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attitudes with the mental illness lecture group, however 

this effect did not remain at Time 2. The psychotherapy 

lecture group did not have significantly improved opinions 

about mental illness at either time of testing. The control 

group did not produce any significant changes between Time 1 

and Time 2 testing. Experimental group scores demonstrated 

similarity with those who had previous experience with 

psychotherapy. No relationship was found between level of 

adjustment and attitudes toward help seeking, expectations 

about psychotherapy, or opinions about mental illness at 

either time of testing. 
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CHAPTER I 

INTRODUCTION 

One area of psychology that is no longer disputed is 

whether psychotherapy works; recent years have provided us 

with adequate documentation of this. It has been 

demonstrated that a variety of psychotherapies have effects 

which are greater than those of spontaneous remission, non-

treated individuals, no-treatment controls, and 

pseudotherapies (Bergin & Garfield, 1994). Psychotherapy 

treatment not only facilitates the remission of symptoms, 

but the effects tend to be long lasting. Furthermore, and of 

great importance, psychotherapy has effects that are not 

only statistically significant, but clinically meaningful 

(Bergin & Garfield, 1994). Now that there is agreement about 

psychotherapy's effectiveness, research can focus on what 

variables affect who chooses, remains in, and has positive 

outcomes as a result of psychotherapy. 

One of the most perplexing issues for mental health 

providers is trying to understand why some people seek 

mental health services and others, who may need them equally 

or more so, do not (Deanne & Todd, 1996). In studying who 

chooses therapy, researchers have focused on two general 

areas, personality variables and demographic variables. On 



demographic variables, for example, research has established 

that females, more educated individuals, higher SES 

individuals, and Caucasians are more likely to seek therapy, 

as opposed to males, less educated individuals, lower SES 

individuals, and different ethnic groups (Bergin & Garfield, 

1994; Hall & Tucker, 1985; Nickelson, Helms & Terrell, 1994; 

Tijhuis, Peters & Foets, 1990). Studying personality 

variables has also yielded much research, looking at 

characteristics such as motivation level, introspectiveness, 

self-efficacy, perceived social support, and degree of 

pathology (Bosmiajian & Mattson, 1980; Halgin, Weaver, 

Edell, & Spencer, 1987; Longo, Lent & Brown, 1992; 

Nagelberg, Pillsbury, & Balzer, 1983). 

While studying demographics and personality variables 

has gleaned much knowledge, another area warrants further 

study, which is understanding the degree to which an 

individual's perceptions about mental health issues affects 

actual help seeking behavior. This is including, but not 

limited to, one's opinions about mental illness, their 

attitudes toward seeking help, and expectations about what 

therapy is. These areas have been well-studied with clients 

who have already chosen to seek therapy, but much less often 

with the general population, or potential help seekers, who 

may not have had any exposure to mental health services. 

Convincing evidence of the relevance of perceptions is that 



those who have had previous experience with therapy have 

significantly more positive attitudes about it, and are much 

more likely to seek therapy (Bosmajian & Mattson, 1980; 

Fischer & Farina, 1995; Deane & Todd, 1996; Gonzalez & 

Watkins, 1996; Halgin, Weaver, & Donaldson, 1985) for their 

troubles. Thus, if attitudes and opinions are more accurate 

prior to the need for seeking therapy, more of those in need 

of help will actually seek it. 

Underutilization of Therapy Services 

Those most in need of mental health services may be the 

least likely to ever seek and receive such services (Ware, 

Manning, Duan, Wells, & Newhouse, 1984). One estimate 

(Vessey & Howard, 1993) suggests that "6-7% of those who 

qualify for a DSM diagnosis in a six month period will make 

a visit to a mental health professional during that same 

period" (p. 552). College students have been of particular 

concern, and Dana Farnsworth of Harvard noted, "The widely 

accepted estimate that 10-12 percent of all college students 

have emotional conflicts of sufficient severity to warrant 

professional help may be too conservative (as cited in 

Whitaker, 1985). Rimmer, Halikas, and Schuckit (1982) 

studied the prevalence of psychiatric illness in college 

students over a four-year period. They found that 39% of the 

college population reported an impairment in functioning at 

some time in their four-year school career. Furthermore, 



their results indicated that a strikingly low proportion of 

those judged to be ill sought treatment, with 3-5% of those 

requiring treatment seeking help, which is similar to the 

Vessey and Howard (1993) estimate of the general population. 

An important point from this study was that counseling and 

psychiatric services on college campuses are inexpensive and 

easily accessible, and thus the often stated reason of cost 

(Halgin, Weaver, & Donaldson, 1985) is inapplicable in 

college students who are aware of the mental health services 

offered to them. An additional alarming statistic concerns 

the suicide rate in college students, which is twice as 

frequent compared to same age peers, and is the second or 

third leading cause of death in college students (Sue, Sue, 

& Sue, 1981). 

An often postulated theory for underutilization of 

therapy services is a lack of awareness or understanding of 

mental health issues and mental health professionals (Dubow, 

Lovko, & Kausch, 1990; Faberman, 1997; Von Sydow & Reimer, 

1998). Dubow, Lovko, and Kausch (1990) studied adolescents' 

perceptions of helping agents, surveying 1,384 junior high 

school and high school students in a semirural community. 

The students reported experiencing problems such as trouble 

with parents (70%), depression (62%), feeling overweight 

(46%), and suicidal thoughts (36%). However, they found that 

agencies designed to deal with mental health and substance 



abuse were utilized by less than 10% of the adolescents. 

Some of the barriers to help seeking that adolescents 

endorsed were, "I felt that no person or helping service 

could help", "the problem was too personal to tell anyone", 

concerns regarding confidentiality with friends, and a large 

majority (75% to 85%) indicated that they could handle the 

problem on their own. As for their knowledge of helping 

resources available in the community, more than 50% of 

adolescents answered no to not sure when asked if the 

following resources were available in their community: 

mental health agency, crisis hotline, 

psychologist/psychiatrist, Planned Parenthood, substance-

abuse treatment center, and county departments of health and 

welfare. Faberman (1997) studied the general public's 

attitudes about psychologists and mental health care. The 

research showed that the public had very little 

understanding of the qualifications and credentials of 

psychologists, and could not tell one mental health provider 

from another. Interestingly, respondents believed that their 

emotional health affected their physical health, but were 

typically not willing to pay more for mental health 

insurance coverage. And finally, a majority of respondents 

agreed that psychological health was important, and almost 

half said they wished they had more information about how 

and why to access psychological services (Faberman, 1997). 



These studies demonstrate the public's current lack of 

knowledge about mental health issues. The American 

Psychological Association appears to concur, and is involved 

in a public education campaign which seeks to influence the 

public's perceptions of mental health issues (Faberman, 

1997), indicating general agreement in psychology of the 

need for a better informed public. Given the results of 

these studies and the knowledge that a better understanding 

of mental health issues could increase help seeking 

behavior, several variables related to help seeking will be 

discussed: Opinions about mental illness, attitudes toward 

help seeking, and expectations about psychotherapy. 

Opinions about Mental Illness 

The first variable that might influence a decision to 

seek help is one's opinion about, and understanding of, 

mental illness. Because of the lack of exposure to mental 

health services by many people, their perceptions may be 

from media portrayals of mental health professionals (Bram, 

1997), where misperceptions about psychotherapy and mental 

illness abound. Nunnally (1961) studied popular conceptions 

of mental health over a period of several years, looking at 

over 3,000 opinion statements. He reported that the mentally 

ill were regarded with fear, distrust and dislike by the 

general public, and were often described as worthless, 

dirty, dangerous, cold and unpredictable. He reported a 



tendency for more-educated people to hold less derogatory 

opinions toward the mentally ill. After reviewing the 

literature and statements, he argued that there is a strong 

wnegative halo" associated with the mentally ill and seeking 

therapy, and that such unselectively negative attitudes may 

in part be due to a failure to observe and learn about 

mental health and mental illness in daily life. 

Another review (Miles, 1981} reported that the concepts 

of wmental illness" and "mental patient" continue to have an 

unfavorable public image. Understanding of mental illness 

has been studied by Cohen and Struening (1962), who 

developed a measure studying opinions about mental illness. 

They surveyed over 1,000 hospital staff from two large 

Veterans Administration Hospitals, including kitchen 

workers, nurses, aides, physicians and psychologists. They 

reported that the differences in orientation towards the 

mentally ill among the various occupational groups was 

striking. Specifically, they looked at perceptions such as 

perceived inferiority of the mentally ill, treatment of the 

mentally ill, and etiology of mental illness. Psychologists 

and physicians demonstrated significantly more positive 

attitudes about mental illness issues (Cohen & Struening, 

1962). Morrison (1980) also found discrepant beliefs about 

mental illness when he compared the general public to mental 

health professionals. Specifically, he said that the 



public's attitudes about mental illness reflected a 

traditional medical model, while community psychology 

promotes a psychosocial model of mental illness. 

The use of mental health services might be especially 

difficult given that those who are mentally ill tend to not 

only be perceived negatively, but in actuality are often 

stigmatized and rejected by others (Socall & Holtgraves, 

1992). Even psychotherapists, who have a clear understanding 

of the nature of mental illness and the benefits of 

psychotherapy, may be reluctant to admit to seeking help 

because of its stigma (Balint, 1948; Norman & Rosvall, 1994; 

Strupp, 1975). One example of this problem is the knowledge 

that men who hold traditional gender role beliefs are much 

less likely to seek help (e.g., Blazina & Watkins, 1996; 

Good & Wood, 1995). These beliefs are often related to men's 

opinions about people with mental illness, and the 

traditional view that the strong are those who can take care 

of their problems on their own. Few studies have explored 

the relationship between potential help seekers' opinions 

about mental illness and their actual interface with the 

mental health service system (Nickerson, Helms, & Terrell, 

1994). One study that has examined this relationship found 

that clients in their initial, as opposed to later, contacts 

with treatment facilities were found to have more negative 

attitudes about mental illness (Townsend & Rakfeldt, 1985). 



In conclusion, the research indicates a lack of 

understanding about mental illness. It has been demonstrated 

that negative attitudes and a desire to avoid stigmatization 

might have delayed attempts by many to seek help. 

Psychologists agree that, in general, people who actually 

seek psychotherapy and are successful are at least one or 

more of the following: highly educated, intelligent, 

introspective, and have a willingness to confront difficulty 

(Seligman, 1995). One's opinion about mental illness is 

associated with the use of mental health services (Morrison, 

1980), in that those who have personal experience with these 

services have a more positive opinion of mental health 

issues. 

Attitudes Toward Help Seeking 

A second variable that can have an effect on whether an 

individual seeks professional help is one's attitude toward 

seeking help. Many factors have been studied which looked at 

variables correlating with people's help seeking attitudes, 

several of which will be discussed here. For example, Kelly 

and Aether (1995) studied intentions to seek counseling and 

correlated variables. The authors found two significant 

predictors of intentions to seek counseling—the first was 

attitudes toward help seeking, and the second significant 

predictor was the participant's indicated level of self-

concealment. Interestingly, those high in self concealment 
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had more negative attitudes toward counseling but higher 

help seeking intentions. Deane and Todd (1996) also studied 

attitudes and intentions to seek professional psychological 

help for personal problems and suicidal thinking. The author 

reported that social stigma fears predicted attitudes toward 

help seeking. 

