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A literature review indicated that psychopathological

symptomotology must be considered within the social context

of the patient. Recent research has suggested that the

psychopathological symptoms of the psychotic patient function

on a covert level of communication as a strategy to control

the threat of interpersonal intimacy. The present investi-

gation similarly examined the interpersonal function of

another class of patient symptomotology, somatic symptoms.

It was hypothesized that somatic symptom verbalizations of

psychiatric outpatients also can serve as covert messages

to avoid the risk of interpersonal intimacy.

Four male, nonpsychotic psychiatric outpatients were

selected according to the extent to which each patient self-

reported somatic troubles. Patients then were divided into

two groups, high somatic symptom presenters and low somatic

symptom presenters. Each patient was assigned to one of

two disclosure-demand interview conditions where the

interviewer modeled either personal or impersonal self-

disclosures about several important life experiences.



Patients then were instructed to reciprocate in a similar

manner.

Results indicated that only the high-somatic-symptom

patients significantly increased their symptom verbalizations

in response to demand. When the interviewer modeled imper-

sonal self-disclosures, both groups showed a low rate of

somatic verbalizations. The groups did not differ. When

the interviewer modeled personal self-disclosures, both

patient groups significnatly increased their psychological

symptom verbalizations compared to their counterparts in the

impersonal condition. In addition, low somatic symptom

patients under the demand for personal disclosure showed

significantly less avoidance behavior than any other group.

No differences were found among the experimental groups in

terms of self-disclosure level.

The results clearly lend support to Haley's (1963)

intimacy-avoidance corollary; that is, symptoms of non-

psychotic patients function as covert messages that avoid

the formation of intimate interpersonal relationships by

redefining the reciprocal role available to participants.

In view of these findings, several cross-study comparisons

were made. In addition, directions for future research

were suggested.
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EFFECTS OF INTERVIEWER'S IMPERSONAL AND PERSONAL

SELF-DISCLOSURES ON SOMATIC SYMPTOM VERBALIZATIONS

OF PSYCHIATRIC OUTPATIENTS

Within recent years, a developing body of theory and

research has viewed mental illness symptoms as human behavior

which occurs in a comples social process (Cogan, 1975;

Doster, Surrat, & Webster, 1975; Haley, 1963; Levy, 1976;

Ritchie, 1976; Shimkunas, 1972; Ullmann & Krasner, 1975).

Viewing psychopathological symptomotology from a socio-

psychological approach, these researchers typically assumed

(a) all human behavior is a joint function of the individual

in the interpersonal situation, (b) abnormality and norm-

ality are not intrinsic properties of behavior but, instead,

are (c) defined by societal values and expectations as

well as the social context in which the behavior occurs,

(d) the development and maintenance of abnormal behavior

follows the same principles and laws as normal behavior

and should be (e) approached with a single set of assump-

tions.

The now classic research of Braginsky and Braginsky

(1967) and their colleagues provided among the first

efforts at identifying the sociopsychological variables

affecting the occurrence of psychiatric sympton expression.

For example, several studies have indicated that psychia-

tric patients exhibit differing amounts of psychopathology
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on self-report measures depending on the purpose for testing

and the relevance of the test results to the attainment

of their own goals. Braginsky, Grosse, and Ring (1965)

found that depending upon the anticipated consequences of

appearing "sick" or "healthy," short and long term psychia-

tric inpatients manipulated the impressions they gave on a

fictitious mental status test. The authors concluded that

in order to gain early discharge, short-term patients

minimized their psychological difficulties to convey an

impression of mental health, whereas long-term patients

preferring to remain in the hospital conveyed an impres-

sion of mental illness.

Fontana and Gessner (1967) varied the transfer versus

discharge conditions under which psychotic and nonpsychotic

inpatients completed several self-report psychopathology

measures. They found that in order to avoid transfer to

another less desirable hospital, all patients attributed

less pathology to themselves, but refrained from responding

more devaintly when anticipating discharge. The authors

added that a combination of indifferent, unfavorable and

favorable orientations toward discharge prevented patients

from uniformly modulating their test performance in the

predicted direction.

Price (1972) compared the word association test responses

of schizophrenics who presented themselves as mentally ill

or healthy. When informed of the normative responses of
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"healthy" individuals, "healthy" presenters increased the

commonlaity of their responses. Response commonality

decreased, however, when "healthy" presenters were told

that common responses were "sick." The author attributed

the failure of "sick" presenters to successfully modulate

their manifest psychopathology to the severity of their

psychopathology and their cognitive loss; that is, severely

disturbed patients cannot maintain a greater sensitivity to

situational cues and thus remain unaffected by social influ-

ences to normative behavior.

Fontana and Klein (1968) investigated the relationship

between schizophrenic "deficit" and fabricated normative

information used to evaluate patient performance. The

results indicated that the anticipation of evaluation alone

increased the deficit of those who presented themselves as

"sick," but decreased the deficit on the part of "healthy"

presenters. All patients performed similarly when evaluation

was anticipated. The variation of "psychopathological

deficit," the authors noted, related to patients' adequacy

of self-presentation and the motivation to create a desired

impression. They further concluded that "sick" presenters

apaprently preferred to communicate a subordinate status,

whereas "healthy" presenters preferred to be regarded as the

"best and accordingly minimized any deficits.

In the studies cited thus far, patients were afforded

the opportunity to modulate their manifest psychopathology

in the service of influencing the impressions they made

- Iwo MI-1- -W-Wol- .- 1 11 1 1,- W.111M.-M . "o - II- w. I ,
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on others. Patient's performance, however, was observed on

responses from paper-and-pencil measures.

Several studies have extended these findings into

situations more representative of the usual conditions

under which psychopathological symptomotology occur, i.e.,

the clinical interview. Braginsky and his colleagues

(1967) found that chronic, psychiatric inpatients living

on an open ward subtly manipualted the impression they gave

to interviewers about how disturbed they were, depending

upon the anticipated consequences of appearing "sick"

or "healthy." Patients increased their symptomotology

when faced with the possibility of discharge. Impressions

of health, on the other hand, were conveyed when their open

ward status was questioned. Quite interestingly, the

"sick" and "healthy" impressions conveyed by the patients

deceived observing psychiatrists and these impressions in

turn formed the basis for the diagnostic decisions of the

psychiatrists.

Kelly, Farina, and Mosher (1971) examined the ability

of female schizophrenic inpatients to create a favorable

or unfavorable impression on an interviewer. When

instructed to behave in a manner likeable to the interviewer,

patients were observed to exhibit more socially acceptable

behaviors and fewer psychopathological symptoms. On the

other hand, when behaving in a manner that solicited

unfavorable impressions, patients emphasized their psycho-

pathology.
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Most studies examining the social process of psycho-

pathological symptomotology provide the patient with some

"script" that fosters the development of goal-related

behavior. In an effort to determine the ability of

psychiatric patients to modulate their symptomotology

without the benefit of a "script," Sherman, Trief, and

Sprafkin (1975) provided schizophrenic and nonschizophrenic

patients the opportunity to generate their own impressions

of mental illness or mental health. Consistent with the

findings of Braginsky et al. (1967) patients faked mental

illness and mental health by altering the content of their

interview behavior. The authors concluded that in the

absence of the interviewer's pointed questions, patients

spontaneously manipualted their pathological disclosures

using their own ideas of what behaviors constitute the sick

role. Patients expressed more neurotic than schizophrenic

concerns when faking mental illness even though the majority

of patients were schizophrenics. Interpersonal and social

factors possibly play a more critical role than extreme

schizophrenic symptoms in influencing neurotic-related

behaviors regardless of the patient's diagnosis (Watson,

1972). When considering the outpatient status of the

patients, however, one might expect to observe behaviors

reflecting less severe pathology.

The results of these studies emphasize the active

interpersonal process underlying psychopathology symptomo-

tology. Symptoms predictably vary according to their social
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utility and the goal orientation of the patient. The

presentation of interpersonal behaviors, including

symptomotology, designed for attainment of personally

valued goals has been aptly referred by Goffman (1959)

as impression management.

