study will focus on psychotherapy
dropout occurring in the early phase of therapy rather than later on in therapy.

Since the focus of the present study is on psychotherapy dropout occurring after
intake, the definition of dropout that will be used for the present study refers t@s client
who did not return for therapy after the initial intake session and have not relaeined t

therapeutic goals as determined by therapist judgment. Similarly, in pretaliss,



dropout has been most commonly defined as leaving therapy before a specified number
of sessions (see Sharf, 2007; Barrett et al., 2008). My definition is also consiitent
research findings that a minimum of 11 to 13 sessions of evidence-based interventions
are needed for 50-60% of clients to be considered recovered (Hansen, Lambert, &
Forman, 2002; Lambert, 2007). The intake-session cutoff is also consistent witgdind
that, on average, clients had not yet reached 50% improvement until after the fourth
session of individual psychotherapy (Lutz, Lowry, Kopta, Einstein & Howard, 2001).
This finding held for all types of client disorders represented in the Lz @001)
study: adjustment disorder, depression, bipolar disorder, obsessive-compulsive disorder,
and anxiety. The intake-session cutoff is also consistent with litesatggesting that
the working alliance is not well-established until the third session or sei(®i§ Gelso,
2002; Hersoug, Hagglend, Monsen, & Havik, 2001). Finally, although it may be possible
for clients to obtain their desired amount of recovery with just the intak@setise data
for the present study was collected at a clinic that follows a long-term
psychodynamic/interpersonal orientation, and all the clients had at leastepersonal
issue as a presenting problem and had been screened for their appropriatenass for lon
term therapy. Thus, in the present study it is very unlikely that clients would have
obtained a desirable amount of recovery in just the intake session.

Review articles about psychotherapy dropout. In the past 15 years there have
been two major reviews of the literature on psychotherapy dropout: Wierzbicki and
Pekarik (1993) and Barrett et al. (2008). In this section, | review these talesarand

then summarize the findings and limitations of these articles at the end ettioas



Wierzbicki and Pekarik (1993) conducted a meta-analysis on 125 studies and
found an overall psychotherapy dropout rate of about 47%, when “dropout” was defined
in whatever way each individual study defined it. There were only threstistdly
significant predictors of psychotherapy dropout found in this meta-analysa: status,
education, and income. Higher rates of dropout were found for African-Americahs (a
other minorities), less-educated clients, and lower income groups, when conapared t
their counterparts (Wierzbicki & Pekarik, 1993). However, psychotherapy dropesit rat
were also significantly influenced by the way dropout was defined. Ldmgeout rates
occurred when dropout was defined as failure to attend a scheduled session than when
dropout was defined either by therapist judgment (29 studies48%) or attending a
minimum number of sessions. The average dropout rate was 36% when defined as
failure to attend a scheduled session (based on 23 studies), 48% when defined by
therapist judgment (based on 29 studies), and 48% when defined by a minimum number
of sessions (based on 69 studies) (Wierzbicki & Pekarik, 1993). Limitations of tlais met
analysis include a lack of sufficient data from the individual studies to ced@ffact
sizes for as much as 25% of the effect sizes for each demographic varableezk and
that the statistical analyses of effect sizes focused solely on clraogdaphic variables.

Barrett et al. (2008) did a practice review highlighting methodologicalesigels
in studying psychotherapy dropout, reviewing current interventions for reducing
psychotherapy dropout, and providing recommendations for implementing these
interventions into psychotherapy practice. The methodological problems reviewed
include the range of definitions investigators use for psychotherapy dropout, andgliffe

therapist and client perceptions of treatment or outcome. The definitional diéscaite

10



discussed in previous paragraphs above. Differing perceptions of treatment or outcome
may complicate the definition of dropout, since clients may believe thatcacdit

therapy sessions will not be helpful and end treatment, whereas therapistmsidgrc

such clients to have dropped out. However, it is not clear whether a client should be
considered a dropout if the client does not consider himself or herself a dropout — perhaps
the client felt that enough help was obtained and ended treatment. Thus, it ishmelear
much therapist judgment should play a role in determining whether a client is a drop out,
especially when there are no clearly observable markers for seeitigewtie client has
achieved their therapeutic goals (Barrett et al., 2008).

Predictors of psychotherapy dropout in the Barrett et al. (2008) paper were
discussed using Andersen’s (1968, 1995) model that focuses on four broad categories of
influence on patient use of services: patient characteristics, enaldiogsfaarriers,
need factors, and environmental factors. Patient characteristics (e@t p@mographic
variables) have been the most frequently studied client factors (Bameit2008).

Mixed findings have been found for age; most research has shown minimal relationship
between dropout and age (Cartwright, 1955; Craig & Huffine, 1976; Frank, Gliedman,
Imber, Nash, & Stone, 1957; Rubenstein & Lorr, 1956), but two recent studies (Edlund et
al., 2002; Thormahlen et al., 2003) have found that clients younger than 25-30 years old
are more likely to drop out than older clients. More consistent findings have been found
for socioeconomic status. Clients with lower socioeconomic status are moradike

drop out than those with higher socioeconomic status (Baekeland & Lundwall, 1975;

Wierzbicki & Pekarik, 1993).

11



Enabling factors or barriers refer to the influence of external factoes
individual’'s ability to show up for sessions or continue in treatment (Barraitt 2008).
An example of an enabling factor is referral source. Clients referred bgeatgencies
or hotlines were more likely to not show up at the first treatment session than those
referred by religious groups, friends, or insurance companies (Hampton-Robls, Quall
Compton, 2003). Barriers such as difficulty finding mental health services (Rarke
McDavis, 1983), greater distance traveled (Fraps, McReynolds, Beck,s$eHdi982),
placement on waiting lists (Festinger, Lamb, Marlowe, & Kirby, 2002;iétesz &
Stalker, 1999), and longer waiting times from intake to first treatment seBodbol{a,
Rapaport, & Lee, 1983) have been repeatedly linked with treatment dropoutt(Barret
al., 2008).

Need factors (i.e. severity of psychiatric condition) have had mixed findinge in t
literature (Barrett et al., 2008). Although some studies suggest that psytikots a@re
less likely to drop out early on in the process compared to clients with less severe
diagnoses (Craig & Huffine, 1976; Dodd, 1970; Hoffman, 1985), other studies have
found that patients with more severe diagnoses are more likely to drop out (e.g., Sue,
McKinney, Allen & Hall, 1974). In looking at how severity of psychiatric condition
relates to dropout, it is difficult to determine whether improvement, or lackofhéises
influenced a client’s decision to drop out without documentation of client distrese bef
during, and after treatment (Hunsley, Aubry, Verstervelt, & Vito, 1999).

Environmental factors also have been examined in relation to psychotherapy
dropout (Barrett et al., 2008). Staff attitudes, the setting of the clinic, or amiitiés

are more likely to affect clients in the initial phone call or intake evialughan after
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treatment has begun (Gunzburger, Henggeler, & Watson, 1985). Other environmental
factors such as lack of transportation and difficulty getting time off woscloool (Beck
et al., 1987; Cross & Warren, 1984) have surprisingly not had consistent relation to
dropout (Barrett et al., 2008).
Strategies for reducing psychotherapy dropout that were discussed inriéte Ba
et al. (2008) paper included: role induction (i.e. clarifying therapist and abilexs)
motivational interviewing, changing the treatment services model to begtrthe
changing demands of mental health treatment and managed care, therdipsstifeand
strengthening the therapeutic relationship. Role induction (also referrggtetherapy
preparation) has been shown to improve client attendance (Walitzer, Dermen, & Connors,
1999). 11 of the 16 studies reviewed by Walitzer et al. (1999) found that pretherapy
training reduced rates of dropout. Techniques that clarify the therapist andaks
and give an overview of therapy have been found to improve attendance (Hoehn-Saric et
al., 1964) and decrease dropout (Jacobs, Charles, Jacobs, Weinstein, & Mann, 1972).
Brief motivational interviewing (brief MI; Rollnick & Heather, 1992), when
integrated into the initial intake evaluation, has been related to nearly 50%aeslilc
dropout rates (Carroll, Libby, Sheehan, & Hyland, 2001), as discussed in the Saaftett
(2008) paper. For example, Carroll et al. (2001) investigated the effectsfd¥lbrie
intake evaluations on dropout. Dropoults for this study (Carroll et al., 2001) were
individuals who did not begin treatment sessions after attending an initial intake
evaluation. 60 individuals referred for a substance abuse evaluation by a cfale wel
worker were randomly assigned to one of two conditions: either a standard evatuati

an evaluation enhanced by brief MI techniques. The participants who received the brief
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MI evaluation were statistically significantly more likely to attehtbast one additional
treatment session after the initial evaluation (59% versus 29%), than conptred t
participants who received standard intake evaluations (Carroll et al., 2001).

Barrett et al. (2008) also pointed out that Barkham, Shapiro, Hardy, and Rees
(2999) from the University of Leeds in England have developed an ultrabrief model of
treatment. Clients attend two sessions of therapy one week apart, and tiea atte
booster session three months later. Brief or ultrabrief models of therapyemesgful for
economically disadvantaged individuals and for individuals with a “crisis-vedcti
approach to mental health treatment (Barrett et al., 2008).

Therapist feedback about how much progress clients are making may help
therapists determine which interventions are more effective for a partaignt, and
may provide valuable information on whether treatment needs to be altered and/or how
the treatment might be altered to better serve the client (Barrétt22@8). An example
of a therapist feedback instrument is the Outcome Questionnaire-45 (L& bgles,
2004). In an analysis of four studies on the outcome of therapist feedback with over 2,500
clients, Lambert, Harmon, Slade, Whipple, and Hawkins (2005) found that when
therapists received information about clients who were not progressing or were
worsening, these clients showed significantly better outcomes than clisvge w
therapists did not receive this feedback (Barrett et al., 2008).

Although the therapeutic relationship is not a specific technique per se, the
authors (Barrett et al., 2008) felt it was important to include the therapelationship
in a discussion of strategies for reducing psychotherapy dropout because thesl/iview

as central to nearly all of the domains influencing dropout. Recent research has
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increasingly demonstrated that weak or poor therapeutic alliancesateel te increased
dropout (Tryon & Kane, 1993; Johansson & Eklund, 2005; Lingiardi, Filippucci, &
Baiocco, 2005; Meier, Donmall, McElduff, Barrowclough, & Heller, 2006; Mohl,
Martinez, Ticknor, Huang, & Cordell, 1991; Samstag, Batchelder, Muran, Sé&fran,
Winston, 1998). Consequently, several researchers have suggested atteriovbieess
presence of alliance ruptures or weakenings as a promising stratelggrfeasing early
treatment withdrawal (Castonguay et al., 2004; Safran, Muran, Samstagefa§te
2001).

Summary. In summary, the two major reviews of the literature on dropout found
that psychotherapy dropout occurs frequently (as evidenced by the 47% dropout rate
found by Wierzbicki and Pekarik, 1993), is affected by many factors (e.g., client
demographics, enabling factors/barriers, need factors, and environmeiatia; fBarrett
et al., 2008), and that there are a number of strategies for reducing dropout (e.g., role
induction, motivational interviewing, changing the treatment services pntbeehpist
feedback, and strengthening the therapeutic relationship; Barrett et al., 2008).

Limitations of the research on psychotherapy dropout include the lack of
conclusive findings on the factors causing psychotherapy dropout due to thedlifferin
definitions used across different studies. In addition, little research has bedahwone
far on determining whether specific therapist helping skills, or the timirigpsétskills,
are related to dropout.

Early dropout. It is important to examine early dropout separately from dropout

occurring later on, because early dropout may occur for a different setarsfthan
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later dropout (Barrett et al., 2008). In this section, | review the literatueanbn
dropout, as the present study will focus on early dropouts from psychotherapy.

Pekarik (1983) examined termination status (i.e., early dropout, late dropout, and
appropriate termination) in relation to the post-therapy adjustment of outpatient
psychotherapy clients. Clients were 64 outpatients at four clinics of a cotyrmamtal
health center. Therapists were 12 psychotherapists (3 Ph.D. psychologists, 6 with M.A
in psychology, 1 M.S.W., 1 B.S.W., and 1 with a B.A. in human services) who described
themselves as eclectic in orientation. Therapists had an average of fadalhgears
of professional experience. Six therapists were male; six therapist$ensale. The
measure of post-therapy adjustment was the Brief Symptom InventoryiB®gatis &
Spencer, 1982), which clients completed pre-therapy (prior to their intakergessi
post-therapy (3 months after the intake date). Results of the study indicated that
appropriate terminators had better BSI scores than dropouts at folla(@2os 4.80p
<.001, and that later dropouts were better adjusted than early dropouts who had attended
only one or two sessiong(1) = 6.88p < .01. Limitations of the study include that the
adjustment measure was not administered closely to the dropout date (thugobtiner f
may have affected the adjustment score), that the findings may not apply ttypéseof
therapists who are not eclectic in theoretical orientation, and that no effect-si
information was reported.

Tryon (1986) investigated client and counselor characteristics in relation to
whether clients returned for therapy after completing an initial intadsaein a
university counseling center. Counselors were 9 practicum trainees (& fdnnadle).

Clients were 203 people (128 female, 75 male) who had come to a university counseling
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center for the first time. Clients and counselors completed questionngarethafinitial
intake session. Client questionnaires asked clients to rate their counsedvest|
helpfulness, competence, warmth, genuineness, and the extent to which counselors
identified concerns for which the clients did not initially seek counseling, on a 5-point
scale. Counselor questionnaires asked them to rate the client’s verbale#ggenot,
capacity for insight, likeability, severity of clients’ problems, and the cdarisenterest
in seeing the client, on a 5-point scale. There was no statisticallyicagnifelationship
between gender match of the client and counselor to engagement. Results inditated tha
client return for additional counseling after the intake session was posielaigd to:
counselors’ perceptions of clients as having more severe concerns, counseles’ imte
seeing the clients, and more identification of concerns for which the clients did not
initially seek counseling. All three of these variables were analyzédavatepwise
multiple regression analysis, and were statistically significant tp thed01 level.
These three predictors accounted for 31% of the variance in engagement status.
Limitations of the study include that the client sample was limited to uniystsidents,
and the counselors were all practicum trainees, so the results may nolizeete@her
non-university-student populations, or to other counselors with more experience (e.g.,
professionally licensed counselors). In addition, the psychometric validitg of t
measures used is unknown; thus, the measurement of the variables in this study
(including counselor identification of client concerns, counselor rating of sgeérit
client concerns, and counselor-rated interest in seeing the client) may not be robust
Tryon and Tryon (1986) examined various counselor factors associated with

client engagement in therapy. Therapists were 43 practicum traineesn@@ f14
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male) at a university counseling center. Clients were university students;
demographic data for clients was reported. The study has two parts. Fasttparfir
data was collected for the trainees during the academic years of 1978-1979 and 1983
1984. This data included: number of clients seen for 1, 2, 3-4, 5-10, and more than 10
sessions; total number of clients seen; total number of clients engaged fohamooae¢
session; and the trainees’ engagement quotient (EQ; defined as the percentagts of cl
who returned to that therapist for more than one session; Tryon, 1985). The results of the
first part showed that trainees who had a higher percentage of clients retarning
counseling for more than one intake session also had more clients who continued for
more than 10 sessions; = .44 p< .01). These findings support the view that trainees
have differing levels of skill at engaging clients to take part in the psaddberapy.

For the second part of the Tryon and Tryon (1986) study, the researchers looked
at EQs of the trainees compared to seven predictor variables: age, Grashwate R
Examination Verbal (GREV) scores, Graduate Record Examination Quast(iGiREQ)
scores, how much better the trainees did on the Verbal rather than the Quantitative
section of the GRE (GREV - GREQ), Millers Analogies Test (MAT) espgrades in a
clinical diagnosis course, and grades in an advanced clinical diagnosis cexrsé
these seven predictor variables correlated significantly with EQ (theooelyhat didn’t
correlate was GREQ scores). The results indicated that practicumdraineevere
older (ppi = .50 p< .01), did well on the GRE Verbal sectiag,(= .48 p< .01), did
better on the GRE Verbal section than the GRE Quantitative seglipn 33 p < .05),
had higher scores on the MAT,( = .32 p< .05), had higher course grades in Clinical

Diagnosis (pi = .43 p< .01), and had higher course grades in Advanced Clinical
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Diagnosis (ppi = .39, p< .05), also had higher EQs. Thus, trainees with higher
standardized test scores and higher course grades may have betyagoamigage
clients in counseling. Limitations of the study include that the clients Wareiersity
students, all therapists were trainees, and most clients had a 13-sessionmmasarthe
results may not generalize to other types of clients (e.g., non-univ&rsignt clients),
or other types of therapists (e.g., non-trainee therapists), or to other typespy ther
settings, such as longer-term therapy settings. In addition, no effeatfsizmation was
reported.