A related variable that has also correlated with 

negative attitudes toward help seeking has been treatment 

fearfulness, or fear about the nature of mental health 

treatment. Kushner and Sher (1989) found that those 

individuals classified as treatment avoiders (said they 

needed treatment previously but had not sought it) 

experienced the highest level of treatment fearfulness. This 

is an important variable which relates to a "fear of the 

unknown" about mental health issues, further making the 

point about the helpfulness of information and 

psychoeducation. Deane and Todd (1996) also found that 

subjects indicated that they would be highly likely to seek 

help if they felt suicidal, more than any other personal 

problem. However, other research indicates that actual help 

seeking behavior did not necessarily agree with their 

reported intent. Choquet and Menke (1989) studied 1600 

adolescents and their suicidal thoughts, and found that 

those people with suicidal thoughts talked less often than 

others who did not have suicidal thoughts. 
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Fischer and Farina (1995) have suggested "the contact 

hypothesis" as an important factor in understanding 

attitudes toward help seeking and who seeks psychotherapy 

services. The hypothesis suggests that, based upon a number 

of studies, contact with the discipline of psychology, its 

practitioners, or with mental health facilities promotes 

favorable attitudes toward seeking psychological aid. 

Contact leads to positive attitudinal change, and under 

certain conditions, such as in a psychological crisis or 

conflict, favorable attitudes lead to overt help seeking 

(Bosmajian & Mattson; Fischer & Farina, 1995; Deane & Todd, 

1996; Gonzalez & Watkins, 1996; Halgin, Weaver, & Donaldson, 

1985). Other research (Altmaier & Rapaport, 1984; Cooper, 

1984; Schneider, Powell, & Watkins, 1995) has also studied 

actual help seeking behavior, and confirmed that women, 

underclass students, dorm residents, and liberal arts majors 

tended to use counseling centers more often than other 

students. These groups tend to have different attitudes 

toward help seeking, and thus seek help more often. Fischer 

and Farina (1995) also indicate that no research has yet 

determined the specific nature of the factors responsible 

for attitude change or the relation of attitudes to 

subsequent attitude-appropriate behaviors. 

Fischer and Turner developed an instrument used to 

measure attitudes toward help seeking (ATHPS; Fischer & 
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Turner, 1970), which has been well utilized in past research 

investigating this variable. In a recent article (Fischer & 

Farina, 1995) which presented a newly developed a shortened 

version of the scale, the author makes recommendations for 

further research. He reported that to date, most of the 

pertinent research has examined simple associations between 

attitudes toward help seeking and demographic variables, 

which have yielded important information. For example, it is 

well understood that being male, and strong identification 

with subcultures both correlate with less positive attitudes 

toward help seeking. He suggests that research move on to 

more elaborate research designs, such as non-correlational 

designs, and designs which involve more than one assessment 

point (Fischer & Farina, 1995). 

Expectations about Counseling and Psychotherapy 

A third variable that can influence psychotherapy 

outcome of is a client's expectations about what 

psychotherapy would be like. It is widely accepted that 

clients' expectancies exert an important influence on their 

decisions to enter into and remain in therapy. (Garfield & 

Bergin, 1994, Tinsley, Bowman, & Ray, 1988). One example of 

the significant problem of differing expectations is a 

client's refusal of therapy, which is defined as attending 

an initial interview but never returning for a session. In 

one study of university counseling centers, 49% of clients 
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failed to come to the "first" session. Several studies and 

reviews have cited this phenomenon, with refusal rates 

falling between 25-50%. One suggestion has been that clients 

were ill prepared and had inappropriate expectations about 

therapy, and that if they had been better prepared the 

outcome would have been different. 

Whiston and Sexton (1993) have documented the 

importance of preparing a client for their role as a client 

in therapy. One example of differing expectations was that 

early terminators of treatment, as compared to non-early 

terminators, emphasized passive cooperation and expected 

specific advice or medical treatment. Additionally, those 

patients whose expectations were generally least accurate in 

terms of therapist role were significantly less likely to 

return for treatment (Whiston & Sexton, 1993). 

This information of differing expectancies has led to 

numerous attempts to change clients' expectancies, in order 

to study the resulting impact on the therapeutic process or 

outcomes. Although these studies have involved clients, as 

opposed to potential clients, this appears to be the largest 

area of experimental research on expectancies, attitudes, or 

opinions. Tinsley et al. (1988) conducted an extensive 

review of 4 6 articles which tried to manipulate client 

expectancies (also called role induction) for therapy. The 

type of experimental manipulations in the studies showed a 
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great variety, and few experimental interventions were 

similar. Some examples of intervention content were 1) 

presentations of counselors deemed to have high or low 

prestige, 2) giving positive or negative statements about 

the nature of therapy, 3) presentation of information about 

typical therapist behaviors, 4) informing clients about 

client role expectations and 5) presentation of information 

about the duration of therapy, functions of therapy, 

improvement rate, and general information. 

They found that the strategies could be categorized 

into audiotape, videotape, verbal instructions, printed 

materials, counseling interviews, and complex interventions. 

They concluded that audiotape and videotape were most likely 

to be effective, complex interventions were unnecessary and 

unfruitful, verbal interventions were considered 

ineffective, and the effectiveness of printed documents 

remained in question. Several methodological flaws in the 

reviewed research were: lack of random assignment, no 

manipulation check, and the use of measures that had not 

been studied for reliability and validity. Further, the 

authors discussed that failure of investigators to evaluate 

long-term effects of expectancy manipulations, with most 

effects determined immediately after the conclusion of the 

manipulation. They also recommended that there be no 

pretesting prior to the expectancy manipulation. The authors 
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also discussed the possibility of interaction effects in 

those investigations in which multiple expectancy 

manipulation techniques were used. In these cases, it is 

impossible to determine which manipulation or combinations 

produced the effects observed. Thus, their recommendation 

was to utilize a single manipulation. Finally, the authors 

discussed the lack of systematic research on the issue and 

that most researchers have not taken into consideration 

methodological flaws in past research. 

Research on Changing Opinions, Attitudes, and Expectations 

with Potential Help Seekers 

As has been demonstrated, research has shown that 

opinions, attitudes, and expectations regarding mental 

health issues may have an effect on the choice of therapy 

utilization and early termination. Much research has focused 

on interventions with those individuals who have already 

chosen to enter into therapy, or on variables which 

correlate with the decision to seek therapy. There has been 

very little research that has involved experimental designs 

and potential help seekers. In fact, there has been no 

review to date of this area, and an extensive review of the 

literature has revealed less than five studies. The 

following studies have been experimental designs which 

involved potential help seekers. 
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Gelso and McKenzie (1973) first studied the effect of 

information on students' perceptions of counseling and their 

willingness to seek help. Their focus of study was to 

discern if students considered the counseling center 

appropriate for other than vocational concerns, and if these 

perceptions could be altered. Their focus came from research 

which had indicated inaccurate student perceptions of 

university counseling centers. Students were selected from 

residence halls at a large university. There was a control 

group which received no information, an experimental group 

which received written information, and an experimental 

group which received oral and written information. Each 

floor had weekly meetings, at which the oral information was 

presented. The information consisted of a 10-15 minute 

presentation which underscored the appropriateness of 

students seeking help from the counseling center, and the 

type of problems considered appropriate to bring to therapy, 

including "severe" and "normal" personal problems. The 

written information enumerated the same points as the oral 

presentation and was placed in the group's "oral" and 

"written only" mailboxes. 

Approximately 7 weeks after the presentation of the 

information, the groups were tested, using the Counseling 

Appropriateness Check List. The Check List asked which type 

of problems are appropriate for a counseling center, such as 
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Vocational Choice, or Adjustment to Self and Others. The 

authors included questions about normal and severe problems 

and their appropriateness for a counseling center, and 

students were assessed on their willingness to seek help at 

a university counseling center. Additionally, the number of 

individuals from each group who actually sought help from 

the counseling center was assessed. 

For the oral-written group, there was a significant 

difference between the Adjustment to Self and Others, when 

compared to the written and control groups. The written 

group did not differ significantly from the control group. 

Similar group differences were found on the appropriateness 

for "counseling of severe psychological problems". When the 

groups were compared on their willingness to seek help for 

personal problems, again the oral-written group scored 

significantly higher than the control, with no difference 

between the written and control groups. As for the number of 

individuals who actually sought help, these numbers emerged 

(after n's were controlled for): oral-written = 14, written 

only = 13, and control = 7. 

Given the small numbers, few formal analyses were 

possible; however, when the oral-written and written only 

groups were combined and compared to the control group, a 

significant difference emerged. The results agreed with 

previous findings that written information can .increase the 
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use of counseling services by students, although oral 

information may be required to change perceptions of the 

counselor's role. Arguably, both written and oral 

information can be beneficial, and if counselors wish to 

better educate the public, they need to present their 

services more thoroughly. This study provided a background 

for the current study, and is a helpful illustration of the 

importance of altering perceptions about mental health 

issues. 

Morrison (1980) reviewed seven previous studies (all 

under his authorship), which took an educational approach to 

changing the public's beliefs about mental illness. He 

stated that the public's understanding of mental illness was 

based on the traditional medical model, and with little 

acceptance of psychosocial etiology in psychological 

problems. His objective was to promote the psychosocial 

aspects of mental health, a primary prevention strategy. 

Participants in his studies varied from community mental 

health professionals to family caretakers, high school and 

college students. He conducted seminars lasting on average 2 

hours, which "demythologized" mental illness, or 

psychological problems. He found significant pre-post 

seminar belief changes on the Client Attitude Questionnaire, 

up to 8 months post seminars. In addition, most of his 

studies utilized a control group which did not demonstrate 
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significant improvements. A limitation of his studies was 

the small number of participants in each study, ranging from 

12 to 37 participants in the experimental groups. 

Plotkin (1985) studied the effectiveness of an 

educational psychotherapy presentation on potential help 

seekers. Her study focused on Asians' therapy expectations 

and help seeking attitudes as compared to a non-Asian 

Caucasian sample. The author utilized an audio and written 

format within the group, with two groups receiving these 

presentations. The groups differed only on ethnicity (Asian 

and non-Asian Caucasian). The audio format had a general 

description of professional help issues, and the written 

format involved descriptions of psychotherapy processes and 

ways to approach therapy to derive the most benefit. The 

sample was made up of graduate and undergraduate students 

from a university who volunteered to recruitment 

advertisements. The groups were pretested on attitudes and 

expectations, then received the manipulation. One week later 

the participants were posttested, completing the same 

pretest measures, which had been derived by the author. 

She found that the Asian group initially had 

significantly less accurate expectations about therapy than 

the non-Asian group. However, she found that on post-test, 

expectations and attitudes were significantly improved in 

the Asian group, the non-Asian group, ana the control group. 
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Each group had an N = 15, which was suggested to be a reason 

why more discriminant significance was not obtained. Given 

that the Asians were all foreign born, the author 

hypothesized that they might have considered the study to be 

a test of knowledge. Finally, the experimental manipulation 

measures may have been weak in their ability to 

significantly alter any attitudes or expectations, and a 

pretest was used, which has been hypothesized (Tinsley, 

Bowman & Ray, 1988) to have confounding effects on results. 

Esters, Cooker, & Ittenbach (1998) studied the effects 

of a unit of instruction in mental health on rural 

adolescents' conceptions of mental illness and attitudes 

toward help seeking. Twenty high school students who 

received the instruction were compared to a control group of 

twenty students from the same school. The instructional unit 

consisted of three days of oral presentations and videos on 

mental health. A test was administered on the last day of 

instruction and then twelve weeks later. Results indicated 

that scores on dependent variables increased significantly 

for the treatment group on both attitudes toward help 

seeking and conceptions of mental illness. These positive 

findings remained significant twelve weeks later. 

In conclusion, studies that have assessed the effects 

of information/education on mental health issues with 

potential help seekers have been very few. However, this 
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research has provided evidence of the benefit of 

information. Potential help seekers may not have a realistic 

understanding of how or why professional help can be of 

benefit to individuals with emotional problems, and simple 

information can improve help seeking behaviors. 

Experimental Interventions 

The studies reviewed have utilized various experimental 

interventions. This trend of variety in interventions 

appears to be true for most expectancy manipulations 

(Tinsley et al., 1988), with no consistent use of measures 

as each study branches out rather than extending or 

duplicating a previous finding. Each study using 

experimental manipulations did share some similarity, which 

was that all sought to enlighten and educate on therapy or 

mental health issues. For this study, the choice of 

intervention is made difficult by two issues. First, the 

interventions that have been used for clients differ from 

those that might be used for a potential help seeker. 