Five studies support hypotheses that various additional

social contextual factors promote psychopathological

symptomology. Wilcox and Krasnoff (1967) investigated the

influence of situational factors typical of standardized

assessment conditions on self-reported psychopathology.

Patients ready for discharge completed a number of self-

report measures of psychopathology after being provided

one of two explanations concerning the purpose of testing.

Each patient was told by his physician that the test results

either would or would not affect discharge plans. The

authors found that patients reported more psychopathology

when the test situation was perceived as a potential

obstacle to their immediate discharge rather than as routine

predischarge procedure. Zarlock (1961) varied the social

context in which schizophrenic inpatients typically spent

their day and recorded the frequency of volunteered psycho-

pathological utterances. Of situations that were medical,

recreational, occupational, and social, the medical context

elicited a greater incidence of mental illness symptoms.

To further illuminate the social nature of psycho-

pathology, some studies have found that consistent

-m wm*A.A"O.
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expressions of symptomotology are perceived differently in

terms of severity, depending on the changing nature of the

social context. Wenger and Fletcher (1969) investigated

the influence of legal counsel during the hospital admission

procedure. The presence of a lawyer had a significant

influence on decisions about the hospitalizations of

an individual, more so than the level of severity of the

patient's mental disturbance. Similarly, Kumasaka (1972)

found that judges presiding over commitment hearings

usually comply with legal counsel's recommendation for

discharge. Without such counsel present, commitments

occurred at a higher rate. Mendel and Rapport (1969)

concluded that patients were likely to be admitted to a

psychiatric hospital if they were seen in admission

during evening and weekend shifts and if they reported prior

psychatric hospitalizations. Moreover, psychiatric resi-

dents hospitalized more people than psychaitrsts, psycho-

logists, and social workers, respectively. In his now

famous study, Rosenhan (1973) found that the hospital

environment itself imposes meanings on the behavior of

patients that are misunderstood, if not countertherapeutic.

Eight "normal" people secretly gained admission to several

psychiatric hospitals by feigning only auditory hallucina-

tions. Once admitted, these pseudopatients refrained

from mentioning voices and behaved as they normally

behave in other social situations. All but one received
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a diagnosis of "schizophrenia" on admission, whereas all

were discharged with diagnosis of "schizophrenic, in

remission." Remarkably, no pseudopatient was detected by

the staff as being other than real during the course of

hospitalization. Thus, Rosenhan concluded that differen-

tiating between individuals who are "normal" and "abnormal"

was not possible. He further noted that the salient

features leading to the diagnosis of mental illness reside

not in the patient themselves but in the minds of the

diagnosticians and the subtle, contextual factors of the

hospital setting. For example, once hospitalized as mentally

ill, patients are expected, implicitly or explicitly, by

staff to behave in a corresponding manner, with little or

no acknowledgement given to "normal" behavior. Eventually,

the patient comes to accept the diagnosis and behaves

accordingly. Likewise, the additional stigmatizing effects

of psychiatric labeling, the cold and aloof behavior of

treatment personnel, and the attitudes leading to the many

distortions and misinterpretations of behavior contribute

to designations of abnormality. Consequently, behaviors

stimulated by social circumstances are commonly misattri-

buted to the patient's psychiatric disorder.

Individual differences contribute to a wide variation

of symptomotology, as well. In a physician-patient

- "I'll 11 - .- - ml
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simulation, Young (1979) examined the influence of the

physician's sex and attractiveness, the sex of subject, and

the area of body ailment on the willingness to disclose

private (personal), nonprivate (general), and psychological

symptoms. He found that highly attractive physicians,

in general, elicited a greater willingness among subjects

to disclose all symptoms. When gender was examined, however,

same-sex dyads elicited a greater willingness to disclose

personal and psychological troubles than opposite-sex dyads.

There was greater willingness to disclose general symptoms

than private and psychological symptoms, regardless of the

participant's gender. In addition, males were more willing

to disclose symptoms, in general, than females. The physi-

cian's sex by itself had no influence on symptom disclosure.

In a similar study, Young (1980) replicated his

previous (1979) findings, with two exceptions. Physician

attractiveness did not influence the willingness to disclose

symptoms, and males compared to females reported a greater

willingness to disclose psychological symptoms only. For

the most part, an increased willingness to disclose

general, personal, and psychological symptoms was reported

when the physician was perceived to be high in social and

technical competence. Presumably, in the absence of

explicit information regarding the physician's competence,

individuals will modulate their willingness to disclose

in response to the physician's attractiveness. The
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physician's competence, when known, supercedes the effects

of attractiveness.

These studies provided a fairly strong empirical basis

supporting the presumption of social processes underlying

symptom expression; that is, symptoms influence and are

influenced by various social factors. Interpreting symptoms

as exclusive manifestations of medical phenomena would,

unfortunately, neglect their covarying patterns with non-

medical, social variables.

Although the above research supports the general notion

that psychopathological behavior varies as a function of

social variables, Haley (1963) proposed an even finer.differ-

entiation of principles with regard to the behavior of

psychotic and nonpsychotic patients. Human communication,

Haley believes, is composed of four components: a sender,

a receiver, the messages exchanged between the participants,

and the social context (i.e., time, place, and circumstance)

embedding the exchange. He further proposed that interper-

sonal control is an important aspect of relationship

formation and maintenance. When two people initiate an

interaction with each other, both are responsible for two

tasks: (a) defining the nature of the relationship by

establishing what messages are permissible and impermis-

sible to take place during the interaction, and (b) who

will control the direction of the interaction. The parti-

cipant who is in control of the exchange varies according

to the flow of the interaction. The following

-'--A -R W 111-0 4 - -.1 i I - ----
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exchange illustrates the control a sender has over an

interaction:

Jim: I'd like to spend some time with you.
Let's go to a movie.

Mary: O.K. That sounds great. What shall we
see?

In this instance, the receiver accepts the relationship

defined by the sender, since the former's response is in

terms of the message's constraints. Thus, the flow of

messages define, redefine, affirm, or reject the relation-

ship, thereby controlling the nature and subsequent direction

of the social interaction.

In view of Haley's intimacy-avoidance hypothesis,

psychopathological symptoms function as covert messages

that allow the patient to define and control what will take

place with other people. Furthermore, Haley assumes that

through these covert messages, the patient avoids the

risk of openness and interpersonal intimacy when defining

and controlling the direction of the interpersonal relation-

ship. Consequently, a relationship may be established

with others, but without the patient taking responsibility

for the interpersonal influence of his symptoms. Society

permits him to disclaim any responsibility since the

interpersonal consequence of symptomotology is attributed

to an "illness." The intimacy-avoidance hypothesis further

predicts that psychotic symptomotology, in particular,

prevents the occurrence of interpersonal closeness. The
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psychotic's bizarre language serves to control his relation-

ships by defining them as nonrelationships.

Presumably, one's willingness to disclose personal

information depends largely upon previous, similar experi-

ences and the perceived risk and potential utility of the

consequences (Haley, 1963; Jourard, 1964; Lundstedt, 1966).

When the interpersonal consequences of self-disclosure

have been aversive, the individual adopts a corresponding

defensive interactional style designed to escape or avoid

the risk of intimate, interpersonal discourse (Lundstedt,

1966).

Several studies (Cogan, 1975; Doster et al., 1975;

Levy, 1976; Ritchie, 1976; Shimkunas, 1972) support proposi-

tions that psychotic symptomotology operates as covert

messages that prevent the development of interpersonal

intimacy. Shimkunas (1972) compared the psychopathological

disclosures of paranoid schizophrenics, nonparanoid schizo-

phrenics, and nonpsychotic psychiatric patients while

varying the contextual level of interpersonal intimacy.

Specifically, an interviewer disclosed his own personal

experiences on a variety of conversational themes in either

a personal or superficial manner. Varying the interviewer's

disclosure level presumably modulated the interviewer's

demand for personal self-disclosure on the patient's part.

