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Research has yet to identify any characteristics of 

clients, therapists, or treatment dyads which consistently 

identify those clients most likely to drop out of treatment. 

A frame of reference which may prove useful in identifying 

such clients is the social psychological construct of self-

monitoring. This theory proposes that individuals involved 

in any social encounter differ from each other in their 

approach to constructing a relevant self-presentation. High 

self-monitors emphasize matching their behavior to situational 

cues while low self-monitors match their behavior to perceived 

internal values and traits. 

The present study demonstrates the effects that self-

monitoring styles of therapists and clients have on the 

effectiveness of a therapeutic intake interview and the 

client's decision whether or not to return for treatment. 

Additionally examined are the effects of therapist self-

monitoring style on theoretical orientations toward 

psychotherapy. The hypothesis that pairings of high 

self-monitors would be most effective is tested by Chi-square 

and found to be nonsignificant. Using the Chi-square test, 

low self-monitoring therapists are found to endorse a single 



approach to therapy and to strongly endorse the psychoan-

alytical orientation. Low self-monitors are found to be 

eclectic in approach. Satisfaction with the interview is 

examined using ANOVA. Results are nonsignificant with the 

exception that low self-monitoring therapists are more 

satisfied with the intake interview than are high self-

monitoring therapists. Finally, within-cell Pearson 

correlations are examined to measure agreement about 

satisfaction between therapist and client. Pairs of high 

self-monitors show the highest rate of agreement. Impli-

cations for further research in this area are discussed. 
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CHAPTER I 

THE INFLUENCE OF SELF-MONITORING ON RETURN RATE 

FOLLOWING INTAKE AT A CHILD GUIDANCE CLINIC 

For over thirty years, clinicians have been concerned 

with the high rate of dropout in psychotherapy. Operational 

definitions of the dropout have varied over the years. A 

generally agreed-upon definition is that the therapy 

dropout is a person who enters psychotherapy but unilaterally 

terminates treatment before, in the therapist's opinion, 

treatment goals have been attained (Baekeland & Lundwall, 

1975; Baum, Felzer, D'Zmura, & Shumaker, 1966; Haspel, 1982). 

These individuals account for a significant proportion of 

the community mental health agency's client population. 

In their extensive review of the literature on treatment 

attrition, Baekeland and Lundwall (1975) cited figures 

indicating that 20 percent to 57 percent of all clients who 

attend an initial outpatient psychiatric interview fail to 

return. Additionally, up to 56 percent of all clients attend 

four or fewer therapy sessions. Relevant studies reviewed 

here indicate a number of concerns shared by clinicians and 

researchers relative to treatment attrition. Included among 

these concerns are the possibilities of treatment needs 



which remain unmet, inefficient use of professional resources, 

and the impact that psychotherapy dropouts may have on 

outcome studies. 

Concerns About Treatment Dropouts 

The first concern is that some needed service has not 

been delivered to people who drop out of treatment. The 

person who enters therapy must have at least some perceived 

need for help. It is unclear, then, why the person would 

leave before treatment has been judged effective. One reason 

might be that clients and clinicians have discrepant expecta-

tions about therapy and different standards for deciding when 

it has been effective. Some clients feel that their problems 

have been resolved in a single interview (Heisler, 19 80; 

Kissel, 1974; Salyer, 1978). Heisler (1980) identified 

three subgroups of such clients. In one group, the clients 

had gained a sense that the problem was not as overwhelming 

as it had previously seemed. The second group needed and 

received referral to a more appropriate agency (e.g., a 

medical clinic). Clients in the third group received 

specific information about coping with their problem (e.g., 

parenting skills training). There is evidence, however, that 

cases in which the client perceives that the problem was 

resolved at intake represent a minority of all people who 

drop out of treatment (Salyer, 19 78). 

Another concern is the inefficient use of professional 

resources that results when clients fail to notify clinicians 



of their decision to discontinue treatment (Haspel, 1982). 

A therapy appointment allocated to a specific client becomes 

a wasted hour when that client fails to return or to notify 

the therapist that the appointment will not be kept. 

An additional reason for concern about these clients 

is their impact on psychotherapy outcome studies. Generally, 

the person who drops out is not considered in studies of the 

efficacy of various treatment modalities or is considered 

only as a control for clients who complete treatment (McAdoo 

& Roeske, 19 73). According to McAdoo and Roeske (1973), 

contradictory findings regarding the dissimilarities between 

people who defect from therapy and those who remain should 

cause researchers to question the validity of using treatment 

dropouts as untreated controls in outcome studies. As Barrow 

(19 80) noted in his study of dropouts from programs at a 

university counseling center, programming decisions are often 

based on clients sufficiently committed and motivated to 

complete programs, ignoring those who drop out before completion, 

An extrapolation can be made from this assertion to the study 

of psychotherapy. Using individuals who voluntarily defect 

from treatment as a control group assumes untested similarity 

between those who remain and those who do not, ignoring true 

differences which might have prompted the unilateral termination. 

Many attempts have been made to isolate the variables 

which discriminate between clients who prematurely terminate 

&nd those who remain in treatment. Research has focused on 



client variables (Baum et al., 1966; Heisler, 1980; Levitt, 

19 5 7; Lorr, Katz, & Rubenstein, 1958; McAdoo & Roeske, 19 73; 

Ross & Lacey, 1961; Sullivan, Miller, & Smelzer, 1958; 

Williams & Pollack, 1964), therapist variables (Betz & 

Shullman, 1979; Yamamoto, James, Bloombaum, & Hattem, 1967), 

and various aspects of the therapist-client dyad (Duehn & 

Proctor, 1977; Haspel, 1982; Salyer, 1978). While many 

studies have attempted to isolate single predictor variables, 

those which demonstrated a significant relationship between 

dropping out of treatment and such variables as client age, 

sex, or diagnostic category have seldom been replicated and 

have often been contradicted by subsequent findings (Baekeland 

& Lundwall, 1975). Additionally, as Levitt (1957) noted, the 

common technique of using t tests to determine significant 

differences between the two groups on a large number of 

variables increases the probability that significance is 

observed by chance alone. Thus, many of the studies which 

report differences between the two groups may represent 

spurious findings. Despite this cautionary note, several 

tentative findings have emerged. 

Within-Client Variables 

Perhaps the most consistently confirmed finding is that 

therapy dropouts tend to be of lower socioeconomic status 

(Baekeland & Lundwall, 1975; Baum et al., 1966; Heisler, 1980; 

Lorion, 1978). Regardless of whether socioeconomic status 

was defined in terms of income, education, occupation, or 



ethnic membership, lower-class clients have been found to 

be more likely to leave treatment than middle or upper-class 

clients (Baekeland & Lundwall, 1975). Interpretations of 

this finding often involved characterizing the lower-class 

client as not able to take advantage of psychotherapy. In 

turn, this inability has been attributed to discrepant 

expectations (Baum et al., 1966; Haspel, 1980; Kissel, 1974; 

Salyer, 1978; Sullivan et al., 1958) as well as limited 

verbal and abstract abilities (Baekeland & Lundwall, 19 75). 

Other researchers have characterized white, middle-class 

therapists as ethnocentric, "pushing" minority clients out 

of therapy (Yamamoto et al., 1967). 

Attempts to identify psychological characteristics of 

attrition-prone clients have led to contradictory findings. 

For example, performance on the Minnesota Multiphasic 

Personality Inventory (MMPI) and Rorschach Ink Blot Technique 

led researchers in one study to conclude that people who 

remain in treatment are "less defensive, more persistent, 

anxious, sensitive, and independent than the attriters (sic) 11 

(Taulbee, 1958, p. 83). Subsequent investigators have 

demonstrated that the relationship between a symptom such 

as anxiety and dropping out of treatment is highly complex 

and possibly best represented by a U-shaped curve (Baekeland 

& Lundwall, 19 75). 

Several procedural difficulties are encountered by 

researchers exploring the personality traits or diagnostic 



categories of people who prematurely terminate treatment. 

There is a lack of agreement among clinicians about the 

criteria for assigning various diagnoses (Williams & Pollack, 

1964). Another difficulty is the subjectivity of clinicians' 

ratings of symptom severity, client motivation for treatment, 

and improvement (Kissel, 1974). Baekeland and Lundwall (1975), 

for example, report that 14 of the 19 relevant articles in 

their review found sociopathy to be highly related to dropping 

out of treatment. They noted, however, that in assigning 

the diagnostic label of sociopath to a client, "there is the 

danger that the term may be used by the therapist simply as 

an epithet for a patient who won't do what he (the therapist) 

wants" (p. 766). 

One difficult aspect of considering client personality 

variables as predictors of dropping out of therapy is the 

presupposition that the clinician has had enough contact 

with the client to be able to render a diagnosis or make 

accurate judgments about the client's personality. Certainly, 

with the client who appears for only one interview, the data 

from which clinical inferences are made is sharply limited. 

Within-Therapist Variables 

Several therapist variables have emerged from the 

literature as being related to a client's premature termina-

tion. While no studies have refuted the contribution of 

therapist variables (Baekeland & Lundwall, 1975), the exact 

degree and nature of their contributions remains to be 
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determined. At present, therapist variables which appear to 

promote dropping out of treatment include ethnocentrism 

and/or discomfort and/or unfamiliarity with clients from 

minority cultures (Yamamoto et al., 1967), clinical 

inexperience, youth, rigidity in therapeutic approach, and 

disinterest in the client (Baum et al,, 1966). An additional 

variable which may also influence clients' termination is 

the size of the therapist's caseload. Haspel (1982) noted 

that in a busy community mental health center, therapists 

tend to carry very large caseloads. This unwieldy caseload 

could create a situation in which therapists gain time to 

spend on "more involved" clients when "less motivated" clients 

drop out of treatment. Therefore, therapists may, at some 

level, be reinforced for having treatment dropouts. 