Second, the interventions that have been used for potential 

help seekers may be outdated even after ten years time, as 

psychotherapy and mental illness information progresses and 

changes. For this reason, the experimental interventions in 

this study will involve up to date information, as well as 

utilizing past interventions from previous studies within 

the last 15 years (Plotkin, 1985). 
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As for the content of the information, research studies 

have looked at either "opinions about mental illness" or 

"expectations about psychotherapy", as these are considered 

two distinct areas in mental health. An example of overlap 

would be attitudes toward help seeking, which in some 

studies have been combined with opinions about mental 

illness, while in others have been combined with 

expectations about psychotherapy. The distinction is one 

that has been present since the beginning of psychology. The 

insane asylums which housed the mentally ill were quite 

distinct from the Victorian women who first sought out 

psychoanalysis. The public, as well as professionals, may or 

may not combine these areas into one general concept when 

forming concepts about either one. For example, when a 

student thinks of psychotherapy, do they think of a mentally 

ill person or one of the "worried well"? Or, are these the 

same? Whether or not the distinction is made is unclear, and 

even professionals would argue about the question of a 

significant difference between the mentally ill and 

psychotherapy seekers, versus the issue being a matter of 

degrees of separation. For purposes of this study, "mental 

illness" and "psychotherapy" will be separated into 

experimental groups. For the purposes of this study and 

standardization of questionnaires, experimental 
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interventions will use the term "psychotherapy" or 

"psychotherapist" when describing a mental health provider. 

Statement of the Problem 

Opinions, expectations, and attitudes that lead to help 

seeking were investigated with the expectation that 

individuals might be willing to seek out the services of 

mental health providers when needed. This study utilized 

reliable dependent measures to determine if giving more 

realistic, positive information can affect attitudes toward 

help seeking. As noted previously (Faberman, 1997), the 

American Psychological Association is involved in a public 

education campaign which mirrors the current study. Their 

public education campaign involves issues such as 1) 

reducing the stigma related to mental health and opinions 

about mental illness, 2) changing attitudes toward seeking 

professional help, and 3) providing realistic expectations 

about the process of therapy and outcomes of therapy. 

The studies reviewed in this paper indicate that a lack 

of realistic information about mental illness, help seeking, 

and psychotherapy have significant influences on choices of 

therapy utilization. Many studies have been conducted which 

have shown effects of education on these variables with 

clients who have sought out therapy. However, few studies 

have been conducted which have sought out people who are in 

the general population and are potential help seekers. This 
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study seeks to influence those people who never utilize 

services because of misperceptions and misunderstandings, so 

that more people will seek out services when significant 

personal problems arise. Additionally, the current study 

will address the methodological flaws from previous relevant 

research (Tinsley et al.f 1988), specifically, random 

assignment, manipulation checks, the use of reliable 

measures, studying longer-term effects, no pretests, and 

utilizing a single manipulation. 

Hypotheses 

Hypothesis 1. With those students who receive an 

instructional presentation on mental illness, inaccurate 

knowledge of mental illness will be significantly modified, 

and attitudes will be improved {similar to those who have 

had experience with therapy. Modified opinions, attitudes 

and expectations will remain modified four weeks post 

initial testing, and will remain unchanged in the control 

group. 

Hypothesis 2. With those students who receive an 

instructional presentation on psychotherapists, 

psychotherapy processes and outcomes, inaccurate 

expectations will be significantly modified, and attitudes 

will be improved (similar to those who have experience with 

therapy). Modified opinions, attitudes and expectations will 
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remain modified four weeks post initial testing, and will 

remain unchanged in the control group. 

Hypothesis 3. Those who receive no information will 

have a less accurate, more unrealistic understanding of 

mental health issues, as compared to those students who 

receive either instructional presentation. 

Hypothesis 4. Students who have had previous 

experience with psychological services will have greater 

accuracy and more positive opinions, attitudes, and 

expectations about mental illness and psychotherapy, as 

opposed to those who students who have not had previous 

experiences with psychological services. 

Hypothesis 5. Those participants who report better 

adjustment will have significantly different perceptions of 

psychotherapy and mental illness than those who report poor 

adjustment. 



CHAPTER II 

METHOD 

Participants 

One hundred sixty-seven students participated in both 

times of testing. Four participants were thrown out due to 

an incorrect answer on the manipulation check, leaving 163. 

Fifty-eight participants were in the control group, 53 

received the mental illness lecture, and 52 received the 

psychotherapy lecture. The participants were students 

attending the University of North Texas who were enrolled in 

an undergraduate psychology class. The subjects were 

recruited through class announcements by offering class 

extra credit for their participation. The mean age of the 

students was 20, while the mode was 18 years old (Range = 17 

- 36). Ethnic status: Asian = 7%; Black/African-American = 

9%; Caucasian = 71%; Hispanic = 7%; and Other = 6%. Marital 

status distributions were: 93% of the students were single, 

6% married, and one participant was divorced. Year in 

school: 39% percent were freshman, 28% sophomores, 23% 

juniors, and 10% were seniors. The psychology majors equaled 

17%, with 82% non-psychology majors. Those who had 

previously taken an abnormal psychology class equaled 6%, 
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and 94% had not previously taken an abnormal psychology 

class. Almost half (47%) of the students reported that they 

would be somewhat willing to see a psychotherapist if 

experiencing a personal problem (14% = very unwilling; 34% = 

somewhat unwilling; 6% very willing). Thirty-three percent 

of the sample had previous experience with psychotherapy, 

with session numbers ranging from 1 to 125 and the mode 

number of sessions equaled 2. Of those with previous 

experience, 56% found the psychotherapy somewhat or very 

beneficial, 16% slightly beneficial, 24% not beneficial or 

harmful, and 6% experienced psychotherapy as slightly 

harmful. See Table 1 (Appendix I) for presentation of where 

students' reported learning about mental health issues. 

Procedure 

After volunteering for the project and being randomly 

assigned to one of three groups, participants gave their 

informed consent (see Appendix E for Informed Consent Form). 

Participants received either, a) written psychotherapy 

lecture, b) written mental illness lecture, or c) received 

no additional information (Control Group). Participants who 

received an experimental intervention read the lecture and 

completed the test measures. The control group received no 

intervention, serving as a pretest group. Measures were: 

Demographic Information, Attitudes Toward Help Seeking-Short 

Form, Expectations About Counseling-Brief Form, Nunnally 
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Conceptions of Mental Illness Questionnaire, and three of 

the College Adjustment Scales (Depression, Anxiety, Self-

Esteem). For both experimental groups, the demographics 

included a manipulation check to ensure the reading of the 

information. Participants were posttested approximately four 

weeks after the initial intervention, on the same set of 

questionnaires. They did not receive the written lecture 

during the posttest. 

Materials 

The Nunnally Conception of Mental Illness Questionnaire 

(MIQ). This 60-item scale assesses conceptions of mental 

illness (Nunnally, 1961). The instrument has a five-point 

Likert format with responses ranging from strongly disagree 

to strongly agree, yielding a total score. Misconceptions 

about mental illness are indicated by higher ratings, and 

lower ratings are consistent with those of mental health 

professionals. The construction of the instrument involved 

over 3,000 opinion statements by members of the public, by 

mental health experts, and the mass media. Factor analysis 

and reduction of duplicates reduced the scale to 60 items 

(See Appendix A). 

Attitudes Toward Seeking Professional Psychological 

Help Scale - Short Form (ATSPPHS-SF). A 29-item scale 

(Fischer & Turner, 1970) was developed to assess attitudes 

toward seeking professional help. Subsequently, a 10-item 
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unidimensional shortened form of the scale was developed 

(Fischer & Farina, 1995), with some items slightly modified. 

The psychometric features of the shortened form correlate 

.87 with full-scale scores. Each item uses a 4-point Likert-

type scale ranging from disagree to agree, yielding a total 

score. The full item scale has good test-retest and internal 

reliability with estimates for both ranging between .83 and 

.86 (See Appendix B). 

Expectations About Counseling Scale - Brief Form (EAC-

B). Tinsley et al. (1980) developed the EAC to measure 

students' expectations about counseling. Subsequently, 

Tinsley (1982) developed a brief version of the EAC, the 

EAC-B, which yielded scores that correlated .83 with scores 

from the EAC. The EAC-B contains 66 items that are answered 

using a 7-point Likert scale with response options that 

range from not true to definitely true. Scales of the EAC-B 

measure expectations in four general areas, and three of 

these will be utilized for this study: 1. Personal 

Commitment (Responsibility, Openness, Motivation, 

Attractiveness, Immediacy, Concreteness, and Outcome), 2. 

Facilitative Conditions (Acceptance, Confrontation, 

Genuinenss, Trustworthiness, Tolerance, and Concreteness) 

3. Counselor Expertise (Directiveness, Empathy, Expertise). 

The coefficient alpha internal consistency reliabilities of 

the scales ranged from .69 to .82. All of the scales used 
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had a test-retest reliability of .60 or higher (Tinsley, 

1982, Tinsley et al., 1991). This study will replace 

"counseling" with wpsychotherapy" (See Appendix C). 

College Adjustment Scales. A 108 item scale used to 

assess college students for common developmental and 

psychological problems (Anton & Reed, 1991). This study 

utilized three scales, Anxiety, Depression, and Self-Esteem. 

Responses are made using a 4-point Likert type scale that 

assesses the accuracy with which an item applies to a 

client, yielding a total score. Internal consistency 

reliability coefficients for the scales range from .80 to 

.92. The three scales used have been shown to have large 

positive correlations, and convergent validity with, the 

State Trait Anxiety Inventory and the Beck Depression 

Inventory (Anton & Reed, 1991) (See Appendix D). 

Consent Form. Participants were asked for their consent 

to voluntarily participate in the study (See Appendix E). 

Demographic Information Form. The following information 

was obtained on the demographic form: age, ethnicity, 

educational status, major in school and if they had taken an 

'abnormal psychology' course, previous therapy experience, 

willingness to seek therapy, and where they have learned 

about mental health issues. (See Appendix F). 

Written transcript of mental illness lecture. Written 

information about mental health and mental illness which 
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contains a general description of, and statistics about, 

mental illness and characteristics of those who are mentally 

ill. Information was compiled based on current research of 

mental illness research, and style adapted from Plotkin 

(1985), and statistics taken from Kass, Oldham, Pardes and 

Morris (1992) (See Appendix G). 

Written transcript of psychotherapy lecture. Written 

information about psychotherapy that contains a general 

description of psychotherapy, a summary of the various 

professional providers of therapy, a description of 

facilities where therapy can be obtained, example of the 

therapy process, goals of psychotherapy, and outcomes of 

psychotherapy. The description is adapted from a lecture in 

Plotkin (1985) (See Appendix H). 



CHAPTER III 

RESULTS 

One independent variable and three dependent measures, 

tested on two occasions, were used. At Time 1, 254 

questionnaires were completed. At Time 2, 167 of the 254 

participated, resulting in an acceptable attrition rate of 

34%. Chi-square analyses and t-tests were run on demographic 

variables to determine if there were any significant 

differences between dropouts and repeaters. With the 

exception of year in school, no differences were found (See 

Table 2, Appendix I). That is, significantly more freshman 

than expected were included in the dropouts. The percentage 

of dropouts within each group was equal (31-36%). Time 1 was 

immediately after presentation of the lecture, Time 2 was 

four weeks after Time 1. An internal consistency reliability 

level was determined for each of the dependent variables, 

and is presented in Table 3 (see Appendix I). Separate 

ANOVAs were computed for each dependent variable; 

assumptions were met for each ANOVA, and post-hoc analyses 

utilized the Bonferroni correction. Because the dependent 

variables are conceptually distinct and correlations were 

low, ANOVAs were run instead of a MANOVA. Means and standard 

deviations for selected variables are presented in Table 4 
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(see Appendix J). ATHPS yields a total score, MIQ yields a 

total score, and the EAC-B yields a total score and three 

domains of counseling: 1) Personal Commitment, 2) 

Facilitative Conditions, and 3) Counselor Expertise. 