Tryon (1989a) investigated client engagement, post-engagement premature
termination, and mutual termination in relation to counselor understanding of, preparation
for, and teaching of the client, as well as counselor attractiveness negsednd
trustworthiness, and duration of the intake interview. Counselors were 5 practicum
trainees (4 female, 1 male) and 4 PhD psychologists (3 female, one malejs @kee
308 college students (203 female, 105 male). After the intake session, counselors
completed th&€ounseling Service Questionnaire — Counselor Ver&80Q-CQ Tryon,
1989b), which measures: (a) counseionderstandingf client experiences and feelings,
(b) howpreparedthe counselor is for providing service to the particular client, and (c)
how much the counseleducatedhe client or identified additional concerns for which
clients had not originally sought counseling. Clients also completed a fiamtha
intake session assessing counselor attractiveness, expertness, andtinsss
(Counselor Rating Form-short versioBRF-S;Corrigan & Schmidt, 1983). In addition,
the duration of the initial interview was recorded. Results indicated that the

professionals, compared to the trainees, had higher rates of engagéief;,N = 308)
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= 12.3,p< .001, and lower rates of premature terminatigtl df,n = 150)= 4.94,p <

.03. Practicum students were more likely to engage clients who had previously sought
help at the counseling centgf(1 df,n = 212)= 5.02,p < .03. Professionals were just

as likely to engage new clients as those who had been counseled preyfgusi§,n =

96)= 0.74,ns Significantly more clients returned for counseling after the intake session
when counselors rated themselves as having understood the clienE(hpg87) =

13.99,p < .001, taught the client more(1, 287) = 22.91p < .001, and when the intake
interviews were longefF (1, 282) = 27.74p < .001. Premature termination was

negatively associated with counselor attractiveness, expertness, and thisessrtor

the trainee counselors. However, for the professional counselors, prematimatien
waspositivelyrelated to counselor attractiveness, expertness, and trustworthiness. This
surprising finding may have occurred because the professionals failed to live up to the
initially high ratings (premature terminators may have been disappointed in the
subsequent sessions after the intake session), or because the clients whaterminat
prematurely were adequately helped (2 of the 21 premature terminatorsféasmnals
wrote thank-you notes indicating they had been helped considerably). Limitatitves of t
study include the small therapist sample; also, the client sample wasllbmianiversity
students, so the results may not generalize to other non-university-studentlalients.
addition, no effect-size information was reported. Furthermore, the psychometri
properties of the measures (both counselor and client measures) had not been well-
established. The measurement of counselor understanding, preparing, and teaching wa
only rated from the counselor perspective, and does not provide the client perspective on

those variables.
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Tryon (1989b) investigated the engagement of clients for more than one session in
relation to counselor understanding of, preparation for, and education of clients, and
duration of the initial interview. In addition, the study investigated the diffesence
between professionals and practicum trainees in the percentage of chentstuvned
for therapy after the intake session. The study was conducted in a universitglioguns
center. Counselors were 4 practicum trainees (2 male, 2 female) and 5 pnailessi
psychologists (2 male, 3 female). Clients were 238 college student cliehtadihten,

84 men). After the initial interview, clients and counselors each completed a
guestionnaire investigating the therapists’ understanding of, preparation for, @mnddea

of the client. In addition, duration of the intake session was recorded by theaeisgpti
from the time the client entered the interview room to when s/he left the roomnaltsRes
indicated that the professionals had significantly more clients returmnigei@apy after

the initial intake session?(1, N = 300)= 5.20,p < .03. On average, professionals
engaged 52% of their clients, whereas practicum trainees engaged 39% aiethisir

The professional female counselors were the highest engaging thethpigtsad EQs

of over 60%, while all other therapists, both professional and practicum, had EQs below
50%). Practicum counselors were more likely to engage clients who had been helped at
the counseling center befoyg(1 df, n = 173)= 5.68,p < .02. Professionals were just as
likely to engage clients seeking help for the first time as they weregggmerclients who

had been to the center previoug{§(1 df,n=127)= 2.36,ns Results also indicated that
therapists perceived themselves as teaching engaged clients more than remhengag
clients,F(1, 255) = 16.11p < .001. Engagement interviews (about 52 minutes on

average) lasted longer than non-engagement interviews (about 40 minutes on average),
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F(1, 261) = 40.64p < .001. Limitations of the study include the small sample of
therapists, that the client sample was limited to university studenteikésrmay not
apply to non-university-student populations) in a medium-sized private university
counseling center, and that no effect-size information was reported.

Tryon (1990) investigated the relation of client and counselor evaluations of the
initial intake interview to client engagement (i.e. client return for amatgsion). The
study was conducted in a university counseling center. At the end of the ingiahsé&s
professionals (3 female, 2 male), 5 practicum trainees (3 female, 2 mald)emr290
college student clients (187 female, 103 male) completed the depth and smoothness
indexes of the Session Evaluation Questionnaire (SEQ); Stiles, 1980). Clients also
completed the Client Satisfaction Questionnaire (CSQ; Larsen, Attkissogredees, &
Nguyen, 1979), and counselors completed items from the Pre-Counseling Assessment
Blank (PCAB; Gelso & Johnson, 1983). In addition, the duration of the intake interview
was determined. Significantly more clients returned for counselingtéeéntake
session when they had longer intake interview4,[237)=10.63,p <.002], deeper
interviews [as rated by both client and counsdigt; 237) = 7.33p < .008for clients,

F(1, 237) = 33.88p < .001for counselors], greater client-rated satisfactiefi] 237) =
6.61,p < .02], greater counselor-rated severity of problems [i.e., disturbafice237) =
6.81,p < .01], and greater counselor-rated motivatiofl] 237) = 17.69p < .001].
Limitations include the small therapist sample and the restriction ofidm¢ shmple to
college students, so the results may not apply to non-college student clients. Another

limitation was that no effect size information was reported.
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Tryon and Kane (1990) examined the relationship between strength of the helping
alliance and type of client termination at a university counseling center. €orswere
5 PhD psychologists (1 male, 4 female) with 9 to 19 years of counseling exparehc
10 practicum trainees (7 women, 3 men). Clients were 102 college students (&} femal
28 male). All clients and therapists completed helping alliance measunas tthar same
week during the semester, regardless of how many sessions had progressed in the
therapy. The measures were completed after an average of eight seGrmts.
completed an average of 19 sessions. Clients completed the Penn Helping Alliance
Questionnaire (HAQ; Alexander & Luborsky, 1986). Counselors completed the Penn
Therapist Facilitating Behaviours Questionnaire (TFB; Alexander & tskyp 1986).
Clients who terminated with mutual agreement of their counselors gavecagtlifi
higher alliance ratings than did clients who terminated unilaterally mamdgturely F(4,
70) = 3.03p < .03. Notably, counselor ratings of helping alliance were only modestly
related to client ratings of alliana€87 df) = .46,p < .01, and were not significantly
related to the type of client termination. The results indicated that tinéstliatings were
predictive of premature terminatios1, 73)= 9.4,p < .003, but counselors' ratings
were not. Limitations of the study include the non-standard timing for the coonpdét
the helping alliance measures (e.g., some clients may have compédtedtie first
session whereas other clients may have completed it after 15 sessioresylitisemay
not apply to non-college student clients, the small sample of therapists, and tfi@ttio e
size information was reported.

Pekarik (1992) investigated the post-treatment adjustment of early dropouts

versus late dropouts. Clients were 94 outpatients (47 adults, 47 children) at a public
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clinic in a medium-sized Midwestern city. Thirteen therapists (mostlyamasevel)
treated the clients. Eight of the thirteen therapists had 4 or more yeapeoérce; the
experience level was not reported for the other five therapists. Fiepisterhad a
humanistic orientation and five had a family systems orientation; the othenavapist's
orientations were not reported. Adult measures of post-treatment adjustenenthe

BSI, a client rating of overall improvement, and a therapist rating of overall
improvement. Clients completed the BSI at intake; all the measures of aghusiare
completed at a 4-month follow up. In the following report of the results, | only include
the results for adults (not the children), since the present study will sampladoittly.
Results for the BSI indicated that significantly more late dropouts (3 orvisi® were
better (his or her score improved from intake to follow up by at least half of his or her
gender’s intake standard deviation), in comparison to early dropouts (one or t&) visit
v*(1,n=33) = 3.13p< .05. Results for the BSI scores also indicated that a higher
percentage of early drop-outs were worse (by at least half of his geihaer’s intake
standard deviation) compared to late dropouts at followi(fh, n = 33) = 7.59p < .01.
Results for the therapist ratings of overall improvement found that early dropduts ha
significantly lower ratings than late dropout&6) = 2.02p < .025. Results for the adult
clients on client ratings of overall improvement comparing the early drojad®it

dropout, and completer groups was not significaf(®,[39) = 1.78p = .18].

Limitations of the study include the limited sample size of clients and trtiierapist
sample (need to sample therapists with other levels of experience and thkeoretic
orientations). Another limitation was that better statistical methods couldkaveused

for the BSI analyses. The chi-square analyses did not provide information aboutrwhethe
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the scores between the three groups differed on the BSI (which is somethinteth#t a
tests would have done).

Tryon (1992) examined the relationship between engagement and client
attractiveness, and also investigated the relationship between therapiseBQ
attractiveness, and client return status. The study was conducted in a tyniversi
counseling center with 9 female therapists (5 practicum trainees; 4 ddetailal-
counseling and clinical psychologists), 1 male therapist (doctoral-levehgeggist), and
110 female and 53 male college student clients. Client attractiveness veasedassing
7 items from a 15-item modification of the Therapist Personal ReactioniQueste
(TPRQ) by Davis, Cook, Jennings, and Heck (1977). Clients rated as more attractive
were more likely to return after intakig(1, 141) = 5.31p < .03. The investigation of the
interaction between therapist EQ, client attractiveness, and client st¢atus showed
that therapists with a higher EQ had a greater number of less-attidietnts return for
another session than would be expected by chance, while lower-engagingtbéragbi
fewer less-attractive clients return than expectégh = 159) = 8.88p < .04. Thus, the
less-attractive clients were more likely to return for therafgr aeeing therapists who
are more skilled at engaging clients than after seeing less-endgagiagists.

Limitations include that the measurement of attractiveness may not béyeatoerate;
no psychometric properties were given beyond the alpha coefficient of .89, which
indicates that the seven items generally measure the same construtionAtigi the
client sample was again limited to college students, so the results may noticeboéppl

to non-college-student clients.
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Summary. In summary, there are several things we can learn from the literature
on early dropout. First, when dropout occurs, the timing of the dropout makes a
difference. Clients who drop out earlier in therapy have worse post-thetjasynaent
than clients who drop out later in therapy (Pekarik, 1983, 1992).

Second, an overarching theme in the literature supports the idea that some
counselors may be better than others at engaging clients. Counselors who had a higher
percentage of clients returning for counseling after the intake sessoheal more
clients who continued for more than ten sessions (Tryon & Tryon, 1986). Furthermore,
one study found that higher-engaging counselors had a greater number tifdeisea
clients return for another session than would be expected by chance, while lower-
engaging counselors had fewer less-attractive clients return thaneskpbgton, 1992).

Third, other counselor variables also influence whether early dropout occurs.
Counselors who did better on standardized tests (Tryon & Tryon, 1986), who had higher
grades in clinical diagnosis courses compared to their counterparts (Tryomi&, Tr
1986), who were more able to identify additional concerns for which the client had not
originally sought therapy (Tryon, 1986), who were more interested in seeinggtite cl
(Tryon, 1986), who were more understanding of their client (Tryon, 1989a), and who
taught and instructed their clients more during the intake session (Tryon, 1989b), had
lower rates of dropout.

Fourth, factors such as client, session, and therapeutic relationship fesors al
affect early dropout. Clients who had greater severity of client con@smated by
counselors; Tryon, 1986, 1990) and greater motivation (as rated by counselors; Tryon,

1990) were more likely to return for therapy after attending an initidterdassion.
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Sessions that were longer (Tryon, 1989a, 1989b, 1990), deeper (Tryon, 1990), and more
satisfying to clients (Tryon, 1990) were more likely to result in clientsnitg for

therapy rather than dropping out. Higher client-rated helping alliams@snade early
dropout less likely (Tryon & Kane, 1990).

Several limitations can be noted in the existing research on early dropouts. The
studies have all been conducted at university counseling center settingswersity
student samples, so the results may not apply to long-term therapy settirtghtiima
few of the studies reported enough information to determine effect-sizéss sdficult
to estimate how large of an effect the studies found. Furthermore, of thesaisaig
intake-only dropouts, continuers were defined as those attending therapy beyond one
session after the intake, which is a poor indicator of whether the continuetyactua
“bought” into the therapeutic treatment. Furthermore, few studies have imatedtig
therapist verbal behavior in intake sessions, which is an important predicttesaria
given that therapists can only influence their clients through their verbal or bahver
behaviors.

Therapist Techniques

Definition of therapist techniques. Therapist techniques are defined as tools or
methods employed by therapists to facilitate effective therapy orye@obghavior
change in clients (Harper & Bruce-Sanford, 1981). Therapist techniques can be
operationalized in various ways (e.g., Highlen & Hill, 1984; Schaffer, 1982)nstef
type or content, verbal versus nonverbal expression, intentionality, the manner in which

the technique is implemented (e.g., level of warmth, empathy, and genuinenedsg, and t
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guality of the technique (e.g., appropriate timing, matching the needs of thi (¢idint
2005).

Hill (1982) proposed that one can analyze therapist behaviors at six levels,
ranging from the most observable and easily rated to the more abstracieaeilkizalf
categories. The six levels are: (a) ancillary behaviors (extrasitigguinguistic,
nonverbal, and physiological), (b) response modes (i.e., helping skills), (c) content (topi
of discussion), (d) ratings of behavior (attituted, involvement), (e) covert behaviors
(thoughts, perceptions, feelings, attitudes), and (f) clinical strategiesvéntions,
techniques). Overriding these six levels would be the philosophical or theloretica
approach of the therapist (Hill, 1982). Thus, verbal response categories (or helping
skills) are among the more observable and easily rated methods for andigrapgst
behaviors.

There are two common ways of systematizing therapist techniques: raolecul
methods (examining therapist techniques on a phrase, sentence, or speakingfurn leve
and molar or global methods (examining therapist techniques acrossskeggents or
sessions) (Hill & Williams, 2000). The most typical molecular method for uneas
therapist techniques focuses on verbal response modes, which are types of therapist
verbal responses independent of the topic or content of the speech (Hill, 1986).
Examples of verbal response modes are: open questions, reflections of feeling,
interpretation, and direct guidance (Hill & Williams, 2000). Elliot et al. (198®mared
six widely used response modes systems and found that six response modes (questi
information, advisement, reflection, interpretation, and self-disclosure)iweuded in

all six systems and could be reliably assessed.
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Molar or global methods, on the other hand, assess therapist techniques through
global ratings after watching entire counseling sessions, or lageesés of sessions.
Examples of molar methods include measures that estimate how frequentigues
were used in entire sessions (e.g., The Therapeutic Procedures InvenisedREPI-R;
McNeilly & Howard, 1991), and rankings of how much each technique is used relative to
other techniques (e.g., Q-Set; Jones, Cumming, & Horowitz, 1988).

Heaton, Hill, and Edwards (1995) compared the molecular (HCVRCS; Hill, 1993)
and molar (TPI-R and Q-Set) approaches and found that the directive, paraphrase, and
interpretation clusters of items on the two molar measures (Q-Set ariv) Weke
significantly related to each other, but neither were related to the cordasgon
HCVRCS categories, which suggests that the molar and molecular meth@ss asse
different things. Molecular methods allow for greater specificity thammmeasures
and allow researchers to study the immediate effects of interventions mdide
methods allow for the assessment of variables that occur across longer petiings of
(Hill & Williams, 2000). Molecular methods of teaching therapist techniques may b
beneficial for doctoral training programs in therapy. Indeed, Hill, StatlRoffman
(2007) point out the usefulness of teaching therapist techniques at a micro lexél sinc
allows students to learn or improve their abilities in a helpful manner whileadeuge
problematic or unhelpful behaviors (e.g., interrupting, excessive talking, promiscuous
self-disclosure, and advice-giving).

Thus, there are both advantages and limitations when using the Helping Skills
System (HSS; Hill, 2009). Advantages include that it allows for greateifisppg¢han

more global methods of analyzing therapist techniques, it allows for miclysenaf
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therapist behaviors which may be beneficial for the training of therapists,raedtss
an observer-rated measure, the ratings may be more objective. However, theddSS
have limitations as well. Since it only measures verbal response modes, it does not
provide information about therapist non-verbal behavior, the topic of what is being talked
about during therapy sessions, or covert processes (attitudes, intentionspetc.). |
addition, since the HSS is an observer-rated measure, it does not provide information
from the perspective of the therapist or the client.

History and development of the HCVRCS/HSS. The HSS was originally
developed in 1978 as the Counselor Verbal Response Category System (Hill, 1978). The
system was developed to classify the different types of therapist vespainses during
a counseling session. The categories are intersubjective, meaning treattbaged on
the syntactic or grammatical structure of the language, which impledateonship
between the communication and the recipient (e.g., a question), rather than based on the
topic of discussion or the extralinguistic characteristics (e.g., vocal ntmses qualities,
speech disfluencies) of therapist verbal communications (Hill, 1986).

The original HCVRCS (Hill, 1978) was developed by incorporating components
from 11 existing systems in six stages. In the first stage, two peophenexh
similarities and differences between the categories in the 11 systdrfeuad that all
the categories in the 11 systems could be covered by 25 distinct categgrjes (e
reassurance, persuasion). Definitions were written for each categdrseeeral
examples from the 11 systems were included in the description of each catlegbey.
second stage, two judges used the 25-category system to categorize cowsEaigesr

on two practice sessions and deleted two categories and added one cateded, (dele
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inaccurate clarification of feelings because judges felt accumadg aot be determined

and interpretive summaries because they could not be differentiated from iaterpset

and added nonverbal referents because of the frequency with which counseloid t@ferre
nonverbal behavior), resulting in a second version with 24 categories. In the third stage
two judges categorized responses from tapes and transcripts of five atigitaatiae
sessions, refined the definitions, added additional examples from the sessions, and added
an additional category. When using the third version of the system with two additional
practice sessions, the same two judges obtained an 80-90% interjudge agreement on
categorizations. In the fourth stage, three experienced PhD counseling pgigthol

were given the definitions and asked to match the examples with the appropriate
definitions. Since only half of the examples were matched to the same defbytat

least two of the three psychologists, a revised fourth version was made by imgettet
categories with least agreement (reassurance, asides, persuasaiiondwithin the

session, probe for feelings, noninterpretive summary, clarification of unvexbaliz
feelings, and immediacy) into other categories. In the fifth stage, thelsaoategories

were retained and slightly reworded, while only the examples with the highergudge
agreement were kept. The fifth version was given to 10 counseling psychology graduat
students who matched the examples to the definitions. Only the examples vast 8t le
out of the 10 graduate students matching the same definition to the example were
retained; 83% of the examples were kept in the fifth version. The fifth version had 17
mutually exclusive categories with at least minimal face and content yalitie fifth
version was used to rate 3,866 counselor response units from 12 personal/emotional

intake sessions, with inter-judge kappas of .79, .78, and .81 for all three possible pairings
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of the three judges. Based on an examination of the results, the category of 8¢ructuri
was collapsed into the category of Information, while Friendly discussidici€n, and
Unclassifiable were collapsed into a category called Other. Thus, the 197&@dblis
version of the HCVRCS contained 14 categories: minimal encourager, approval-
reassurance, information, direct guidance, closed question, open question, ezgfatem
reflection, nonverbal referent, interpretation, confrontation, self-disclosleecej and
other.

The HCVRCS was revised a number of times before the most recent 2009
version. A 1981 version appeared asanual for Hill Counselor and Client Verbal
Response Modes Category Systétib et al., 1981). In 1985, a revised version
appeared as tHdanual for Counselor Verbal Response Modes Category System (revised
version)(Hill, 1985). In 1993, the updated version appeared asiédmeial for Hill
Counselor Verbal Response Category Sygtéith 1993). Another revision of the
system was included in the publication of the first Helping Skills textbook &Hill
O’Brien, 1999) and the name of the system changed from the HCVRCS to the Helping
Skills System (HSS). In 2009, for the third edition of the Helping Skills book, four
subtypes of open questions and three subtypes of self-disclosures were adtled) ires
the Hill (2009) system. The most recent version of the HSS (Hill, 2009; see Wdbfor

at http://forms.apa.org/books/supp/hill3/index.cfm?action=students&article#ide

used for the present study.
Studiesusingthe HCVRCS/HSS. In this section | describe some of the studies
that have been done using the HCVRCS/HSS to provide some context for understanding

the HSS. This section will not contain studies using the HCVRCS/HSS that giavesti
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helping skills used in intake sessions; those studies will be included in latenseat
the end of this section, | provide a summary paragraph of the findings and limitations in
the literature.