Child-Related Studies 

In contrast to attrition studies involving adult clients, 

those involving children appear more likely to address several 

categories of variables (e.g., demographics of the therapist 

as well as characteristics of the child and his/her family). 

Perhaps the recognition of the child's system-dependent status 

has led researchers to this increasingly interactional approach, 

Children are seldom, if ever, voluntary clients for 

psychotherapy. They usually present for treatment not because 

of internally perceived distress, but because their behavior 

creates distress for adults in their environment. They are 

dependent on parents to establish contact with the clinic, 
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pay the fees, and provide transportation to and from therapy 

sessions. The decision to terminate treatment is not 

ultimately the child's decision, although he or she may 

influence it. Consequently, children who drop out of 

treatment may more accurately be conceptualized as children 

whose parents drop them out of treatment. The decision not 

to return is, ultimately, a parental decision. Therefore, 

when considering attrition from child psychotherapy, one 

productive approach might be to examine aspects of the 

parents' relationship with the clinic. 

Although the attrition literature on children is sparse, 

studies tend to reflect the same procedural difficulties and 

the same tentative findings as those involving adults. Ross 

and Lacey (1961) examined the records of 2,400 clients at a 

child guidance clinic in an effort to identify potential 

early terminators. Children who remained in treatment were 

found to experience more developmental delays or other 

obvious disorders (e.g., self-destructive behavior, psychotic 

or somatic symptoms). They also tended to come from families 

with a higher incidence of marital disharmony and in which 

both parents (as opposed to mother alone) were involved in 

concurrent therapy. Interestingly, Ross and Lacey reported 

that families whose children remained in treatment were 

likely to have spent more time on the clinic waiting list 

prior to an initial interview. This study confirmed the 

finding that low-income families were more likely to drop 

out of treatment, although high-income families were also 



at risk. Remaining in treatment was associated with the 

middle-income group. 

A study at another child guidance clinic attempted to 

identify demographic variables related to attrition (Williams 

& Pollack, 1964). These researchers assumed the psychological 

equivalence of all cases, with disturbances assumed to be 

randomly distributed between the attrition group and those 

who remained. While the precise nature of each variable's 

contribution to the prediction of potential dropping out was 

not specified, some global characterizations emerged. Those 

who remained in treatment tended to be white, latency-aged 

children from intact families with one to three siblings. 

These families also tended to be self-referred to the clinic. 

Dropouts, on the other hand, tended to come from minority, 

low socioeconomic status families, and were significantly 

more likely to have been referred by the juvenile courts or 

school system. 

Psychotherapy attrition studies involving individual 

adult clients show that a low degree of client/therapist 

expectation similarity appears to be associated with dropping 

out of treatment (Baum et al., 1966; Duehn & Proctor, 1977). 

However, the same relationship has not been confirmed when 

dealing with the parents of child clients. Kissel (19 74) 

and Salyer (19 7 8) demonstrated that parents and therapists 

have different perceptions and expectations of both the 

process and outcome of child psychotherapy. However, 
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evidence exists that parental outcome ratings do not differ 

between families who remain in treatment and those who do not 

(Salyer, 1978). Thus, the effects of discrepant expectations 

of therapy on parents' decision to terminate remains to be 

demons trated. 

In considering child clients, the influence of different 

systems external to the family which may serve to "hold" the 

child in treatment must be considered. For example, Williams 

and Pollack (1964) found that dropouts from a child guidance 

clinic are more likely to have been referred for treatment 

ky the court or school system. A more recent study (Henson, 

1985) contradicted this finding. In this research, no 

relationship was observed between referral source and the 

number of sessions attended by clients at a child guidance 

clinic. While 41 percent of the clients included in the 

study did not return after intake, no single variable or 

combination of variables could account for this attrition 

rate. 

Client-Therapist Dyad Variables 

An important finding, confirmed in all six of the 

studies cited by Baekeland and Lundwall (1975), is that 

discrepant expectations are related to the client's dropping 

out of treatment. Since that review, additional support for 

this finding has emerged (Duehn & Proctor, 1978; Kissel, 

1974; Salyer, 1978). In his study of mothers who had 

brought a child for treatment at a child guidance clinic, 
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Kissel (19 74) found that parents were significantly more 

likely than therapists to rate the child's behavior as 

improved, regardless of the number of sessions, length of 

treatment, or type of therapy. Salyer (19 78) found that 

when parents were dissatisfied with treatment at a child 

guidance clinic, they most often cited reasons related to 

discrepant expectations. These reasons included having 

expected to receive more specific parenting instructions or 

an explanation of their child's behavior. 

As is the case with client personality variables, 

however, a client's expectations about psychotherapy may 

not be data that is available to a therapist at an initial 

interview. Particularly if the client is of lower socio-

economic or educational status, she or he may not have the 

verbal skills or abstract conceptualization ability needed 

to communicate such expectations to a therapist (Baum et al., 

1966) . 

Representative of research in the area of expectations 

at intake is the work of Duehn and Proctor (1977). They 

used the clinician's verbal response as the dependent 

variable and a 24-item checklist of content areas clients 

expected to discuss during intake as the independent variable 

The relevance of clinician's responses was measured by the 

number of times his/her verbalizations included one of the 

topics previously selected by the client. While this study 

supported the importance of interactional variables, it 
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failed to account for differences in the self—presentational 

styles of the clients and therapists or the impact of 

nonverbalized expectations of the client. Neither does it 

address variables which might account for differences in the 

degree to which the different therapists involved were able 

to accurately respond to the clients. Additionally, the 

manner in which the authors account for the multiplicity of 

possible contents not included on their checklist of client 

expectations remains unclear. 

Relationships have been demonstrated between dropping 

out of treatment and several client, therapist, and dyadic 

variables. At the time that a client participates in an 

intake interview, however, no one variable, category of 

variables, or combination of variables has proven to be 

predictive of the length of time the client will remain in 

treatment. Client demographics are insufficient to account 

for treatment attrition. The contribution of therapist 

demographics to attrition from child-oriented treatment 

remains to be demonstrated. While degree of expectation 

congruency between therapist and client is related to 

attrition, information about client expectations may be 

difficult to obtain and unavailable at the time of intake. 

The fact that roughly half of those who attend initial 

intake interviews fail to return (Baekeland & Lundwall, 

19 75; Henson, 19 85) suggests that this is the point in the 
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process at which clients are most vulnerable to dropping out 

of treatment. The social psychological research on self-

presentation strategies may provide a framework in which 

the interactions between therapist and client during the 

intake interview can be examined. This approach would allow 

circumvention of expectation contents. The way in which 

therapist and client present themselves to each other might 

be sufficient to account for attrition or return after this 

interview. 

Self-Presentation 

The psychotherapeutic interview is a social interaction. 

As such, it should be subject to the same principles which 

govern other social interactions. Self—presentation refers 

to the behaviors engaged in to create a specific impression 

on others in social situations. It is generally accepted 

that all people engage in self-presentation strategies in 

any social situation (Alexander & Knight, 19 71; Arkin, 19 80; 

Deaux, 1977; Goffman, 1967). Self-presentation may take 

many forms and may achieve several goals (Schlenker, 19 80). 

A reasonable assumption is that at any psychotherapy inter-

view and particularly at intake, their first contact with 

each other, both therapist and client actively construct 

self-presentations designed to further their goals for that 

interview. The nature of the goals is a matter of speculation. 

For the therapist, goals might include being seen as a 

compassionate helper or as a knolwedgeable, powerful doctor. 
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The client may present himself or herself as a supplicant 

in despirate need of help or may be seeking to prove that 

no help is needed at all. At any rate, each participant in 

the therapy interview does engage in self-presentation 

strategies designed to further his or her notion of the goal 

of the interview. One approach to the explanation and 

exploration of individual differences in self-presentations 

can be found in Snyder's research (19 74, 19 79) on the 

construct of self-monitoring. 

Self-Monitoring 

Snyder (1974, 1979) has proposed a theory suggesting 

one way in which individuals differ in their approach to 

self-presentation strategies. Self-monitoring can be seen 

as one variable which moderates situational influences and 

personal disposition as they interact to produce behavior. 

Snyder asserts that self—monitoring styles range along a 

continuum from those more focused on situational cues and 

contexts to those reflecting greater sensitivity to internal 

promptings and knowledge of one's own characteristic patterns 

of responding. Although all individuals consult both self-

knowledge and situational cues in making behavioral decisions, 

the differences between the two styles appears to be the 

emphasis given to these two sources of information. The 

behavior of some individuals is governed more by attention 

to social context while the behavior of others is enacted 

based on attention to enduring personal characteristics. 
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The degree to which individuals vary in respect to this 

construct, the behaviors which reflect these differences, 

and the degree to which self—monitoring may be influenced 

by different types of situations have served as facets of 

empirical validation of the self-monitoring construct. 

In the decade following the introduction of the Self-

Monitoring Scale (Snyder, 1974), prototypical characteri-

zations have emerged of high and low self-monitors as 

defined by scores on this instrument. The high self—monitor 

is sensitive to situational cues, including interpersonal 

nuances. skilled not only at inferring social situational 

demands and the affective states of others, the high 

self-monitor is able to modulate his or her interpersonal 

behavior to meet those demands (Snyder, 1974, 1975; Snyder 

& Swann, 19 76; Snyder & Tanke, 19 76; Snyder & Monson, 1975; 

Snyder & Simpson, 1984). The high self-monitor shows 

cross—situational specificity in behavior and low consistency 

between measures of attitude and behavior in situations 

^®l®vant to expressions of that attitude (Snyder & Monson, 

1975; Snyder & Tanke, 1976). High self-monitors tend to be 

androgynous or masculine-typed on the Bern Sex-Role Inventory 

(Lee & Scheurer, 19 83). They are more likely to seek and 

consult available social comparison information and to use 

this information in determining their behavior in a given 

social context (Snyder, 19 74). The approach of high self-

monitors to an interpersonal situation can, according to 
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Snyder (1979), be summarized by the question, "who does this 

situation want me to be and how can I be that person?" (p. 