Hypothesis 1. With those students who receive an 

instructional presentation on mental illness, inaccurate 

knowledge of mental illness will be significantly modified, 

attitudes will be improved (similar to those who have had 

experience with therapy), and they will be more likely to 

seek help, as compared to the control group. Modified 

opinions, attitudes and expectations will remain modified 

four weeks post initial testing. 

TIME 1 - The group who read the Mental Illness (MI) 

lecture (N = 53) showed no significant difference compared 

to the control group (N = 58) on attitudes toward help 

seeking (ANOVA F(2,159) - .24, £>.05). The MI group did have 

significantly more accurate overall expectations about 

psychotherapy, when compared to the control group (ANOVA 

F(2,158) = 3.19, £<.05). The EAC-B factor that contributed 

most to overall expectations about psychotherapy was 

awareness of the personal commitment involved (ANOVA 

F(2,158) = 4.93, £=.01). The remaining EAC-B factors, 

Facilitative Conditions and Counselor Expertise, were not 

significantly different from the control group. The MI group 

showed significantly more positive opinions about mental 
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illness, as compared to the control group (ANOVA F(2,160) = 

3 . 53, = £<.05). 

TIME 2 - The MI group continued to show no significant 

difference compared to the control group on attitudes toward 

help seeking (ANOVA F(2,160) = .24, £>.05) one month after 

presentation of the lecture. However, the MI group had 

significantly better attitudes toward help seeking at Time 

2, when compared to their own Time 1 scores (Paired Samples 

T-test: t = 2.22, df = 52, £<.05). At Time 2, the MI group 

no longer had significantly more accurate overall 

expectations about psychotherapy, when compared to the 

control group (ANOVA F(2,158) = 3.19, £>.05). However, 

better awareness of the personal commitment involved in 

psychotherapy remained significant after one month (ANOVA 

F(2,158) = 4.94, £<.01). Facilitative Conditions and 

Counselor Expertise remained not significantly different to 

control group scores. The MI group's understanding of the 

facilitative conditions in psychotherapy was significantly 

less accurate than at Time 1 (Paired Samples T-test: t = 

2.87, df = 51, £<.01). At Time 2, the MI group no longer 

showed significantly more positive opinions about mental 

illness, as compared to the control group (ANOVA F(2,158) = 

£>.05). 

Hypothesis 2. With those students who receive an 

instructional presentation on psychotherapists, 
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psychotherapy processes and outcomes, inaccurate 

expectations will be significantly modified, attitudes will 

be improved (similar to those who have experience with 

therapy), and they will be more likely to seek help, as 

compared to the control group. Opinions, attitudes and 

expectations will remain modified four weeks post initial 

testing. 

TIME 1 - The group who read the Psychotherapy (PT) 

lecture (N = 52) showed no significant difference compared 

to the control group (N = 58) on attitudes toward help 

seeking (ANOVA F(2,159) = .24, £>.05). Although a main 

effect was found for group and EAC-B Total Score (ANOVA 

F(2,158) = 3.19, £<.05), the main effect was due to 

differences in the MI group. That is, post-hoc analyses 

showed that the PT group's overall expectations about 

psychotherapy did not differ significantly from the control 

group. However, the PT group did have a more accurate 

awareness of the personal commitment involved in 

psychotherapy (ANOVA F(2,158) = 4.64, £=.01). The other two 

EAC-B factors, Facilitative Conditions and Counselor 

Expertise, were not significantly different from the control 

group. There was a main effect for group and MIQ Score 

(ANOVA F(2,160) = 3.53, £<.05), however the main effect was 

due to differences in the MI group. That is, the PT group 
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did not differ significantly on opinions about mental 

illness, as compared to the control group. 

TIME 2 - The PT group continued to show no significant 

difference compared to the control group on attitudes toward 

help seeking (ANOVA F(2,160) = .24, £>.05) one month after 

presentation of the lecture. At Time 2, the FT group 

continued to remain similar to the control group on overall 

expectations about psychotherapy (ANOVA F(2,158) = 3.19, 

£>.05). However, better awareness of the personal commitment 

involved in psychotherapy remained significant after one 

month (ANOVA F(2,158) = 4.94, pc.Ol). Facilitative 

Conditions and Counselor Expertise remained not 

significantly different to control group scores. At Time 2, 

the PT continued to remain similar to the control group on 

opinions about mental illness (ANOVA F(2,158) = .24, £>.05). 

Hypothesis 3. Those who receive no information will 

have a less accurate, more unrealistic understanding of 

mental health issues, and will be less likely to seek 

psychotherapy, as compared to those students who receive 

either instructional presentation. Time 1 scores will not be 

significantly different from Time 2 scores. 

Control group scores showed no significant differences 

on any of the dependent measures when comparing Time 1 and 

Time 2 scores, suggesting that there is no time or history 

effect with regard to changes in the experimental group's 



37 

scores. The experimental group's scores were combined to 

assess if receiving some type of psychoeducation was better 

than receiving no psychoeducation (PE). PE did not promote 

significant differences from the control group on attitudes 

toward help seeking, either immediately after the 

presentation (t = .69, df = 160, £>.05), or one month later 

(t = .72, df = 161, £>.05). PE did promote a more accurate 

awareness of the personal commitment required for 

psychotherapy to be beneficial, and this remained stable 

(Time 1 - t = 3.04, df = 159, pc.Ol/Time 2 - t = 3.14, df = 

159, £<.01). PE showed a non-significant trend (p=.06) on 

greater awareness of the facilitative conditions in 

psychotherapy at Time 1, and this trend closely approached 

significance one month later (t = 1.97, df = 159, £=.05). As 

for expectations about counselor expertise, PE did not 

promote significantly different expectations at either time 

of testing (Time 1 - t = .63, df = 159, p_>.05/Time 2 - t = 

.38, df = 159, £>.05). On the overall EAC-B total, the PE 

group had significantly more accurate expectations about 

psychotherapy immediately after the PE was presented and one 

month later (Time 1 - t = 2.17, df = 159, £<.05/Time 2 - t = 

2.04, df = 159, £<.05). On opinions about mental illness, PE 

had an immediate effect on improving opinions (t = 2.6, df = 

161, £<.01), however one month later this difference 

disappeared (t = .60, df = 159, £>.05). 
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Hypothesis 4. Students who have had previous 

experience with psychological services will have greater 

accuracy and more positive opinions, attitudes, and 

expectations about mental illness and psychotherapy, as 

opposed to those who students who have not had previous 

experience with psychological services. 

Those who reported previous psychotherapy experience 

were compared to those who reported no such previous 

experience. On attitudes toward help seeking, those who had 

previous experience reported significantly more positive 

attitudes, at both times of testing (Time 1 - t = 2.60, df = 

160, £=.01/Time 2 - t = 3.80, df = 161, £<.001). On overall 

expectations about psychotherapy, the group with previous 

psychotherapy experience did not report a significantly 

greater understanding, at either time of testing although 

both approached significance (Time 1 - t = 1.79, df = 159, 

£=.08/Time 2 - t = 1.70, df - 159, £=.09). With regard to 

personal commitment, the group with previous psychotherapy 

experience had a significantly greater understanding at both 

times of testing (Time 1 - t = 2.92, df = 159, pc.Ol/Time 2 

- t = 2.37, df = 159, £<.05). With regard to facilitative 

conditions, there was no significant difference between 

those who reported previous psychotherapy and those who 

reported no such experience, although Time 2 approached 

significance (Time 1 - t = 1.33, df = 159, £>.05/Time 2 - t 
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= 1.82, df = 159, £=.07). With regard to an understanding of 

counselor expertise, there was no significant difference 

between those who reported previous psychotherapy and those 

who reported no such experience (Time 1 - t = .39, df = 159, 

£>.05/Time 2 - t = .36, df = 159, £>.05). On opinions about 

mental illness, at Time 1 there was not a significant 

difference between those who had previous experience with 

psychotherapy and those who had no previous experience, 

although at Time 2 this difference approached significance 

(Time 1 - t = 1.10, df = 161, £>.05/Time 2 - t = 1.94, df = 

159, £=.05). 

Hypothesis 5. Those participants who report better 

adjustment will have significantly different perceptions of 

psychotherapy and mental illness than those who report 

poorer adjustment. 

No relationship was found between level of adjustment 

and attitudes toward help seeking, expectations about 

psychotherapy, or opinions about mental illness at either 

time of testing. Correlations are presented in Table 5 (see 

Appendix I). An ANCOVA was run to determine scores on 

dependent measures while removing any possible effects of 

level of adjustment. Level of adjustment did not interact 

with any of the dependent measures. To determine if previous 

experience interacted with level of adjustment, the data was 

split between those with previous experience and no 
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psychotherapy experience, and the correlations were again 

analyzed. Neither group had significant correlations with 

level of adjustment and any of the dependent measures. 

Using adjustment as a dependent measure, there was no 

difference on level of adjustment among the control and 

experimental groups at either time of testing (Time 1 -

ANOVA F(2,160) = .99, £>.05/Time 2 - ANOVA F(2,159) = 1.31, 

£>.05). 



CHAPTER IV 

DISCUSSION 

Attitudes Toward Help Seeking. Neither lecture produced 

significant changes in participant's attitudes toward help 

seeking. The scale used has good reliability and validity, 

but the longer version may be more suitable if interested in 

detecting subtle changes, and few research studies have used 

the recently developed shortened version. However, the 

shortened scale did discriminate well between those with 

previous psychotherapy experience versus no previous 

psychotherapy experience, which is evidence that the scale 

is capable of detecting expected differences. In the mental 

illness group, attitudes toward help seeking were 

significantly improved after one month, a change that was 

not demonstrated in the control group. This is a hopeful 

trend which suggests more implicit and subtle, yet relevant 

improvement in attitudes. Finally, attitudes toward help 

seeking may be more robust and less likely to change with a 

brief experimental intervention. 

Expectations About Psychotherapy. Both lectures produced 

a change in participant's understanding of the personal 

commitment required for psychotherapy, as compared to the 
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control group. Personal commitment accounted for most of the 

variance in the EAC total, which is consistent with a 

previous study (Tinsley, Workman, & Cass, 1980) . This 

finding is positive in that it is consistent with the bulk 

of theoretical and research literature that commitment and 

motivation on the part of the client is one prerequisite to 

personal growth (e.g., Bergin & Garfield, 1994; Tinsley, 

Workman, & Cass, 1980). Given the relationship between 

expectancy and outcome in actual help seekers, this is a 

positive finding. Finally, it is important to remember that 

Personal Commitment is made up of several factors other than 

level of personal commitment proper (outcome, 

responsibility, concreteness, immediacy, motivation, 

openness, and attractiveness). 

The change resulting from reading the mental illness 

lecture is less expected than the psychotherapy lecture, 

given that the information in the psychotherapy lecture is 

conceptually similar to the EAC. It may be that an 

explanation of what mental illness is promotes understanding 

of the type of commitment required to improve psychological 

problems. Or, it may have been that reading about mental 

illness may have produced an awareness of one's own issues 

and thus a commitment to personal change. Whatever the 

reasoning, this change remained significant one month .later 

in both groups. It is important to note that scores on the 



43 

EAC in the experimental groups were similar to those who 

reported previous experience with psychotherapy. That is, a 

significant difference on Personal Commitment, a trend on 

Facilitative Conditions, and a lack of difference found with 

Counselor Expertise. This striking similarity suggests that 

these lectures closely mirrored actual experiences and 

further supports the validity of these findings. 