Interviewees were then requested to disclose similar experi-

ences and feelings on the same topics and in the same

manner as the interviewer model. Disclosures of a
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psychopathological nature were found to vary according to

the patients' diagnosis and the intimacy level of the

interpersonal circumstances. When requested to reciprocate

highly personal information, both paranoid and nonparanoid

schizophrenics were significantly more autistic than

schizophrenics in an impersonal interview relationship

and nonpsychotic patients in both intimate and superficial

circumstances. Moreover, paranoid schizophrenics when

requested to relate personal experiences were significantly

more delusional and avoidant than the other groups, regard-

less of the demands placed on them. In terms of the depth

of personal self-disclosure, nonpsychotic patients met the

varying demands of the interpersonal interactions by

disclosing on a personal level when requested to do so and

superficially when an impersonal interview relationship

was established. Schizophrenics, in general, revealed

lower levels of pathology in impersonal situations.

Possibly, nonpsychotic patients were more sensitive to

the contextual cues of the interview and regulated their

self-disclosure levels following the "norm of reciprocity"

(Chaken, Derlega, Bayma, & Shaw, 1975; Derlega, Walmer,

& Furman, 1973; Jourard & Friedman, 1970). These results,

as well as those from other studies (Cogan, 1975; Ritchie,

1976) support theoretical assertions (Haley, 1963) that

schizophrenics increase their psychopathological expressions

under conditions of increasing interpersonal demand in order
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to escape the risk of self-disclosure. Higher levels of

expressed psychopathology, Shimkunas (1972) concluded, are

evoked within the relationships to redefine the relationship

with the interviewer as a nonrelationship. By doing so,

the patient prevents the interviewer from enacting a reci-

procal role in the social exchange, since the patient's

language is misunderstood, incongruous, and seemingly out

of control.

Levy (1976), in an attempt to replicate and expand

Shimkunas' (1972) findings, investigated the relative con-

tribution of the interviewer's emotionality while disclosing

to the elicitation of schizophrenics' bizarre verbalizations.

Presuming that schizophrenics have little tolerance with

emotionally arousing stimuli (Brenner, 1967; Lebow &

Epstein, 1963), Levy (1976) investigated the role of

emotional intolerance either independent of or together

with the demand for self-disclosure. Consistent with the

findings of Shimkunas (1972), schizophrenics disclosed

little about themselves as well as avoided the personally

relevant topics of discussion. When requested to disclose

superficially, schizophrenics and nonschizophrenics were

equally disclosive and avoidant. For the most part, the

emotional level of the context was not a salient contextual

factor affecting schizophrenic symptomology. Even so,

when schizophrenics were subdivided into paranoid and

nonparanoid subgroups, functional and substantive differ-

ences were noted. For example, paranoid patients exhibited
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more suspiciousness when the interviewer remained impersonal

but demanded personal self-disclosure. Nonparanoid patients,

on the other hand, became more suspicious than paranoid

patients when the interviewer structured a mutually intimate

and emotional exchange. Additionally, when the context

demanded mutual intimacy, paranoid schizophrenics showed

more autistic responding than any other subgroup. The

author warns that methodological inadequacies prevent con-

clusive support for the emotional intolerance hypothesis;

the results, nonetheless, are highly suggestive.

Though researchers typically have examined the covert

messages of psychotic patients, less attention has been

given to the instrumental value underlying the pathological

communication of nonpsychotic patients. A corollary of

the intimacy-avoidance hypothesis proposes that the symptoms

of a nonpsychotic patient permit him to control his rela-

tionships by determining how others will interact with him.

According to Doster (1980),

the psychological symptoms of nonpsychotic

patients are presumed to be within the range

of understanding of other persons and permit

the enactment of reciprocal roles. Others

become involved in a role with the patient

in terms of his "sickness" or mental disease.

Yet, interpersonal intimacy also is avoided

since responsibility for what takes place is

- --, - wa, 1. -. I- I - - -l w-lim, wwa - 1 11 -
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attributed to disease symptomotology

rather than the patient's endeavor to

influence or direct the course of inter-

personal events. (p. 223)

To illustrate this corollary, Doster and his colleagues

(1975) compared paranoid schizophrenics and nonpsychotic

depressed patients using similar intimacy demand conditions

as Shimkunas (1972) but with two additional features:

(a) the variation of conversational themes on a public-

private dimension (Doster & Strickland, 1971) as well as,

(b) the inclusion of verbal measures pertinent to depressed

patients. When requested to disclose superficially on

topics of a public nature, paranoid schizophrenics reci-

procated the task demands and decreased levels of delusional

content. However, when task demands required them to relate

past experiences in a personal fashion, paranoid patients

not only expressed more delusional ideas, they unexpectedly

disclosed at a highly personal level, a finding inconsis-

tent with Shimkunas' (1972) results. Moreover, depressed

patients, in opposition to clinical expectation, reported

a greater number of negative disclosures when discussing

topics of a private nature in an impersonal rather than a

personal context.

Pathological verbalizations are indeed influenced by

the interpersonal process, but with one additional

contribution to the variance, namely, the privacy level of

the experience discussed. The request to discuss experience
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of a more private nature was expected by Doster and his

colleagues (1975) to evoke greater anxiety and increased

pathological expressions. As anticipated, the authors

found that private topics elicited greater self-disclosure

and pathological expressions regardless of diagnosis.

The purpose of the present study is to further evaluate

the intimacy-avoidance hypothesis and particularly its

corollary with respect to nonpsychotic, psychiatric

patients. One nonpsychotic, clinical population uninvesti-

gated for the instrumental use of symptom presentations

involves those patients who disclose a high rate of somatic

troubles. In terms of Haley's (1963) model, the manipula-

tive self-presentation of physical troubles ought to serve

an interpersonal process parallel to the self-presentation

of psychological disturbance. Specifically, on the basis

of the intimacy-avoidance hypothesis (Haley, 1963; Lundstedt,

1966; Shimkunas, 1972), it is expected that under a demand

for intimacy, the somatic symptom complaints of nonpsychotic,

psychiatric patients would serve as covert messages which

would attempt to control the form and direction of a

relationship in a way that would avoid the risk of intimacy.

The current study investigated the effect of inter-

viewer self-disclosure on the symptomatic presentation of

somatic troubles during the psychological interview. The

patient's interview behavior was viewed as a function of

(a) his self-presentation of somatic symptom troubles (high
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versus low and, (b) the level of self-disclosure communi-

cated by the interviewer (personal versus impersonal).

Rather than accept the interviewer's guidelines for an

intimate, interpersonal interaction, high somatic symptoms

patients were expected to redefine the relationship by

verbalizing somatic troubles and avoiding the topic under

discussion. More specifically, the following hypotheses

were made.

1. High somatic symptoms patients will verbalize more

physical troubles when the interviewer offers an intimate

relationship through personal self-disclosure than when the

interviewer offers a superficial relationship through

impersonal self-disclosure. Likewise, high somatic symptom

patients in the personal disclosure condition will verbalize

more physical troubles than will low somatic symptom patients

in either the personal or impersonal disclosure conditions.

2. All patients will show greater avoidance in the

personal disclosure condition than the impersonal disclosure

context.

Method

Subjects

Forty male psychiatric outpatients from the Veteran's

Administration Medical Center, Day Hospital Program, Memphis,

Tennessee, volunteered as participants in the present study.

The participants were recruited from a larger pool of 100

psychiatric outpatients ranging in age from 45 through 65
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(M = 55.3, SD = 6.41). The subjects tended to be white

(93%) and unemployed (88%) with a mean education of 11.48

years. The mean number of psychiatric hospitalizations was

2.18 with 35% of the sample being hospitalized more than

twice. The samples consisted of the following diagnosis:

depression (n = 23), anxiety disorder (n = 6), schizophrenia

(n = 4), personality disorder (n = 2), adjustment reaction

of adulthood (n = 2), alcoholism (n = 1), eating disorder

(n = 1), and psychosexual dysfunction (n = 1).

Experimenters

Two experimenters were used for this study. One

served as an assistant who scheduled experimental interviews,

coordinated the administration and scoring of assessment

instruments, reviewed medical files and assigned subjects

to experimental conditions. The assistant was a 29 year-old

female, clerical employee of the Veteran's Administration

Psychology Services. The second experimenter served as the

interviewer and trained the assistant on communication

methods for requesting subject participation as well as

experimental procedures and privacy and confidentiality

issues. The interviewer was a 33 year-old unmarried male

who was in his fourth year of doctoral training in Clinical

Psychology. He stood 5'3", weighed 140 pounds, sported a

full beard, and had brunette hair color. For each inter-

view, he was semi-formally dressed and wore a badge

identifying his name and affiliation with the Veteran's
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Administration Psychology Services. At the time of this

research, he was serving a clinical internship at the

Veteran's Administration Medical Center, Memphis, Tennessee.