102). The answers derived by the high self-monitor to this 

question will then guide the construction of an appropriate 

self-presentation. 

In contrast, the low self-monitoring individual appears 

to approach the same situations with the question, "who am 

I and how can I be me in this situation?" (Snyder, 19 79, 

p. 10 3) . The low self-monitor tends to emphasize relevant 

self-concept information including typical self-responding 

patterns, past behavior in similar situations, current 

affective states, and enduring attitudes. The low self-

monitoring individual displays both greater cross-situational 

consistency in behavior and greater consistency between 

attitude and behavior (Snyder & Monson, 19 75; Snyder & Tanke, 

19 76). in fact, they place a high value on maintaining 

congruency between attitude and action (Snyder, 1979). 

In addition to delineating individual characteristics 

of the two self-monitoring styles, Snyder (1974) has explored 

the effectiveness of dyads based on self-monitoring styles. 

Dyads in which both individuals were high self-monitors 

were more effective than any other combination at enacting 

and accurately decoding an arbitrarily assigned emotional 

state. Dyads in which the emotional state was portrayed by 

a high self-monitoring individual and subsequently decoded 

by a low self-monitor were next in order of effectiveness. 
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The two remaining combinations (high self—monitor judge with 

low self-monitor actor and both being low self-monitors) 

were equally ineffective at the task. 

Application of Self—Monitoring Theory to Psychotherapy 

To date, no studies have been performed which explore 

applications of self-monitoring theory and findings to the 

interpersonal situation of psychotherapy (Snyder, personal 

communication, July, 1985). However, the empirical 

confirmation of two distinct self-monitoring styles with 

very different interpersonal implications suggests that this 

construct could be usefully applied to understanding certain 

processes in psychotherapy (Snyder, personal communication, 

July/ 19 85) . Specifically, an understanding of the different 

self-monitoring styles might enhance prediction of the 

outcome of an initial clinical interview when outcome is 

defined as whether or not the client returns for treatment. 

Differences in the self-monitoring styles of therapists 

and clients might influence the degree to which clients 

perceive that the therapist understood their expectations, 

regardless of the content of those expectations. These 

client perceptions, in turn, might be expressed by whether 

or not the client returns after intake. 

Possible prototypes of therapists and clients at each 

end of the self-monitoring continuum can be drawn, basing 

such speculation on more general research findings regarding 

high and low self-monitors. For example, given that low 
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self-monitors place great value on consistency between 

behavior and attitude (Snyder & Monson, 1975), the low self-

monitoring therapist would approach therapy with any client 

from the same, consistent theoretical framework. There is 

no reason to suppose that any one theory would be more 

universally associated with the low self-monitoring therapists, 

It is, however, reasonable to assert that they would begin 

with a uniform therapeutic approach (e.g., the psychoanalytic 

"blank screen"). Their understanding of any individual client 

then, would depend on the client's reaction to this uniform 

conduct of therapy. 

In contrast, if high self-monitors are more concerned 

with situational cues, it seems probable that high self-

monitoring therapists would approach therapy from an eclectic 

orientation. They would be more concerned with matching 

therapeutic self-presentation and intervention to the 

individual client and complaint than to a consistent theory. 

The high self-monitoring client might be more compliant 

with therapeutic interventions as he or she attempts to 

enact appropriate client behavior. High self-monitors might 

have less difficulty adapting to the expectations of the 

therapist, regardless of their previous expectations of 

therapy. Low self—monitoring clients might have more 

difficulty "shifting gears" when confronted with a therapist 

who differs from them in expectations of the therapeutic 

process. This might be particularly true if the client has 
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been previously seen in therapy with another clinician and, 

therefore, has a sample of his or her behavior in a similar 

circumstance. 

While these characterizations are speculative, they 

provide a basis for predictions about the way in which self-

monitoring styles might influence outcome following intake 

interviews. Snyder's (19 74) study of dyad effectiveness 

suggested that a pairing of two high self—monitors is most 

effective in enacting and decoding an affective state. This 

would lead to speculation that a pairing of high self-

monitoring client and therapist might be most effective in 

communicating the nature of the problem for which psycho-

therapy is being sought. 

Snyder (19 74) found that low self—monitoring judges of 

affect are accurate in decoding the emotion being portrayed 

only when paired with high self-monitoring actors. A 

speculation has been made that low self-monitoring therapists 

might be more likely to endorse a single theoretical 

orientation to therapy, increasing both their cross-

si tuational consistency and the congruency between their 

own attitudes and behavior. Baum et al. (1966) demonstrated 

that rigidity in treatment approach by the therapist may be 

associated with the client dropping out of treatment. 

Therefore, low self-monitoring therapists might be effective 

only when paired with high self-monitoring clients, individuals 

skilled at matching their behavior to the situational demands 
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of a low self-monitoring client expecting psychoanalysis as 

the client would be at meeting the situational demands of 

the therapist. The probability that such a pairing would 

lead to a positive therapeutic outcome would appear to be 

low. 

Hypotheses 

Hypothesis 1. Demographic characteristics of therapist 

and client account for whether or not the client returns 

after intake. 

Hypothesis 2. Clients and therapists do not differ in 

their variability along the self-monitoring continuum. 

Hypothesis 3. Therapists low in self-monitoring show 

a greater tendency to endorse a single theoretical orientation 

than do high self-monitoring therapists. Conversely, high 

self-monitoring therapists are more likely to endorse an 

eclectic orientation to therapy than are low self-monitors. 

Hypothesis 4. Dyads composed of high self—monitoring 

therapists and clients will show the highest percentage of 

return after intake. Conversely, dyads in which both therapist 

and client are low self-monitors will show the lowest 

percentage of return after intake. 

Hypothesis 5. Clients in dyads in which both members 

are high self-monitors would report the greatest degree of 

satisfaction with the intake interview. 

Hypothesis 6. Therapists in dyads in which both members 

are high self-monitors would report the greatest degree of 

satisfaction with the intake interview. 
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Hypothesis 7. Dyads composed of high self-monitors 

would show the highest rate of agreement between therapist 

and client when each assesses his/her satisfaction with the 

intake interview. 
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CHAPTER II 

METHOD 

Subjects 

Therapists. Subjects included 30 therapists at the 

Dallas Child Guidance Clinic. Seventy percent of these 

therapists were female. These therapists represented many 

different orientations to psychotherapy. In addition to 

the traditional psychoanalytic approach present from the 

early days of the child guidance movement, therapists at 

this clinic tend to identify themselves as behavioral, 

client-centered, strategic, rational-emotive, systemic, 

and/or eclectic in theoretical and practical orientation. 

Therapists also represented many different levels of training, 

ranging from a bachelor's level intake worker and student 

trainees to Ph.D. psychologists. The majority of therapists 

are master's level psychiatric social workers (9), master's 

level psychological associates (3), and doctoral level 

psychologists (5). The clinic is a training site for 

graduate students in social work (4), psychology (8), and 

psychiatry, all of whom serve as therapists. 

The therapists at this clinic were appropriate subjects 

for this study as they appeared to be representative of 

therapists in any urban outpatient psychiatric clinic. 

They were heterogeneous in age, educational background, and 

approaches to treatment. 
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Clients. Subjects were 134 families who applied for 

services by attending an intake interview at the Dallas 

Child Guidance Clinic during December, 19 85, January, 

February, and March, 19 86. A previous study in the same 

setting indicated that clients at this clinic represent a 

variety of income levels and family composition types 

(Henson, 1985). 

Setting 

Description of Clinic. The Dallas Child Guidance 

Clinic, in operation since 1924, is the oldest continually 

operating child guidance clinic in the United States. An 

outpatient psychiatric facility funded by the United Way 

and sliding scale client fees, it serves families of 

children from birth to 18 years of age. Clinic services 

are available during weekday business and evening hours as 

well as on weekends. The clinic serves approximately 2900 

families each year in Dallas County at its downtown office 

and four suburban satellite clinics. Treatment modalities 

employed at the clinic include individual play therapy, 

therapeutic play groups, individual child psychotherapy, 

individual parent psychotherapy, parent counseling, marital 

therapy, and group therapies for children, adolescents, and 

parents. During the past ten years, the clinic has been 

increasingly involved in providing family therapy as well. 

Clinic procedure. The client's initial contact with 

the clinic is usually by telephone. An intake appointment, 
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the family's first interview, is then scheduled by the 

receptionist and usually held within a week. During a time 

of particularly heavy clinic activity, however, this delay 

may extend for several weeks. At the intake appointment, 

a therapist meets with the parents to insure that all 

identification data are present, to gather a brief statement 

of the problem as viewed by the parents, and to explain 

clinic policies and procedures. While bachelor's level 

therapists and students serve as intake workers, senior 

staff and students with advanced training and/or more 

experience also perform intake interviews. Therefore, 

intake workers represent the full range of variability of 

clinic therapists in terms of level of training and amount 

of experience. After this 30-minute interview, the infor-

mation is forwarded to the chiefs of Psychology and Social 

Work, who assign the case to a therapist. 

Once assigned, the new therapist contacts the family 

to schedule a diagnostic evaluation. Typically, there are 

approximately two weeks between intake and the first 

diagnostic appointment. The diagnostic procedure lasts 

four weeks. 

Instrumentation 

Questionnaire for therapists. Therapist information 

collected included age, gender, highest academic degree 

obtained, number of years therapeutic experience, frequency 
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of doing intake interviews, and theoretical orientation to 

psychotherapy (see Appendix A). 