Hill, Thames, and Rardin (1979) compared three male therapists, Rogers, Perls,
and Ellis, using the HCVRCS (Hill, 1978). There was just one female clientaGlori
Rogers, Perls, and Ellis each conducted separate demonstration first segkiGleria.
Three judges (one male graduate student, one female graduate student atenéafarity
member in counseling psychology) were trained until they reached 95% agreement
practice transcripts from another study. Rogers used mainly minimal enasurage
restatements, interpretations, reflections, and information. Perls emhplmgtly direct
guidance, information, interpretations, open questions, minimal encouragers, closed
guestions, confrontations, approval-reassurance, and nonverbal referents. Elltsteeeme
be the most active compared to the other counselors, using mostly information, direct
guidance, minimal encouragers, interpretations, closed questions, and regateme
Relatively high inter-judge agreement levels were obtained (intekappas for all
possible combinations of the three judges were .68, .71, and .73). The results provide
evidence that the HCVRCS is able to distinguish behavioral differences ietibalbr
orientations between counselors. Limitations include the very small saagletbere
was only one female client with her unique presenting concerns, so the resutistrnay
applicable to other women (because she is only one woman out of millions of women in
the United States), or to male clients, or to clients with other presentingrosre other
individual client differences. Since only one therapist from each theoretieatation

was represented, the results may not generalize across all thda@sparticular
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theoretical orientation. Furthermore, since all the therapists were nmepogsible that
the results would not be applicable for female therapists.

Hill, Carter, and O’Farrell (1983) was the first study to use predominant coding
with the HCVRCS/HSS. This study examined the process and outcome of a 12-session
case of counseling. The client was a 20-year-old white female senitargéa
university. The counselor was a 31-year-old PhD counseling psychologist vanrsbof
postdoctoral experience in counseling. The HCVRCS (Hill, 1978, Hill et al., 1981) was
used to analyze counselor response modes each of the 12 sessions. The Client Verbal
Response Category System (Hill et al., 1981) was used to analyze client easjooies
in each of the 12 sessions. The client response mode measure includes nine nominal,
mutually exclusive categories: simple responses, requests, descriptioremsipgri
insight, discussion of plans, discussion of client-counselor relationship, silence, and
other. The Client Verbal Response Category System has demonstrated acdeguate f
content validity, and high inter-rater agreement levels have been obtained gugprevi
studies. Other process and outcome measures were also used but are not as relevant to
the present study; they can be found in the original Hill et al. (1983) article.

For the Hill et al. (1983) analyses, the regular unitizing method was used with the
HCVRCS for comparing the first four sessions to the last eight sessions; pradbm
coding was used only for sequential analysis of the immediate effects of theloouns
response modes on the client responses. Results indicated that counselors used more
minimal encouragers in the first four sessions compared to the last eigbhseaai
more information and interpretation in the final eight sessions compared tHetfirst

sessions (here, “more” means the difference exceeded one standard dei&tiampl
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encouragers decreased from the first four sessions to the last eight s&ddiprs;.49,
p <.01. Counselor use of silence increased from the first four to the last eigbhsessi
t(11) = 2.38p < .01. Counselor use of interpretation also increased from the first four
sessions compared to the last eight sessi@iiy, = 3.87p < .01. Counselor verbal
activity level (i.e., the ratio of the number of words spoken by the counselor toahe tot
number of words spoken by both client and counselor) also increased from the first four
sessions compared to the last eight sessifiiy, = 4.80p < .01.

Predominant coding in the Hill et al. (1983) study was used for simplifying the
statistical sequential analysis of the immediate effects of counssjpsnse modes on
client response modes. For predominant coding with the HCVRCS, when the counselor
used more than one response unit in a speaking turn, and the units were of different
categories, the last response mode of the series was used (unless itcked-arta
guestion, such as, “isn’'t it?”) and the more complex response (for example, iatepret
rather than a closed question) was selected. For this analysis, only ttvedficient
response units following the counselor response were analyzed. For the counselor
response modes, minimal encouragers (which seem to have a different linguisticestr
than other counselor response modes), nonverbal referent, self-disclosure, andrether we
excluded in the analysis (the latter were excluded due to their infrequenteooe)rr
For the client response modes, simple responses, requests, discussion of plangndiscussi
of client-counselor relationship, silence, and other were excluded for sigakons.

Results of the Hill et al. (1983) sequential analysis found that: Description was
most likely to occur after closed questions and least likely to occur afet duidance

and interpretations, Experiencing was most likely to occur after silendeastdikely to
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occur after closed questions, and Insight occurred rarely — when it did oceas, iit the
first unit after silence or the second unit after open question or confrontatiortations

of the Hill et al. (1983) study include the sample size of just one client and onegherapi
in a time-limited therapy setting, so the results might not apply to longtterapy
settings, and the results may not apply to clients or therapists of: other gerdars(e
clients or male therapists), other ages, different therapy experieciagdands (for

clients, amount of previous therapy experience; for therapists, amount of egperie
providing and receiving therapy), different presenting problems (for clients), ands/a
other demographic differences.

Elliott et al. (1987) examined six therapist response-mode rating systeas to (
compare their interrater reliabilities, (b) seek a common set of primagdgs, and (c)
assess the discriminant validity of the primary modes. Seven therapy segticseven
different therapists were rated: (1) an initial session demonstraiwogdiéoning of
stuttering with a young woman usindpehavioralapproach (Brady, 1983), (2) the™.5
session of aational-emotivetherapy with a young male homosexual (Ellis, 1983), (3) the
5" session of a 12-session time-limitetationship-insight-orientetteatment of a
female college student (Hill et al., 1983), (4) an initial sessi@o¥ersationatherapy
(a relationship-dynamic treatment conducted by its originator; Hobson, 1982), (5) a
Jungiandream analgis with a male client (Progoff, 1983), (6) thé"kession of alient-
centeredreatment with a young woman (Rogers, 1983), and (7) an intake session
conducted by gestalt-dynamicallypriented counseling center therapist with a male
client who had procrastination problems (Hill, 1978). The six response mode systems

that were used in the study included: (1) Hill's Counselor Verbal Response Mode
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Category System (Hill, 1978), (2) Friedlander’s (1982) refinement ofsH{ll978) rating
system, (3) Stiles’ Verbal Response Mode System (Stiles, 1978, 1979), (4)sElliot
Response Mode Rating System (Elliott, 1985), (5) The Conversational Therapy Ratin
System (i.e. the Margison system; Goldberg et al., 1984), and (6) Mahrer’'s Taxohomy
Procedures and Operations in Psychotherapy (Mahrer, 1983).

The Hill (1978) system used in the Elliot et al. (1987) study included 14 mutually
exclusive categories and each response unit was defined as a grahsaateze (with
brief phrases such as “mm-hmm” and “yes” treated as separate unitsjetdniti
transcripts were rated independently by three trained undergraduates aratifiga
were based on agreement by two of the three judges with three-way disagseeme
resolved by discussion.

Friedlander’s (1982) rating system that was used in the Elliot et al. (198Y) stud
included nine mutually exclusive categories and had the same scoring unit$ids the
(1978) system except each unit must contain a verb phrase (phrases like “uh-reuh” wer
not rated and compound predicates were scored separately). Unitized trangempt
rated by three raters and procedures for resolution of disagreements wacalitent
those of Hill (1978).

Stiles’ (1978, 1979) system that was used in the Elliot et al. (1987) study included
eight mutually exclusive categories with the unit defined as the independese ola
nonrestrictive dependent clause; three trained undergraduates unitizecdnd rat
transcripts, and two-out-of-three convention was used for final ratingshxgé-tvay

disagreements defined as unclassifiable.

37



Elliott’s (1985) system used in the Elliot et al. (1987) study consisted of 10
nonmutually exclusive dimensions rated using 0-3 confidence ratings; althoughttise uni
flexible, for this study Hill's (1978) units were used; unitized transcripts aestwere
rated by rescaling confidence ratings to 0-1 scales, then averagingrige aaross four
raters (3 undergraduates and coauthor Friedlander).

The Margison system (Goldberg et al., 1984) used in the Elliot et al. (1987) study
included 11 mutually exclusive function categories rigidly defined by formal deies
ratings represented a combination of ratings by two judges (a resesistardsand a
coauthor Margison).

The Mahrer (1983) system that was used in the Elliot et al. (1987) study contained
35 mutually exclusive categories with the unit defined as the therapist’'s gpéaakin
Eight to 12 raters (graduate students and coauthor Mahrer) rated each sessiapdsom
and transcripts, and disagreements (less than 50% agreement) were resaviadibg r
responses or by labeling responses as unclassifiable.

Results of Elliot et al. (1987) showed that interrater reliabilities for the si
systems generally were similar when used to rate the seven diveegg/tbessions
(correlations were calculated between each pair of raters for eagbrgade dimension
in each system, then the means were calculated for each categoraftosystem).
Results of Elliot et al. also demonstrated moderate to strong convergetioe $or
modes that were rated in all of the systems (question, information, advisesfientian,
interpretation, and self-disclosure). Reassurance, confrontation, and acknoariedgm

were not rated by all six systems.
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Furthermore, the results of Elliot et al. (1987) indicated that these six modes did
discriminate among the seven diverse therapeutic approaches — each wéhe se
therapists showed a unique pattern of response modes that differed signifrocamtiye
other therapists. Brady (a behavior therapist) used more information and advisement but
less reflection, interpretation, and confrontation compared to the other therapists
Progroff also used more information but less advisement and confrontation compared to
the other therapists. Tanney (gestalt/dynamic therapist) used moreahérnself-
disclosure, and questions, and avoided using reflections and interpretations, compared to
the other therapists. Rogers used more reflection than any other therapistd Hill ha
relatively high use of interpretation and reflection which is consistent with iokgjiriy
of the relationship and dynamic therapy traditions. Ellis had a uniquely high use of
reassurance and confrontation but gave less information and self-disclosuresn tHdbso
not use any particular response mode more often, but did use less information compared
to the other therapists.

Limitations of the Elliott et al. (1987) study includes its limited sample aiz
seven therapy sessions, and non-standardized use of coauthors as rateter (e &t
systems used a coauthor as a rater but the first three systems used no&rdyaduate
student raters, which may affect how accurately the raters used the)syisteadition,
only one client per therapist was used, and the clients were not comparable in age,
gender, and presenting problem(s).

Hill et al. (1988) studied the effects of counselor response modes in brief
psychotherapy. 8 therapists (4 male, 4 female) served as counselors for $hithstud

ages ranged from 34 to 78 years, and they had 5 to 42 years of experience. Cleents wer
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8 women who were interviewed to determine whether they were appropriate and
motivated for brief therapy; all 8 women had valid profiles on the MMPI and etkvate
scores on the scales of Depression and Psychasthenia. The primary diagnaggsias |
by the researchers based on[ili@gnostic and Statistical Manual of Mental Disorders
(American Psychiatric Association, 1981SM-IIl) were dysthymicr{ = 5), generalized-
anxiety @ = 2), and cyclothymicr( = 1) disorders. Judges for the therapist response
modes were 9 undergraduates (6 women, 3 men). Counselors conducted 12 to 20
counseling sessions (about 50 minutes per session) with their assigned clients. Al
sessions were videotaped. After each session, clients and counselors watched the
videotape of the session. Both clients and counselors rated the helpfulness of each
therapist speaking turn on a 9-point scale (Helpfulness scale; Elliott, 198%;, Ell

Barker, Caskey, & Pistrang, 1982). Clients also rated their reactions fronighe C
Reactions System (Hill et al., 1988), whereas counselors indicated up to fiveoimgenti
for each speaking turn (Therapist Intentions List; Hill & O’Grady, 198%),@bservers
rated the peak client experiencing level on a 7-point scale (Client Expagesuzle;

Klein, Mathieu, Gendlin, & Kiesler, 1970; Klein, Mathieu-Coughlan, & Kiesler, 1986).
Results indicated that response modes were significantly relatedgHi{24, 48780) =
23.46,p < .001] to the three immediate outcome measures. Self-disclosure,
interpretation, approval, and paraphrase were the most helpful response modes. The
amount of unique variance accounted for by response modes was about 1%, which is
substantial considering that frequently more than one type of response modedyaer use
counselor speaking turn, that other process variables that interact with respdese m

(such as counselor intentions, counselor nonverbal behaviors, etc.) were not considered,
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and that contextual variables (e.g., stage in therapy, client state) wemnsmtered.
Results also showed large individual differences in the frequency of use anidefiess
of the response modes for different clients. Limitations of the study in¢kibimited
sample size of 8 female clients in brief therapy, which means the resyltsomapply to
female clients in general, male clients, or clients in long-termglera

Hess, Knox, and Hill (2006) studied the effects of three types of training
(supervisor-facilitated training, self-training, and biblio-traininggoaduate student
therapists’ use of reflections and immediacy with videotaped vignettes of drments.
62 (40 female, 22 male; age range 22-57 years old) master’s and doctoralegradua
student therapists from counseling-related programs in three universitied as
participants. Three female European American faculty members (the anfthioes
study) served as supervisors. The supervisors were primarily humanistic in thei
theoretical orientation. Judges consisted of three female master’s stglests in
counselor education with prior helping skills training. The average kappa betaiesen p
of judges was .91. The Hill and O'Brien (1999) version of the HSS was used; this study
focused only on the proportions of reflection of feelings and immediacy because these
were the focus of the supervision. The therapists were randomly assigned tsigne of
different sequences for types of training. After each type of training, tetsayatched a
randomly assigned vignette and wrote interventions at each of the fives patse
vignette. Results showed that for reflections, supervisor-facilitateuingdied to more
reflections than self-training (there were no statistically sicanitt differences found for
the other two comparisons). For immediacy, no statistically significaetreliftes

between the three types of training were found. Limitations include thatithiadgranly
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lasted 20 minutes for each type, trainees wrote rather than verbalized theenitibes,
trainees only had 30 seconds to write their interventions, the client situatians wer
simulated rather than actual clients, there was no control condition (i.e. a group that
received no training whatsoever), and the results may not apply to actual peyapgt
cases due to the analogue design of the study.

Goates-Jones and Hill (2009) examined the timing and effectiveness gishera
response modes. Clients were 26 female undergraduate students, and all aleents we
moderately anxious on the Beck Anxiety Inventory (Beck & Steer, 1990). Therapist
were 13 female doctoral student therapists, who had received at least orterseipes-
practicum training in the Hill (2004) helping skills model. Judges were six upysr |
undergraduates (five female, one male), and the primary investigat@ad€jemverage
kappas between pairs of judges for the predominant judgments were .98. Each therapist
saw two clients for one session that lasted 60-90 minutes. Clients and theatgistee
helpfulness of each therapist response unit on a 9-point scale when reviewing tmes sessi
on videotape. Three judges coded client narrative modes for each client spaaking t
using theNarrative Process Coding SystéWPCS; Angus, Hardtke, & Levitt, 1996).
There are three narrative types in this coding system: external (prosudiongerview of
events), internal (elaborating on experiences and feelings), or reflexney(gnd
interpretive analysis of events or experiences). Results showed ticatbtisignificant
overall association between therapist response modes and subsequent clierg narrati
modes, §%(8) = 93.46p < .001]: clients used more internal or reflexive narrative
processing modes when therapists used open questions about feelings and redfections

feelings. Clients often used an internal mode in response to therapist usecbbnsflef
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feelings (31% of the cases, with no cases showing the opposite pattern) or opengjuest
about feelings (15% of the cases, with no cases showing the opposite pattern). aNo over
association was found between client narrative processing modes and subsequent
therapist verbal response modes. No differences in client and therapist hetpfatmes

for the therapist response modes or the client narrative process modes were found.
Limitations include that the significant findings only were driven by the dati@$s than
one-third of the cases. Also, since the sample was limited to female clientsvaaid f
therapists, the results may not be applicable with male clients andéothaeapists.

Summary. In summary, studies using the HCVRCS/HSS have examined the
effects of helping skills on a number of variables. Helping skills have been stiown t
have a significant relationship with immediate outcome (Hill et al., 1988}aiG¢ypes
of helping skills have been shown to increase or decrease over the course of tidlrapy (
et al., 1983), and are related to client response modes (Hill et al., 1983; Goates-Jones &
Hill, 2009).

In addition, the HCVRCS/HSS has demonstrated good psychometric properties.
Evidence that the HCVRCS/HSS is able to distinguish behavioral differences i
theoretical orientations between therapists is supported by the Hill €2'29) finding
that the HCVRCS was able to distinguish different response mode styles betwgses, R
Perls, and Ellis (each therapist used response modes that were genasaignbwith
their theoretical orientations), and by the Elliot et al. (1987) finding that theRa@S
was able to distinguish unique patterns of response modes for seven therapists of
differing theoretical orientations. Convergence validity was demondgtiratbe Elliot et

al. (1987) study, which found that six of the response mode categories from the HCVRCS
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corresponded to similar categories in five other response modes systems. élightent
reliability has been found with using the HSS — average kappas betweeof padges
was .91 in one study (Hess et al., 2006) and .98 in another study (when using
predominant units; Goates-Jones & Hill, 2009).

Another finding is that some training methods may be more effective than others.
Supervisory training, rather than self-training or biblio-training, was reffeetive at
training counselors to use reflections and immediacy (Hess et al., 2006).

However, a limitation is that many of the studies have small sample sizest i
due to the amount of time it takes to do studies using the HCVRCS/HSS. In addition,
few studies have investigated helping skills in relation to dropout, or in relatioriyto ea
dropout.

I ntake Sessions

Conceptually-derived helping skills patter ns expected in intakes. In this
subsection, | summarize what several authors have written about the processeof int
sessions and synthesize their perspectives with the helping skills systedichying
what helping skills | would theoretically expect in intake sessions based on thei
perspectives. Concluding this subsection is a paragraph synthesizing the various
predictions based on what the various authors have written about the process of intakes.