Equipment

Tape recorders. Two cassette tape recorders were used.

Both were Califone cassette recorders, Model AV80A. One

recorder presented the stimulus tape of therapist self-

disclosures, while the other recorder was used to record

subjects' interviews.

Tapes. Nine cassette tapes, 90 minute Ampex 670, were

used to record subjects' interviews.

Stopwatch. An Aristo model stopwatch was used to

record the objective time measures.

Preinterview Assessment Instruments

Wahler Physical Symptoms Inventory. The Wahler

Physical Symptoms Inventory (Wahler, 1973) is a compendium

of 42 items, each characterizing a physical trouble.

Respondents indicated each trouble's frequency of occur-

rence on a 6-point Likert type response format, with

zero representing no occurrence and five representing daily

occurrence. Subject selection and group assignment were

determined, in part, by the summed ratings for all items.

The possible range of scores was 0 to 210.

Body Symptoms. The Body Symptoms scale (Stein, 1968)

of the MMPI contains 33 true-false items representing a

variety of bodily complaints. The Body Symptoms scale also
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was used for subject selection. Tryon (1966) reports an

internal consistency alpha coefficient of .92. Interpre-

tations of high and low T-scores as well as correlations with

other MMPI clinical and research scales have been provided

by Graham (1977).

Background Information Form. The Background Informa-

tion Form (see Appendix A) was developed specifically for

this research project. Subjects were required to either

circle or fill-in their responses to 12 items regarding

specific background, demographic, and medical information.

Shipley Institute of Living Scale. The Shipley Insti-

tute of Living Scale (Shipley, 1940) is a measure of

conceptual ability and consists of a vocabulary test and

an abstract-thinking test. Shipley reports reliability

coefficients of .87 for the vocabulary test, .89 for the

abstract-thinking test and .92 for the overall scale.

WAIS equivalency scores were obtained using a procedure

developed by Sines and Simmons (1959). Sines and Simmons

provide a table for converting the Shipley total score to

equivalent WAIS IQ estimates and report a Shipley-WAIS

Full Scale IQ correlation of .90 for individuals 15 to 65

years old. Moreover, the Shipley total score correlates

highly with the following particular functions as measured

by the WAIS: (a) verbal ability, (b) abstract reasoning,

(c) logical analysis, (d) concentration on verbal material.

The scale was chosen for two primary reasons: (1)

ease of administration and scoring, and (2) adequacy for
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screening out patients who would find the interview task

difficult, since the latter was characteristically conceptual-

verbal in nature.

Procedure

Prior to and independent of the experimental inter-

view for this study, nine Day Hospital treatment coordinators,

who were familiar with the study's inclusion criteria for

subjects, identified 100 male psychiatric outpatients who

might qualify for the preinterview screening phase of the

study. After examination of patients' current medical files

and nursing notes, 15 were excluded because they clearly

evidenced symptoms of either psychosis or organic brain

syndrome (n = 8), had been psychiatric inpatients within

the previous 3 months (n = 3) or were unable to read

written materials (n = 4). Consequently, 85 males received

a general description of the study, perused an Informed

Consent Form (see Appendix B), and were invited to be

participants. Twenty declined to participate reportedly

due to unexplained disinterest or prior negative research

experiences. The resulting 65 males were willing to parti-

cipate and consequently completed the Informed Consent

Form and the preinterview assessment materials. A preplanned

criterion of exclusion of subjects was based on intellectual

performance. That is, participants who scored below a

WAIS IQ equivalency score of 80 were to be excluded from

the experimental interview. However, no subject fell below



23

this cut-off. Because of personal harships, four males

declined to participate in the experimental interview. Of

the remaining 61, 20 who ranked the highest on the Wahler

Physical Symptoms Inventory (M = 132.8, SD = 17.14) and

Body Symptoms scale (M =121.8, SD = 13.97) and 20 who

ranked the lowest (Wahler Physical Symptoms Inventory,

M = 41.95, SD = 21.22; Body Symptoms Scale, M = 51.15,

SD = 8.25) were selected for the experimental interview.

Consequently, 21 males did not participate in the interview

phase of the study because their scores on the symptom

instruments fell between the limits of each respective group.

Comparisons between the high and low somatic groups revealed

significant group differences on the Wahler Physical Symptoms

Inventory, t (18) = 15.06, p < .001, and the Body Symptoms

scale, t (18) = 21.63, p < .001. Subjects were then ran-

domly assigned to one of two experimental disclosure

conditions.

Following their selection, all subjects were telephoned

by the assistant and requested to participate in an inter-

view concerning their attitudes and feelings on several

topics. When contact was established, the assistant only

alluded to the subject's prior completion of questionnaire

materials. However, at no time was the interview's affilia-

tion with the preassessment materials made apparent. This,

as well as a minimal 1 month delay between completion of

prescreening assessment materials and subsequent interview

participation was an attempt to minimize any demand
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characteristics and/or expectations arising from the content

of the assessment materials that could possibly bias sub-

jects' discourse during the interview. Consenting subjects

were asked to report to the Day Hospital Program reception

secretary at a mutually agreed upon time. The interviewer

was then informed of the appointment time.

Upon arrival, the subject was greeted by the interviewer

who was blind to the subject's symptom group membership and

subsequently was escorted to a private, modestly decorated

interview office. The subject was seated next to a desk

on which two cassette recorders were placed. The interviewer

expressed appreciation to the patient for participating in

the interview and then the interviewer administered and

scored the Shipley Institute of Living Scale. Since the

interviews were audiotape recorded, the subject was reassured

that the recordings were for research purposes only and all

collected information would remain private and confidential.

The interviewer then presented the same verbal instructions

(see Appendix C) used by Shimkunas (1972) followed by

presentation of the first topic card. Interview topics

were presented on eight individual 3 X 5 cards. The subjects

listened to the interviewer's example disclosure statement

prior to providing their own disclosure. When the first

response period was completed, the interviewer presented his

second disclosure topic and recording. This procedure,

outlined in the instructions, was repeated for the remaining
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topics. The topics, in order of presentation, were help-

ing other people, the future, depending on people, being

rejected by people, love, getting angry, being good at

things, and feeling guilty.

In order to reduce experimenter effects (Barber, 1975),

the interviewer refrained from making any verbal or non-

verbal cues that might be regarded by the subject to be

responses to his disclsoures. When the subject began

talking about a topic, the interviewer directed his atten-

tion to a handheld stopwatch and data record sheet. Any

questions regarding what to disclose were answered with,

"Whatever you think will help me understand you on this

topic." Following the last disclosure statement, the subject

was thanked by the interviewer and escorted to the reception

area where he completed the Discomfort Rating Scale and

listened to a brief explanation of the study provided by

the assistant.

Disclosure Conditions

The disclosure topics for both personal and impersonal

disclosure conditions were those constructed and used by

Shimkunas (1972). The topics consisted of 125- to 120-word

narratives which can be found in Appendix D.

The intimacy context of the interpersonal relationship

between interviewer and subject was determined by the

interviewer's self-disclosure of his feelings and attitudes

on the several topics. Personal self-disclosure, in effect,
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reflected the interviewer's personal feelings and attitudes

regarding a specific experience by providing a detailed

account of the experience and his feelings and thoughts

while experiencing it. Frequent self-references, for

example, "I, my, mine," characterized personal disclosures.

The impersonal disclosure condition, in contrast, excluded

personal accounts of the experience and focused on general-

izations about the topic in question regarding others'

reactions in general rather than on the interviewer's

personal reflections. Self-references were also excluded

and replaced with references to general opinion.

Dependent Measures

Speech Duration. This measure, as used by Goldman-

Eisler (1961), was the total time the participant discussed

a topic, discounting any pauses of two seconds or greater.