Clinic face sheet. This form (Appendix B) , completed 

by the family prior to the intake interview, provides data 

about the child patient's age and gender, number of family 

members, marital status of the parents, family income, 

referral source, and whether or not the family has been 

previously involved in therapy. Information on the dependent 

measure, whether or not the family returned after intake, was 

collected from the clinic's fee records. 

Self-Monitoring Scale. Snyder's (19 74) 25-item true-

false questionnaire includes items which relate to (a) concern 

with social appropriateness, (b) attention to relevant social 

comparison information, (c) the ability to control and modify 

one's social presentation and expressive behavior, (d) the 

use of this ability in particular situations, and (e) the 

extent of cross-situational consistency in behavior (see 

Appendix C). The designation "high" and "low" self-monitor 

are determined by a median split on this instrument. in 

research using this scale, the median is reported as 11 or 

12, depending on the particular sample of subjects (Snyder, 

19 74; Snyder & Monson, 19 75; Snyder & Simpson, 19 84; Snyder 

& Swann, 1976; Snyder & Tanke, 1976). in his original 

article, Snyder (1974) cites a Kuder-Richardson 20 reliability 

coefficient of .70 and a test-retest reliability coefficient 

of .83 (df = 51, ̂  < .001) at a one-month interval. 
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Ample evidence that differences in scores on the Self-

Monitoring Scale are due to self-monitoring styles rather 

than to differences on some other related construct has been 

provided through discriminant validity studies (Paulhus, 19 84; 

Pilkouis, 1977; Snyder, 1974; Snyder & Monson, 1975). in his 

initial studies, Snyder (19 74) found that self-monitoring 

scores were unrelated to scores on the Marlowe-Crowne Social 

Desirability Scale, MMPI Scale 4 (Psychopathic Deviate), 

Machiavellianism, achievement anxiety, or inner-others 

directedness. Further studies have supported the independence 

of self-monitoring from measures of introversion-extraversion 

and neuroticism (Snyder & Monson, 1975), shyness (Pilkouis, 

1977), and social desirability (Paulhus, 1984). while these 

constructs may share elements with self-monitoring, the 

reported correlations are small, supporting the assertion 

that self-monitoring is a separate construct. 

Additional data relevant to construct validity have 

been reported. Snyder (19 74) found that professional stage 

actors, individuals skilled at impression management, score 

significantly higher on the Self-Monitoring Scale than do 

members of an undergraduate student control group. Addition-

ally, he reported that hospitalized psychiatric patients, 

individuals thought to be less able to modify their behavior 

to meet situational demands, did in fact score significantly 

lower on the Self-Monitoring Scale than did controls. Further 

evidence of validity was reported in the .45 correlation 
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between self- and peer-ratings of self-monitoring styles and 

their behavioral correlates (Snyder, 1974). 

Intake rating form. This form (Appendix D) was designed 

to elicit the client's impressions about how well their 

concerns were understood by the intake therapist. Completed 

immediately after the intake interview, it consisted of 

seven intake-related questions, five of which were answered 

on a seven-point scale. 

Intake evaluation form. This form (Appendix E) was 

designed to elicit the intake therapist's impressions about 

the effectiveness of the intake interview. It was completed 

immediately after the intake interview and consisted of five 

questions related to aspects of the interview. The questions 

were answered via ratings on a seven—point scale. 

Procedure 

The Self-Monitoring Scale and questionnaire for therapists 

were distributed to all therapists, including students and 

interns. A cover letter (Appendix F) was included explaining 

the voluntary nature of participation and, in global terms, 

the purpose of the study. Clients completed the Self-

Monitoring Scale and face sheets as part of the routine 

intake process. They received a cover letter (Appendix G) 

explaining that completion of the Self-Monitoring Scale was 

not related to their clinic treatment, but was optional 

participation in a research project. Both cover letters 

provided a signature space that constituted the participant's 

informed consent to take part in the study. 
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Following the intake interview, the intake worker gave 

each client an intake rating form. They were asked to return 

to the waiting room to complete this form. When complete, 

the form was given by the client to the receptionist who 

then coded it for later identification. Also immediately 

after the intake interview, the therapist completed the 

intake evaluation form and submitted it to the receptionist. 

One month after all data collection was completed, 

client fee cards were examined to determine which clients 

returned after intake. Client case records were examined 

for demographic variables which might be related to dropping 

out of treatment. 

Analysis 

To determine the degree to which therapist demographic 

variables increased the power of client demographics to 

predict return after intake, a step-wise regression analysis 

was completed. Measures of central tendency and of dispersion 

were calculated on both therapists' and clients' responses to 

the Self-Mom to ring Scale to test the hypothesis that thera-

pists vary along the self-monitoring continuum. A t test 

was calculated to test the significance of the difference 

between the means of the two groups. 

A 2 x 2 Chi-square was calculated to test the hypothesis 

that low self-monitoring therapists show a greater tendency 

to endorse a single theoretical orientation to psychotherapy. 
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A secondary analysis was made between self-monitoring style 

and both type and number of theoretical orientations endorsed. 

After assigning each client-therapist dyad to the 

appropriate cell (High client-High therapist, High client-

Low therapist, Low client-High therapist, Low client-Low 

therapist), a 2 X 2 Chi-square was calculated to test the 

hypothesis that a combination of therapist and client Self-

Monitoring scores was related to the dependent measure of 

whether or not the client returned after intake. Two additional 

2 X 2 Chi-squares were performed to test for differences in 

numbers of clients return by membership in "high-high" and 

"low-low" cells compared to any other dyad combinations. 

A one-way ANOVA was calculated to test the assumption 

that clients from dyads in which both members are high self-

monitors would report a greater degree of satisfaction with 

the intake interview. An additional one-way ANOVA was 

calculated to test the assumption that therapists from dyads 

in which both members are high self-monitors would report a 

greater degree of satisfaction with the intake interview. 

After assigning each client-therapist dyad to the appropriate 

cell, as specified above, Pearson correlations were calculated 

between client and therapist satisfaction rates to test the 

hypothesis that the dyads in which both client and therapist 

are high self-monitors would show the highest rate of agreement 

on satisfaction with the intake interview. These correlations 

were informally compared for differences in the magnitudes 

of the correlations. 
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CHAPTER III 

RESULTS 

A stepwise multiple regression analysis was used to 

examine data related to the hypothesis that therapist and 

client demographics would predict return rate. With return 

after intake specified as the dependent variable, the 

independent variables used in this analysis were therapist 

age, gender, educational level, years of experience and 

percent of current working time spent doing intake interviews 

Additional independent variables included whether or not this 

clinic w a s the first place the family had sought help, the 

number of days the family was on the waiting list prior to 

intake, and the family's reported annual income. In the 

stepwise analysis, none of the variables was entered into 

the equation to predict return rate. A second, forced 

stepwise regression analysis was attempted. Again, this 

combination of independent variables did not significantly 

account for the variance in return rate. 

A correlation matrix was generated to determine the 

relationships among variables included in the regression 

analysis (see Table 1, Appendix H). None of the independent 

variables was significantly related to the dependent variable 

of return rate, nor were they related to client socioeconomic 

status. 
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A negative relationship was demonstrated between the 

number of days clients spent on the waiting list and the 

level of their intake therapist's education (r = -.28, 

p < .05). Therapist gender was positively related to this 

clinic's being the first place that the client sought help 

(<f> - .39, p < .001), when females were coded as "1" and 

males were coded as "2." Negative relationships were 

observed between therapist gender and number of years of 

experience as a therapist (r^ = -.29, p < .001), percent 

of work time spent doing intake (rpb = -.30, £ < .001), 

level of education (r^ = -.17, p < .05), and therapist age 

(£gb = ~-41f P < .001). Significant relationships were also 

established between this clinic being the first place clients 

sought help and therapist experience (rpfc, = -.25, p < .05), 

percent of time the therapist spent doing intake (rpb = .41, 

P < .001) and therapist age (r^ = .49, p < .001). Level of 

experience was also significantly correlated with level of 

education (r = .53, £ < .001). 

Measures of central tendency and of dispersion were 

calculated to test the hypothesis that clients and therapists 

did not differ significantly on the self-monitoring dimension 

(see Tables 2 and 3). The means of the two groups are within 

1.94 points of each other. A t test was calculated to test 

for the significance of this difference between means. A 

t value of .69 was obtained. This value was not significant, 

indicating that the difference observed between the two 
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Table 2 

Client Self-Monitoring Scale Scores 

Measures of Central Tendency 

Arithmetic Mean 9.12 

Median 9.00 

Mode 11.00 

Measures of Dispersion 

Standard Deviation 3.63 

Standard Error .32 

Variance 13.19 

Minimum 

Maximum 

Range 

1.00 

18.00 

17 

N = 135. 

Table 3 

Therapist Self-Monitoring Scale Scores 

Measures of Central Tendency 

Arithmetic Mean 11.06 Minimum 6 .00 

Median 11.00 Maximum 18 .00 

Mode 11.00 Range 12 

Measures of Dispersion 

Standard Deviation 3.74 

Standard Error .68 

Variance 14.00 

N = 30. 
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groups was due to chance or error. The hypothesis that the 

two groups are not significantly different on this measure 

was supported. 

A 2 X 2 Chi-square was calculated to test the hypothesis 

that low self-monitoring therapists are more likely than high 

self-monitoring therapists to endorse a single theoretical 

approach to psychotherapy (see Table 4). Theory endorsement 

Table 4 

Chi-Square Table: Number of Theories 
Endorsed by Self—Monitoring 

Self-Monitoring 
Score 

Number of Theories 
Endorsed 

One > One Total 

Low 15 3 18 
60.0% 

High 2 10 12 
40.0% 

Total 17 
56.7% 

13 
43.3% 

Chi-square = 10.45 (p < .001 

was defined as the therapist indicating on the Therapist 

Questionnaire that he or she used a given theory at least 

half of the time in formulating his/her approaches to therapy. 