On the Facilitative Conditions factor, there was a 

significant difference in the group that read the mental 

illness lecture from Time 1 to Time 2, with Time 2 scores 

being significantly less accurate than at Time 1. This 

factor consists of acceptance, confrontation, genuineness, 

trustworthiness, tolerance, and concreteness. As noted 

previously, this factor tends to account for less of the 

variance in the EAC total. It is unclear as to why these 

findings occurred, except to say that there was an initial 

positive reaction to the lecture which was not stable over 

time. Understanding the therapist's role remains an 

important factor, however, in terms of the relationship to 

early treatment termination (Whiston & Sexton, 1993) . 

As for the final factor studied, Counselor Expertise, 

there were no significant differences in the experimental 

groups or with those who reported previous experience. This 

lack of finding may be due to differences in psychotherapy 

technique. That is, this scale asked questions about the 
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amount of directiveness, self-disclosure and confrontation, 

techniques that differ depending on theoretical orientation 

and individual style. Or, it may be that most respondents 

have similar expectations, such as 

a general expectation that a psychotherapist would be an 

expert and empathic, for example. 

Opinions About Mental Illness. Reading the mental 

illness lecture produced significant immediate improvements 

in opinions about mental illness. In looking at the findings 

produced by the mental illness lecture, an expectancy bias 

is likely. That is, the participants were aware of the 

purpose of the study and acted accordingly. This is 

supported by the result that these significant improvements 

in opinions disappeared after one month. The psychotherapy 

lecture did not produce any changes, which is consistent 

with the lack of correlation between the MIQ and EAC 

measures. That is, in the control group, opinions about 

mental illness did not correlate with expectations about 

psychotherapy, suggesting that a psychotherapy lecture is 

not likely to produce a change on opinions about mental 

illness. 

Mental Illness Lecture Versus Psychotherapy Lecture. In 

viewing significant findings and trends of this study, it is 

evident that the mental illness lecture produced the more 

desired result. Perhaps this is due to the overreaching 
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nature of the information. That is, the information was 

presented with the idea that most if not all readers would 

find it relevant and applicable to their lives. This 

information was also somewhat sensational in that accurate, 

yet staggering statistics were presented regarding the 

devastation of mental illness. 

Interestingly, there was a finding in the present study 

that seems to support the hypothesis that this was relevant, 

or at least emotionally laden, information. Those who 

reported being very unwilling to seek psychological help for 

a personal problem and also read the mental illness lecture 

had significantly worse scores on the attitudes toward help 

seeking measure. This was not the case for those who were 

very unwilling to seek help but did not read the mental 

illness lecture. Thus, it seems that certain participants 

had a strong negative reaction to the mental illness 

lecture, perhaps believing that the information was not 

congruent with their self-image, or understanding of, mental 

illness. This may have been a group who is "in denial", or 

the "treatment avoiders" discussed in the literature review 

who have fears about mental health issues and help seeking. 

Or, those who responded strongly might have believed that 

the information was propaganda. So, future research should 

be aware that a subset of potential help-seekers may need to 

be approached differently with mental health information. A 
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final point is that if the information could produce a 

strong negative reaction, it is plausible that a strong 

positive reaction also occurred. 

In conclusion, brief psychoeducation was found to be 

better than no psychoeducation in expectations about 

psychotherapy, a finding which remained stable one month 

after presentation of the information. This is further 

evidence of the possible benefits of providing information 

regarding mental illness and psychotherapy. 

Level Of Adjustment. No relationship was found between 

level of adjustment and any of the dependent measures, or 

level of adjustment and willingness to seek therapy. This is 

consistent with a study which concluded that depression 

alone did not seem to be significantly related to how one 

perceived help seeking (Halgin, Weaver, Edell, & Spencer, 

1987). In the present study, the data was split in order to 

assess any interactions between previous help seekers and no 

previous help seeking - no relationships were evident. This 

finding of no relationship is consistent with another study, 

which did not find a significant interaction between level 

of adjustment and a rating of attitudes toward help-seekers 

(Bosmajian & Mattson, 1980). 

Limitations 

In utilizing the methodological approach in this study, 

there are some limitations that need to be addressed. First, 
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all of the tests and measures employed in this study were 

self-reporting in nature. Self-report tests and measures are 

subject to reporting bias. For example, this study did not 

assess actual help seeking behaviors after presentation of 

the information, which might differ from reported 

intentions. However, given that the design involved 

randomization to group, any bias should be equally 

distributed across groups. 

Second, a limitation was the mental illness 

questionnaire utilized, whose reliability and validity has 

not been subject to rigorous research study. And third, 

although a manipulation check was used to ensure that 

participants had read the information, it is not possible to 

determine how thoroughly the lectures were read. Moreover, 

audiotape and videotape have been found to be more likely to 

be effective than written information (Tinsely, Bowman, & 

Ray, 1988). And finally, an additional time of posttesting 

could further elucidate the stability of the findings. 

Conclusion 

A brief intervention of psychoeducation about mental 

health issues can provide sufficient experience to improve 

understanding of the personal commitment required for 

psychotherapy. This change remains stable one month after 

the presentation. However, this brief intervention of 

psychoeducation is not as influential in permanently 
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changing opinions, attitudes, and overall expectations, when 

compared to more direct, extensive psychoeducation (Esters, 

Cooker & Ittenbach, 1998; Gelso and Mackenzie, 1973; 

Morrison, 1980). It is important to note that more 

"extensive" experience that produces change can be as little 

as a 10-15 minute oral presentation (Gelso & Mackenzie, 

1973). Important variables to consider are what information 

is presented, the manner in which the information is 

presented, characteristics of the group receiving the 

information, and the stability of initial findings. 

The incidence of psychological difficulties in 

adolescents and college students is of public concern. 

Further study should be conducted so that those at risk have 

a better understanding of the services available for 

treatment of psychological difficulties. It has been 

established in mental health research that personal 

experience continues to be the most consistent and powerful 

correlate of attitudes and beliefs about mental illness and 

mental health services. Further, those attitudes and beliefs 

predict whether individuals actually seek psychotherapy. 

Thus, researching how to promote and produce "psychological 

experience", through education, should be a primary concern 

of the mental health professions. The influence of attitudes 

is also highly relevant for the general public, who 
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determines the amount of public and governmental support for 

mental health services (Lopez, 1991; Malla & Shaw, 1987) . 



APPENDIX A 

MENTAL ILLNESS QUESTIONNAIRE 
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Appendix A 

MIQ 

On the following pages you will find a number of statements about 
health problems. We want to know how much you agree or disagree 
with each of the statements. Please use this rating scale: 

Disagree Agree 

1 2 3 4 5 6 7 

The points along this scale can be interpreted as follows: 
1. Completely disagree 
2. Mostly disagree 
3. Disagree more than agree 
4. Neutral 
5. Agree more than disagree 
6. Mostly agree 
7. Completely agree 

Like everyone else, you will probably feel that you do not know 
the answer to some of the statements. When this occurs please 
make the best guess that you can. Please make sure that you 
make a mark for each statement. Leave none of the statements 
blank and make only one mark for each. You should not spend 
more than a few seconds marking each statement. If it is 
difficult for you to make up your mind, make the best guess 
that you can and go on to the next one. 

1. The mentally ill pay little attention to their personal 
appearance. 

2. People who keep themselves occupied with pleasant 
thoughts seldom become mentally ill. 

3. Few people who enter mental hospitals ever leave. 
4. Older people have fewer emotional problems than younger 

people. 
5. People cannot maintain mental health without the 

support of strong persons in their environment. 
6. Will power alone will not cure mental disorders. 
7. Women have no more emotional problems than men do. 
8. X-rays of the head will not tell whether a person is 

likely to become insane. 
9. Emotional problems do little damage to the individual. 
10. Psychologists try to teach mental patients to hold in 

their strong emotions. 
11. Mental illness can usually be helped by a vacation or 

change of scenery. 
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12. Disappointments affect children as much as they do 
adults. 

13. The main job of the psychologist is to recommend 
hobbies and other ways for the mental patient to occupy his or 
her mind. 

14. The insane laugh more than normal people. 

Disagree Agree 

1 2 3 4 5 6 7 

15. Psychologists try to show the mental patient where his 
or her ideas are incorrect. 

16. Mental disorder is not a hopeless condition. 
17. Mental health is one of the most important national 

problems. 
18. A mental disorder is usually brought on by physical 

causes. 
19. It is easier for women to get over emotional problems 

than it is for men. 
20. A change of climate seldom helps an emotional disorder. 
21. The best way to mental health is by avoiding morbid 

thoughts. 
22. There is not much that can be done for a person who 

develops a mental disorder. 
23. A mental disorder is one of the most damaging illnesses 

that a person can have. 
24. Children sometimes have mental breakdowns as severe as 

those of adults. 
25. Nervous breakdowns seldom have a physical origin. 
26. Most of the people in mental hospitals speak in words 

that can be understood. 
27. Mental health is largely a matter of trying hard to 

control the emotions. 
28. If a person concentrates on happy thoughts, he or she 

will not be bothered by unpleasant things in the present. 
29. The mentally ill have not received enough guidance from 

the important people in their lives. 
30. Women are as emotionally healthy as men. 
31. The seriousness of the mental health problem in this 

country has been exaggerated. 
32. Helping the mentally ill person with his or her 

financial and social problems often improves his or her 
condition. 

33. Mental patients usually make a good adjustment to 
society when they are released. 

34. The good psychologist acts like a parent to his or her 
patients. 

35. Early adulthood is more of a danger period for mental 
illness than later years, 
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36. Almost any disease that attacks the nervous system is 
likely to bring on insanity. 

37. You can tell a person who is mentally ill from his or 
her appearance. 

38. People who become mentally ill have little will power. 
39. Women are more likely to develop mental disorders than 

men. 
40. Most mental disturbances in adults can be traced to 

emotional experiences in childhood. 
41. People who have little sexual desire are more likely to 

have a wnervous breakdown" than are other people. 

Disagree Agree 

1 2 3 4 5 6 7 

42. A person can avoid worry by keeping busy. 
43. A poor diet often leads to feeble-mindedness. 
44. Emotionally upset persons are often found in important 

positions in business. 
45. Good emotional habits can be taught to children in 

school as easily as spelling can. 
46. The eyes of the insane are glassy. 
47. When a person is recovering from a mental illness, it 

is best not to discuss the treatment that he or she has had. 
48. People who go from doctor to doctor with many 

complaints know that there is nothing really wrong with them. 
49. A person cannot rid oneself of unpleasant memories by 

trying hard to forget them. 
50. The main job of the psychologist is to explain to the 

patient the origin of his or her troubles. 
51. Most suicides occur because of rejection in love. 
52. People who are likely to have a nervous breakdown pay 

little attention to their personal appearance. 
53. Most of the time psychologists have difficulty in 

telling whether or not a patient's mental disorder is curable. 
54. Children usually do not forget about frightening 

experiences in a short time. 
55. Books on "peace of mind" prevent many people from 

developing nervous breakdowns. 
56. Most clergy will encourage a person with a mental 

disorder to see a psychologist. 
57. Physical exhaustion does not lead to nervous breakdown. 
58. The adult who needs a great deal of affection is likely 

to have had little affection in childhood. 
59. Physical rest will not prevent a mental disorder. 
60. Most of the people who seek psychiatric help need the 

treatment. 
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Appendix B 

ATSPPHS-SF 

Below are a number of statements pertaining to psychology and 
mental health issues. Read each statement carefully and indicate 
your agreement, probable agreement, probable disagreement, or 
disagreement. Please express your frank opinion in rating the 
statements. There are no "wrong" answers, and the only right ones 
are whatever you honestly feel or believe. It is important that 
you answer every item. 

Fill in "0" for AGREE Fill in "2" for PARTLY DISAGREE 
Fill in "1" for PARTLY AGREE Fill in "3" for DISAGREE 

1. If I believed I was having a mental breakdown, my first 
inclination would be to get professional attention. 

2. The idea of talking about problems with a psychologist 
strikes me as a poor way to get rid of emotional 
conflicts. 

3. If I were experiencing a serious emotional crisis at 
this point in my life, I would be confident that I could 
find relief in psychotherapy. 