Amount of time discussing a topic was considered a measure

of verbal prodcutivity as well as an indirect measure of

self-disclosure output.

Reaction Time. The length of time the subject took

before responding to a topic comprised this measure (Pope

& Siegman, 1965). The reaction time interval began when

the participant looked at the topic and ended when he gave

any subject in sequence with a verb. Doster (1972) considers

this measure as an assessment of silent deliberation about

the topic to be discussed before speaking.

Silence Quotient. This measure was determined by

summing all silent pauses over 3 seconds and dividing this
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sum by the total talk time (Pope & Siegman, 1965). Reaction

time was not considered in this measure. Silence assesses

the length of time subjects self-monitored during their

responses to topics.

Self Disclosure. This variable was measured by the

Disclosure Rating Scale (Doster, 1971) which can be found

in Appendix E. It is a 7-point descriptively anchored

rating scale designed to assess disclosure levels ranging

from superficial appraisals and evaluations of topics

(0-point rating) to personal searching and self-evaluation

of inner feelings and thoughts and their subsequent expres-

sions (6-point rating).

Avoidance. Avoidance was measured by a 7-point rating

scale (Shimkunas, 1972) designed to assess the extent to

which the subject's disclosures focused directly on the

topic (see Appendix F). Higher scores represented either

departures from the topic or refusals to comment.

Somatic Symptom Reports. Somatic symptom reports

were measured by recording the frequency of their occur-

rence during the discussion of each topic. Based on a

modification of Lewinson's (1974) somatic complaint cate-

gory, a somatic symptom report was defined to raters as

Any self-referred statement describing a physical

trouble that is attributed by the subject to a

physical cause.

All reports were recorded including those that were repeated.
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Psychological Symptom Reports. A modified version

of Lewinson's (1974) psychological complaint category,

this measure permitted cross-study comparisons as well as

an additional measure typical of all patient's interpersonal

behavior. A psychological symptom report was defined to

raters as

Any self-referred statement reflecting past,

present or the anticipation of future psycho-

logical difficulties or feelings of discomfort.

Included here are expressions relating to

anxiety, depression, guilt, worthlessness, low

self-esteem, loss, fear, suspiciousness and

delusional thinking.

Psychological symptom reports were measured by recording

the frequency of each occurrence during the interview.

Subjective Discomfort During Interview. To verify

subjective discomfort during the initial phase of the

interview, the subject rated along two independent, 5-point

scales (see Appendix G) the points during the interview

he experienced the most and least nervousness. One

denoted the interview's beginning phase whereas three and

five represented the middle and end phases, respectively.

Nervousness reported during the interview's initial

phase connoted, in part, the necessary conditions for

intimacy avoidance.
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Raters

Two raters, including the principal investigator,

independently listened to and coded each of four verbal

content responses for all subjects. The principal inves-

tigator alone recorded the objective time responses. Three

training sessions with coding procedures were held during

which several contrived responses were rated on all four

verbal content scales. Trained to a Pearson product-

moment correlation of r = .80 (p < .01) on all rating scales,

both raters were sufficiently prepared for formal response

rating. Raters made their judgment for the self-disclosure

and avoidance ratings on the entire response of each topic

rather than any segment of it.

Neither the principle investigator nor the assistant

rater were exposed to information regarding subject charac-

teristics or experimental conditions prior to or during the

rating procedure. Moreover, the assistant rater was

ignorant of the experimental design as well as the content

of the stimulus disclosure.

Results

Preliminary Data Analysis

In order to check possible confounding of demographic

and organismic variables on the dependent measures, five

2 X 2 (somatic group X disclosure condition) analyses of

variance were performed to determine whether the experi,

mental groups differed on (a) age, (b) number of medical

hospitalizations, (c) number of current physical ailments

I a - % g14- " - -- - I
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receiving direct medical treatment, (d) intelligence and,

(e) number of years education. The results, presented in

Table 1, showed no significant differences among groups

(p > .05 in all cases). The means and standard deviations

of each variable for high and low somatic symptom groups

by personal and impersonal disclosure condition are pre-

sented in Table 2.

Additional comparisons between high and low somatic

symptom groups were made on other demographic variables,

even though no differences were expected. Fisher's exact

test statistic revealed no significant differences between

high and low somatic symptom groups on racial composition,

p = .26, and employment status, p = .23, but a significant

group difference was found for marital status, p = .01.

High somatic symptom subjects reported a poorer marital

history (single - 0%; married - 65%; divorced - 30%;

separated - 5%) than low somatic symptom subjects (single -

15%; married - 80%; divorced - 5%; separated - 0%). No

significant differences was found for marital status,

however, between personal and impersonal disclosure condi-

tions, p = .12.

Interrater Reliability

Interrater reliability was computed on each of the

verbal content measures across all of subject's responses.

Pearson product-moment correlations for each content measure

appear in Table 3. As can be seen, the high interrater
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Table 3

Interrater Reliability Between Raters
for Each Interview Rating Category

Verbal Measure r

Self-Disclosure .84***

Avoidance .80***

Somatic Symptom Reports .93***

Psychological Symptom .91***
Reports

*p < .05.
**p < .01.

***p < .001.

agreement (n = 320, p < .001 in all cases) sufficiently

justified the use of the four measures as dependent vari-

ables. Only the ratings of the principle investigator

were used for the data analyses.

Method of Data Analysis

The time and content measures were analyzed indepen-

dently by 2 X 2 analyses of variance (Winer, 1971), with

two levels of somatic symptom groups (high and low) and

two conditions of disclosures (personal and impersonal)

modeled by the interviewer. The data used in the analyses

were the mean time measures for each subject as well as

the sums of the ratings across all eight topics for each

content measure.
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Dependent Varidbles

The results are considered individually by dependent

measure. The means and standard deviations on each content

and time measure are presented in Table 4. Table 5

presents the summary of the F-values for each measure.

Self-Disclosure. The analysis of variance yielded

no significant main effects for somatic group, F (1, 36) =

.73, p > .05, or disclosure conditions, F (1, 36) = 1.61,

p > .05, nor their interaction, F (1, 36) = .73, p > .05.

Despite varying disclosure demands and somatic levels, all

subjects similarly reciprocated their self-disclosures in

a rather superficial and impersonal manner. This failed to

replicate Shimkunas' finding (1972) that nonpsychotic

patients self-disclosed more in the personal condition com-

pared to the impersonal condition.

Avoidance. Analysis of variance on the avoidance

measure yielded a significant main effect for disclosure

condition, F (1, 36) = 8.26, p < .01, and a significant

interaction between somatic symptomotology and disclosure

condition, F (1, 36) = 5.41, p < .05, but in directions

contrary, for the most part, to predictions. These findings

are depicted in Figure 1.

Tests on simple effects indicate that low somatic

symptom subjects in the personal condition significantly

are less avoidant on the topics of discussion than low

somatic symptom subjects in the impersonal condition

F (1, 36) = 13.51, p < .01, and impersonal F (1, 36) = 7.89,
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Figure 1. Mean summed avoidance ratings for each somatic
symptom group across disclosure conditions.
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p < .01, conditions. No significant differences were found

among the latter three groups (p < .05). With only 11%

of the variance accounted for (p2), the predictive validity

of the interaction on avoidance level is weak.

Somatic Symptom Reports. Analysis of variance on

somatic symptom report yielded significant main effects for

somatic group, F (1, 36) = 10.22, p < .001, and disclosure

condition, F (1, 36) = 4.49, p < .05, and their interaction

F (1, 36) = 4.49, p < .05. The predicted interaction

accounted for only 6% of the total variance of somatic

reports (q2 ) and appears in Figure 2.

Simple effects tests indicated that high somatic

subjects in the personal condition verbalized significantly

more somatic troubles than high somatic symptom subjects in

the impersonal condition, F (1, 36) = 8.56, p < .01, and

low somatic symptom subjects in both personal, F (1, 36) =

13.55, p < .01, and impersonal, F (1, 36) = 13.55, p < .01,

conditions. High somatic symptom subjects in the impersonal

condition and low somatic symptom subjects in the impersonal

conditions did not differ significantly with regard to their

somatic verbalizations, F (1, 36) = .57, p > .05.