A single endorsement existed if the therapist reported only 

one theory which was used half or more of the time. Multiple 

endorsements existed if the therapist reported using more 
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than one theory at least half of the time. A median split 

was performed on Self-Monitoring Scale scores. A score of 

11 or less was included in the low self-monitoring category. 

A score of 12 or greater was included in the high self-

mom tormg category. A Chi-square value of 10.45 was 

obtained (p < .001). The hypothesis that low self-monitors 

would endorse a single theoretical approach was supported. 

Additional Chi-square tests were conducted to investigate 

whether or not self-monitoring style was associated with 

strong endorsements of specific theories. For this purpose, 

a strong endorsement was defined as the therapist circling 

one of the two strongest positions on the Therapist Question-

naire ("Almost always use this theory") for the orientation 

being considered. Three theory endorsements were found to 

be significantly related to self-monitoring style. The Chi-

square value for anlytic theory endorsement by self-monitoring 

style was 7.74 (p < .01) (see Table 5). Low self-monitors 

were significantly more likely to strongly endorse an analytic 

approach to therapy. Conversely, high self-monitors gave 

this theory only moderate to weak endorsements. 

A Chi-square value of 5.66 (p < .01) was obtained for 

systemic theory endorsement by self-monitoring style (see 

Table 6). The high self-monitoring style was not related 

to strong or weak endorsement of this theory. That is, high 

self-monitors were evenly divided between the weak and strong 
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Chi—Square: Analytic Theory Endorsement 
by Self-Monitoring 
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Self-Monitoring 
Score 

Analytic Theory 
Moderate 
to Weak 

Endorsement 
Strong Total 

Low 6 12 18 
60.00% 

High 11 1 12 
40.00% 

Total 17 
56. 7% 

13 
43.3% 

Chi-square = 7.74 (p < .01) . 

Table 6 

Chi-Square : Systemic Theory Endorsement 
by Self-Monitoring 

Self-Monitoring 
Score 

System Theory Endorsement 
Moderate Strong 
to Weak Total 

Low 17 1 18 
60 .00% 

High 6 6 12 
40.00% 

Total 23 
76.7% 

7 
23.3% 

Chi-square = 5.65 (R < .01) . 
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endorsement cells. Low self-monitors, however, were signifi-

cantly less likely to strongly endorse this theory. 

Endorsement of an eclectic approach to therapy was 

examined as it related to self-monitoring style (see Table 7). 

Chi-Square: 

Table 7 

Endorsement of Eclectic Approach 
by Self-Monitoring 

Self-Monitoring 
Score 

Eclectic Approach 
Moderate 
to Weak 

Endorsement 
Strong 

Total 

Low 15 3 18 
60.00% 

High 5 7 12 
40.00% 

Total 20 
33. 3% 

10 
66.7% 

Chi-square = 3.91 (£ < .05). 

Again, while high self-monitoring style was not associated 

with strength of an eclectic endorsement, low self-monitors 

were significantly less likely to strongly endorse this 

approach. 

A correlation matrix was generated including therapist 

gender, self-monitoring score and theory endorsements (see 

Table 8, Appendix H). Three measures of eclecticism are 

represented in this matrix. First is the endorsement score 

given for an eclectic approach to therapy. Second is the 
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sum of endorsements for all theories. Third is the number 

of different theories the therapist indicated using more 

than half the time in case formulation and intervention. 

Self-monitoring was found to have a significant positive 

relationship with gender (rpb = .64, p < .001). This 

indicated that men tended to obtain higher scores on the 

Self-Monitoring Scale. Self-monitoring was negatively 

related to analytic theory endorsement (r = -.34, p < .05). 

Significant positive relationships were observed between 

self-monitoring and behavioral (r = .44, £ < .01) as well as 

systemic (r = .30, £ < .05) theory endorsements. Addition-

aiiy, self-monitoring was significantly and positively related 

to all three measures of eclecticism. Reporting an eclectic 

endorsement was correlated with self-monitoring (r = .45, 

p < .01). The correlation between self-monitoring and 

composite endorsement score was .31 ( £ < .05). A correlation 

of .51 (p < .01) was established between self-monitoring 

score and the number of different theories which received 

a strong endorsement. 

The hypothesis that dyads in which both therapist and 

client were high self-monitors would have the highest rate 

of return was evaluated with a Chi-square test of the data. 

Of the 130 cases included in this analysis, 67 (51.5%) 

did not return after intake. The remaining 63 cases (48.5%) 

did return. In forming self-monitoring dyads, each interview 
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was considered as a single case. This meant that each client 

was included once. Therapists, however, varied in the number 

of times they were represented. The range for number of 

interviews performed by each therapist was from 1 to 26, with 

a mean of 4.5. 

Including in the initial analysis only those cases in 

which the clients returned, a Chi-square value of .32 was 

obtained (see Table 9). This value was not significant. 

Returning to the clinic was not associated with pairings of 

high self-monitors. 

Table 9 

Chi-Square: Returning Clients by 
Therapist/Client Self—Monitoring 

Client Self-Monitoring Total 
Low High 

Therapist Low 36 9 45 
Self- 73.8% 

Monitoring High 11 5 16 
26.2% 

Chi-square = .32 

An additional Chi-square was performed to test the inverse 

hypothesis that pairings of low self-monitors would be least 

likely to result in the client's return (see Table 10). This 

analysis included only those cases in which the clients did 
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Table 10 

Chi-Square: Nonreturning Clients by 

Therapist/Client Self—Monitoring 

Client Self-Monitoring Total 
Low High 

Therapist 

Self-

Monitoring 

Low 

High 

36 

10 

14 50 
79.4% 

13 
20 .6% 

Chi-Square = .15 

not return to the clinic. A Chi-square value of .15 was 

obtained, which was not significant. Not returning to the 

clinic was not associated with membership in a dyad composed 

of low self-monitors. 

Two additional Chi—square tests were performed to test 

for significant differences in frequencies of clients who 

returned as a function of dyad self-monitoring style. In 

order to maximize the probability of observing a true 

difference, the median split for clients was set at 9.00. 

This value, although not significantly different from that 

of therapists, represents the median obtained by clients in 

this sample. 

The first 2 x 2 Chi-square dichotomized therapist-client 

pairs into two categories. These categories were (a) those 

included in the high therapist-high client self-monitoring 
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cell, and (b) all other combinations of self-monitoring 

(see Table 11). with frequency of clients returning speci-

fied as the dependent variable, a Chi—square value of .04 

was obtained which was not significant. Pairs of high 

self-monitors did not show a higher frequency of returning 

clients. 

Table 11 

Chi-Square: Return by "High-High" Versus 
Other Dyad Self-Monitoring Style 

Self-Monitoring 
High-High Other Total 

No Return 14 42 56 
50.0% 

Return 16 40 56 
50.0% 

Total 30 82 
26.8% 73.2% 

Chi-Square = .04 

The second 2 X 2 Chi-square dichotomized therapist-client 

pairs into those included in the low-low self-monitoring cell 

and all other combinations (see Table 12). with frequency 

of returning clients specified as the dependent variable, a 

Chi-square value of 2.60 was obtained. This value was not 

significant. Dyads in which both members were low self-

monitors did not show a smaller frequency of clients who 

returned. 
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Table 12 

Chi-Square: Return by Low-Low Versus 
Other Dyad Self-Monitoring Style 

Self-Monitoring 
Low-Low Other Total 

No return 16 40 56 
50.0% 

Return 8 48 56 
50.0% 

Total 24 88 
21.4% 78.6% 

Chi-square = 2.60 

The hypothesis that clients from dyads in which both 

members were high self-monitors would report greater satis-

faction with the intake interview was tested. Two measures 

of client satisfaction were used. First, client responses 

to the intake rating form were recoded from 1 (least positive) 

to 7 (most positive). The five rating questions were then 

summed, yielding a composite satisfaction score. This score 

ranged from 17 to 35, with an arithmetic mean of 26.8, a 

median of 27.5, and a standard deviation of 3.96. A second 

definition of client satisfaction was the response to the 

single rating question, "How well do you think your intake 

worker now understands why you came to the clinic?" Responses 

to this item were coded on a continuum ranging from 1 (didn't 

understand at all) to 7 (understood perfectly). Actual scores 
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ranged from 2 to 7, with an arithmetic mean of 6.33, mode 

and median of 7.00, and a standard deviation of 1.39. 

A one—way (1 X 4) ANOVA was calculated for each 

satisfaction measure by dyad match of self-monitoring style. 

The variance in composite client satisfaction scores was 

not accounted for by dyad self-monitoring composition. 

Cell means and standard deviations are reported in Table 

13. 

Table 13 

ANOVA: Composite Client Satisfaction by 
Self-Monitoring 

DF Sum of Mean F F probability 
Squares Squares 

Between groups 3 20.78 6.9 3 .39 .76 

Within groups 48 848.99 17.69 

Total 51 869.77 

Therapist Self-Monitoring Score High High Low Low 

Client Self-Monitoring Score High Low High Low 

M 25.60 27.58 25.88 26.67 

SD 3.21 3.94 4.79 4.27 

N 5 12 8 27 
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A one-way (1 X 4) ANOVA showed that pairings of 

therapist and clients by self-monitoring scores did not 

account for a significant proportion of the variance 

observed in clients' ratings of therapists' understanding 

(see Table 14). Thus, regardless of which measure of client 

satisfaction was considered, clients from dyads composed of 

two high self-monitors did not report being better satisfied 

with the intake interview. 