4. There is something admirable in the attitude of a person 
who is willing to cope with his or her conflicts and 
fears without resorting to professional help. 

5. I would want to get psychological help if I were worried 
or upset for a long period of time. 

6. I might want to have psychological help If I were 
worried or upset for a long period of time. 

7. A person with an emotional problem is not likely to 
solve it alone; he or she is likely to solve it with 
professional help. 

8. Considering the time and expense involved in 
psychotherapy, it would have doubtful value for a person 
like me. 

9. A person should work out his or her own problems; 
getting psychological counseling would be a last resort. 

10.Personal and emotional troubles, like many things, tend 
to work out by themselves. 
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Appendix C 

EAC-B: DIRECTIONS 

Pretend that you are about to see a psychologist for your 
first interview. We would like to know just what you think 
psychotherapy will be like. On the following pages are statements 
about psychotherapy. In each instance you are to indicate what 
you expect psychotherapy to be like in the blank space provided. 
The rating scale we would like you to use is printed at the top 
of each page. Circle the number that most accurately reflects 
your expectations. 

When you are ready to begin, answer each question as quickly 
and as accurately as possible. Finish each page before going on 
to the next. PLEASE BEGIN. 

Not Slightly Somewhat Fairly Quite Very Definitely 
True True True True True True True 

I EXPECT TO . . . 

1. Take psychological tests. 
2. Like the psychotherapist. 
3. See a psychotherapist in training. 
4. Gain some experience in new ways of solving problems 

within the therapy process. 
5. Openly express my emotions regarding myself and my 

problems. 

I EXPECT TO 

6. Understand the purpose of what happens in the 
interview. 

7. Do assignments outside the therapy interviews. 
8. Take responsibility for making my own decisions. 
9. Talk about my present concerns. 
10. Get practice in relating openly and honestly to 

another person within the therapy relationship. 

I EXPECT TO 

11. Enjoy my interviews with the therapist. 
12. Practice some of the things that I need to learn in the 

therapy relationship. 
13. Get a better understanding of myself and others. 
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14. Stay in therapy for at least a few weeks, even if at 
first I am not sure it will help. 

15. See the therapist for more than three interviews. 

1 2 3 4 5 6 7 

Not Slightly Somewhat Fairly Quite Very Definitely 
True True True True True True True 

I EXPECT TO . . . 

16. Never need psychotherapy again. 
17. Enjoy being with the therapist. 
18. Stay in psychotherapy even though it may be painful or 

unpleasant at times. 
19. Contribute as much as I can in terms of expressing my 
20. See the therapist for only one interview. 

I EXPECT TO 

21. Go to psychotherapy only if I have a very serious 
problem. 

22. Find that the therapy relationship will help the 
therapist and me identify problems on which I need to 
work. 

23. Become better able to help myself in the future. 
24. Find that my problem will be solved once and for all in 

psychotherapy. 
25. Feel safe enough with the therapist to really say how I 

feel. 

I EXPECT TO . . . 

26. See an experienced psychotherapist. 
27. Find that all I need to do is to answer the therapist's 

questions. 
28. Improve my relationships with others. 
29. Ask the therapist to explain what he or she means 

whenever I do not understand something that is said. 
30. Work on my concerns outside the therapy sessions. 
31. Find that the session is not the place to bring up 

personal problems. 

THE FOLLOWING QUESTIONS CONCERN YOUR EXPECTATIONS ABOUT THE 
PSYCHOTHERAPIST 

I EXPECT THE PSYCHOTHERAPIST TO . . . 
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32. Explain what's wrong. 
33. Help me identify and label my feelings so I can better 
34. Tell me what to do. 
35. Know how I feel even when I cannot say quite what I 

mean. 

1 2 3 4 5 6 7 

Not Slightly Somewhat Fairly Quite Very Definitely 
True True True True True True True 

I EXPECT THE PSYCHOTHERAPIST TO . . . 

36. Know how to help me. 
37. Help me identify particular situations where I have 

problems. 
38. Give me encouragement and reassurance. 
39. Help me to know how I am feeling by putting my feelings 

into words for me. 
40. Be a wreal" person not just a person doing a job. 

I EXPECT THE PSYCHOTHERAPIST TO . . . 

41. Help me discover what particular aspects of my behavior 
are relevant to my problems. 

42. Inspire confidence and trust. 
43. Frequently offer me advice. 
44. Be honest with me. 
45. Be someone who can be counted on. 

I EXPECT THE PSYCHOTHERAPIST TO . . . 

46. Be friendly and warm towards me. 
47. Help me solve my problems. 
48. Discuss his or her own attitudes and relate them to my 

problem. 
49. Give me support. 
50. Decide what treatment plan is best. 

I EXPECT THE PSYCHOTHERAPIST TO . . . 

51. Know how I feel at times, without my having to speak. 
52. Do most of the talking. 
53. Respect me as a person. 
54. Discuss his or her experiences and relate them to my 

problems. 
55. Praise me when I show improvement. 
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I EXPECT THE PSYCHOTHERAPIST TO . . . 

56. Make me face up to the differences between what I say 
and how I behave. 

57. Talk freely about himself or herself. 
58. Have not trouble getting along with people. 
59. Like me. 

Not Slightly Somewhat Fairly Quite Very Definitely 
True True True True True True True 

I EXPECT THE PSYCHOTHERAPIST TO . . . 

60. Be someone I can really trust. 
61. Like me in spite of the bad things that he or she knows 

about me. 
62. Make me face up to the differences between how I see 

myself and how I am seen by others. 
63. Be someone who is calm and easygoing. 
64. Point out to me the differences between what I am and 

what I want to be. 
65. Just give me information. 
66. Get along well in the world. 
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Appendix D 

CAS 

Read each statement carefully and decide whether or not it is an 
accurate statement about you. For each item, put the number on 
the answer sheet that best represents your opinion. Please answer 
each item as openly and as honestly as possible. Be sure to 
answer every item. 

Fill in "0" FALSE or NOT AT ALL TRUE Fill in "2" for MAINLY TRUE 
Fill in "1" for SLIGHTLY TRUE Fill in "3" for VERY TRUE 

1 . I feel tense much of the time. 
2 . I haven't felt much like eating lately. 
3 . I feel good about myself. 
4 . When I get upset, I have trouble catching my breath. 
5 . The smallest tasks seem to tire me out. 
6 . I feel that my life is going about as well as most others 

my age. 
7 . I seem to be worried constantly about something. 
8 . Lately, I feel sad or blue most of the time. 
9 . I trust my judgment. 
10 . I have a lot of aches and pains. 
11 . I've lost interest in the things I've always enjoyed. 
12 . I believe that I am a successful person for my stage in-

life . 
13 . Lately, I've had trouble concentrating. 
14 . Most mornings I wake up calm and rested. 
15 . I'm afraid to ask for what I need. 
16 . Lately, it doesn't take much to get me upset. 
17 . Things have gone from bad to worse. 
18 . I feel that I am sexually attractive. 
19 . Often I get so nervous I feel my heart pounding. 
20 . Lately, it's a chore for me to just get through the day. 
21 . I don't have any particular strengths or talents. 
22 . I worry about things that don't bother most other people. 
23 . Sad thoughts keep me awake at night. 
24 . I don't feel as capable as most other people. 
25 . I think I'm showing the signs of a lot of stress. 
26 . I don't get the same pleasure that I used to from my 

activities. 
27 . I'm too sensitive to criticism from others. 
28 . Lately, my worries have made it hard for me to get to 

sleep. 
29 . I believe that no matter what I do things will not 

improve. 
30 . I have a very positive opinion of myself. 
31 . I often feel afraid but don't know why. 
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32 . I can't seem to get rid of my feelings of sadness. 
33 . People say I lack self-confidence. 
34 . I'm bothered by thoughts that I can't seem to get rid of. 
35 . Recently I've lost some of my interest in sex. 
36 . Frequently I feel dissatisfied with the kind of person I 

am. 
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Appendix E 

Consent Form 

I agree to voluntarily participate in a study concerning 
mental health issues and personality factors. As a participant 
in this study, I agree to listen to a short program and 
complete a series of questionnaires on two occasions. 

I understand that all information I provide will be 
confidential, and will not be recorded in any way that could 
identify me personally. I understand that to maintain 
confidentiality, this consent form will be separated from my 
personal data and kept in a confidential file. In addition, I 
understand that there is no personal risk or discomfort 
directly involved with this research, and that I am free to 
discontinue participation at any time. 

If I have any questions or problems that arise in connection 
with my participation in this study, I should contact Jodi 
Gonzalez, or supervisor, Dr. Ed Watkins, Department of 
Psychology, 565-2671. 

(Date) (Participant's Signature) 

(Date) (Investigator's Signature) 

THIS PROJECT HAS BEEN REVIEWED BY THE UNIVERSITY OF NORTH 
TEXAS COMMITTEE FOR THE PROTECTION OF HUMAN SUBJECTS (PHONE 
565-3940) 
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Appendix F 

Demographic Form 

ALL INFORMATION IS CONFIDENTIAL 

Demographic Information 

Please place your responses to the side of the question 

1. The last 4 digits of your social security number 

2. Your age 

3. Ethnic status: 
(1) Asian 
(2) Black 
(3) Caucasian 
(4) Hispanic 
(5) Other 

4. Marital Status 
(1) Single 
(2) Married 
(3) Separated 
(4) Divorced 
(5) Widower 

5. Year in school 
(1) Freshman 
(2) Sophomore 
(3) Junior 
(4) Senior 
(5) Graduate student 
(6) Only taking courses right now 

6. Is your major Psychology? 
(1) Yes 
(2) No 

7. Have you taken a college level "Abnormal 
Psychology" class? 

(1) Yes 
(2) No 

8° I f you were experiencing a personal problem, how 
willing would you be to see a counselor about it? 

(1) very unwilling 
(2) somewhat unwilling 
(3) slightly unwilling 
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(4) slightly willing 
(5) somewhat willing 
(6) very willing 

9. Have you ever been in counseling/psychotherapy? 
(1)" Yes 
(2) No 

10 . If you have been in counseling/psychotherapy, how 
many times did you see your therapist (if you have seen more 
than one, add all sessions)? 

11. If you have been in counseling/psychotherapy, how 
would you rate your benefit from it? 

(1) very harmful 
(2) somewhat harmful 
(3) slightly harmful 
(4) not beneficial or harmful 
(5) slightly beneficial 
(6) somewhat beneficial 
(7) very beneficial 

12. Where do you feel that you have learned the most 
about people who have mental illness or have sought help from 
a professional? 

(1) I have personal knowledge 
(2) A family member 
(3) A friend 
(4) The media (television/movies/radio) 
(5) In school or through educational material 
(6) Other (please indicate) 

13. Manipulation check for psychotherapy lecture: The lecture 
I just read was about: 

(1) Career Counseling 
(2) How to cope with family members 
(3) Information about psychotherapy 
(4) Physical therapy benefits 

Manipulation check for mental illness lecture: The lecture 
I just read was about: 

(1) Career counseling 
(2) How to cope with family members 
(3) Information about mental illness 
(4) Physical illness treatment 
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Appendix G 

Mental Illness Lecture 

General Introduction 

Today, I'd like to talk to you about mental illness. 

Possibly you know a lot about what mental illness is, or maybe 

you have no clear understanding at all. Since I'd like to help 

you understand mental illness better, I will explain what it 

is and give examples of some common issues and concerns. Also, 

I will talk about treatments for people who have mental 

illness. 

I will introduce each of these topics with a question, 

and then I will give an answer that explains a bit about the 

topic. 