According to Willer (2009), the four most important goals for seeing a cbent f
the first time are to: establish rapport, obtain informed consent including providing
information on confidentiality, determine the presenting problem, and evaluatietite
for suicidality and other crises. Also, three additional goals should be acsbetpin

most initial sessions: diagnose any mental illnesses, give feedbackctetih@bout
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diagnosis and treatment, and make referrals. Willer also included two addiji@isif
there is time after covering the first seven goals: obtain an overviewrehtlfe
problems the client is having, and gather social, medical, and mental healtlegistori
(includes information-gathering about psychological symptoms over time and past
involvement in mental health care). According to Willer, the order of the tasks would
ideally proceed according to the following: start the session, obtain informed
consent/provide information about confidentiality and provide an opportunity for
guestions; establish rapport; determine the presenting problem; obtain an overview of
client’s current life problems; diagnose any mental illnesses;safsesuicide and other
crises; obtain social, medical, and mental health histories (including irtfomadoout
psychological symptoms over time and past mental health care); provide teaalbac
client about diagnoses and treatment; make referrals; and end the session.

Based on Willer (2009), | can make several predictions about the helping skills
patterns to be expected in intake sessions. Open questions and closed questions might
especially be used early on when obtaining information about the client’s problems,
symptoms, and histories. Information about the process of helping may be ugeahearl
when obtaining informed consent and providing information about confidentiality.
Establishing rapport might occur throughout with self-disclosures of fads, ‘lehave 3
years of experience providing psychotherapy”), restatements, refiectir
interpretations. Information in the form of facts/data/opinions may be usedittvear
end to provide information about diagnoses, treatment, and referrals. Perhaps clients
would be more likely to drop out if the therapist asks too many closed as compared with

open questions; does not provide facts about him/herself that help to establish gredibilit
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does not provide restatements, reflections, or interpretations; and does not provide
information relevant to the treatment of the client’s problems.

Cavanagh and Levitov (2002) also discussed intake sessions. They located intake
interviews as part of the information-gathering stage among six sthgesnseling:
Therapeutic Alliance (Stage 1), Information Gathering (Stage 2)y&wen and
Feedback (Stage 3), Counseling Agreement (Stage 4), Change(s) in Behagers|St
and Termination (Stage 6). They stated that an intake interview is one of the most
common ways of obtaining information from clients, and that the intake process may take
three sessions (gathering information, making diagnoses and formulatingeineéa
recommendations). They noted that closed questions can be efficient and direct, but ca
limit the amount of information gathered: “the posing of specific questions illtesina
some aspects of the client’s life but leaves others in darkness” (p. 27). iastoopen
guestions that are non-directive allow more of the client’s values and padatsurface,
and allow clients to provide the information in the way that is most meaningful to them,
rather than in a form structured by the counselor. Closed questions may bergdoessa
obtain specific, important pieces of information (for example, with a potensiaitydal
client, asking whether a client has weapons in his/her home), whereas open questions
may allow clients to explore their thoughts and feelings about their issueserdepth.

Based on Cavanagh and Levitov (2002), | surmise that the basic tasks of the
initial intake session might involve alliance-building (Stage 1), informatitimegag
(Stage 2), as well as making diagnoses and formulating treatment recdatioes.
Alliance-building could involve restatements, reflections, self-disclosif&cts

enhancing a counselor’s credibility, approval-reassurance, interpnstatformation in
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the form of facts/data/opinions relevant to helping the client with his/hempirege
concerns, or information on how therapy might help the client. Information-gagheri
making diagnoses, and formulating treatment recommendations might involvepsimg
and closed questions to gather the required information. Communicating diagnoses and
treatment recommendations might involve providing information to the client about the
process of helping, or providing information in the form of facts, data, or opinions.

Hill (2009) also discussed the sequential tasks involved in a first session as well
as an intake protocol for helpers (“helpers” is the term used in Hill, 2009 tdaefe
counselors or psychotherapists). In starting a first session, the hedpprdiides
information about the helping process (e.g., “We have 30 minutes to talk today, and we
can talk about whatever you would like to talk about”), then they might briefly self
disclose about their credentials or background as helpers, explain the |ajidtesapy
(confidentiality, length of sessions, cost, etc.), ask clients whether thieyahg
guestions about what to expect from the helping process and answer questions about the
helping process, and then ask an open question (e.g., “What would you like to talk
about?”) to encourage clients to share their concerns. Helpers might provide
encouragement via approval and reassurance at any time that seezallyclini
appropriate. After starting the session, helpers clarify the cligatits and expectations
for the helping process. Next, helpers focus on a particular problem to work on. Finally,
helpers end the session by leaving 5 or 10 minutes for allowing the client to express
important feelings s/he hasn’t expressed thus far, or ask how clientsoiglttlaé session
and the work that was done. In intake sessions done in many mental health clihics, Hil

noted that the purpose of the intake is to gather information (about client demographics,
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presenting concerns, psychosocial history/background information pertinent tatipgese
problem, health and medical history, defining the client’s problem, and risk fadtotrs
she also noted that it is important to use attending and exploration skills (e.gtiaredle
of feelings, restatements) to help the client to feel comfortable.

Based on Hill (2009), certain patterns of helping skills might be expected in a
good intake session. In the first third of the session, it makes sense that therapid
use information about the process of helping, self-disclosure of facts, anadlased
guestions and open questions. In the middle of the session, open and closed questions
might be used to gain information about the client, while reflections, restatgrardt
approval-reassurance might be used for exploring the client’s concerns angdmnstor
discussing the presenting problems. In the last part of the session, some open questions
about feelings or thoughts about the helping process, a summary of what was
accomplished in the session, and/or information in the form of facts, data, or opinions
relevant to the client’s presenting concerns might be provided.

Summary. In sum, based on these three how-to descriptions of intake sessions, it
appears that is important to: establish rapport/build an alliance; explaontant aspects
about the therapy process (confidentiality, informed consent, etc.); gathenatifor
and history relevant to the client’s problems; assess for suicidalityfikes; and
provide diagnostic, treatment, and/or referral information as appropriate. Piveghel
skills that might be expected to occur in the first third are: informationtabetherapy
process (for informing the client about confidentiality, informed consent, @phe
logistics), self-disclosure of helper’s background (as relevant to buildiddpiity or

building the alliance), approval-reassurance (for alliance building; comatasic
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acceptance of the client), reflections and restatements (for alliandmbuwnd to

facilitate information-gathering; if done well help the client feel urtdedsand facilitate
information-gathering), closed and open questions (for information-gathering), and
information in the form of facts/data/opinions (for diagnostic, treatmentoareférral
information conveyed to the client). Helping skills that might be expected inititdem
third of the intake include open and closed questions (to gain information about the
client), and reflections, restatements, and approval-reassurance foirexgie client’s
concerns, history and presenting problems. Skills that might be expected in thedast
of the session include: some open questions about feelings or thoughts about the helping
process, restatements of what was accomplished in the session, and/or iofoimitéi
form of facts, data, or opinions relevant to the client’s presenting concerns. \&ké-int
only dropouts, perhaps certain skills may be used in too small quantities or may have
been poorly timed.

Studiesreporting overall proportions of helping skillsused in intakes. In this
section, | review articles that report overall proportions of helping skills usathiei
sessions. After reviewing each article in turn, | then summarize thadgsdnd
limitations of this literature.

Friedlander (1982) revised the HCVRCS. The revision of the HCVRCS
contained nine categories: encouragement/approval/reassurance, refestatarhent,
self-disclosure, confrontation, interpretation, providing information, informatidargge
direct guidance/advice, and unclassifiable. Clients were 17 undergradekieg $elp
for personal and vocational problems, and counselors were 11 doctoral student trainees at

a counseling psychology training agency. No other demographic data on clients or
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counselors was reported. Minimal face and content validity was achievevimg three
psychologists match samples to the definitions with near perfect agreeGwhen’s

kappa for the two judges was .83 on the practice data and .85 on that actual data. Results
indicated that, in the intake interviews, encouragement/approval/reassuesases

34% of the time, reflection/restatement 21% of the time, self-disclosure 2% bine,
confrontation 3% of the time, interpretation 3% of the time, providing information 17%
of the time, direct guidance/advice 6% of the time, information seeking 38% tohthe
and unclassifiable less than 1% of the time. Thus, the most used skills in the intake
sessions were information-seeking, reflection/restatement, providorgiation, and to
some extent, encouragement/approval-reassurance. Limitations of the shudly the
small sample size, the use of only doctoral therapists-in-training fanehepist sample,
very little information about the judges (the article did not indicate the gesgi=ror
theoretical orientation information for the judges), the lack of demographic iatiom
reported for clients and therapists, and the lack of information about therapists’
theoretical orientations and experience levels.

Lee, Uhlemann, and Haase (1985) used the HCVRCS-R (Friedlander, 1982) in
investigating counselor verbal and nonverbal responses in relation to cliegiirpdrc
expertness, trustworthiness, and attractiveness. Clients were 4 2érstnjversity
students (20 male, 27 female) who volunteered to participate in the study. Counselors
were 47 volunteer counselor trainees (17 male, 30 female; age ranged from 23 to 35,
median age of 25.3, experience in counseling ranged from 0 to 5 years; all had @bmplete
at least one counseling practicum course) in their first or second year of sriastd

training in counseling. Clients and counselors were randomly matched. The initial
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intake interviews lasted 20 minutes — however, only the first 15 minutes of each
interview was videotaped and analyzed. Judges were one male and one female graduate
student, who were trained until they agreed on 85% of the units classified. Agreement
levels between judges prior to discussion ranged from 71% to 98% on individual
transcripts, with a median of 89%. After discussion, inter-judge agreement ramged fr
91% to 100% on individual transcripts.

Analyses of the verbal response category data in Lee et al. (1985) found that the
beginning counselors primarily used reflection/restatement (43%), infiomseeking
(29%), and providing information (14%). Compared to well-known counselors such as
Rogers, Perls, and Ellis (see Hill et al., 1979), the beginning counselors in thisstdd
more information-seeking responses. Limitations of the study include thaterfiyst
15 minutes of the sessions were analyzed, that the intake sessions only lastede0 minut
in duration, and that both clients and counselors were volunteers for the study (the
findings might not represent real-life therapy settings).

Summary. In sum, the most-used skills in intake sessions with doctoral student
counselors are information-seeking and reflection/restatemend|igfraer, 1982; Lee et
al., 1985). The third most-used response mode in both studies was providing information
(Friedlander, 1982; Lee et al., 1985). Limitations in both studies include the small
sample size of clients, a lack of information about the theoretical orientation of the
judges, and that the therapist sample was limited to counselors-in-training.

Studiesreporting helping skillsused in thirds of intakes. In this section |
review the literature on helping skills used in thirds of intake sessions. | only foeed t

articles: Hill (1978); Lonborg, Daniels, Hammond, Houghton-Wenger, and Brace
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(1991); and Tryon (2003). At the end of this section, | summarize the relevant findings
and limitations of this literature.

Hill (1978) examined helping skills used over thirds of intake sessions.
Counselors were six PhD counseling psychologists (3 male, 3 female) with 1 tad1 yea
of full-time postdoctoral experience; their theoretical orientationg asgifollows: two
were mostly phenomenological, one was mostly gestalt, one was mostly psyctioanaly
and two were combinations of phenomenological, gestalt, and psychoanalytic
orientations. Clients were 12 university students (6 male, 6 female). Three joilges (
female PhD counseling psychologist, two female undergraduate psycholmyg)ma
categorized the therapist verbal responses for this study. Each counselor cbaducte
intake session with one male and one female. No sharp distinction existed between
intake interviewing and counseling at the counseling center, although the esmphasi
intake was on a better understanding of the problem and the formulation of a treatment
plan. The length of the sessions ranged from 16 to 66 mirMte10:30,SD= 15:48).
Judges were trained until they unanimously agreed on 80% of the categorizations. Each
session was divided into thirds based on duration of the session. Counselor verbal
activity (i.e. how much a counselor talks in comparison to the client) was exargined b
comparing the number of counselor response units per third of each session to the number
of client response units. Arc sine transformations were done on all coungéklr ve
activity scores and helping skills percentages prior to analyses totdorrekewing of
the data with proportion scores.

Results of Hill (1978) indicated that the mean percentage of counselor verbal

activity per thirds were 36.92¢6D =12.19), 39.83%SD =5.52), and 55.25%SD =
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10.02). There was a statistically significant difference in counselortgciuioss thirds

of the sessiong;(2, 22) = 28.82p < .001. A post hoc Scheffe test found that counselor
activity differed between the final third and an average of the first twastif(2, 22) =
7.61,p <.001, such that counselor verbal activity increased in the final third. The
changes in counselor usage of response categories were analyzed using 1y one-wa
repeated measures analyses of variance; 9 of the 17 categories backditasignificant
results for these analyses. Table 1 reports the mean percentageb feispanse
category for each third of the session, mean percentages of each responsg ioategor
session overall, F ratios for changes across thirds of the session, aind Egaiparing

the first two thirds to the last third. Post-hoc Scheffe' tests suggestduetichtihges
occurred during the final third, as seen in the F ratios comparing the firdtitd® to the
last third. Decreases occurred during the final third for minimal encouragsedcl
guestionppen questiorand restatemenincreases occurred for structurimgformation,
direct guidancenterpretation, and friendly discussion. Thus, counselors became more
active during the final third of the session — they engaged relatively mongng gi
information, direct guidance, interpretations, and friendly discussion, and engaged
relatively less in asking closed and open questions, giving minimal encouragaemdent, a
making restatements. During the first two thirds of intake sessions, courselors
average used mostly minimal encouragers (43% in the first third compared to the other
categories, 40% in the second third), closed questions (15% in first third, 14% in the
second third), and restatements (8% in first third, 9% in second third); the alieat t

the majority of the time, on average (73% of the time in first third, 60% of the time in

second third). A plausible explanation of the results is that there is a shift in the
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counselor's emphasis from gathering information about the client’s proldems t
beginning work toward resolving the problems.
Table 1

Hill (1978) Mean Proportions and Standard Deviations of Helping Skills

Part of Intake Session F ratios
Whole Changes1* 2
1%' third 2" third 3% third Session between 3rds vs.

Helping Skill M (SD M (SD! M (SD! M (SD! thirds  last 3rd
Approval-reas.06 (.05) .05 (.04) .06 (.05) .06 (.05) - -
Closed Questnl15 (.08) .14 (.05) .09 (.05) A3 (.07)  6.94* 3.86**
Open Question07 (.04) .05 (.03) .02 (.02) .05 (.04) 13.71*** 5.50***
Restatement .08 (.06) .09 (.05) .04 (.03) .07 (.05) 12.50%** 5,10***
Reflection .02 (.02) .02 (.02) .01 (.01) .02 (.02) - -
Challenge .01 (.01) .02 (.02) .01 (.02) .01(.02) - -
Interpretation .04 (.03) .06 (.05) .08 (.05) .06 (.05) 5.31* 3.00*
Self-disclosure00 (.01) .01 (.02) .01 (.03) .01(02) - -
Immediacy not used in Hill (1978)
Informatiorf .09 (.03) .10 (.04) .36 (.06) .18 (.06)

Information 14.46%** 5, 70%+*

Structuring 8.04**  3.86**

Nonverb ref. - -
Direct Guid. .03 (.07) .03 (.04) .09 (.08) .04 (.06)  23.53*** §.57*+*
Othef .03 (.03) .03 (.02) .04 (.01) .03 (.01)

Friendly disc. 11.54%** 4 25%*

Silence - -

Criticism - -
Unclassifiable - -
Minimal Enc. .43 (.19) 40 (.19) .20 (.08) 35 (119)  29.33%* 7,75+

Note.— = not reported in Hill (1978). The category ofdmmation is combined with Structuring and
Nonverbal Referent. The category of Other is combiwith Friendly Discussion, Silence, Criticismda
Unclassifiable.

*Percentages and standard deviations calculated basaformation provided in Hill (1978).
*p<.05. ¥*p<.01l. **p<.001.

Limitations of Hill (1978) include that the intake sessions varied so greatly in
length; this variable was not analyzed for whether intake session durdéocieaf
therapist verbal activity or helpings skills used in the thirds of the sessither O
limitations include the small sample size of 12 sessions, and that the cliens sampl
limited to university students who were willing to have their session tapeallass the

limited number and types of therapists and clients represented.
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Lonborg et al. (1991) examined counselor and client verbal response mode
changes during initial counseling sessions. The study used the Classifi&gtem for
Counseling Responses (CSCR; Highlen, Lonborg, Hampl, & Lassiter, 1982), a counselor
response mode system very similar to the HCVRCS. For data analysesjitied &8
categories of the CSCR were collapsed into 9 categories: minimal respmtguests,
approval/reassurance, information, instruction, restatement, empathy,ataegor, and
confrontation. Clients were 13 volunteer undergraduate students enrolled in psychology
courses (6 male, 7 female), who were offered extra credit for their patitzi.

Counselors were 8 first year master’s degree students (4 female, 4 maliedan an
introductory practicum course. There were three judges (1 male, 2 fewalgraduate
students in counseling psychology and one PhD counseling psychologist) for the CSCR.
Altogether, there were 13 cases of 50-minute initial sessions analyzed. eEsicim svas
divided into thirds, and 8-minute segments were analyzed from the middle of each third.
The average kappa coefficient for inter-judge agreement on the counselor response
modes categories was .81. As shown in Table 2, the numbers of minimal responses,
information, and confrontation increased significantly across thirds of thel sessions.

A limitation of the study is that only the middle 8 minutes of each third was &a&lyz

which means that 26 minutes of the 50 minute session were not analyzed — so no overall
percentages of the verbal response modes for the initial sessions could bé.reporte
Another limitation is the use of a therapist sample of beginning counseloet aihe

may or may not have had prior experience receiving or providing counselingtithe ar

did not indicate experience level of the counselors). Thus, the results may neanices

apply with more experienced counselors. A further limitation is the cienple being
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composed of volunteer undergraduate clients who were offered extra credéifor

participation — this sample is unlikely to be representative of clients wkdtlsapy in

real-life counseling agencies.