Table 14 

ANOVA: Clients' Ratings of Therapist 
Understanding by Dyad Self—Monitoring 

Sum of Mean F F probability 
Squares Square ~ 

Between groups 3 6.02 2.01 1.54 .22 

Within groups 48 62.68 1.31 

Total 51 68.69 

Therapist Self-Monitoring Score High High Low Low 

Client Self-Monitoring Score High Low High Low 

M 5.80 6.50 5.87 6.67 

SD 1.64 1.17 1.64 0.83 

N 5 12 8 2 7 
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The hypothesis was tested which asserted that the 

therapists in dyads composed of two high self—monitors would 

report the greatest degree of satisfaction with the intake 

interview. Two measures of therapist satisfaction were used. 

First, responses to the Intake Evaluation Form were coded 

from 1 (least positive) to 7 (most positive). These responses 

were then summed to yield a composite therapist satisfaction 

score. These scores ranged from 18 to 35, with an arithmetic 

mean of 29.8, median of 29.5, a mode of 35.00 and a standard 

deviation of 4.24. The second measure of therapist satisfac-

tion was the response to the questionnaire item, "How would 

you rate this family's motivation for participating in 

treatment?" Responses to this item were coded on a scale 

from 1 (unmotivated) to 7 (highly motivated). Actual responses 

to this item ranged from 1 to 7 with an arithmetic mean of 

6.02, median of 6.0, mode of 6.0, and standard deviation of 

1.17. 

A one-way (1 X 4) ANOVA was calculated for each therapist 

satisfaction measure by self-monitoring styles of the dyad. 

In the first ANOVA, which used the composite satisfaction 

score, an F value of 1.91 was obtained. This value was not 

significant. Variance in composite therapist satisfaction 

was not accounted for by dyad self-monitoring style (see 

Table 15). 

An additional one-way (1 X 4) ANOVA was calculated for 

the therapists' rating of the clients' motivation to take part 
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Table 15 

ANOVA: Composite Therapist Satisfaction 
by Dyad Self-Monitoring 

DF Sum of 
Squares 

Mean 
Square 

F F probability 

Between groups 3 100.20 33. 40 1.91 .14 

Within groups 48 840.88 17. 51 

Total 51 9 41.08 

Therapist Self-Monitoring Score High High Low Low 
Client Self-Monitoring Score High Low High Low 

M 28.00 28.00 28.88 31.00 

SD 5.83 4. 79 4.49 3.46 

N 5 12 8 27 

in treatment as a function of dyad self-monitoring style 

(see Table 16). An F value of 1.92 was obtained which was 

not significant. Cell means and standard deviations are 

reported in Table 16. Variance in the therapist's rating of 

the client's motivation was not accounted for by differential 

self-monitoring pairings. 

A one-way (1X2) ANOVA was calculated for composite 

client satisfaction by client self-monitoring style. An F 
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Table 16 

ANOVA: Therapists' Ratings of Client 
Motivation by Dyad Self-Monitoring 

DF Sum 
Squares 

Mean 
Square 

F F probability 

Between groups 3 8.12 2.71 1.92 .14 

Within groups 48 6 7.80 1.41 

Total 51 75.92 

Therapist Self--Monitoring Score High High Low Low 

Client Self-Monitoring Score High Low High Low 

M 5.80 5.50 5.50 6. 33 

SD 0. 84 1.78 1.60 0.67 

N 8 12 8 27 

value of 1.32 was obtained which was not significant. 

Variance in composite client satisfaction could not be 

accounted for by the client's self-monitoring style (see 

Table 17). 

Subsequently, a one-way (1X2) ANOVA of client ratings 

of their therapist's understanding as a function of the 

client's self-monitoring style was conducted (see Table 18). 
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Table 17 

ANOVA: Composite Client Satisfaction 
by Client Self-Monitoring Score 

DF Sum of 
Squares 

Mean 
Square 

F F probability 

Between groups 

Within groups 

Total 

Client 

Satisfaction 

1 

50 

51 

22.36 22.36 1.32 .26 

847.41 16.95 

869.77 

Client Self-Monitoring 
Low High 

M = 2 7.19 

SD = 4.25 

N = 31 

M = 25.86 

SD = 3.90 

N = 21 

Table 18 

ANOVA: Clients' Ratings of Therapist Understanding 
by Client Self-Monitoring 

DF Sum of 
Squares 

Mean 
Square 

F probability 

Between groups 1 7.80 

Within groups 50 60.88 

Total 51 68.69 

7.80 

1.22 

6.41 < .01 

Client Self-Monitoring 
Low High 

Client Ratings M = 6.74 M = 5.95 

of Therapist SD = 0.77 SD = 1.47 

Unders tanding N = 31 N = 21 
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An F value of 6.41 was obtained which was significant at 

the .01 level. Cell means and standard deviations are 

reported in Table 18. A significant portion of the variance 

in client ratings of therapist understanding could be 

accounted for by the client's self-monitoring style. 

A one—way (1X2) ANOVA of composite therapist satisfac-

tion by therapist self-monitoring style was calculated (see 

Table 19). An F value of 4.5 8 was obtained which was 

significant at the .05 level. A significant portion of the 

variance in therapist satisfaction with the intake interview 

could be accounted for by therapist self-monitoring style. 

Table 19 

ANOVA: Composite Therapist Satisfaction 
by Therapist Self-Monitoring 

DF Sum of 
Squares 

Mean 
Square 

F probability 

Between groups 

Within groups 

Total 

Therapist 

Satisfaction 

1 77.32 

56 946.20 

57 1023.52 

77.32 4.58 

16.90 

< .05 

Therapist Self-Monitoring 

Low High 

M = 30.54 M = 28.00 

SD = 3.74 SD = 4.92 

N = 41 N = 17 
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A final (1x2) ANOVA was performed for therapist 

ratings of client motivation as a function of the therapist's 

self-monitoring style (see Table 20). An F value of 3.32 

was obtained which was not significant. Variance in thera-

pist ratings of client motivation was not accounted for by 

therapist self-monitoring style. 

Table 20 

ANOVA: Therapists' Ratings of Client Motivation 
by Therapist Self-Monitoring 

DF Sum of 
Squares 

Mean 
Square 

F probability 

Between groups 1 4. 43 4.43 3 .32 .07 

Within groups 56 74. 56 1.33 

Total 5 7 78. 98 

Therapist Self' -Monitoring 

Low High 

Therapist Ratings M = 6.20 M = 5.59 

of Client SD = 0.95 SD = 1.54 

Motivation N = 41 N = 17 

A supplemental correlation matrix was generated to 

examine relationships among variables included in the 

preceding ANOVAs. This matrix included client composite 

satisfaction score, ratings of therapist understanding, ratings 

of the clinic's flexibility in scheduling appointments, and 
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comfort of the waiting room prior to the intake interview. 

Also included were the number of days clients spent on the 

waiting list, therapist composite satisfaction score, 

therapist prediction of whether the client would return, 

and therapist and client self-monitoring scores (see Table 

21, Appendix H). 

This matrix indicates that client satisfaction with 

the intake interview was significantly related to only one 

variable, the degree of comfort the client experienced in 

the waiting room (r = -.21, £ < .05). It was related to 

neither client self-monitoring score nor to that of the 

therapist. Client ratings of the therapist's understanding 

were related negatively to the client's self-monitoring score 

(r = -.27, p < .05). This rating was positively related to 

the therapist's composite satisfaction score (r = .32, £ < 

.01), the therapist's prediction about whether or not the 

client would return (r = .30, £ < .01) and the therapist's 

rating of client motivation (r = .30, £ < .01). Flexibility 

ratings by clients were positively correlated with the thera-

pist's composite satisfaction score (r = .46, £ < .001). A 

negative relationship was observed between the therapist 

composite satisfaction score and the client's rating of the 

comfort of the waiting room (r = -.21, £ < .05). 

Strong positive correlations were established between 

the therapists' composite satisfaction scores and both their 

predictions about the client returning (r = .78, p < .001) 
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and their rating of client motivation (r = .65, p < .001). 

Therapists' self-monitoring scores were negatively related 

to their composite satisfaction scores (r = -.30, £ < .01) 

and to their predictions of client return (r = -.31, p < .01). 

Therapists' ratings of client motivation were strongly related 

to their predictions of client return (r = .71, £ < .001). 

These ratings were negatively related to both therapist 

self-monitoring score (r = -.23, p < .05) and client self-

monitoring score (r = -.26, p < .05). 

The hypothesis that pairings of high self-monitors 

would show the highest rate of agreement between therapist 

and client satisfaction was tested. Four cells were created 

according to therapist and client self-monitoring scores. 

Within each cell, a Pearson correlation was calculated 

between composite client and composite therapist satisfaction 

scores. Probability levels were then obtained (see Table 22). 

The correlations obtained in the two cells containing 

low self-monitoring clients were negligible and not statisti-

cally significant. The correlation within the cell containing 

high self-monitoring clients and low self-monitoring therapists 

was small and also nonsignificant. Within the cell containing 

pairs of high self-monitors, a strong correlation was obtained 

(r = .77). This correlation, however, did not reach a 

criterion level of significance Cp = .06) and, thus, the 

hypothesis that this cell would produce the strongest agreement 

between client and therapist satisfaction ratings was not 

supported. 
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Table 2 2 

Correlation Between Client and Therapist 
Satisfaction Scores by Dyad SMS 

Therapist Self-Monitoring 

High Low 

r = .77 r = .24 

High £ = .06 £ = .22 

Client N = 13 N = 43 

Self-

Monitoring 
r = -.05 r = -.02 

Low p = .45 p = .47 

N = 16 N = 52 
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CHAPTER IV 

DISCUSSION 

Self-monitoring appears to be related to several 

important aspects of the initial psychotherapy interview. 