What is mental illness? Mental illness is a term we use 

to describe psychological discomfort. "Mental" because the 

problem feels psychological in nature, or within us, and 

"illness" because the problem requires healing. Sometimes 

people think of mental .illness as the most severe of problems 

- at this point, mental illness is the best term we have to 

describe problems in mental health, and it is the term I will 

use for this lecture. You, of course, may use whatever term 

helps you to describe what is presented here. People vary 

greatly in their abilities to cope with life's conflicts and 

stresses. Likewise, the nature and severity of life's 

difficulties vary from person to person. Someone able to adapt 
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to the demands and carry out the basic tasks of life is 

generally considered mentally healthy. But when problems 

interfere with a person's ability to function day to day at 

home or at work, or with one's emotional experience or efforts 

to achieve personal goals, some degree of psychological 

discomfort, or mental willness" may be present. Mental illness 

is common and treatable. Yet few health concerns are so 

cloaked in ignorance, secrecy, and fear. The fact is, most of 

those who suffer even the most debilitating of symptoms of 

mental illness can be helped in a variety of ways, their 

suffering alleviated, and their lives made more comfortable 

and productive. People who have mental illness may be 

diagnosed with a mental disorder (again there for lack of a 

better term). Examples of a mental disorder are depression, 

anxiety, and attention deficit-hyperactivity disorder (ADHD). 

There is a wide variation in what we currently define as 

mental illness. Like physical illnesses, mental disorders fall 

into several categories of severity and impairment, from 

mildly troublesome to life threatening. 

No one is immune to mental suffering. Few families are 

without a member who battles with depression, anxiety, a drug 

problem, a sexual dysfunction, insomnia, schizophrenia, 

dementia, or any of the numerous varieties of disorders or 

symptoms that have afflicted human beings throughout time. 
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Billions of dollars are spent on mental health care 

yearly in the United States, and billions more disappear in 

lost productivity. The personal, social, and economic burden 

of mental illness is comparable to that for cancer, heart 

disease, and other major physical illnesses. One analysis puts 

the total cost to the nation at nearly $300 billion a year. 

As with any illness, by seeking treatment early in the course 

of the problem, the most severe consequences are avoided. 

Without any timely professional care, few mental problems are 

short-lived; many become severely disabling. For instance, 

someone with severe depression can usually expect, without 

treatment, that the condition will persist for some time or, 

if it remits, that it will eventually re-occur; suicide is 

often a direct consequence of untreated depression (Sadly, 

suicide is the 10th leading cause of death in the United 

States). 

Without help, a mentally retarded person will never 

develop to his or her full potential, nor even approach a 

productive or independent life. Without treatment, a person 

whose personality disorder leads to difficulty getting or 

keeping a job will most likely face that problem indefinitely. 

Anxiety and panic can plague people throughout life, leading 

to immense personal suffering and poor job performance. 

Unfortunately, victims of mental illness often believe 
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vThat's the way I am" rather than "I'm suffering from a 

treatable condition." 

Following are some facts about the common occurrence of 

mental illness and the possibilities for successful treatment. 

- One-third of all Americans will suffer a serious mental 

problem at some point in life. Twenty-seven million adults 

suffer from mental .illness within any six-month period. 

Although an overall 80 percent of them can be helped, only 20 

percent ever seek the help that is available. 

- Among children, 12 million suffer from a mental disorder in 

any six-month period, and 4 million are debilitated by mental 

disorders. More than 40 percent of mentally troubled children 

are not brought for help. 

- More than 15 percent of Americans will suffer an anxiety 

disorder at some time. More than 75 percent do not seek 

treatment, although current therapies are successful in 70 to 

90 percent of cases. 

- Severe depression strikes more than 11 million Americans 

yearly. Twenty-five percent of all women and 10 percent of men 

will have a serious bout of depression at least once in their 

lives. Current therapies relieve this suffering in 80 to 90 

percent of cases, usually within weeks. Seventy percent of 

depressed people do not get help. 

- Schizophrenia affects more than 2 million Americans in any 

year, 4 0 percent of whom never receive treatment. Medications 
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can provide relief for the acute, devastating symptoms in 

eight out of ten cases. 

- An estimated 30 percent of all older Americans who are 

diagnosed with some form of dementia are actually suffering 

from depression, which, if treated, would go away. 

- Alcohol and substance abuse disorders take 100,000 American 

lives each year. 

- Suicide is the second leading cause of death among teenagers 

in the United States. The suicide rate is highest among the 

elderly. 

- Estimates suggest that one out of four people seeking 

medical help for a physical problem actually have an 

undetected mental illness. 

What causes mental illness? Everyone encounters 

psychological pain and problems coping with life to some 

degree. Why one person is able to ""roll with the punches" 

while another must contend with more serious mental health 

problems is the subject of much research. Experts believe that 

there are two broad categories of factors that might cause 

mental illness, 1) The biology of the body, including the 

brain itself, and 2) the psychological development of each 

individual in the context of family, culture, and life 

experience. These mind-body aspects of human functioning are 

no longer believed to be separate and distinct from one 
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another. Factors that cause mental illness may be single, or 

in combination with other risk factors. 

As for biology, some examples are: 1) Abnormal amounts of 

some chemicals in the brain are associated with depression, 

schizophrenia, suicidal and homicidal behavior: 2) The brains 

of individuals with severe mental illness sometimes have 

physical characteristics of their brains that differ from most 

people: 3) Many drugs, prescription medicines, and over-the-

counter medications can alter the functioning of the brain and 

influence mental processes: 

4) Susceptibility to mental illness can be inherited, based on 

the genes that are transmitted from one's parents. Genes, 

however, do not make it absolute that a disorder will be 

passed on. 

Psychological factors might also explain the origin of 

mental illness: 1)Events, feelings, or early childhood 

memories stored in the unconscious mind (out of awareness) can. 

create conflicts that produce symptoms of illness. 2) Behavior 

may be learned from a series of positive and negative 

reinforcements, and mental illness can be viewed as the result 

of a series of "bad habits". 3) A person's thoughts can 

produce feelings and behaviors that are not adaptive. 

These causative factors can only briefly be described 

here, but as you can see the causes vary from person to 
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person, and there may often be more than one cause of mental 

illness. 

Who treats the mentally ill? Treatment of those 

individuals who have mental illness is typically done by 

counseling or clinical psychologists, psychiatrists, and 

social workers. Counseling and clinical psychologists have 

either a Ph.D. or sometimes an M.A. or M.S.(Masters Degrees) 

in counseling or clinical psychology, and they focus on the 

psychological causes of the illness. Psychologists provide 

psychotherapy and psychological testing. Psychiatrists are 

medical doctors who focus on the medical or biological cause 

of the illness. Psychiatrists treat the illness with 

medication, and focus on how the medication is improving the 

symptoms of the disorder. Psychologists, on the other hand, 

cannot prescribe medications because they are not medical 

doctors. Social workers might have a Ph.D. or an M.A. in 

social work. Usually a social worker does family therapy, or 

may help the parents or spouse of a client who goes to a 

psychologist or psychiatrist for treatment. All of these 

different types of mental health professionals must meet 

special state regulations. They must either have a state 

license to practice psychotherapy themselves, or be supervised 

by a therapist who has already received a state license. 

How is mental illness treated? As we have just noted, 

there are considered to be two general causes of mental 
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illness, biological and psychological. Additionally, there are 

two typical treatments for mental illness, biological and 

psychological. That is, mental illness may be treated with 

drugs, psychotherapy, or drug treatment and psychotherapy 

combined. Drug treatments vary dependent upon the nature of 

the disorder, but some examples are anti-depressants, anti-

anxiety drugs, and anti-psychotic drugs. Drugs work on 

different parts of the brain to decrease symptoms of the 

particular disorder. Medication has been found to be quite 

beneficial, again dependent upon the type of disorder. For 

example, with schizophrenia, up to 80% of individuals can see 

an improvement from medical treatment. 

Mental illness is similar to physical illness in that 

some illnesses can be treated out of the hospital, while other 

illnesses require a stay in a hospital (inpatient versus 

outpatient). Hospital stays can vary considerably, from a few 

days to several months; again, the length of stay often 

depends on the severity of illness. The type of hospitals that 

focus on treatment of mental illness are typically called, 

"mental hospitals", though treatment may also occur within 

medical hospitals. 

More About Mental Illness: Studies show that as a group, 

individuals with mental disorders are in fact no more inclined 

to violence that the general population. Sufferers from mental 

illness - and their families- often attempt to hide the 
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problem rather than seek treatment, because of the stigma 

still attached to mental illness. Often mentally ill people 

are portrayed negatively in popular television shows, movies, 

or books, and the labels "maniac" and "lunatic" have become a 

familiar part of our vocabulary. Even mental health 

professionals often are portrayed negatively- disturbed 

themselves, or uncaring and incompetent. 

I am giving you this information is an effort to change 

the unnecessary stigma attached to mental health issues. As 

mentioned earlier, if one definition of mental illness is 

having problems that interfere with our functioning, we can 

all relate to this at some time or another. The statistics 

regarding the lack of help seeking are too high, and the 

consequences for people can be a loss of pleasure in life and 

even death. Much research has been conducted to try and 

understand why people do not seek treatment when they are in 

emotional distress, from worrying excessively about a grade to 

being seriously addicted to drugs. Thank you for helping us in 

our path to understanding. I hope that this .information has 

been helpful to you in better understanding what, mental 

illness is. 

Thank you for your attention. 
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Appendix H 

Psychotherapy Lecture 

General Introduction 

Today, I'd like to talk to you about psychotherapy, which 

is often called wcounseling" or just "therapy". Possibly you 

know a lot about what therapy is and what happens in therapy. 

Or maybe you have no clear understanding of therapy at all, 

especially if you have never tried therapy yourself, or don't 

know anyone who has tried it. Since I'd like to help you 

understand therapy better, I will explain what it is and give 

you examples of some common problems people try to solve when 

they go to a psychotherapist (that is, a person who gives 

therapy). Also, I will talk about how clients (that is, people 

who receive therapy) and their therapists actually work 

together in the therapy process to solve the client's 

problems. 

I will introduce each of these topics with a question, 

and then I will give an answer that explains a bit about the 

topic. Now I will begin. 

What is psychotherapy? Psychotherapy is a type of 

treatment for many different psychological problems. These 

problems may be serious, such as drug or alcohol habits, 

hurting oneself or other people on purpose, or seeing and 

hearing things which do not exist. Or they may be mild 

problems, such as worrying too much about school, work, or 
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family, or feeling sad and lonely most of the time. During 

therapy, the therapist tries to discover, through discussion, 

exactly what feelings, attitudes, and behaviors create 

problems for the client. Then the therapist and client decide 

the best way to change those feelings, attitudes, and 

behaviors that create problems for the client. Then the 

therapist and client decide the best way to change those 

feelings, attitudes, and behaviors. One of the general goals 

of therapy is to reduce the emotional pain which people 

believe they cannot understand or control by themselves. 

Therapy is different from discussing problems with a 

friend or relative. The difference is that the therapist is 

specially trained to help people solve their personal 

problems. Therapists have seen many clients with similar types 

of problems, and know many different ways to help clients 

solve their problems; friends or relatives don't have as much 

experience. Also, friends and relatives look at personal 

problems from their own point of view and, although they want 

to help, they may not be able to give advice that is effective 

for the client as an individual. 

There are several types of therapy sessions. The 

therapist may meet with the client alone, which is called 

individual therapy, or with groups of clients who have similar 

problems, which is called group therapy. The therapist may 

meet with the client and his or her spouse together, which is 
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known as couples therapy, or even with the client and his or 

her whole family, which is called family therapy. The 

therapist and client decide together which type of session 

will be most helpful. Therapy sessions are usually attended 

once a week, and may be continued for a short or long period 

of time, according to the client's needs. 

Who does therapy? Therapy is done by counseling or 

clinical psychologists, psychiatrists, and social workers. 