Table 2

Lonborg et al. (1991) Means Numbers and Standard Deviations of Helping Skills

Part of Intake Session

1% third 2" third 3 third F changes

Helping Skill M (SD! M (SD! M (SD! across%° p
Approval-Reassurance 0.09 (0.23) 0.16 (.032) (DZX®) 0.19 .83
Closed Question not in Lonborg et al. (1991) measure
Open Question not in Lonborg et al. (1991) measure
Restatement 0.52 (0.82) 0.57 (0.89) 1.01(1.26) 1.08 .36
Reflection Empathy 3.41(1.91) 5.77 (2.43) 5.19 (3.97) 3.05 .07
ChallenggConfrontatior)  0.00 (0.00) 0.31 (0.62) 0.92 (1.23) 4.19* .03
Interpretation 2.44 (2.25) 3.88 (3.52) 4.62 (3.42 1.89 17
Self-Disclosure not in Lonborg et al. (1991) measure
Immediacy not in Lonborg et al. (1991) measure
Information 1.56 (1.81) 3.55(3.27) 6.35(6.38) 6.32** .01
Direct Guidance

Requests 3.48 (2.30) 3.96 (2.86) 5.82 (5.40) 1.23 31

Instruction 0.05 (0.19) 0.77 (1.40) 0.67 (1.63) 2.41 A1
Other not in Lonborg et al. (1991) measure

Minimal encourager

Minimal responses 12.63 (6.09) 14.13 (7.32) 18.71 (7.34) 16.67**< .001

Note.ltalicsrepresent the name of the category used by Londtaal (1991). For alF analyses df = 2, 24
*p<.05. ¥*p<.0l. **p<.001

Tryon (2003) investigated what helping skills therapists used during the intake for
engagers versus non-engagers. The helping skills that Tryon (2003) looked abmere fr
an older version of the Hill (2009) Helping Skills System: the Hill Therapist Verba
Response Category System (HCVRCS; Hill, 1993). The HCVRCS (Hill, 1993)
contained 12 helping skills: minimal encouragers, silence, approval, informatiect, dir
guidance, closed questions, open questions, paraphrases, interpretations, confrontations
self disclosures, and other. Participants were 1 female psychologist agépestrand

11 clients (8 female, 3 male; 7 undergraduates, 4 graduate students; 4 were intake-only
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dropouts and 7 returned for the therapy session after intake). The study was conducted in
a university counseling center setting with a short-term (12-sessidprhiodel. Results

did not indicate a statistically significant difference in counselor vedb@ity between
engagers and non-engagers. Results showed that therapists used lessaonfgiviagd

and more minimal encouragers during the intake session for non-engagers thamdompa
to engagers. The opposite was found for engagers: therapists used higher amounts of
information-giving and fewer minimal encouragers during the intake sessiombuld

be expected by chance. Results also showed that client return for a scheduled
appointment after intake was related to an increase in information-giving and a
concurrent decrease in closed questions as the intake session progressed. Table 3
summarizes the results from this study. Tryon (2003) proposed that cliemiedetor
therapy when their problems had been sufficiently clarified to begin workirtgeon t
problems (through the therapist’s providing information in the latter part oéfssos).
Limitations of the study include: the sample of therapists was very smadl@nhg one
therapist (a 38 year-old Caucasian female clinical psychologistbwiears of post-Ph.D
therapy experience, who had a psychodynamic theoretical orientatioc)gaaed in the
study, the client sample consisted of only 11 university student clients (seven
undergraduates, four graduate students) at a large private easterntynibhersietting of

the study was a short-term therapy service at the university (thesmesyltnot apply to
long-term therapy settings), and the statistical methods may be confoundée forygdi
levels of therapist verbal activity (i.e. some therapists talk more than)osivers the

analyses were based on raw numbers of the helping skills used rather than gescenta
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Table 3

Tryon (2003) Mean Number and Standard Deviations of Helping Skills

Part of Intake Session Mean
, _ 1% third 2" third 3 third Whole session ~ Proportion

Helping Skill M (SD M (SD M (SD M (SD for session
Approval-Reass.

Non-engager - - - - 07

Engager - - - - 02
Closed Question

Non-engager 11.0(9.4) 25.8 (18.4) 16.3 (12.7) 53.0 (13.5) .25

Engager 39.9 (12.1) 30.1 (12.9) 19.6 (11.2) 89.6 (12.1) .29
Open Question

Non-engager — - - - .08

Engager - - - - 04
Restatement

Non-engager - - - - .06’

Engager - - - - .06’
Reflection not in the version of the HCVRCS used in Tryoi®320
Challenge this category was eliminated from the analyses beea&xpected value was <5
Interpretation

Non-engager — - - - Nokiy

Engager - - - - 0P
Self-disclosure

Non-engager - - - - -

Engager - - - - .01
Immediacy not used in Tryon (2003)
Information

Non-engager 23.5(14.4) 10.0 (6.1) 22.5(10.5) 56.0 (10.3) 27

Engager 25.1 (14.4) 43.1 (33.0) 59.7 (40.1) 128.0 (29.2) .40
Direct Guidance

Non-engager - - - - 04

Engager - - - - .03
Othef

Non-engager — - - - 0P

Engager - - - - 0P
Minimal encour.

Non-engager - - - - .21

Engager - - - - 14
Note. — = data not reported in Tryon (2003). Numbersesbal responses did not differ between engagers

and non-engagerB(1, 10)= 1.20,ns. Response modes differed between engagers andnuagers,
v}9,N=11) = 125.78p < .001. Engager intake sessions, compared to ngager intake sessions, had
more Information and fewer Minimal Encouragers thapected by chance. Information changed across
thirds for non-engagers vs. engagé&(&, 18) = 3.81p < .05. Closed questions changed across thirds for
non-engagers vs. engagef§?, 18) = 5.60p < .02. Minimal encouragers approached significdoce

thirds X engagement statlg2, 18) = 3.21p = .06.

%Calculated based on information in Tryon (2003Hextiraw numbers from thirds to get total, averaged
S.D.s to get total S.D’Estimated from Figure 1 in Tryon (2003) becauseerambers were not reported.
‘Percentages may be obscured by the categaijentebeing eliminated from analysis (expected value of
this category was less than 5).
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Summary. In summary, all three of the reviewed studies found differences in the
usage of helping skills across thirds of intake sessions (Hill, 1978; Lonborg et al., 1991,
Tryon, 2003). Information increased across thirds of intake sessions for aBtilnless.
Closed questions decreased as the intake sessions progressed for two of the dtudies (H
1978, Tryon, 2003); the third study (Lonborg et al., 1991) did not examine closed
guestions. In the study that examined helping skills in relation to engagemaent, clie
return for therapy after intake was related to a decrease in the numlzeseof guestions
from the therapist as the intake session progressed and an increase in the number of
information-giving statements across thirds of the intake (Tryon, 2003). Incaxlditi
client return was related to therapist giving higher amounts of informationaed fe
minimal encouragers during the intake session (Tryon, 2003). Limitations of thegexis
research on helping skills used across thirds of intake sessions include: anistadies
have examined helping skills in thirds of intake sessions, all of the reviewed $tadies
small samples of clients and therapists, and thus far the studies have only beeredonduct
in university counseling centers (except Lonborg et al., 1991, in which volunezgscli
were used). Limitations of the literature also include that only one studyfdr has
examined helping skills in relation to dropout. Furthermore, this one study that does
investigate therapist verbal behavior in intake sessions has its own lingtahe sample
of therapists was very small since only one therapist (a 38 year-old Gauf=asiale
clinical psychologist with 5 years of post-Ph.D therapy experience, who had a
psychodynamic theoretical orientation) participated in the study, the siele
consisted of only 11 university student clients (seven undergraduates, four graduate

students) at a large private eastern university, the setting of the studghas-rm
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therapy service at the university (the results may not apply to longherapy settings),
and the statistical methods may be confounded by differing levels of thernal
activity (i.e. some therapists talk more than others) since the analyselsasedeon raw
numbers of the helping skills used rather than percentages.

Adult Attachment Style: A Meta-Analysis

In this section, | summarize a recent meta-analysis of adult pteréeta
attachment style and psychotherapy outcome conducted by Levy, Ellison, Scott, and
Bernecker (2011). The definition of adult attachment categories usedyret.als was
based on the two underlying dimensions of attachment organization: anxiety and
avoidance. An anxiously attached adult tends to have fears of abandonment bynimporta
people in his/her life and tends to worry about his/her significant relatpm@irennan,
Clark, & Shaver, 1998). An avoidantly attached adult tends to avoid closeness with
important people in his/her life, and does not like to depend on others (Brennan et al.,
1998).

Levy et al.’s meta-analysis included 19 separate therapy samples frandib$,s
with a combinedN of 1,467. This sample included clients with a variety of diagnoses and
presenting problems, including but not limited to: major depression, borderline
personality disorder, marital problems, and post-traumatic stress disdrdets @ere a
variety of ages (the average client age in the 14 individual studies ranged from 24.6 to
44,98 years), and included both males and females (percentages of femalesdoahdivi
studies ranged from 0 to 100). Therapists in the meta-analysis had variousdhleoret
orientations, including cognitive-behavioral, psychodynamic/interpersanettie, and

integrative. Therapy treatment duration ranged from 6 to 52 weeks in individuasstudi
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used in the meta-analysis. Since various measures of attachment had deerthes&4
studies, the attachment scores in each study were coded for their degree ofregpiomx
to the two underlying dimensions of attachment avoidance and attachment anxaety. Th
mean effect sizes were computed as weighted averages of each saonmédian
coefficient, and weights consisted of two coefficients (one for sample sikatsath
sample’s contribution to the overall mean would take into account the sample’s size, and
one for weighing samples’ contributions to the overall mean based on how closely they
approximated the constructs of interest; Levy et al., 2011).

Results of Levy et al. indicated that the relationship between attacamaaty
and psychotherapy outcome (various measures of outcome were used in the various
studies) yielded a Cohen’s weight@df -0.460, with an 80% credibility interval df=
-0.320 to -0.608. This indicates that attachment anxiety negatively affects pgyapgth
outcome with a medium effect. The relationship between attachment avoidance and
psychotherapy outcome yielded a Cohen’s weigtted-0.014, with an 80% credibility
intervald = -0.165 to 0.275. This means that attachment avoidance had little, if any,
effect on psychotherapy outcomes. The relationship between attachment sewlrity
outcome wasl = 0.370, with an 80% credibility interval df=.084 to 0.678. This means
that higher attachment security predicted better psychotherapy outfcengst al.,
2011).

Limitations of Levy et al. include that treatment type was not controllegfg.,
individual and group therapy were mixed together, long-term and short-termergst
were combined in the statistical analyses, inpatient and outpatientdréatwere

combined), and that there was a lack of pre-treatment baseline data to compdre to pos
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treatment outcome (which means the results may have an alternative tapldre
clients with poorer outcomes began with poorer functioning pre-therapy, which could
rule out the influence of attachment on outcome). Further research with Viddited
measures of attachment that converge with underlying dimensions of anxiety and
avoidance, and that takes baseline measures of client functioning prior to trsevegdly a
as post-therapy, is needed to clarify the relationship between adult attacmaent
psychotherapy outcome (Levy et al., 2011).

Levy et al. derived a number of implications for practice based on the attachment
style literature and their meta-analysis. First, assessing tieafmattachment style,
whether formally or informally, may help inform practitioners sincentlattachment
style may influence the therapy outcome. Second, expect longer and motst diffic
treatment with anxiously attached patients but faster and more effeetwmént with
securely attached patients. Third, therapists may tailor their intesuesttiles to their
clients’ attachment styles (e.g., being more engaged with clieftsawiismissing
attachment style, being more explicit about the treatment frame ano¥aalgomore
structure to clients with a preoccupied attachment style, and avoiding
emotional/experiential techniques that may overwhelm clients who have preoccupied
attachment styles). Fourth, psychotherapists should not assume too much based on a
client’s attachment style (research and practice indicate thapthts tailor their
interpersonal styles to not overwhelm dismissing patients as well as ppeiaring
uninterested with preoccupied clients). Fifth, therapists may consider usmg\wagr
interpretive treatments — as opposed to interpersonally focused treatrettts —

dismissing individuals given preliminary evidence that such individuals seensptmce
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slightly better to these in short-term treatments, and attend to theistratthe internal
working models of clients who score high on both the anxiety and avoidance attachment
dimensions (since research suggests that much varies in this group’s functioning in
therapy and outcome). Sixth, therapists may keep in mind that attachmenastile c
modified with treatment, even in brief treatments and for patients with setexleraént
difficulties (e.g., borderline personality disorder), and that change irthatéaat can be
considered a treatment goal. For achieving this goal, preliminarycadealings
suggest that focusing on the relation between therapist and client and/or using
interpretations may be helpful in changing attachment style, at leastVerely
disturbed clients with personality disorders (Levy et al., 2006), and that a fange o
treatments might be useful for changing attachments styles of les®edspatients with

neurotic or Axis | disorders (Levy et al., 2011).
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Chapter 3: Statement of the Problem

Understanding differences between engagers and non-engagenssioter
therapist helping skills may help therapists reduce the occurrence ofndrent
engagement in psychotherapy. Since helping skills training is an integral gaat of
training of novice therapists (Hill & Lent, 2006), it may also be of interest t@thos
training novice therapists to know what therapist helping skills are assbwiklteclient
engagement in therapy. In the existing literature, however, very fearckers have
examined patterns of therapist helping skills used in therapy sessionsdgeengersus
non-engagers. Thus, further research on therapist helping skills in relaticanto cli
engagement in therapy is an important avenue of investigation.

There is thus far only one study examining therapist helping skills inoretat
engagement. Results of the Tryon (2003) study indicated that intake sessidiest®r c
who dropped out before attending the first therapy session contained lesgtidor
giving and more minimal encouragers from the therapist than would be expected by
chance compared to that of clients who returned for a subsequent session.

Tryon (2003) also found statistically significant differences regartiagiming
of therapist verbal interventions. For engagers (compared to non-engadngensintoer
of closed questions decreased, whereas the number of information-givingesiiste
increased as the session progressed. For non-engagers, in contrast, the aroseat of c
guestions increased and then decreased; information-giving showed the jrarerse
(initial decrease then later increase).

Although the findings of Tryon (2003) are a valuable and stimulating starting

point for investigating the relationship between client engagement irpyhana

64



therapist helping skills in intake sessions, further research on the topic is deeded
several considerations. First, the very small sample size of only 11 unigtusignt
clients (4 non-engagers, 7 engagers) and 1 therapist in Tryon’s (2003) sistdyem
considered—further studies with larger client samples and additional ther@eist
needed. Second, given that only one study has been conducted on the topic, additional
research is needed in all types of clinical settings, including longttesrapy settings
and with clients who are not university students. Third, the Tryon study did not control
for therapist verbal activity level in examining the timing of helping skdless thirds of
the intake sessions—thus, additional research examining the timing of therdpast ve
statements while controlling for therapist verbal activity level igledelt is important to
control for therapist verbal activity since the amount of talking a therapist(thee
therapist verbal activity level) might be an extraneous variable affeclient
engagement, rather than the amount of particular helping skills that were useldl, Fourt
since the definition of engagers in Tryon (2003) only involved clients who came back for
at least one subsequent session, studies examining helping skills agsoetiatclient
continuation beyond attendance of just one subsequent session are needed—it would be
important to investigate what helping skills predict longer-term comemtsifrom
clients.

Thus, | seek to extend the findings of Tryon (2003) in investigating the helping
skills used with non-engagers versus engagers by using: a) a Ergee size of clients,
b) more therapists, c) a long-term therapy setting, d) clients who ars seleking
therapy for a low fee (rather than university students), e) statistetaods that account

for therapist verbal activity in examining the timing of helping skills intieteto
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engagement, and f) a definition of ‘engager’ in which clients must have atteridadta
8 sessions of therapy (indicating greater “buy-in” than if they attendednas
subsequent session after the intake). The most widely used content ayatgsisis
counseling psychology research (Hill, Nutt, & Jackson, 1994), the Helping Slslisrdy
(HSS; Hill, 2009), was used in the present study to classify helping skéigorees.

Since minimal empirical evidence exists on the study of helping skills a
engagement, | pose research questions rather than hypotheses on thehipl&gtween
helping skills and engagement. Originally, | proposed two research quéetidimes
present study: 1o therapists use different proportions of skills in intake sessions with
clients who continue versus those who drop ,cann® 2)Does the proportion of therapist
skills change over thirds of intake sessions for dropouts compared to continuers?
However, to be more descriptive of the data, | accordingly re-formattedigieabr
research questions into nine research questions so that each skill occueast) B¥o of
the time had its own research question. In addition, to be more precise in my
terminology, | use the terms ‘engager,’” and ‘non-engager,’ instead of ‘dropodts
‘continuers.’

These nine research questions are presented and briefly discussed below.
Research Question 1: Do proportions of therapist approval-reassurance differ across
time (£, 2%, and & thirds of intake sessions) and condition (engager versus non-
engager)?

Hill (1978) found that approval-reassurance was on average used 5 to 6% for each
third of the intake; Hill found no difference in the use of approval reassurance across

thirds of the intake (see Table 1 in Chapter 2). Lonborg et al. (1991) found that average
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numbers of approval-reassurance did significantly differ across thirds (98 finst
third, 16% in the second third, 25% in the last third; see Table 2 in Chapter 2). Tryon
(2003) found that approval-reassurance was used 7% of the time with non-engagers and
2% of the time with engagers, but no differences were reported acrosfleasgsions
(these percentages were estimated based on the graph presented in Tryon, 2003).
Research Question 2: Do proportions of therapist closed questions differ acreg€’tim
2" and & thirds of intake sessions) and condition (engager versus non-engager)?

Hill (1978) found that use of closed questions decreased significantly between
first two thirds and the last third of intake sessions (15%%ahitd, 14% for 2° third,
and 9% for last thirdp < .01; see Table 1). Tryon (2003) found that closed questions
were used on average, 53 times with non-engagers and on average, 89.6 times with
engagers, a very large effedt£ 2.86). The timing of closed questions was found to
differ between engagers and non-engagers in Tryon (2003): closed questieasddat
first then decreased for non-engagers (11, 26, then 16 for raw numbers of ocsurrence
the £ 24 and last thirds, respectively), and decreased for engagers (40, 30, then 20 in
the £ 24 and last thirds, respectively), with< .02.
Research Question 3: Do proportions of therapist open questions about thoughts differ
across time (1, 2"¢ and 3" thirds of intake sessions) and condition (engager versus non-
engager)?

Currently there are no studies on whether the amount of open questions about
thoughts differs across time or condition. Tryon (2003) did provide data about
proportions of open questions (all subtypes) across condition — with non-engagers, open

guestions were used about 6% of the time in comparison with other helping skills used in

67



the intake session, and about 4% with engagers. However, Tryon (2003) did not
specifically test whether the conditions (engagers vs. non-engdgé¥sd on open
guestions with any statistical methods.

Research Question 4: Do proportions of therapist restatements differ aicnesg™, 2%,
and 39 thirds of intake sessions) and condition (engager versus non-engager)?

Hill (1978) found that the use of restatements decreased significantly between
first two thirds and the last third of intake sessions (8% Tdahitd, 9% for 9% third, and
4% for last thirdp < .001; see Table 1). Lonborg et al. (1991) did not find significant
differences across thirds (9% in the first third, 16% in the second third, 25% asthe |
third; see Table 2).

Tryon (2003) found no significant differences between engagers versus non-
engagers for therapist use of restatements (restatements were usetbabb6% of the
time for both engagement and non-engagement groups). No studies have examined
whether the timing of restatements across thirds of intake sessionsdilffgween
engagers and non-engagers.

Research Question 5: Do proportions of therapist reflections of feeling affess time
(1% 2" and 3 thirds of intake sessions) and condition (engager versus non-engager)?