The theoretical orientation of the therapist is certainly 

related to his or her self-monitoring style. Perceptions 

of the interview may not be strongly related to the self-

monitoring style of client/therapist pairs. These 

perceptions do, however, seem to be related to self-monitoring 

styles of the individual participants. The degree to which 

return rate is subsequently influenced by these perceptions 

is a subject for further investigation. However, the present 

study has generated several important findings regarding the 

influence that self-monitoring styles of therapist and client 

may have on initial psychotherapy interviews. 

Psychotherapists demonstrate variability in self-

monitoring styles which differs little from that of clients 

in this study. Neither do scores obtained by therapists and 

clients differ appreciably from those reported in previous 

research using college students as subjects (Snyder, 1974, 

1979; Snyder & Simpson, 1984). Thus, self-monitoring appears 

to be a construct which is separate from the designated role 

each participant plays in a psychotherapeutic interview. 

While this finding at first seems contradictory to Snyder's 
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(19 74) original findings, the discrepancy can be accounted 

for by differences in the subject pools. Snyder found that 

hospitalized psychiatric patients tended to obtain low scores 

on the Self-Monitoring Scale. Clients involved in the present 

study are parents of children for whom outpatient psychiatric 

services were sought. While this status does not preclude 

the parents' experiencing psychiatric symptoms themselves, 

they are by definition functioning well enough not to be 

institutionalized. They are functioning in a manner which 

does not exclude them from being considered members of the 

general population. 

Therapists also demonstrate a normative range of self-

monitoring styles. Choosing to be a psychotherapist is not 

a function of a given position on the self-monitoring 

continuum. The ideological stance one takes toward the 

practice of this profession does, however, appear to be 

highly related to individual self-monitoring styles. 

Individual scores on the Self-Monitoring Scale are 

strikingly related to the theoretical stances reported by 

therapists in this study. Low self-monitors, as predicted, 

tend to endorse a single theoretical approach to therapy. 

This finding can be seen as a specific example of the low 

self-monitor's trademark of consistency in self-presentation 

across situations. Low self-monitoring therapists seem to 

seek out a single framework within which they can both 

understand a variety of clinical phenomena and guide their 
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own professional self-presentation in line with that under-

standing. 

Low self-monitoring therapists report most often 

approaching therapy from a psychoanalytic/psychodynamic 

orientation. While it could be argued that perhaps this 

preference reflects the predominant style of the schools 

where these therapists trained, a factor not accounted for 

in this study, a rebuttal argument could be mounted. This 

rebuttal involves the argument that, in choosing a school 

for graduate study, one chooses in keeping with personal 

theoretical preferences. Someone strongly drawn to a 

behavioral orientation would not choose to train at a 

psychoanalytic institute and vice versa. 

Snyder and Tanke (19 76) demonstrated that low self-

monitors are not only cross-situationally consistent in 

their behavior but also place high value on congruency 

between internal attitudes and subsequent actions. Perhaps 

analytic theory provides a structure which allows for this 

congruency better than do other approaches. A brief 

examination of analytic theory and technique may help to 

explain why this approach should be the one most strongly 

associated with low self-monitoring therapists. 

The psychoanalytic approach involves an elaborate 

theoretical base which attempts to explain human experience 

in terms of hypothesized intrapsychic structures and the 

dynamics which link them. The focus is historical, 
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emphasizing the influence of early events on present func-

tioning. It postulates an invariant developmental sequence, 

disruptions in which result in psychological disturbance. 

In order to understand an individual's experience in the 

present, one must therefore examine his or her history to 

determine the source of the disturbance and its meaning in 

terms of the theory. 

In contrast to its theoretical complexity, the thera-

peutic techniques associated with the psychoanalytic approach 

are relatively simple. The classic analytical approach 

defines the client's role as speaking freely whatever thoughts 

come to mind (free association). The therapist's job is to 

listen without directing the flow of the client's thoughts, 

to analyze the client's free association within the context 

of the theory, and to interpret this analysis to the client. 

This process is assumed to result in the client gaining 

insight into his or her problems. Such insight, in turn, 

is seen as the curative factor in the therapy. Thus, 

regardless of the presenting problem, the actions of the 

therapist change very little from case to case. This 

approach provides the therapist with an unchanging framework 

within which to understand any psychological problem and a 

manner of therapeutic self-presentation consistent with that 

unders tanding. 

High self-monitoring therapists, hypothesized to be 

cross-situationally specific in their behaivor, do in fact 
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endorse multiple therapeutic approaches. They are more 

likely than low self-monitors to label themselves eclectic. 

Actually, use or disuse of this label seems relatively 

unimportant to high self-monitoring therapists. This 

contrasts distinctly with low self-monitors who, even if 

stating that they use more than one approach to therapy, 

actively avoid calling themselves eclectic. High self-

monitoring therapists also appear less concerned with 

fitting a presenting clinical problem into a theoretical 

framework than with finding an intervention which fits the 

specific problem. They seem to see themselves as active 

agents of change in the therapeutic encounter. The eclectic 

approach they endorse leaves them free to pick and choose 

from among various theories and self-presentations the 

combination which might be most effective in creating the 

desired outcome for a given client. The two distinct 

theoretical orientations most often endorsed by high self-

monitors, behavioral and systemic, share a focus on that 

which is present, observable, and subject to change. This 

contrasts with the psychoanalytic focus on that which is 

hypothesized and historically determined. To echo Snyder's 

(19 79) descriptions, the high self-monitoring therapist 

seems to approach therapy with the question, "What is 

occurring right now and how does it need me to influence 

change?" The low self-monitoring therapist appears to ask, 

"Why did this problem begin and how can I best understand it?" 
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Perceptions of the intake interview seem to be more a 

function of the individual's self-monitoring style than that 

of the dyad. That is, members of high self-monitoring pairs 

report no more or less satisfaction with the interview than 

do members of any other self-monitoring combination. 

Individuals' perceptions of their partners and of the inter-

view itself, however, are at least partially related to 

self-monitoring style. 

Client composite satisfaction in this study is related 

to only one variable. The moderate positive correlation 

between composite client satisfaction and ratings of the 

comfort of the waiting room suggests that an attitude toward 

seeking therapy might be more influential in determining 

satisfaction with the intake process than is self-monitoring 

style. The waiting room is the setting for a client's first 

physical contact with the clinic. A person who is feeling 

apprehensive, embarrassed, or defensive about seeking treat-

ment is likely to feel uncomfortable while waiting for the 

interview to begin. He or she might then recall the setting 

in which they experienced those feelings as being uncomfortable 

in and of itself. 

To speculate further, a client who is feeling uncomfort-

able prior to an interview might continue to feel uncomfortable 

after the interview begins. Interestingly, as client ratings 

of the waiting room's comfort become more positive, the 

corresponsing composite therapist satisfaction scores decrease. 
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That is, if one accepts the speculation that waiting room 

comfort ratings can be an index of client apprehension, 

then therapists seem to be better satisfied with interviews 

involving apprehensive clients. Perhaps this finding reflects 

stereotypes that some therapists might hold regarding 

"appropriate" client attitudes toward seeking therapy. 

Several findings emerge relating satisfaction with the 

interview to individual self-monitoring styles. Low self-

monitoring therapists are somewhat more likely to be satisfied 

with the intake interview than are high self-monitoring 

therapists. Subsequently, they are more likely to predict 

that the parents they interview will return for treatment. 

Perhaps low self-monitoring therapists, given a more 

consistent self-presentation across therapeutic situations, 

have more definite criteria with which they can judge how 

well they have enacted the appropriate therapeutic role. 

It may be that they base satisfaction with the interview 

on the degree to which they do what they believe they are 

"supposed" to do as therapists. If this supposition is 

correct, then low self-monitoring therapists would use the 

degree to which they were congruent with their beliefs about 

appropriate therapist behavior as a basis for predicting 

client return. 

Low self-monitoring clients are rated by therapists as 

being more highly motivated to continue in treatment. 

Additionally, they are more likely to rate their intake 
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therapists as having understood them, regardless of the 

therapist's self-monitoring style. A possible interpretation 

of the first finding is that low self-monitoring clients, 

less concerned with the social cues inherent in the intake 

interview, are perceived by therapists as more genuine in 

discussing their problems. It may be that such genuineness 

would be translated by therapists into motivation for 

continuing in treatment. An interpretation of the second 

finding is that low self-monitors may attend more to their 

internal sense of having adequately communicated their needs 

than to the therapist's cues in rating the degree to which 

the therapist understood them. Perhaps, for these clients, 

the degree to which their communication reflects their inner 

concerns is more salient than the degree to which a listener 

comprehends it. 

Conversely, perhaps high self-monitoring clients' 

attention is focused on the therapist's cues to the detriment 

of communicating their needs. Perhaps if the therapist 

steers the interview in off-target directions, high self-

monitoring clients tend to follow and private concerns fail 

to be expressed by them. Subsequently, such clients would 

feel that their therapist had less successfully grasped the 

nature of their real concerns. 

In actuality, high self-monitoring clients are slightly 

more likely to return to the clinic at least once more after 

intake. As the positive correlation between client self-

monitoring score and return rate is small, caution should be 
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exercised in interpreting this finding. Perhaps, however, 

some high self-monitoring clients perceive a social expecta-

tion that they will return for treatment. Given their 

sensitivity to situational cues, these clients might respond 

more readily than low self-monitors to a therapist's 

suggestion that they should return for diagnostic evaluation 

and treatment. 

Clearly, the etiology of therapy attrition remains 

complex and difficult to isolate. While the present study 

demonstrates clear relationships between therapist and client 

self-monitoring styles and measures of satisfaction with the 

intake interview, none of these was even moderately related 

to return rate after intake. In fact results of the present 

study echo the confusion and contradictory findings that have 

existed for years in the area of therapy attrition research. 