Counseling and clinical psychologists have either a Ph.D. or 

sometimes and M.A. or M.S.(Masters Degrees) in counseling or 

clinical, and are trained to provide different types of 

psychotherapy, psychological testing, and research. A 

psychiatrist is a medical doctor who also gives treatment for 

psychological problems, but psychiatrists can write drug 

prescriptions for a client if necessary. Psychologists can't 

do this because they are not medical doctors. Social workers 

might have a Ph.D. or a M.A. is social work. Usually a social 

worker does family therapy, or may help the parents or spouse 

of a client who goes to a psychologist or psychiatrist for 

treatment. All of these different types of therapists must 

meet special state regulations. They must either have a state 

license to practice psychotherapy themselves, or be supervised 

by a therapist who has already received a state license. 

Where can a person get outpatient therapy? wOutpatient 

therapy" means that therapy which does not require that a 
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client must stay overnight or longer in a hospital for 

intensive treatment, similar to how someone might be treated 

for a medical problem. Each therapy session usually lasts an 

hour and then the client returns home. This type of therapy is 

useful for most personal problems which are not extremely 

serious. Outpatient therapy is available at psychotherapists' 

private offices, community mental health centers, university 

psychology clinics, and at outpatient hospital clinics. A 

family doctor can recommend some of these nearby, friends or 

family may know a psychotherapist, or you can look in the 

telephone book under "mental health", "psychologists", 

"psychiatrists", or "psychotherapists". 

People who want outpatient therapy can phone these places 

and make an appointment. The fees will be different from place 

to place, and in some cases the fee will be based on the 

individual client's ability to pay. A person with low income 

may pay as little as $5 per session, particularly at 

government-supported community mental health centers, 

university clinics, and outpatient hospital clinics. Health 

insurance will often pay part of the cost of psychotherapy. 

Why do people want therapy? Generally people want to try 

therapy when their personal problems become quite painful, and 

seem very difficult to solve by themselves. Some examples of 

problems that make people want therapy are as follows. 
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1. Emotional problems: Depression, anxiety, and phobias 

are common emotional problems. People who suffer from 

depression often are not able to eat or sleep well, to 

concentrate on their work or study, or to enjoy things that 

were pleasant for them in the past. They feel sad and empty 

inside most of the time. Anxiety means constant worrying or 

nervousness which prevents clear thinking and action. Anxious 

people usually try therapy when they find they are not 

efficient in work or school. A phobia means a strong fear of a 

specific object or situation. People who have phobias are so 

terribly frightened by these objects or situations that they 

avoid them regardless of any inconvenience to themselves or 

others. For example, a salesman who has a germ phobia might 

not be able to use a telephone, because he fears he will 

become sick from germs on the mouthpiece. 

2. Family conflicts: Conflicts between parents and their 

children, or between husbands and wives are a common reason 

for people to go to therapy. Arguments between a father and 

son concerning the son's career goals, group of friends, or 

grades in school are examples of parent-child conflict. 

Conflict concerning family finances is an example of husband-

wife conflict. 

3. Social problems: Many people want to try therapy 

because they are uncomfortable in groups. They feel nervous, 

shy and lonely at work or school and at parties and other 
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social events. They also may not be able to keep friends. 

4. Illness related to stress: Many people become ill with 

headaches, stomach pains, nausea, and muscular pains when they 

are nervous. Sometimes illnesses related to stress can become 

dangerous, such as high blood pressure or stomach ulcers. 

Stress-related illness is called psychosomatic illness, and is 

a common reason that people go for psychotherapy. 

5. Sexual or dating problems: Confused feelings about a 

boyfriend or girlfriend, fear of sexual inadequacy, or fear of 

sexual contact are also reasons that some people want to try 

therapy. 

In general, any concern that affects daily functioning or 

keeps someone from meeting their goals can be a reason to seek 

therapy. 

What will therapists do in therapy? People who go to see 

a therapist and discuss their problems will find that the 

therapist does the following things: 

1. The therapist asks questions about the client: The 

therapist needs to know exactly what upsets the client, and 

therefore must ask many questions about the client's thoughts, 

feelings, and relationships with friends and family. Sometimes 

the therapist may need to ask about private matters which the 

client does not usually talk about to anyone. This is because 

the therapist must have as much background information as 

possible to help the client properly. However, the client 
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chooses whether they are comfortable talking about certain 

issues and the therapist will allow the client to wait until 

they feel more comfortable with those issues. 

2. The therapist explores the client's past: In addition 

to the client's present situation, the therapist may want to 

know about events from the client's past. This information 

will help the therapist to understand how the client's 

problems developed, and why these problems continue to upset 

the client at the present time. Also, the therapist must know 

how successful the client was in dealing with the problems in 

the past. 

3. The therapist gives the psychological tests: The 

therapist may ask the client to take psychological tests, such 

as tests which show depression or anxiety. These tests, like 

the questioning of the client, will provide the therapist with 

more information to help the client. Some therapists always 

give tests to new clients, as a routine part of therapy. 

Others only give tests if their discussions with the client do 

not provide enough background information. Other therapists 

don't give tests at all. Testing usually takes one or two 

sessions, and then the therapist tells the client the results 

later on. 

4. The therapist assists and supports the client's own 

decision-making: Psychotherapy is a joint effort between the 

therapists and the client. The therapist, even if he or she is 
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a psychiatrist, is not like a medical doctor who tells 

patients exactly what to do for an illness. Instead, the 

therapist and client try to discover the source of the 

client's problems together, using the above techniques, and 

then discuss the possible solutions to the problems. If the 

client does not feel that a therapist's suggestion is useful, 

the therapists will try to provide another which is more 

acceptable. The therapist will not order the client to do 

things because that is not a therapist's role. He or she is 

not like a supervisor at work who orders an employee to carry 

out job assignments. Mostly, the therapist's task is to show 

the client different ways of understanding and thinking about 

the world, so that the client can discover his or her own 

solutions in the future. 

5. The therapist maintains confidentiality: Anything 

discussed in therapy sessions between the therapist and the 

client is considered strictly secret by the therapist. The 

therapist will not tell this information to anyone, not even 

friends or family of the client, unless the client gives 

specific permissions to do so. Like medical doctors, lawyers, 

and clergy, psychotherapists, must use this professional rule 

of behavior when treating clients. For example, if a mother 

calls her daughter's therapist and asks if her daughter's 

depression is improving, the therapist will not give her that 

information, and is not allowed to, unless the daughter gives 
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her permission first. This is true regardless of whether the 

daughter has improved or not. 

What should clients do in therapy? 

1. The client should participate actively: This is 

essential, because the most important factor .in whether a 

client improves is his or her desire and willingness to 

change. The client should describe his or her problems to the 

therapist in as much detail as possible, and give examples 

when appropriate. Anything that troubles the client should be 

discussed. Any issue that is important to the client should be 

discussed. Any of the client's thoughts and feelings about 

himself or herself and relationships with others should be 

discussed. Even if it does not seem directly related to the 

client's present problems, the client should tell the 

therapist anything he or she thinks the therapist should know. 

Also, the client must have the courage to talk about painful 

or threatening topics, as these are often the source of coping 

difficulties. 

2. The client should establish goals: The clients should 

tell the therapist exactly what benefits he or she expects to 

receive from therapy. This is often hard to do in the 

beginning. Some time may be necessary to decide what goal or 

goals would be possible for therapy. Some therapists suggest 

that their clients consider both long and short-term goals. 

For example, a client who has conflict with friends may in the 
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short-term communicate more often as a short-term goal, and 

then improve other aspects of relationships as a long-term 

goal. 

What else is important about therapy? Here are a few more 

things that are important to know about effective 

psychotherapy. 

1. The therapist-client relationship: During therapy, the 

client may begin to feel very positive or negative toward the 

therapist. Or the client may feel very positive at one period 

in therapy and very negative at another. These feelings are 

not uncommon in therapy, and should be discussed with the 

therapist, even if it is painful to do so. Therapists are not 

surprised by these feelings and will not criticize a client 

because of them. Effective therapy is based on a free flow of 

information between the therapist and client; if positive or 

negative feelings reduce the flow of information then therapy 

will not be as effective. 

2. Most people who are willing to work on their concerns 

in therapy find if beneficial in many areas of their life. 

There are many different styles of therapy which can produce 

these benefits. The improvements from therapy in most cases is 

long-term, or permanent. 

There are several other topics that can be discussed in 

the area of psychotherapy, but since our time is limited I 

must end the discussion here. Thank you for your attention. 
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Table 1 

Participant's Ratings of Previous 

Education About Mental Health Issues 

Where do you feel you have learned the most about people 

who have mental illness or have sought help from a 

professional? 

% of Respondents 

I have personal knowledge 10% 

A family member 12% 

A friend 6% 

The media 17% 

School/educational material 52% 

Other 3% 
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Table 2 

Demographic Comparison between Dropouts and Repeaters 

Demographic 

(P) 

Dropouts Repeaters Chi-Square 
Sig. Level 

% in Group 
Control 31% 
Mental Illness 36% 
Psychotherapy 33% 

Ethnicity 
Asian 6% 
Black/AA 14% 
Caucasian 68% 
Hispanic 7% 
Other 4% 

36% 
33% 
32% 

7% 
9% 

71% 
7% 
6% 

£>. 05 

£>• 05 

Marital Status 
Single 93% 
Married 6% 
Divorced .1% 

93% 
5% 
2% 

£>>. 05 

Year in School 
Freshman 
Sophomore 
Junior 
Senior 

56% 
18% 
15% 
10% 

38% 
28% 
23% 
10% 

£<.05-

Major 
Psychology 
Non-psychology 

22% 
78% 

Experience 
No psychotherapy 63% 
Psychotherapy 37% 

17% 
83% 

67% 
33% 

£>• 05 

(Table continues] 
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Comparison of Dropout/Repeater Mean Scores 

Demographic t Sig. Level (£) 

Age -.24 £>.05 
Willingness to Seek Therapy -.90 £>.05 
# of Sessions of Therapy -1.89 £>.05 
Benefit from Therapy .73 £>.05 
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Table 3 

Internal Consistency Reliability 

Time 1 - Questionnaire Cronbach's Alpha Level 

ATSPPHS-Short Form .80 

EAC-B .94 

MIQ .79 

CAS . 95 

Time 2 - Questionnaire 

ATSPPHS-Short Form .79 

EAC-B .95 

MIQ .85 

CAS . 94 
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Table 4 

Means and Standard Deviations for Questionnaires 

Questionnaire Mean Standard Deviation 

ATSPPHS-SF (Time 1) 

ATSPPHS-SF (Time 2; 

EAC-B (Time i; 

EAC-B (Time 2) 

MIQ (Time 1) 

MIQ (Time 2) 

CAS (Time 1) 

* 13.77 
** 13.11 
*** 13.17 

* 13.10 
** 12.13 

*** 12.87 

* 14.39 
** 15.53 
*** 14.93 

* 14.32 
** 15.20 
*** 15.25 

*197.24 
**186.49 

***188.02 

*195.70 
**193.87 
***192.06 

* 31.16 
** 28.06 
*** 26.35 

5.77 
5.47 
5.40 

5.67 
5.35 
4.35 

2.74 
1.80 
2.43 

3.01 
2.49 
2.52 

24.26 
21.77 
23.37 

28.20 
25.71 
28.07 

20.35 
17.53 
16.15 

(Table Continues] 



CAS (Time 1! 

CAS (Time 2) 

* 31.16 20.35 
** 28.06 17.53 

*** 26.35 16.15 

* 30.10 20.24 
** 28.19 20.63 

*** 24.14 17.32 

96 

* Control Group 
** Mental Illness 
***Psychotherapy 
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Table 5 

Pearson Correlation with College Adjustment Scales 

Time 1 Two-tailed Significance 

ATSPPHS-SF -.06 
EAC-B .00 
MIQ .11 

Time 2 

ATSPPHS-SF -.10 
EAC-B -.04 
MIQ .03 
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