Psychological Symptom Reports. The analysis of

variance revealed significant main effects for somatic

symptom group, F (1, 36) = 4.89, p < .05, and disclosure

condition, F (1, 36) = 6.17, p < .05, on psychological

symptom reports, but did not show a significant interaction
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F (1, 36) = 1.07, p > .05. Contrary to predictions, not

only did high somatic symptom subjects verbalize signifi-

cantly more psychological symptoms reports (M = 11.72)

than low somatic symptom subjects (M = 7.67), the impersonal

condition elicited more psychological symptom reports

(M = 11.97) than the personal conditions (M = 7.42).

Objective Time Measures. Respective analyses on

reaction time, speech duration and silence quotient yielded

a significant main effect for somatic symptom group only

on speech duration F (1, 36) = 7.24, p < .05. No other

significant main effects or interactions were found. High

somatic symptom subjects were more verbally productive

(M = 110.12, SD = 55.82) than low somatic symptom subjects

(M = 70.44; SD = 40.28).

Subject Discomfort Check. It was necessary to verify

subject's discomfort during the initial phase of the inter-

view. A Wilcoxin Matched-Pairs-Signed-Rank Test using the

data from the Discomfort Rating Scale revealed a significant

difference between the times subjects perceived themselves

to be most and least nervous during the interview T (38) =

5.05, p < .001. Subject's recalled the beginning phase

(M = 1.73) of the interview elicited the most discomfort

while the least discomfort occurred significantly further

into the interview (M = 4.00). Subjects generally reduced

their discomfort as the interview continued into its final

phase.
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Comparisons Among Content and Time Measures. Table 6

presents a 7 X 7 correlation matrix comparing each pair of

dependent measures using Pearson's product-moment correla-

tion. Ten of the 21 correlations reached a statistical

significant of at least p < .05.

Specifically, among the psychiatric patients who

participated in the present study, the frequency of somatic

symptom reports was observed to increase as the frequency

of psychological symptom reports increased (r = .57).

Furthermore, the incidence of both somatic and psychological

symptom reports increased among patients as their response

latency to interview topics (r = .30 and .33, respectively)

and their verbal productivity on topics (r = .48 and .61)

increased. In contrast, the incidence of psychological

complaints, but not somatic complaints, covaried with

patients' level of self-disclosure. The occurrence of

psychological complaints increased with the patients'

depth of self-disclosure (r = .43). The occurrence of

symptom report, whether somatic or psychological in nature,

was unreleated to either the amount of time patients'

devoted to silent deliberation during their discussion of

topics or the extent of their topic avoidance with respect

to verbal content. Not surprisingly, the depth of patients'

self-disclosure increased with verbal productivity (r = .51)

but decreased with topic avoidance (r = -. 41). Among the

various time measures the response latencies of patients'
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symptoms. Under a demand for intimacy, it appears that

patients attempt to redefine the relationship with the

interviewer in terms of their "sick" role by increasing

verbalizations of psychological symptoms. These results

lend further support for the social process underlying

psychopathology. More precisely, in support of the

intimacy-avoidance corollary, psycholgoical symptoms func-

tion as covert messages for purposes of avoiding inter-

personal intimacy and controlling the direction of social

interactions. In addition, significantly more expressions

of psychological difficulties were found with high rather

than low-somatic symptom patients, once again suggesting

the former's greater severity of psychological disturbance.

Although no specific hypotheses were made regarding

the objective time measures, an interesting finding emerged.

Verbal productivity of high-somatic-symptom patients was

significantly greater than low-somatic-symptom patients,

regardless of the nature of the interaction. Even so, the

high-somatic-symptom patients did not demonstrate an

increase in their depth of self-disclosure with the greater

amount of time they conversed with the interviewer.

One limitation of the present study which seriously

affects the generalizability of the findings is the patient

selectionprocedure. The manner of selecting appropriate

patients was only rough approximation of identifying

patients who use their somatic symptoms to control the
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development of social interactions. The imprecision of

subject selection may be indicated by the wide variability

of somatic symptom reports of high-somatic-symptom patients

and the low percentage of variance accounted for by the

interaction of disclosure conditions with somatic symptom

groups. With a presumably more homogeneous sample, that is,

one exclusively selected according to observed behavior

instead of written somatic symptom reports, the generaliz-

ability of the findings would greatly increase.

Another issue regarding patient selection deals with

the size of the subject pool from which patients were

selected. The difference between somatic symptom groups on

the preassessment instruments, though statistically signif-

icant, may not have qualitatively identified a representative

sample of high- and low-somatic-symptom reporters. Since

the symptom report groups did not reflect the upper and

lower limits of the range of possible scores on the

preassessment instruments, a functional difference between

the groups was less likely. An initial larger pool of

subjects would permit a more appropriate identification and

selection of patients who better represent both high- and

low-somatic-symptom reporters.

In this study, the interviewer was aware of each

patient's membership in one of two disclosure conditions.

However, every effort was made to minimize any variation

that might result from differences in interviewer behavior
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by specifically attempting to standardize the interviewer's

bheavior across the two disclosure conditions. Even so,

the potential for subtle and unintended influences of the

interviewer needs to be taken into consideration when

results concern primarily the differential effects of treat-

ment conditions. One the other hand, the interviewer was

uninformed as to patient type, so that the possibility for

experimenter effects on patients within the disclosure

conditions seems quite remote.

When conducting research in a comprehensive health

facility, a researcher confronts several unanticipated

complications. These complications potentially impede the

experiemtnal procedure and must be addressed and resolved

during the course of the research so that (a) completion of

the investigation is timely and successful and (b) subsequent

replications or related research can porceed with similar

complications in mind.

While enlisting the support of the Day Hospital Pro-

gram staff presented no major difficulties, maintaining

their ongoing compliance with patient selection rules

presented the greatest delay to successful completion of

the study. Soliciting staff support necessitated informing

them during regularly scheduled staff meetings of the

study's purpose and methodology. Clarifying the ultimate

clinical benefits of the study as well as each staff

member's role in the data collection procedure was also
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essential if maximal staff cooperation was to be

obtained.

Though all staff members agreed to examine their own

patient caseloads for appropriate cnadidates, maintaining

their cooperation to do so was difficult. Daily work

responsibilities distracted staff's attention away from the

study, causing most to overlook their role in the selection

of patients. Successful recruitment, then, required

regular and tactful reminders by the experimenter. Special

counsel was given to individual staff members when unique

difficulties arose. Thought maintaining support was diffi-

cult, each staff member retained his involvement in the

study.

One additiona problem encountered concerned staff

member's strategy of identifying appropriate research

candidates. Even though specific selection criteria were

provided, personal biases often influenced recruitment

choices. Ongoing educative and supportive efforts, when

appropriate, provided necessary corrective feedback, thus

reducing the effect of the potential confounding factor.

Regular staff contact and monitoring corrected as well

as prevented unexpected complications. Without such con-

tact, not only would experimental progress be impeded, final

interpretation of the findings would require consideration

of the relative contribution of several extraneous factors

to the dependent measures. Deliberate efforts were made,
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therefore, to ensure that staff contacts were constructive,

tactful, and cordial.

Possibly influencing subjects verbal disclosures was

the salience of each conversational theme and the temporal

proximity between the interview and the events reportedly

surrounding the discussion topic. The variation of verbal

disclosures may have been influenced, in part, by the

personal relevance each conversational theme engendered for

each patient as well as the recency in which the experiences

described for each topic occurred. However, randomization

of patient selection likely prevented any consistent

influence of topic saliency and timing on verbal disclosures.

Further research might examine the mutual influence

of social variables and symptom expression. For example,

varying interviewer variables (e.g., personality charac-

teristics, dress style, professional affiliation) as well

as the interview context (e.g., physical environment,

interview purpose) and other patient variables (e.g.,

attitudes, motivations) may exert a differential influence

on symptom expression. In addition, replicating the present

findings with the inclusion of a nonpsychiatric control

group would generalize the intimacy-avoidance hypothesis

corollary to areas beyond the psychiatric domain.