Hill (1978) and Lonborg et al. (1991) found that the use of reflections did not
significantly differ across thirds (see Table 1 and Table 2). No studies xavéned
reflections across condition (engagers vs. non-engagers), or acrossrwiomnef time

and condition for intake sessions.
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Research Question 6: Do proportions of therapist disclosure-miscellaneousadiffes
time (£, 2%, and 3 thirds of intake sessions) and condition (engager versus non-
engager)?

Currently there are no studies on whether the amount of disclosure-mismeiane
differs across time or condition in intake sessions. Tryon (2003) did provide data about
proportions of self-disclosure (all subtypes) used with engagers: sdétisdisz was used
about 1% of the time in comparison with other helping skills used in the intake session.
No studies were found that reported proportions of any type of self-disclosma@nfor
engagers.

Research Question 7: Do proportions of therapist immediacy differ acrosé]ﬁtmﬁd,
and 3° thirds of intake sessions) and condition (engager versus non-engager)?

Currently there are no studies on whether the amount of immediacy diffess acr
time or condition in intake sessions. Thus, the present study will be the first study
examining the amount and timing (across thirds of the intake) of immediacwytiomeio
client engagement in psychotherapy.

Research Question 8: Do proportions of therapist information about the process of
helping differ across time {12, and ¥ thirds of intake sessions) and condition
(engager versus non-engager)?

Currently there are no studies on whether information about the process of

helping differs across time or condition. The present study will be the first tstigate

this research question.
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Research Question 9: Do proportions of therapist information in the form of facts, data
or opinions differ across time {12", and 3° thirds of intake sessions) and condition
(engager versus non-engager)?

Currently there are no studies on whether information-facts/data/opiniters di
across time or condition. The present study will be the first to investigateeti@arch
guestion.

One additional research question was added to replicate the combined imormati
category as was used by Tryon (2003). Tryon used an older 12-category version of the
Helping Skills System (HCRVCR; Hill, 1993), whereas | used a newer, more
differentiated version of the Helping Skills System (HSS; Hill, 2009) thaBhadbtypes
of information (helping process, facts/data/opinions, and feedback abouttite dlhe
3 subtypes were combined for comparison purposes with Tryon’s category of
information. Thus, the additional research question was:

Research Question 10: Do proportions of therapist information (all subtypes combined)
differ across time ¢, 2", and 3” thirds of intake sessions) and condition (engager
versus non-engager)?

Across time, both Hill (1978) and Lonborg et al. (1991) found that information
significantly increased across thirds of the intake sessions (9%, 10%, then 36% for the
Hill study, and 1.6, 3.6, and 6.4 in raw numbers for the Lonborg et al. study; see Tables 1
and 2). Across condition, Tryon (2003) found that engagement intake sessions contained
statistically significantly more information than non-engagenrgake sessions than
expected by chance (on average, 56 compared to 128 for non-engagers and,engager

respectively), a very large effedti= 3.29. The time X condition interaction was
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investigated in Tryon (2003), which found that information increased as engagement
sessions progressed, but initially decreased then increased for non-esigagEsaions
(see Table 3).
Additional Analyses

As we conducted the data analyses, a number of additional questions arose about
why there were differences between engagers and non-engagerssioftéetping
skills. Fortunately, we had collected more data at the research clinie thleestudy was
conducted. Hence, | present additional analyses of differences between eagagson-
engagers in terms of: client attachment, intake session duration, clieheppyt self-

rated need for therapy, and client pre-therapy outcome expectations.
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Chapter 4: Method

The present study examined therapist helping skills across thirdskd inta
sessions ¢, 2% and & thirds) and across engagement condition (engager vs. non-
engager). The design of the present study is a quantitative descriptivieBeid.
Power Analyses

Power analyses for 2-tailed t-tests indicated that for a large effectis 0.8, at
an alpha level of .05, 52 participants (26 engagers, 26 non-engagers) would be needed for
80% power. With the same expected effect size0.8, and same power level of 80%,
but changing the alpha level to .10, 40 clients (20 engagers, 20 non-engagers) would be
needed. With the same effect size of .8 and power of 80%, but an alpha of .20, 30 clients
would be needed (15 engagers, 15 non-engagers). Effect sizes from Tryon (2003)
indicated very large effects for closed questiairs,2.86, and informatiord = 3.29.
Using the effect sizd = 2.86, and alpha = .10, 6 clients (3 engagers, 3 non-engagers)
would be needed to have 80% power. Using the effectisiz&.29, and alpha = .10, 6
clients (3 engagers, 3 non-engagers) would be needed to have 80% power. The present
study, with 8 dropouts and 8 continuers, has 84.5% power to detect effdetdl of at
an alpha level of .10 when such effects indeed exist. Thus, the present sample size
provides sufficient power for detecting very large effedts (L.4) at alpha levels of .10.
Participants and Setting

Setting. The present study utilized data collected in the Maryland Psychotherapy
Clinic and Research Lab (MPCRL), a mental health clinic providing individual
psychodynamic/interpersonal psychotherapy to adults from the local coogm@me of

the main purposes of the clinic was to collect data for psychotherapy redbas; all
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sessions were videotaped with client consent for participating in thealesaad clients
completed research measures prior to receiving therapy, after essigrs and at post-
therapy. The therapy was open-ended with no maximum number of sessioss client
could attend (although there were limits on how long they could see a partictdgighe
depending on therapist length of participation in the clinic). Video-recordadrsess
were typically 45 to 60 minutes in length.

Clients. Data from 16 clients were used in this study, with two engagers and two
non-engagers for each of the four therapists. Eight were non-en¢fagensale, 3 male;
ages ranged from 27 to 99,= 34.8 years oldSD= 9.5 years; 3 Caucasian, 2 African
American, 2 Hispanic, 1 Middle Eastern); eight of the 16 were engagerrmgiféb
male; ages 22-48/ = 29.1 years oldSD= 8.9 years; 5 Caucasian, 2 Hispanic, 1 African
American). Client presenting problems, as reported in screening and imikgews,
included anxiety/depression € 8), interpersonal relationship issuas=(11), and career
issuesii = 7); some clients had more than one presenting problem. None of the clients in
the study were currently in psychotherapy elsewhere. None of the tlazhtaurrent
alcohol/drug abuse or psychosis. Any clients taking medication had been stabilized on
psychotropic medication (i.e. taking it for over 2 months) prior to starting seraiche
MPCRL. Clients were not informed of the hypotheses of the study.

Therapists. Four therapists (3 female, 1 male; ages 27 t&/48,34.8 years old,
SD= 9.5 years, 2 Caucasian, 2 Asian) participated in the study. All four were cagnseli
psychology doctoral students who had completed at least two years of pracaicuimg.

Judges. Five research assistants (four upper-level undergraduate research

assistants, one graduate student; 2 male, 3 female; 3 Caucasian, 1 Middle Eastern, 1
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Indian and Portuguese; aged 20185 22.8,SD = 3.2) and the primary investigator
(graduate student, female, Asian American, age 24) served as judges folpthg He
Skills System.

Measures

Client demographics. A computer-administered questionnaire asked clients
about their age, sex, race/ethnicity, highest educational level obtainedhtgakr, and
whether they had ever consulted a mental health practitioner for any problem.

Therapist demographics. A computer-administered questionnaire asked
therapists about their age, sex, race/ethnicity, educational level, yeatoratipcogram,
and number of years providing counseling.

Judge demographics. A computer-administered questionnaire asked helping
skills judges about age, sex, race/ethnicity, educational level, and wehiowl.

The Helping Skills System. The Helping Skills System (HSS; Hill, 2009) is a
revision of the Hill Counselor Verbal Response Category System (HCVRS19¥B;
1986). The HSS consists of 20 nominal, mutually exclusive categories of therapat ve
behavior: approval and reassurance, closed questions, open gquestions about thoughts,
open questions about feelings, open question for insight, open question for action,
restatements, reflection of feelings, challenge, interpretationpsiise of feelings,
disclosure of insight, disclosure of strategies, immediacy, information abqutoitess
of helping, information in the form of facts/data/opinions, information providing
feedback to the client, process advisement, direct guidance, and other (Hill, 2009). For
the present study, an additional category for disclosure was added since rieny of

therapists used disclosures for things such as the therapist’'s name, |eaieimd,tor
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similarities to the client—we titled this category disclosure-plianeous. Thus, the
present study utilized a 21-category version of the HSS.

The original HSS was developed by combining categories from 11 existing
response modes systems and having professional therapists of differingja¢akeore
orientations match examples to the definitions (Hill, 1978). Concurrent validity for
previous versions of the HSS was established with similar categories on sfizarse
mode systems (Elliot et al., 1987). When categories in six different ratiegsys/ere
compared at the same level of specificity, moderate to strong convergenfmune for
the six modes that were included in all six systems: question, information, adviseme
reflection, interpretation, and self-disclosure (Elliot et al., 1987).

Average kappas between pairs of judges with the HCVRCS/HSS have ranged
from .71 (Hill et al., 1979) to .91 (Hess et al., 2006). For the present study, average
kappa between pairs of judges using the 21-category HSS was .75, ranging from .61 to
.84 for individual cases. Since the present study used consensus to determine the final
HSS coding for each case, the inter-rater kappas were calculated oehenicdent
codings that were done prior to the consensus discussions.

Client attachment style. The Experiences in Close Relationships Scale (ECR,;
Brennan et al., 1998) is a 36-item self-report measure assessingpataritic
attachment style. The ECR uses a 7-point Likert scale (1 = disagregl\stibr agree
strongly) and is currently the most widely used paper-and-pencil measuh@tof a
attachment style. The Avoidance subscale measures an individual’s levelonhidig
with emotional closeness, openness, and interdependence in romantic relationships. The

Anxiety subscale measures the extent to which a person fears being rejegitadedge
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or abandoned by romantic partners. Both subscales have had high internal consistency
estimates (.90 to .94 for Avoidance, .88 to .91 for Anxiety; Brennan et al., 1998; Mohr,
Gelso, & Hill, 2005) and high 6-month test-retest reliabilities (.68 for anziedy.71 for
avoidance; Lopez & Gormley, 2002). In the present saiplel5 because one engager
was missing ECR data. High internal consistency was found in the presghe $ar
Avoidance & = .93) and Anxietyd = .92).

Intake session duration. Intake session duration was determined by recording
the total length of each DVD recording for each of the 16 cases.

Client pre-therapy need for therapy. Prior to scheduling their intake session,
clients were verbally asked screening questions by clinictstattermine their
appropriateness for the clinic. One of the screening questions assessqut&libatapy
need for therapy, “How much do you need to be in psychotherapy now?” and clients
responded verbally on a scale of 1 (not at all) to 5 (it's essential).

Client pre-therapy outcome expectations. Another question asked at the time of
screening was, “How confident are you that you can eventually overcome gbierps
and have a satisfying life?” and clients verbally responded on a scale of 14lpteab
(extremely confident).

Procedures

Client recruitment. Clients were recruited from the community for the research
clinic through advertisements in local newspapers, flyers on campus andanahe |
community, referrals from professionals in the local area, word of mouth, andnile&s cli
website. Clients were screened to determine if they met the éfygdriteria. If so, they

were scheduled for an intake session with one of the therapists. If not, theyweera gi
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referral to another mental health provider. Clients were not provided with aripaaldi
compensation beyond low-fee psychotherapy (typically, $10 to $50 per session), because
we wanted clients to be motivated for seeking therapy and thus betteerghes

outpatient population.

As of February 10, 2010 when the final case was collected for the present study,
approximately 174 people had contacted the clinic for information, 71 were screened, 45
were scheduled for intake interviews, 42 showed up for intake interviews, 11 did not
return after the intake, 8 completed between 1 to 7 sessions post-intake, and 28domple
at least 8 sessions post-intake. Of the 10 therapists who conducted intakes prior to
February 10, 2010, only 4 therapists had at least 2 intake-only dropouts antat leas
clients who continued past 8 sessions and thus were eligible for the study. Twerengag
and two non-engagers were chosen from each of the 4 therapists to balance the numbers
of clients in each condition, for a total of 16 cases. Data collection for thesenzse
completed in approximately 18 months, not including helping skills coding.

Therapist recruitment. Therapists for the research clinic were recruited by word
of mouth and through email announcements in the counseling psychology doctoral
program at the university where the study was conducted.

Judgerecruitment. Judges were recruited from upper-level psychology classes.
All judges had at least a 3.0 overall grade point average, and at least a Bdqagyc
grade point average. All judges were interviewed to determine their motivation and
commitment for being judges in the present study. Out of 18 applicants, 5 wene tthose

be judges for the present study.
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Intake sessions. When clients arrived for their intake session, they first signed
informed consent forms and then completed pre-therapy measures. They therhraet wit
therapist for an approximately 60-minute-long intake session. In the seakin,
therapists typically asked about the client’s presenting problem(s)athee and
duration of symptoms, family history and dynamics, medical condition (overathheal
medications, changes in sleep or appetite), current support systems (betack)t
important relationships, presentation style, and basic demographic information

Training for the HSS. Judges completed 32 hours of training including bi-
weekly 2 hour meetings and time spent reading and practicing coding. Irstistdge of
training, judges read the HSS manual [see Webform E of Hill (2009) located at
http://forms.apa.org/books/supp/hill3/index.cfm?action=students&articleedd and
completed practice exercises, discussed the HSS, and talked about potentialitees
second stage of training, judges practiced unitizing, coding, and discussingl one f
transcript. In the third stage of training, judges coded two practice vidsobapherapy
sessions that were not used for the present study. Upon completion of training, the
average kappa between pairs of judges exceeded .70.

Transcriptsfor the HSS. All of the therapist verbal statements in each intake
session were transcribed by judges and then revised for accuracy. There wa
identifying information on the transcripts to protect the anonymity of both chents
therapists. Also, to protect the anonymity of the clients, judges were gistof |
names (including client names, therapist names, and other people) to se&iictiiveany
of the clients or therapists. Judges were instructed to not code sessionsayharetv

the client, and instructed that if they recognized a client when beginnirgi¢o &
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videotape, they should immediately stop watching. None of the judges indicated yhat the

knew any of the clients either prior to or when watching any of the videotapeahsessi
Unitizing for the HSS. For each intake session, at least two judges

independently unitized [i.e. divided the therapist utterances into grammatitahses;

see rules for unitization in Webform F of Hill (2009) at

http://forms.apa.org/books/supp/hill3/index.cfm?action=students&artickesd]

transcript. Judges then discussed any discrepancies and final unitizatideterasined

by consensus of the judges assigned to the case. Average percent agre@ment bet

pairs of unitizers prior to discussion on each case was 888 8.1), ranging from 0.80

to 0.93 for individual cases. Percent agreement was assessed by dividing theafumber

agreed-upon units for a case by the sum of the agreed-upon and disagreed-upon units for

each case. An agreed-upon unit was one that both unitizers considered a unit. tnits tha

did not differ in meaningful content were counted as agreements—for example, if one

unitizer put a unit after “dog” in the sentence “The fox jumped over the dog, / um, it was

an amazing sight...” while the other unitizer put the unit after “um” in the santernse

(“The fox jumped over the dog, um, / it was an amazing sight...”), the unit was counted

as an agreement. Another example would be when the word “like” in the sentence was

used in such a way that units before and after the “like” would be counted as an

agreement (“It was nice, / like, it was really nice” and “It was nice, likewvas really

nice” were counted as an agreed-upon unit). Disagreed-upon units were amyesgta

which one unitizer had a unit in a place where the other did not (except if the difierence

only differed by things such as “um” and “like” discussed above). Each tthrer ei
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unitizer had a unit in a meaningful place where the other did not, the unit was counted as
a disagreement.

Coding using the HSS. At least three judges independently assigned one of the
21 HSS categories to each unit in each speaking turn; these independent judgmrents
used to calculate inter-judge reliability. When two or more judges assitjffierent
HSS categories for a speaking unit, the coding team discussed the codirgaahtng
resolution through consensus. Judges were not told of the purpose of the study, and
coded the data without knowledge of which clients were engagers and which were non-
engagers.