A client's returning to the clinic after intake cannot be 

predicted from demographic information about the family, nor 

from information about the therapist, nor from information 

about the dyad. Returning is not related to the amount of 

satisfaction either participant reports experiencing with 

the interview. Therapists are unable to accurately predict 

which families will return, regardless of the influence of 

self-monitoring styles. 

Perhaps an intervening variable exists which accounts 

for the link between attitudes-as-influenced-by-self-

monitoring-style and subsequent return. Perhaps the number 
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of uncontrolled variables present in any in vivo study will 

always hamper the precise measurement of controlled variables. 

An additional factor which may have diminished results in the 

present study is the unequal representation of individual 

therapists in the self-monitoring dyads. While the alterna-

tive design would be the systematic exclusion of some clients 

to achieve equal therapist representation, this alternative 

would also run the risk of distorting results. 

Several promising avenues for future research are 

suggested by this study. Primarily, they point to a focus 

on the process rather than the outcome of psychotherapy as 

it is influenced by self-monitoring. An initial step would 

be the replication and validation of the findings regarding 

the influence of self-monitoring styles on therapists' 

theoretical orientations. This could be accomplished in 

two phases. First, collecting replication measures from an 

expanded subject pool which includes psychotherapists in 

other settings would give an indication of the generalizability 

of the present findings. Secondly, behavioral validation of 

differences in therapeutic approaches as a function of 

self-monitoring styles could be obtained via videotapes of 

therapeutic interviews. A second aspect of studying the 

impace of self-monitoring on therapeutic process would be to 

increase the longitudinal focus of the study. Increasing the 

amount of time over which dyads are studied would allow the 
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inclusion of more and different process measures such as 

the manner in which clinic fees are handled by both therapist 

and client and both the degree and timing of self-disclosures 

by each. 
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Appendix A 

QUESTIONNAIRE FOR THERAPISTS 

What is your gender? 
1. Female 
2. Male 

years 

2. How old are you? 

3. What is the highest academic degree you've received? 
1. Bachelor's 
2. Master's in psychology 
3. Master's in social work 
4. Ph.D. or Psy.D. 
5. M.D. 

4. Are you now in school? 
1. Yes 
2. No 

5. If you are in school now, what degree do you expect 
to receive? 

6. How long have you been a psychotherapist, including 
actual client contact made in student practica? 

months 

7. Approximately what proportion of your time is 
spent doing intake interviews? 
1. less than 25% 
2. 25% to 50% 
3. 50% to 75% 
4. almost all of my clinic time is spent doing 

intakes 

PART 2: Thinking about your work as a psychotherapist, you 
may find yourself considering cases from some 
theoretical orientations more frequently than 
from others. Please read the list below, and 
indicate how often you use each theoretical approach 
in conceptualizing and intervening in your cases. 

Rarely, 
if ever 

Psychoanalytic/ 
Dynamic 

Behavioral 

About half 
the time 

5 4 

Almost 
always 
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Rarely, About half Almost 
if ever the time always 

Client-centered 1 2 3 4 5 6 7 

Rational-emotive 1 2 3 4 5 6 7 

S truetural/sys terns 1 2 3 4 5 6 7 

Eclectic 1 2 3 4 5 6 7 
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DALLAS CHILD GUIDANCE CLINIC 

Patient's Name 

Birthrate 

Address 

Application By (your name) 

Referred By 

Patient s School 

Statement of Problem 

Date 

Race 

Tel Res: 

Tel Bus: 

Grade 

Case No. 

Se* 

Note any previous counseling, evaluatmg or testing 

Father 

Mother 

Step 
Ad op 
Step 

father 

mother 
Adop 

Siblings 

Others m Household 

Intake Therapist. 

Assigned to 

Ox 

Rx 

C W 
SSMS # _ 
Serv Ini. 
Date 

Fee Ind S . 

Family 
Income 
Insurance 
Company. 

. Fam $_ . Grp$-

Birthdate Birthplace 
Marital 
Statu* 
Date 

Divorce 
Date Employer 

School 

Date 

Date Registered 

Date Closed 

Date Reopened 

Related Cases 

Type Service 

B4II to __ 

Address. .Zip 
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Appendix C 

Self-Monitoring Scale 

Please mark each item below either T for True or F for False. 

T F 1. I find it hard to imitate the behavior of other 
people. 

T F 2. My behavior is usually an expression of ray true 
inner feelings, attitudes, and beliefs. 

T F 3. At parties and social gatherings, I do not attempt 
to do or say things that others will like. 

T F 4. I can only argue for ideas which I already believe. 

T F 5 . 1 can make impromptu speeches even on topics about 
which I have almost no information. 

T F 6 . 1 guess I put on a show to impress or entertain 
people. 

T F 7. When I am uncertain how to act in a social situation, 
I look to the behavior of others for cues. 

T F 8. I would probably make a good actor. 

T F 9 . 1 rarely need the advice of my friends to choose 
movies, books, or music. 

T F 10. I sometimes appear to others to be experiencing 
deeper emotions than I actually am. 

T F 11. I laugh more when I watch a comedy with others 
than when alone. 

T F 12. In a group of people I am rarely the center of 
attention. 

T F 13. In different situations and with different people, 
I often act like very different persons. 

T F 14. I am not particularly good at making other people 
like me. 

T F 15. Even if I am not enjoying myself, I often pretend 
to be having a good time. 

T F 16. I'm not always the person I appear to be. 
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T F 17. I would not change my opinions (or the way I do 
things) in order to please someone else or win 
their favor. 

T F 18. I have considered being an entertainer. 

T F 19. In order to get along and be liked, I tend to be 
what people expect me to be rather than anything 
else. 

T F 20. I have never been good at games like charades or 
improvisational acting. 

T F 21. I have trouble changing my behavior to suit 
different people and different situations. 

T F 22. At a party I let others keep the jokes and stories 
going. 

T F 23. I feel a bit awkward in company and do not show up 
quite so well as I should. 

T F 24. I can look anyone in the eye and tell a lie with 
a straight face (if for the right end). 

T F 25. I may deceive people by being friendly when I 
really dislike them. 
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Appendix D 

Intake Rating Form 

In order to make sure we give you the best service possible, 
we need to know what you think. Please answer these questions. 
This form is confidential. DO NOT SIGN YOUR NAME. Your intake 
worker and your therapist will not see this form. Thank you 
for your help. 

1. How many days did you have to wait between calling the 
clinic and having your intake appointment? 

days 

2. Is our clinic the first place you have tried to get help 
with your child's or family's problem? 
1. yes 
2. no 

3. How flexible was the clinic in scheduling your appointment 
time? That is, 

1 2 3 4 5 6 7 
Inflexible; Tried to Very flexible; 
Offered one Cooperate Offered several 

time different times 

4. How hard was it for you to get to our downtown office 
(2101 Welborn)? 

1 2 3 4 5 6 7 
Not at all Somewhat Extremely 
hard hard hard 

5. How comfortable was the waiting area? 

1 2 3 4 5 6 7 
Very O.K. Very 

Uncomfortable Comfortable 

6. How prompt was your intake worker in meeting you? 

1 2 3 4 5 6 7 
Very 5-10 minutes Very 
Late late Prompt 

7. How well do you think your intake worker now understands 
why you came to the clinic? 

1 2 3 4 5 6 7 
Seemed to Probably has Didn't seem 

Understand a fair idea to understand 
Exactly at all 
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Appendix E 

Intake Evaluation Form 

This form is part of a research project on the effects 
different variables may have on intake interviews. Please 
complete one of these forms after each intake and return the 
form to Jay Huffine, Psychology Intern. Thanks for your help, 

CASE NAME 

DATE OF INTAKE INTERVIEW 

1. How well did the parent(s) seem to understand the purpose 
of the intake interview? 

1 2 3 4 5 6 7 
Very More or Not at 
Well less all 

2. How clearly was the presenting problem defined by the end 
of the interview? 

1 2 3 4 5 6 7 
Not at all Somewhat Very 
clearly vague clearly 

3. Compared with other intake interviews you've done, how 
would you rate this particular interview? 

1 2 3 4 5 6 7 
Very satisfactory Sorawhat Unsatisfactory; 
accomplished a satisfactory nothing 

lot accomplished accomplished 
a few things 

4. How would you rate this family's motivation for partici-
pating in treatment? 

1 2 3 4 5 6 7 
Unmotivated Ambivalent Highly 

Motivated 

5. Based on your limited exposure to this family, what 
prediction would you make about their returning to the 
Clinic for diagnostic evaluation? 

1 2 3 4 5 6 7 
Feel certain Unsure about Feel certain 
they will whether they will not 
return they'll return return 
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Appendix F 

The following questionnaires are part of a research project 
to investigate the effects of different variables on return 
rate to the clinic following intake. Participation in this 
study is voluntary. I would, however, deeply appreciate your 
taking a few minutes to complete these very short forms. 
After you complete them, please return them to Jay Huffine, 
Psychology Intern. I anticipate completion of the study by 
June 1, 19 86. After that date, you may ask to see the results 
of the study and I will make myself available to debrief you 
regarding your participation. 

Sincerely, 

Catherine Henson 

I agree to participate in this study. I understand that my 
participation is voluntary. 

Signature Date 
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Appendix G 

You are being asked to complete the following questionnaire 
as part of a research project which is looking at ways to 
improve clinic services. The project is not connected in any 
way with your treatment at the clinic. That is, you may 
choose not to complete the questionnaire and this choice will 
not effect your treatment here. Your participation would, 
however, be greatly appreciated. 

The anticipated data for completion of this research is 
June 1, 19 86. After that time, you may request to see the 
results of this study and/or to meet with the researchers 
to discuss your participation. 

Please sign below to indicate your understanding that completion 
of this questionnaire is voluntary. Thank you. 

Signature Date 
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Appendix H 

Supplementary Correlational Matrices 
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