The results from the present study have several

implications for professionals in clinical practice. When

forming a therapeutic alliance with a chronic somatic
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symptom complainer, psychotherapists might be cautious

in their attempts to establish an intimate relationship

too quickly. A premature demand for intimacy may well

elicit anxiety and subsequent symptom verbalizations on

the part of the client. Instead, the gradual modulation

of interpersonal demand may provide the client an oppor-

tunity to reconstrue relationships on the basis of lowered

vulnerability and risk.

The area of assessment deserves special attention.

Since psychological and psychiatric evaluations are

conducted within an interpersonal context, diagnosticians

should be alert to potential contextual influences on

symptom disclosures. Interpreting assessment data without

considering such influences may result in premature

diagnostic and treatment decisions mistakenly based on an

intrapersonal rather than interpersonal process. For

example, the interview performance of clients might reflect

their response to relationship issues.

Therapists should become more sensitive to therapy

as a social unit and the instrumental value of a patient's

symptomotology. Reciprocal roles between client and

therapist as well as client and significant others emerge

in terms of the patient's "illness" and often lead to

conflicting expectations, emotional disturbance, and

discordant communications. In this regard, it is note-

worthy that in the present study, high-somatic-symptom
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patients reported a marital history marked with separation

and divorce.

In the context of medical practice, physicians are

often unknowingly confronted with patients whose physical

complaints also amplify and sustain ongoing interpersonal

conflicts. Consequently, the discordant dialogue frus-

trates the physician and, in turn, aggravates the patient's

somatic complaints. The process is cyclical, and ultimately

both view each other as an unwelcome burden. Needless to

say, identifying the patient whose goals for interpersonal

need satisfaction are greater than manifest symptom relief

is a difficult necessity. Teaching physicians specific

relationship enhancement methods may have the effect of

mobilizing patient's own problem-solving resources.
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Appendix A

Background Information

Instructions: Please provide the following information
as it applies to you.

Code Number:

Age: Marital Status: Married Single Divorced

Separated Widowed (Circle One)

Highest grade completed in school:

In your family, what number in line are you?

Religious preference:

Church attendance: time(s) each month

Currently employed? Yes No

Number of past psychiatric hospitalizations:

Number of past medical hospitalizations:

How long currently in treatment in Day Hospital Program:

Current physical health: poor fair good excellent
(Circle One)

Medications currently taking:
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Appendix B

Informed Consent Form

The purpose of this research project is to examine differ-
ent ways of interviewing people. If you should decide to
participate in this project, you will be asked to discuss

with the interviewer your experiences with a number of

different topics. These discussions will be tape-recorded
so the interviews can be analyzed later on.

As part of the project, you will be asked to fill-out up
to four questionnaires. If your further participation is

requested, you will be contacted to return at a later date
for an interview. No more than 45 mintues is necessary for
your participation.

The questionnaires you fill-out as well as the tape record-
ings of the interview will be coded with a number so your
name is not necessary. These codes help us keep all the
materials organized. In addition, your privacy and confiden-
tiality are assured. A master list matching each name to
each patient's code will be kept under lock and key by the
researcher.

Thank you very much for your time and effort in assisting us.

DANIEL SKENDERIAN, M.S. ROBERT L. PUSAKULICH, Ph.D.
Psychology Intern Clinical Psychologist

have been informed of the purpose and
procedure of this research and do hereby volunteer my
participation. I understand that I may refuse to participate
or withdraw from the study at any time without jeopardizing
my treatment at this VAMC.

I understnad that I will be given a code number that will
be used to identify information and test data that I supply
in order to protect my identity.

I also understand that any information I provide will be
used for research purposes only and that I may or may not
derive any benefit from the study. I understand that this
information will not be shared with any other hospital
personnel, excluding the project's assistants, who will
use the information for statistical analyses.

SIGNATURE WITNESS

DATE
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Appendix C

Instructions

I am studying different ways of interviewing people.

When somebody is interviewed, either for a job or by a

doctor, the interviewer asks the questions and the person

answers them. That way the interviewer finds out things

about the person, but the person doesn't get to know much

about the interviewer.

I would like to find out if the interview might work

better if I told the person I was interviewing how I felt

about the topics of the interview, before I asked him to

say some things about them.

That is what we are going to do today. I will ask you

to tell me about your experience with a number of differ-

ent topics. I would also like you to tell me your feelings

and attitudes about that topic. Before you do that,

however, I will talk about each topic myself, and tell you

what my feelings and attitudes are about it.

Since I will be interviewing a large number of patients

in this manner, I have tape recorded my own views on each

topic. That way, each patient will hear what I have to

say in exactly the same way. I will give you a card that

has the ,topic printed on it. Then I will turn on the tape

recorder and you will hear me talk about it. Right after

I finish, I will turn on this other recorder, and then you
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should start talking about the topic yourself. You can

spend about 4 minutes on each one.

I have to record what you say because that is the

only way I can analyze the interviews later on. However,

no one but myself and my research assistants will have

access to your comments, and the tape cannot be identified

because your name will not appear on it--only a code number.

Therefore, you can feel free to say whatever comes to your

mind.

Before we start, let me remind you to listen carefully

to what I have to say about each topic. After I have

finished, you tell me your own experiences about it, what

it made you think about, and how it made you feel--just

the same way that I did. I will signal you by raising my

hand a few seconds before the 4 minutes is up. This will

give you a chance to finish whatever you have to say. If

you finish before the 4 minutes is up, we can go on to the

next topic.

Please do not ask any questions once we have started.

Do you have any questions now?
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Appendix D

Stimulus Disclosures

Depending on People

I want to be an independent person more than anything

in the world, but I keep finding that that isn't true of

me at all. The fact is that I'm constantly looking for

somebody to depend on, somebody to make my decisions for

me and take care of me.

When I was growing up, my mother hardly ever let me

do things on my owa. She would always decide what I should

do and would try to run my life. I guess she desperately

wanted to protect me from the world.

But even now I have to ask people--either my friends

or the people I work with--if something I decide on is all

right. I guess I'm afraid of making mistakes. It just

tears me to pieces to do the wrong thing and make a mess

out of my life.

I would just feel absolutely wonderful if I didn't

have to depend on people so much. I would feel so tremen-

dous if I could just be completely on my own. But I've just

got to have people, I--I need somebody to lean on. I'm

terrified of having to be all alone in the world.

Getting Angry at People

When I'm angry at somebody it's hard for me to know

what to do about it. There was one time when I was in a

group discussion and every time I told my real feelings
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about something, this one guy would make hateful, cruel

remarks about what I would say, and he'd keep giving me

this ugly, dirty look, for no reason at all. He really

made me feel uncomfortable in front of all the other people;

he made me feel like a real fool.

I really depised him for doing that to me; I hated his

guts, and I really wanted to get at him and hurt him some-

how. I was scared to death that I could feel that way,

but I could have killed that dirty bastard for what he did

to me.

Helping Other People

I like to do things for other people. A friend of

mine had a flat tire last winter when it was about 10 degrees

above zero. While he didn't ask me for help, I went outside

anyway and spent a half-hour changing his tire. I feel

like that's one way I can really get close to people, by

helping them when they need me. It's terribly hard for me

to find ways to get people to give me affection and to be

kind to me. It's hard to really feel that I can touch

them deeply with my emotions, to make them feel that I

really like them and need them as friends.

But helping people is not the best way for me to feel

close in my relationships with them and feel like I'm

really a part of them. But its better than being all alone

and having nobody. It's terribly hard for me to give myself

to them more directly.
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Love

The one thing that I want most out of life is to be

able to really love somebody. It's been so hard for me to

find somebody who would really love me and who I could

love completely.

I was married once, but we just seemed to drift

apart. She wouldn't have anything to do with me at all;

she couldn't even stand to be around me. She made me feel

like nothing, like I was a worthless crumb. I feel that

it isn't worth it to really give myself and then be stepped

on by somebody I really love.

I've found someone else now who really loves me very

tenderly and cares about me. But sometimes I get terrified

at the thought that I could lose her too. Then I would have

nothing; I would be nothing.