Thirds of the intake sessions were determined by dividing the total time of the
session into thirds. For example, if the total time for a session was 57 minutes, 5@ divide

by 3 is 19, so the thirds would be 19 minutes each.
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Chapter 5: Results

For the main analyses, we set alpha at .10 because of the exploratory nature of the
study. We were more concerned about making Type Il (false negatioey ivan Type |
(false positive) errors, given the small sample size. For the planned ceomsaie used
an alpha of .033 (i.e., .10 divided by 3) given that there were three planned comparisons
for each analysis.
Descriptive Statistics

Proportions for each helping skill across thirds and for the whole intake are
reported for non-engagers in Table 4, for engagers in Table 5, and for msrgagdj@on-
engagers combined in Table 6. Proportions were determined by dividing the number of
times each skill was used in each case by the total number of skills usedcparticatar
case; then the proportions were averaged to determine average proportionagergng
for non-engagers, and for engagers combined with non-engagers. Note #hat thes
proportions do not account for the nested structure of the data, and are thus not the same

proportions estimated when conducting the statistical tests of the data.
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Table 4

Proportions of Helping Skills Used in Intake Sessions for Non-engagers

1° Third 2" Third 3 Third Overall
Helping Skill M SD M SD M SD M SD
1. Approval-Reassurance 11 .0808 .05 .09 .05 .10 .05
2. Closed Question 24 17 .28 .19 .11 .08 .19 .11
3a. Open Question-Thoughts 10 .099 .03 .04 .04 .07 .04
3b. Open Question-Feelings .00 .0102 .02 .01 .01 .01 .01
3c. Open Question-Insight .01 .0200 .00 .00 .01 .00 .01
3d. Open Question-Action .00 .00.00 .00 .00 .00 .00 .00
4. Restatement 19 .05 24 .07 .13 .05 .19 .05
5. Reflection of Feelings .03 .02.03 .03 .03 .03 .03 .03
6. Challenge .00 .00 .00 .01 .00 .01 .00 .00
7. Interpretation .00 .00 .00 .01 .00 .00 .00 .00
8a. Disclosure-Feelings .00 .0100 .01 .00 .01 .00 .01
8b. Disclosure-Insight .00 .00.00 .00 .00 .00 .00 .00
8c. Disclosure-Action .00 .00.00 .00 .00 .00 .00 .00
8d. Disclosure-Miscellaneous .01 .0102 .05 .01 .01 .01 .02
9. Immediacy .03 .06 .01 .02 .03 .03 .03 .03
10a. Information about Process of Helping 24 203 .13 42 .18 .28 .14
10b. Information-Facts/Data/Opinions .02 .040 .11 .10 .15 .07 .10
10c. Information-Feedback about the Client .00 .000 .00 .00 .01 .00 .00
1la. Process Advisement .01 .0100 .00 .01 .02 .01 .01
11b. Directives .00 .00 .00 .00 .01 .01 .01 .01
12. Other .00 .00 .00 .00 .00 .00 .00 .00
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Table 5

Proportions of Helping Skills Used in Intake Sessions for Engagers

1% Third 2™ Third 3“Third Overall
Helping Skill M SD M SD M SD M SD
1. Approval-Reassurance .05 .0410 .05 .07 .06 .07 .03
2. Closed Question .18 .13.21 .14 .10 .05 .16 .08
3a. Open Question-Thoughts 15 0809 .06 .06 .03 .09 .02
3b. Open Question-Feelings .01 .0101 .02 .01 .01 .01 .01
3c. Open Question-Insight .00 .0000 .01 .00 .00 .00 .00
3d. Open Question-Action .00 .00.00 .00 .00 .00 .00 .00
4. Restatement 26 .10 .35 .17 .12 .06 .21 .06
5. Reflection of Feelings .05 .05.06 .08 .01 .02 .03 .02
6. Challenge .00 .00 .00 .00 .00 .00 .00 .00
7. Interpretation .00 .00 .01 .02 .00 .01 .00 .00
8a. Disclosure-Feelings .00 .0000 .00 .00 .00 .00 .00
8b. Disclosure-Insight .00 .00.00 .00 .00 .00 .00 .00
8c. Disclosure-Action .00 .00.00 .00 .00 .00 .00 .00
8d. Disclosure-Miscellaneous .03 .0300 .00 .01 .02 .01 .02
9. Immediacy .00 .00 .01 .03 .02 .02 .01 .02
10a. Information about Process of Helping .26 .197 .07 .50 .15 .34 .10
10b. Information-Facts/Data/Opinions .02 .0308 .09 .06 .04 .06 .04
10c. Information-Feedback about the Client .00 .000 .00 .00 .00 .00 .00
1la. Process Advisement .00 .0000 .00 .01 .01 .00 .00
11b. Directives .00 .00 .00 .00 .01 .02 .01 .01
12. Other .00 .00 .00 .00 .00 .01 .00 .00
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Table 6

Proportions of Helping Skills Used in Intakes for Both Engagers and Non-engagers

1% Third 2" Third 3“Third Overall

Helping Skill M SD M SD M SD M SD
1. Approval-Reassurance .08 .0609 .05 .08 .05 .08 .04
2. Closed Question .21 .15.24 .17 .10 .07 .17 .10
3a. Open Question-Thoughts 12 0709 .05 .05 .04 .08 .03
3b. Open Question-Feelings .01 .0101 .02 .01 .01 .01 .01
3c. Open Question-Insight .00 .0200 .01 .00 .01 .00 .01
3d. Open Question-Action .00 .00.00 .00 .00 .00 .00 .00
4. Restatement 23 .08 30 .14 .13 .05 .20 .06
5. Reflection of Feelings .04 .04.05 .06 .02 .02 .03 .02
6. Challenge .00 .00 .00 .01 .00 .01 .00 .00
7. Interpretation .00 .00 .00 .01 .00 .01 .00 .00
8a. Disclosure-Feelings .00 .0000 .01 .00 .00 .00 .00
8b. Disclosure-Insight .00 .00.00 .00 .00 .00 .00 .00
8c. Disclosure-Action .00 .00.00 .00 .00 .00 .00 .00
8d. Disclosure-Miscellaneous .02 .0201 .03 .01 .02 .01 .02
9. Immediacy .01 .04 .01 .02 .03 .03 .02 .02
10a. Information about Process of Helping .25 .190 .10 46 .16 .31 .12
10b. Information-Facts/Data/Opinions .02 .0309 .10 .08 .11 .07 .08
10c. Information-Feedback about the Client .00 .00 .00 .00 .01 .00 .00
1la. Process Advisement .00 .0100 .00 .01 .01 .00 .01
11b. Directives .00 .00 .00 .00 .01 .02 .01 .01
12. Other .00 .00 .00 .00 .00 .01 .00 .00

Preliminary Analyses

Since the data for the present study consist of helping skills nested withis clie
who are nested within therapists, the observations are not independent, which &iolates
assumption of logistic regression analyses. To address this assumptianinprgltests
of differences among therapists and among clients within therapists avehected at the
alpha = .05 level. The therapist and client effects were tested sepavatdgli of the 10
skill categories using t-tests of covariance parameter estimateseatbtising
Generalized Linear Mixed Modeling (GLMM) in SAS with the PROC GLIMMIX
command. Clients nested within therapists as a random factor occasionallyeproduc
statistically significant effects, so the cl(th) nesting factor retained for all 10

categories analyzed. However, therapists as a random factor did not progluce an
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statistically significant effects (see Appendix A), so the randomtsftddherapists were
excluded in the subsequent analyses. For one of the 10 categories, Open Questions-
Thoughts, analyses of therapist effects could not be tested because thezataximi
algorithm necessary to run the analyses did not converge (i.e., the SAS esoftwiat
not run the analyses).
Main Analyses and Planned Comparisons

Ten doubly-nested logistic regression analyses were conducted for each®f the
research questions via Generalized Linear Mixed Modeling in SAS with th€ PRO
GLIMMIX command. For each analysis, we first tested the interacti@oaflition X
Time, while controlling for therapist verbal activity level and fortglftesting. Therapist
verbal activity levels were controlled for by including appropriate ¢ates in each
model, and clients nested within therapists were controlled by for includimgase
random variables. If the interaction was not statistically significseathen removed the
interaction term from the model and tested a main effect model for Condition and a mai
effect model for Time separately, while controlling for therapist vaabity level and
clients nested within therapists for each main effects model.

Planned comparisons were conducted for any of the Condition X Time
interactions or Time main effects that were statistically sigamficWhen the interaction
was statistically significant, planned comparisons tested whether dropduterginuers
differed within each third of the intake session, at an alpha level of \WB&n the main
effect of Time was statistically significant, planned comparisonedeghether the use of

a particular skill differed from the first to the second third of the session,thersecond
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to the last third of the session, and from the first third to the last third of thersedsan
alpha level of .033.

Research Question 1: Do proportions of therapist approval-reassurance differ across
time (£, 2%, and 3 thirds of intake sessions) and condition (engager versus non-
engager)?

For approval-reassurance, the Condition X Time interaction was statysticall
significant,F(2, 3856) = 3.75p = .024. Planned comparisons revealed that therapists
used more approval-reassurance with non-engagers than they did with engtdgers
first third of the session§;(1, 3856) = 4.86p = .028, but did not significantly differ in
their use of approval-reassurance with engagers and non-engagersecand or last
thirds of the sessionB(1, 3856) = 0.17p = .682, and~(1, 3856) = 1.31p = .253,
respectively. Figure 1 depicts the Condition X Time interaction for the adjestimated

mean percentages of approval-reassurance.
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Figure 1. Adjusted estimated mean percentagesprbapl-reassurance for engagers and non-engagers
across thirds of the intake sessions. The CondXidiime interaction was significarf(2, 3856) = 3.75p
=.024. Therapist use of this skill differed folgaigers and non-engagers in the first third of dssisns

(comparing vertically)F(1, 3856) = 4.86p = .028, but not in the second or last thirds.

Research Question 2: Do proportions of therapist closed questions differ acrog’time
2" and 3 thirds of intake sessions) and condition (engager versus non-engager)?

For closed questions, there was no statistically significant Condition X Time
interaction,F(2, 3856) = 0.57p = .566. Thus, we removed the interaction term from the
model and tested the main effects models. Therapist use of closed questions did not
significantly differ between engagers and non-enga§€ts,3861) = 0.03p = .873.
However, therapist use of closed questions differed across thirds of the intaduessess
F(2, 3858) = 31.48p < .001. Planned comparisons revealed that the adjusted estimated
mean proportions of therapist closed questions significantly increasedhiedirst to the

second third of the intake sessioR€l, 3858) = 5.89% = .015, decreased from the
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second to last thirds(1, 3858) = 59.06) < .001, and was significantly greater in the first
compared to the last thir8(1, 3858) = 46.81p < .001. Figure 2 illustrates the main

effect of Time for the adjusted estimated mean percentages of closadrpiest
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Figure 2.Adjusted estimated mean percentages of closedigngsicross thirds of the intake sessions

when combining engagers and non-engagers. The e effect was statistically significart(2, 3858)
= 31.48,p <.001. Therapist adjusted average use of closedigneshanged significantly from the first
the second third; (1, 3858) = 5.89p = .015 from the second to the last thifel,1, 3858) = 59.06p < .001,

and from the first to the last thirB(1, 3858) = 46.81p < .001.

Research Question 3: Do proportions of therapist open questions about thoughts differ
across time (%, 2% and 3° thirds of intake sessions) and condition (engager versus non-
engager)?

For open guestions about thouglite Condition X Time interactior;(2, 3856)
= 0.51,p = .600, was not statistically significant and so we tested the mairnsedffiec

condition (dropout versus continuer) and tim& @', or 3% third of intake session)
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separately. Thus, we removed the interaction term from the model and testedithe m
effects models. Therapist use of open questions about thoughts did not differ between
engagers and non-engagers in the intake sessins3861) = 1.61p = .205. However,
therapist use of open questions about thoughts did differ across thirds of theH(Rake,
3858) = 12.24p < .001. Planned comparisons revealed that the estimated average use of
open questions for thoughts significantly decreased from the first to the sbodraf t

the intakeF(1, 3858) = 4.91p = .027, from the second to last thiFq{l, 3858) = 6.63p

=.010, and from the first to last thifd(1, 3858) = 23.48) < .001. Figure 3 illustrates

the main effect of Time for the adjusted estimated mean percentages of opamguest

about thoughts.
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Figure 3.Adjusted estimated mean percentages of open quesdtioughts across thirds of the intake
sessions when combining engagers and non-engddperd.ime main effect was statistically significant,
F(2, 3858) = 12.24p < .001. The adjusted average use of open questlong thoughts changed
significantly from the first the second thirf(1, 3858) = 4.91p = .027, from the second to last thiFe{]1,

3858) = 6.63p = .010, and from the first to last thire(1, 3858) = 23.48y < .001.

Research Question 4: Do proportions of therapist restatements differ acres&¥jra™,
and 39 thirds of intake sessions) and condition (engager versus non-engager)?

For restatements, the Condition X Time interaction was statisticghyfisant,
F(2, 3856) = 5.66p = .004. Planned comparisons indicated that therapists did not
significantly differ in their use of restatements with engagers vamugngagers in the
first third of the session§;(1, 3856) = 0.75p = .387, second third of the sessioRl,
3856) = 1.97p = .161, or last third of the sessions, &, 3856) = 2.46p = .117,
respectively. Figure 4 depicts the Condition X Time interaction for the adjastenated

mean percentages of restatements.
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Figure 4. Adjusted estimated mean percentagesstateanents for engagers and non-engagers across thi
of the intake sessions. The Condition X Time intéoe was significant-(2, 3856) = 5.66p = .004.
Engager and non-engager groups did not signifigatitier from each other (comparing vertically) kit

any of the thirds.

Research Question 5: Do proportions of therapist reflections of feelings diftessac
time (£, 2%, and 3 thirds of intake sessions) and condition (engager versus non-
engager)?

For reflections of feeling, the Condition X Time interaction was sizeaibf
significant,F(2, 3856) = 3.17p = .042. Planned comparisons indicated that therapists did
not significantly differ in their use of reflections of feeling withlgagers versus non-
engagers in the first or second third of the sessk(is,3856) = 0.13p = .721, and~(1,

3856) = 0.32p = .574, respectively. Results for the final third were marginally

91



significant,F(1, 3856) = 3.95p = .047. Figure 5 depicts the Condition X Time

interaction for the adjusted estimated mean percentages of reflectiopirgf.fe

Reflections of Feeling
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Figure 5. Adjusted estimated mean percentagedlettiens of feeling for engagers and non-engagers
across thirds of the intake session. The Cond)idiime interaction was significan(2, 3856) = 3.17p
=.042. Engager and non-engager groups did noifisigmtly differ from each other (comparing vertilga

within any of the thirds.

Research Question 6: Do proportions of therapist disclosure-miscellaneousadiifss
time (£, 2%, and 3 thirds of intake sessions) and condition (engager versus non-
engager)?

For disclosure-miscellaneous, there was no statistically significamditton X
Time interactionF(2, 3856) = 1.64p = .195, and so we removed the interaction term
from the model and tested the main effects models. Therapist use of disclosure-

miscellaneous did not significantly differ between engagers and non-esdgde 3861)

92



=0.01,p=.917. However, therapist use of disclosure-miscellaneous differed across
thirds of the intake sessiorg2, 3858) = 4.16p = .016. Planned comparisons revealed
that the adjusted estimated mean proportions of therapist disclosure-mesmetia
significantly decreased from the first to the second third of the intakesg$1, 3858)
=5.79,p = .016, but did not significantly change between the second to lastAfiitd,
3858) = 0.47p = .493, nor the first compared to the last thir¢l,, 3858) = 3.25p =

.071. Figure 6 illustrates the main effect of Time for the adjusted estmagan

percentages of disclosure-miscellaneous.
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Figure 6.Adjusted estimated mean percentages of disclosiseettaneous across thirds of the intake
session when combining engagers and non-engadeslime main effect was statistically significaf2,
3858) = 4.16p = .016. The adjusted average use of disclosureeflas@ous changed significantly from
the first the second third(1, 3858) = 5.79p = .016, but no significant differences were fourahirthe

second to the last third or from the first to thstlthird.

93



Research Question 7: Do proportions of therapist immediacy differ across]ﬁ‘nﬁﬂd(
and 3° thirds of intake sessions) and condition (engager versus non-engager)?

For immediacy, there were no significant interactions or main effectse Wsey
no statistically significant Condition X Time interactidf(2, 3856) = 1.69p = .185.
Therapist use of immediacy did not significantly differ between engagerson-
engagersi(1, 3861) = 1.68p = .195. Therapist use of immediacy did not differ across
thirds of the intake sessiorg2, 3858) = 0.75p = .472. Figure 7 depicts the adjusted
estimated mean percentages of immediacy across thirds of the iesalandor engagers

and non-engagers combined.
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Figure 7.Adjusted estimated mean percentages of immediaogathirds of the intake session when

testing for a Time main effect. No statisticallgrificant interaction or main effects were found.
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Research Question 8: Do proportions of therapist information about the process of
helping differ across time {12, and ¥ thirds of intake sessions) and condition
(engager versus non-engager)?

For information about the process of helping, the Condition X Time interaction
was statistically significang(2, 3856) = 10.86p < .001. Planned comparisons indicated
that therapists did not significantly differ in their use of information about thegzate
helping with engagers versus non-engagers in the first third of the seB$Ipr&856) =
0.42,p = .517, second third of the sessioRgl,, 3856) = 0.71p = .398, or last third of
the sessions, arte(1, 3856) = 4.05p = .044. Figure 8 depicts the Condition X Time
interaction for the adjusted estimated mean percentages of informationtebpradess

of helping.
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Figure 8. Adjusted estimated mean percentagedaimation about the process of helping for engagers
and non-engagers across thirds of the intake sesEi@ Condition X Time interaction was significant
F(2, 3856) = 10.86p < .001. Engager and non-engager groups did noffisigntly differ from each other

(comparing vertically) within any of the thirds.

Research Question 9: Do proportions of therapist information in the form of facts, data
or opinions differ across time {12", and 3" thirds of intake sessions) and condition
(engager versus non-engager)?

For information in the form of facts, data or opinioti&re was no statistically
significant Condition X Time interactioif,(2, 3856) = 2.17p = .115, and so we removed
the interaction term from the model and tested the main effects models. $hesapof
information-facts/data/opinions did not differ between engagers and non-engathe
intake sessions;(1, 3861) = 1.36p = .244. However, therapist use of information-

facts/data/opinions did differ across thirds of the int&2, 3858) = 25.57p < .001.
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Planned comparisons revealed that the estimated average use of ioiormati
facts/data/opinions significantly increased from the first to the secauldathihe intake,
F(1, 3858) = 50.52) < .001, significantly decreased from the second to last hffd,
3858) = 4.60p = .032, and significantly increased from the first to last thi(d, 3858)
=16.48,p < .001. Figure 9 illustrates the main effect of Time for the adjusted estimate

percentages of information in the form of facts, data or opinions.
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Figure 9.Adjusted estimated mean percentages of informd#ots/data/opinions across thirds of the
intake session when combining engagers and norgengjal he Time main effect was statistically
significant,F(2, 3858) = 25.57p < .001. The adjusted average use of informatiatsfdata/opinions
changed significantly from the first the seconddi(1, 3858) = 50.52) < .001, and from the second to

last third,F(1, 3858) = 4.60p = .032, and from the first to last thifd(1, 3858) = 16.48 < .001.

97



Research Question 10: Do proportions of therapist information differ across time (1
2" and 3 thirds of intake sessions) and condition (engager versus non-engager)?
For all types of information combined, the Condition X Time interaction was
statistically significantF(2, 3856) = 7.87p < .001. Planned comparisons indicated that
therapists did not significantly differ in their use of information with engagersus
non-engagers within the first third of the sessiéifs, 3856) = 1.04p = .309, second
third of the session§;(1, 3856) = 0.49p = .485, or last third of the sessioR¢1, 3856)
= 2.37,p=.124. Figure 10 depicts the Condition X Time interaction for the adjusted

estimated mean percentages of information (all subtypes combined).
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Figure 10. Adjusted estimated mean percentage¥aimnation (all subtypes) for engagers and non-
engagers across thirds of the intake sessionsCdhdition X Time interaction was significamt(2, 3856)
=7.87,p < .001. Engager and non-engager groups did noifisigntly differ from each other (comparing

vertically) within any of the thirds.
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All Nine Subtypes of Helpings Skillsfor Engagers and Non-engagers
All nine subtypes of helping skills for engageessus non-engagease shown
for the intake sessions overall in Figure 11, for the first third in Figure 12, forittaten

third in Figure 13, and for the last third in Figure 14.

Overall Helping Skills in the Intake:
Comparing Engagement Condition

S
©

@)

o
< B Non-engager
2 ®m Engager
=
©
2

G
E
17
L
O
S

Figure 11. Adjusted estimated mean percentageslpirly skills used overall in the intake session.
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Helping Skills in 18t Third of the
Intake: Comparing Engagement
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Figure 12. Adjusted estimated mean percentageslpiiy skills in the first third of the intake s&ss
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Figure 13. Adjusted estimated mean percentageslpiriy skills in the middle third of the intake sis.
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Helping Skills in 3" Third of the
Intake: Comparing Engagement
Condition
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Figure 14. Adjusted estimated mean percentageslpiry skills in the last third of the intake sessi

Additional Analyses

Client attachment style. Attachment styles for engagers versus non-engagers
were investigated. Non-engagers were more anxiously attached thanrsrfgagg M =
5.16,SD=1.19 versus = 7;M = 3.93,SD= 1.14, respectively; a large effect side;
1.06; see Figure 15)(13) = 2.05p = .061 (two-tailed).

Marmarosh et al. (2009) reported that clients who dropped out after the third
session but prior to a mutually-determined termination had significantyegranxiety
subscale scores on the ECR than continuers who attended therapy beyond three sessions

to a mutually-determined terminatidf(1, 46) = 4.64p < .05 (for dropoutsn = 17,
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Anxiety subscaléM = 4.50 ED= 1.19]; for engagers = 31, Anxiety subscalll = 3.67
[SD= 1.34)).

There was no significant difference between dropouts and engagers on the
Avoidant scale (dropouts:= 8,M = 3.29,SD= 1.40; engagerst= 7,M = 3.07,SD=
1.33;d = 0.16; see Figure 16),13) = .308p = .763 (two-tailed). Marmarosh et al.
(2009) found no significant differences between dropouts and engagers on sédferepor

attachment avoidancE(1, 46) = 0.43p = .53.

Client Anxious Attachment Scale

Anxiety Subscale Scores
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t = 2.05, p = .06 (significant); Effect size = 1.06 (large)
Means and standard deviations:

Non-engagers = 5.16 (1.19)

Engagers = 3.93 (1.14)

7-point scale ranging from 1 (lowest) to 7 (highest).

Figure 15. Engagers were more anxiously attached tlon-engagers= 2.05,p = .06 (two-tailed).
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Client Avoidant Attachment Scale

Avoidance Subscale Scores
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t=.31, p =.76 (not significant); Effect size =.16
Means and standard deviations:

Non-engagers = 5.16 (1.19)

Engagers = 3.93 (1.14)

7-point scale ranging from 1 (lowest) to 7 (highest).

Figure 16. Average avoidant attachment self-ratbgfsveen engagers and non-engagers did not differ.

Intake session duration. Intake sessions did not significantly differ in length for
engagers versus non-engagers (non-engaged, M = 67.1 minutesSD= 13.4; engager
n=8,M =58.1 minutesSD= 15.4;d = 0.63; see Figure 1#14) = 1.25p = .23 (two-

tailed).

Session Duration Results

Intake Session Duration
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t =1.25, p =.23 (not significant)

Effect size = .67 (medium)

Means and standard deviations (in minutes):
Non-engagers = 67.1 (12.5)

Engagers = 58.1 (14.4)

Figure 17. Intake session duration did not sigaifity differ between engagers and non-engagers.
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Client pre-therapy need for therapy. Non-engagers had higher pre-therapy self-
rated need for psychotherapy than engagers (for non-engage8sM = 4.31,SD=
0.59; for engagerst = 8,M = 3.50,SD=1.07;d = 0.98; see Figure 18(14) = 1.88p =

.081 (two-tailed).

Client Need for Therapy

5-point scale

1=notatall
5 = it's essential

Non-engagers Engagers

t =1.88, p =.08 (significant)
Effect size = .98 (large)

Means and standard deviations:
Non-engagers = 4.31 (.59)
Engagers = 3.50 (1.07)

Figure 18. Engager versus non-engager pre-theedfiyated need for psychotherapy.

Client pre-therapy outcome expectations. Engagers and non-engagers did not
significantly differ on pre-therapy confidence that they could eventuallicoree their
problems and have satisfying lives (for non-engagers8,M = 3.06,SD= 1.52; for

engagersn = 8,M = 3.75,SD=1.04;d = 0.54; see Figure 19),14) = -1.06p = .309.
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Client Outcome Expectations

How confident are you that you can eventually
overcome your problems and have a satisfying life?

5-point scale
1=notat all
5 = extremely confident

Non-engagers Engagers

t =-1.06, p = .31 (not significant)
Effect size = .54 (medium)
Means and standard deviations:
Non-engagers = 3.06 (1.52)
Engagers = 3.75 (1.04)

Figure 19. Engager versus non-engager pre-thenaiopime expectations.
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Chapter 6: Discussion

The present study examined therapist helping skills associated with
psychotherapy engagement. Specifically, overall proportions of helping s&él in
intake sessions, as well as proportions of helping skills used across thirds of intake
sessions, were analyzed. In addition, a number of other variables were ektntia
to explicate the results.
Overall Helping Skillsand Psychother apy Engagement

Descriptively, of the 21 skills, the most frequently used skills in the intake
sessions overall were: information about the helping process (28% of all sk&d)s us
restatements (19%), and closed questions (19%). Moderately-used skills inkae inta
included approval-reassurance (10%), open questions about thoughts (7%), and
information-facts/data/opinions (7%). Less frequently used skills in the imtelkeled
reflections of feeling (3%), immediacy (3%), and disclosure-misoetias (1%). Rarely-
used skills in the intake (less than 1%) included open questions about feelings, djrectives
open questions about insight, process advisement, challenge, interpretationyraisiflos
feelings, information providing feedback about the client and statementsenatreto
the helping situation (i.e. skills falling into the Other category). Never-oisskills in
the intake were open questions about action, disclosure of insight, and disclosure of
action.

Therapists did not significantly differ in their use of the helping skills with
engagers versus non-engagers. This null finding contrasts to Tryon’s (2003) fitndings
therapists used statistically significantly more information anefeninimal

encouragers with engagers than with non-engagers (the present study didudet incl
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minimal encouragers since the 2009 version of the HSS was used). This divergence of
results regarding therapist use of information could be due to a number of facstys. Fir
the present study controlled for therapist verbal activity level wheredsybe (2003)
study used raw numbers of skills, so it could be that the effect that Tryon (2003) found
might not have turned out to be statistically significant had those analyketemhenore
stringent controls for therapist verbal activity level. Second, perhaps the PG@3) (
results applied to the particular therapist who participated in that study, lsen€eybn
(2003) study only had one therapist—the present study included four therapists. Third,
the clients from Tryon’s study compared to the clients in the present stueyifferent

in terms of demographics and presenting concerns, which may have elicieehgliff
patterns of therapist helping skills.

First Third of the Intake: Helping Skills and Psychother apy Engagement

Descriptively, the most-used helping skills in the beginning third of the intake
were information about the helping process (25%), restatement (23%), and closed
guestions (21%). These results suggest that therapists were primaniyttryrovide
structure and elicit information from clients during this early stage.

In terms of differences between engagers and non-engagers, tisqueqprsded
significantly more approval-reassurance in the beginning third of the irRakieaps they
provided more approval-reassurance because non-engagers were higher thas engager
self-reported pre-therapy anxious attachment style and rated thhemasImore in need
of therapy than engagers. Perhaps the non-engagers appeared moresacixiesperate
for help compared to engagers, which elicited more approval-reassurance from the

therapists at the beginning of the session.
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Middle Third of the Intake: Helping Skills and Psychother apy Engagement

Descriptively, the middle third of the intake consisted primarily of restants
(30%) and closed questions (24%). Thus, skills related to exploring the clieaés iss
were used the most in the middle part of the intake.

In terms of differences between engagers and non-engagers,stsedapnot
significantly differ in their use of helping skills in the middle third of thesees Perhaps
therapists were equally able to focus on exploring client history and presestieg i
mid-session with engagers and non-engagers, and perhaps client attestiylaeand
need for therapy did not influence therapist helping skills mid-session as maicthas
beginning and end of the session.

Last Third of the Intake: Helping Skills and Psychotherapy Engagement

Descriptively, information about the helping process was the most-used skill
(46%) by therapists in the last third of the intake. Restatements (13%}J glosgtions
(10%), approval-reassurance (8%), and information-facts/data/opinionsv&%)
moderately used. These skills suggest that therapists were wrapping ugstbe aed
doing treatment planning.

In terms of differences between engagers and non-engageisjoefief feeling
were used marginally more in the last third of the intake. Perhaps theragised that
the anxiously-attached non-engagers showed greater verbal and nbsiggrbaf
anxiety about the impending end of the session, which prompted them to use more
reflections of feelings in order to discuss the negative emotions that the sherapi

observing.
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In contrast, information about the helping process was marginally gvatter
continuers than with non-engagers in the last third of the intake. One explanation,
consistent with the attachment style findings, is that the therapists coukido
wrapping up the session, moving on, and talking about the next steps of the therapy
process with the less anxiously-attached, less desperate-for-hafyeengAnother
explanation is that the more anxiously attached non-engagers may haveregaemore
anxiety about forming a new therapeutic relationship and may have been more
ambivalent about continuing therapy. Such non-engagers may have given less clear
indications about their intentions to continue with therapy, whereas engagers who
planned to come back for a therapy session may have asked more questions about the
therapy logistics and may have seemed more interested in hearing abohe llbarapy
process would work. It is also possible that therapists had poorer session management
with non-engagers compared to engagers, and failed to provide adequatatiofor
about the therapy logistics and the helping process at the end of the intake session.
Additional Analyses

Anxious attachment. Non-engagers, on average, were more anxiously attached
than engagers. This is similar to Marmarosh et al.’s (2009) finding teatshivho
dropped out after the third session of therapy had significantly higher selte@por
attachment anxiety than did clients who had at least five sessions and dynagftesdd
upon termination. In essence, there is initial evidence that attachmesttyanaly predict
premature termination, especially very early on in therapy (i.e.d#ferthird session).

In attachment theory, anxiously attached adults tend to be anxious about abandonment

and worry about their relationships more than avoidantly or securely attatiiesd a
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(Brennan et al., 1998). Thus, perhaps the anxiously-attached non-engagers wangied m
about the therapist’s ability to meet their relational needs and as a resgitehser

difficulty getting ‘hooked in’ to the therapy endeavor. Alternatively, posshsy t
anxiously-attached non-engagers worried that their therapists wouldbatedon them

and pre-emptively abandoned the therapeutic relationship.

In contrast, Sauer, Lopez and Gormley (2003) did not find significant differences
between engagers and non-engagers in terms of attachment aande®Goldman and
Anderson (2007) found no significant relationship between security of attachment and
dropout. However, these two studies used other measures of attachment style, which ma
measure slightly different constructs (see Daniel, 2006). Furtherchssaneeded to
determine whether the finding that outpatient dropouts are higher in anxious attachme
IS robust.

Avoidant attachment. No notable differences between engagers and non-
engagers were found on the Avoidance scale of the attachment measure. Thege findi
are similar to previous findings in the literature that avoidant attachmemtdakated to
psychotherapy dropout (Marmarosh et al., 2009; Sauer, Lopez, & Gormley, 2008&). Thes
findings are also consistent with Goldman and Anderson’s (2007) finding that attachment
security was unrelated to dropout. In attachment theory, avoidantly-attachescteaid|
to avoid closeness with others (Brennan et al., 1998), and perhaps the tasks of an intake
session were such that avoidantly-attached clients did not experience abxigt the
formation of a new therapeutic relationship as much as the more anxidaslyeat non-
engagers.

Intake duration. Engagers and non-engagers did not differ on intake session
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duration. This null finding diverges from previous findings in the literaturentbrat
engagement was associated with shorter intake sessions (Tryon, 1989a, 1989b, 1990).
Perhaps the present study lacked statistical power to detect signifitardraiés

between engagers and non-engagers. Perhaps the therapist in Tryonl(@@@8) a

longer sessions for clients with whom the therapist had better rapport, sitiezea
therapists in the present study may not have differed as much for dropouts versus
continuers in how long they allowed sessions to continue.

Client pre-therapy need for therapy. Non-engagers rated themselves as more in
need of therapy prior to the intake session compared to continuers. This findinghfits wi
greater therapist approval-reassurance at the beginning of the sessinorw#ngagers
as opposed to engagers as therapists may have tried harder to encourage the more
desperate-for-help non-engagers. This finding also fits with greater tteneffgctions
of feeling at the end of the intakes as therapists may have continued éxplofaihe
presenting issues of the non-engagers at the end of the session to help the more
anxiously-attached, desperate-for-help non-engagers than the relsgeanxiously-
attached, less desperate engagers. This finding also makes sense irthiglinoling
that therapists provided less information about the helping process at the end of the
intakes with non-engagers than with engagers, as the more anxiouslyehttanhe
engagers may have been showing more signs of anxiety about the end of the session and
were more desperate for help from their therapists, so it may have been fificrk fdir
therapists to wind down exploration of client concerns and move on to treatment
planning.

Client pre-therapy outcome expectations. Engagers and non-engagers did not
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differ in their confidence about overcoming their problems and have satisiy@sgkior
to the intake session. Although, on average, non-engagers were less hopeful than
engagers, the differences at a medium effect size did not reach stiadigtiificance.
With a larger sample size and greater statistical power, this efégchave reached
statistical significance.
Conclusions

Overall, the patterns of helping skills (more approval-reassurance with non
engagers than engagers at the beginning of sessions, somewhat mdrengfbé
feeling but somewhat less information about the process of helping with gagess
than engagers at the end of sessions), the finding that non-engagersyiverénhi
anxious attachment style than engagers, and the finding that non-engpgeesira
higher need for therapy prior to therapy, provide evidence that intake sesdiensithf
engagers compared to non-engagers. The non-engagers may have eli@tagprmral-
reassurance from their therapists at the beginning of the session due towverba
nonverbal signs of anxiety about forming a new therapeutic relationship, amggh®tisat
they are desperate for help. Such non-engagers may have been more focuseding obtai
immediate help from their therapists at the end of the session than the |lessignxi
attached, less-desperate continuers, and thus elicited somewhat motiemsftec
feeling and somewhat less information about the helping process at the end of the
session. Strikingly, the attachment style findings were similar taothdarmarosh et al.

(2009), in which dropouts were also more anxiously attached than engagers.
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Limitations
Although the present study provides interesting findings about therapist helping
skills, client attachment style, and client self-rated need for thevip regard to
psychotherapy engagement, the findings must be considered within the dinsitatithe
study. One salient consideration is the low statistical power and limitedajeability
due to the small sample size. Since the sample size is so small, the powestta dete
significant effect when it actually exists is greatly reduceaduition, the findings have
limited generalizability since the significant findings from the stoayld be artifacts of
the specific sample used and may not reflect the nature of outpatient psychicdiigam
oriented individual adult psychotherapy. However, though the sample size isteimad
the largest study to-date looking at helping skills used in thirds of intakersesand
Marmarosh et al. (2009) had similar attachment style findings with gdgens and 17
post-third-therapy-session dropouts. In addition, having therapists who worked with both
engagers and non-engagers allowed for some control over therapist variables.
Another consideration to keep in mind is that the study utilized graduate student
therapists rather than more experienced, licensed psychotherapsspmdsiible that
since the therapists for the study were graduate students in training, tieeynarer
easily de-railed from typical beginning, middle, and end-of-session tagkthwi
dropouts. However, the current study utilized equal numbers of engagers and non-
engagers for each therapist, and controlled for therapist effects. Marreasds(2009)
reported similar findings regarding anxious attachment and dropout in a stlatyrngd

licensed therapists and 15 trainees, which suggests that similar resultslomeatitamay
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also apply to licensed therapists. It is also possible that the results mafijecdthieey
more experienced and licensed psychotherapists would have conducted intake sessions.
A third consideration is that although helping skills were coded in a similar
manner as has been done in the past, it is important to note that such coding is messy and
not always clear-cut. Some of the therapist statements coded for the ptedgmesided
in ‘gray areas’ where it was debatable whether a particular sentdhicgd one helping
skills category versus another. Though the judges in the present study develepéal r
coding ‘gray area’ sentences with high reliability, caution should be used paco
helping skills results in this study versus other studies, given that diffesens of
judges may interpret the Helping Skills System manual differently and'gdearea’
sentences differently.
A fourth consideration is that the analysis for one of the skills, open questions
about thoughts, was conducted without controlling for therapist effects due toitinstat
of the statistical software for this dataset. Thus, results from thisydartanalysis
should be taken with the caution that differences in therapist use of open questions about
thoughts may be affected by therapist differences.
A fifth consideration is that the measures of client pre-therapy need forytherap
and outcome expectations were created for screening purposes for the iGieit it
the study and no psychometric data had been collected prior to this study. Thus, though
terms such as ‘need for therapy’ and ‘outcome expectations’ are used tbedtser
findings, it is advisable to keep in mind the original questions asked of the clien¢yas t

were screened for the clinic (i.e. “How much do you need to be in psychotherapy now?”
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for need for therapy and “How confident are you that you can eventually oveseaam
problems and have a satisfying life?” for outcome expectations).
Implicationsfor Practice and Research

Given the findings about engagement in relation to client attachment and client
pre-therapy self-rated need for therapy, providing therapists with feedbaak client
attachment style and client perceived need for therapy, when such informeation i
available, might assist therapists in preparing strategically forithake sessions with
anxiously-attached, desperate-for-help clients. Therapists magfittevtry focusing on
developing secure attachment relationships early on with such clients to agotdoln-
engagement. Also, therapists might also try to stay focused on treataramnpglat the
end of the session with clients whom they believe could be anxiously attached and
desperate for help. Furthermore, therapists might want to set aside éinthanend of
the session to process the therapeutic relationship and how the session wasiémtthe cl
Processing the therapeutic relationship may avert or resolve ruptuhestiretapy
relationship (Hill & Knox, 2009), which in turn may help prevent or avert client dropout.

Implications for training are similar to the above. Counselors-initigrand
therapists-in-training might be educated as to the research on dropout, including the
patterns of helping skills associated with client engagement in thenaghyprovided with
feedback about client attachment style and client self-rated need fquythiergarticular,
training programs might focus on what helping skills and session managenhamjues
therapists-in-training might use to retain anxiously-attached cli@ntsgell as desperate-

for-help clients.
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Further research is needed with larger-scale studies of helping skalthraent
style, intake duration, client need for therapy, client outcome exjpataand
psychotherapy engagement to determine if the present study’s Brat@gobust.
Investigating interventions designed to work more effectively with anxiotisigteed
clients, as well as clients who are desperate for help, would be clinicaéfidal and
possibly increase engagement in therapy of such clients. Futurecheiseageded to
determine the most effective skills and interventions for engaging ankiattathed

clients, as well as clients who are desperate for help.
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Appendix A: Preliminary Tests of Therapist Effects

0.2350 0.2066
0.2226 0.1910 1.17 No
Did not converge.
0.07364 |0.06632 [1.11 No
0.3481 0.3200 1.09 No
0.9872 0.8801 1.12 No
0.3970 0.3829 1.04 No
0.1627 0.1365 1.19 No
0.8682 0.7304 1.19 No
0.2602 0.2163 1.20 No

*Note: t.; = 1.96 at an alpha level of .05
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