Being Good at Things

One thing that really bothers me is that I'm a miser-

able failure at the tings I try to do. When I was growing

up, I was always the very last one to be asked to be on a

team--baseball, football, or any other kind. I was totally

worthless when it came to sports, and it made me feel just

rotten inside when everybody else was asked first. They

only let me play because they were guilty about making me

feel even more miserable and worthless.

I always thought that nobody could be as helpless as

I was. I was always at the bottom in whatever I did.

It made me feel that I was utterly worthless as a person.

62



Appendix D--Continued 63

But I have to think that I'm good at least at one thing,

or I can't see why I should go on living. I don't even

want to remember times like those because it tears me all

up inside.

Being Rejected by People

It really hurts me deeply when people don't want to

have anything to do with me. Just recently, some real close

friends of mine to a party and didn't ask me if I would like

to go with them. I heard them say that--that I was boring

and dull and no fun to be with. They didn't want me to go

at all; they didn't even care about me. They really made

me feel unwanted and alone; just useless and heartsick.

Even my friends don't want me or care about me.

If my best friends feel that way, what good am I--I

must be a no-good, worthless bum. There must be something

really wrong with me. How can anybody like me after that?

Feeling Guilty

Ever since I was a little kid, I've always felt

terribly guilty about the things I've done. Some people

seem to be able to do whatever they want; they do things

only to make themselves happy or get ahead of the other

guy. They're not interested in other people or what they

want. I can't seem to do that. Anytime I do something

behind a person's back or if I tell them a lie, I really

feel rotten about it. Soemtimes I do things that are

really selfish or inconsiderate; then I worry myself sick

and wonder, how could I have done such an awful, sinful

thing?
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At times I really get dejected and terribly depressed

I feel like I can't be the kind of person I want to be. I

just want to be fair to people. But no matter how hard

I try, I keep doing things that make me hate myself, really

evil things.

The Future

The future really frightens me. I just never know

what is going to happen. Even though I can usually handle

things that come up, I'm always afraid of what terrible

thing will happen next because I might be completely unable

to face it.

Anything could happen to me, tommorrow or the next day.

My mother could die; I could get cancer or be in a horrible

accident; I could lose my job and starve or something. I

sit up nights worrying about what I would do. What if I

just couldn't handle it? I might just give up. I would

be helpless, and alone, and nobody could help me or do

anything for me. That's the thing that really terrifies

me--feeling completely helpless and just falling apart.

Impersonal Disclosures

Depending on People

It seems that most people would like to be pretty

independent, but they often find that that isn't neces-

sarily true all the time. The fact is that they're always

looking around for somebody to help them do things and help

them figure things out.
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While they're growing up, their relatives don't always

let them do things on their own. They appear to decide on

what the kids should do and often help them with their

problems. It seems that they like to see things go a

little easier for their children.

But even after they're grown up, most people often ask

others--either their friends or the people they work with--

if something they decide on seems all right. It seems like

they're worried about slipping up on something maybe, or

making some error.

They probably wouldn't mind it if they didn't have

to depend on people so much, and they would probably like

it better if they could be more on their own. But it seems

like they need to get help from other people; maybe they

like to have somebody around. They appear to be somewhat

concerned about being by themselves without others to help.

Getting Angry at People

When people are angry at somebody, it seems hard for

them to know what to do about it. Once somebody was in a

group discussion, and everytime he gave his opinion, this

one guy would make remarks that weren't very nice about

what was said, and he appeared to give him a cross look

for no reason. He appeared to make this person seem

uncomfortable in front of the group; he seemed to make him

feel bad.

This person seemed rather displeased with this other

guy. He didn't think much of him, and it appeared that he

i A I
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might want to do something to him. But he seemed to be

uneasy about his opinions of the other guy. Anyway, he

might have wanted to tell the other guy that he didn't like

what he did.

Helping Other People

Most people like to do things for other people. There

was somebody who had a falt tire last winter when it was

about 10 degrees above zero. While he didn't ask for any

help with it, a friend of his went outside anyway and spent

a half-hour changing his tire. It seems like that's one

way to be friendly--by helping others. It seems to be

rather difficult to find ways for people to get others to

do the things they'd like them to do, and to be nice to

them. Many people seem to think that it's hard to be able

to talk to others and get along, to make them understand

that they like their company.

Helping is not the best way to get people to be nice

to others. But it seems to be better than not getting

along with people. It's just difficult for most people to

get others to be pleasant and nice in any other way.

Love

Love is something that everybody needs more of. But

it seems to be pretty hard for most people to find some-

body who is nice and pleasant, and who they can get along

with.

Most people seem to believe that marriage is difficult.

They usually find that their husbands or wives don't spend
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too much time with them. Sometimes they don't even enjoy

their company. That apparently doesn't make the other

person feel very good. They might even think that it

isn't worth it to get together like that, and then be

disliked by somebody they were nice to.

Then they might find somebody else who likes their

company and is pleased with them. But they seem to be

rather concerned that it may not work either. Then they

expect that they might be disappointed again.

Being Good at Things

One thing that appears to bother most people is that--

they may not be too good at the things they try to do.

When they were growing up, they might not have been one of

the better players on the team--baseball, football, or any

other kind. Maybe they weren't all that good when it came

to sports, and it made them somewhat disappointed when

others were asked first. But they probably let them play

anyway because the didn't like them to feel uneasy or

disappointed.

Many people seem to think that others usually did

better than they did, like they weren't the best in the

things they tried out. That might make them think that

they weren't doing well enough. But it seems like they

have to think that they can do well at something or else

they ought to quit trying. It seems like most people

don't remember those times too much because they were old

disappointments.
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Being Rejected by People

It seems that most people get disappointed when others

don't want to do things with them. Not too long ago,

some friends of this person's went to a party and didn't

ask him if he would like to go with them. He heard them

say that he wasn't usually the life of the party. So they

were more interested in going there by themselves. That

appeared to make him uncomfortable--disappointed and con-

cerned. Even his friends seemed to be somewhat "coal"

toward him.

If his best friends acted that way, it may mean that

some things he does must not be very good. Maybe the things

he thinks about are not always right. He seems to think

that it's hard to find people who agree with him.

Feeling Guilty

Some people seem to feel responsible for the things

they do ever since they're little kids. But other people

seem to only do things in order to get the things they want.

Maybe they're not concerned about other people, or what

they want or need. But some people can't seem to do that

sort of thing. Anytime they do something without telling

the other person, they seem to get concerned about it.

Sometimes they do things that are only in their best inter-

est; then they get worried and wonder how they could have

made such an error.

At times they seem to get disappointed and sad. They

might feel that they can't be the kind of person they would
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want to be. They appear to want to be fair to other

people. But no matter how much they try, they seem to do

things that they dislike sometimes; not the best things

they could do.

The Future

It seems that the future worries most people--like

they might not know what'll happen. Even though they can

usually handle things that come up, they seem to be bothered

by what will happen next because they might not know how

to react.

Anything could happen--their friends could get sick;

they might not feel well, or have trouble with their car;

they could have problems with their job. They seem to be

bothered about what they would do. What if they thought

that they might not be able to handle it? They might just

give up. They might be unsure about it, and no one could

give them help with it. That's the thing that seems to

bother most people--being unsure of things and being

disorganized.
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Appendix E

Disclosure Rating Scale

Raters independently rated the level of self-disclosure

each subject revealed during each conversational theme.

Judgments were made on an entire response and not any seg-

ment of it.

0. Absence of personal involvement. The topic has been

explored in an entirely impersonal or superficial

manner. Focus is wholly on people, objects, and

events (or experiences) not including this person.

Self-references are notably lacking or few in

number. Information may be an attempt to define,

clarify, or discuss the topic without reference

to self. His response may represent an inability or

refusal to deal with the topic in terms of his

personal frame of reference.

1. This person has dealt with the topic almost entirely

on a nonpersonal or superficial level. An attempt

has been made to bring oneself into the picture, but

this is mostly incidental to the content presented.

Identification of self usually serves to acknowledge

where the thoughts originate (e.g., "It seems to

me . . . " "I believe that . . .") but the central

focus is on people, objects, and events surrounding

the person. Inclusion of self can also be implied

through membership in a larger group (e.g., "Everyone

is . . .," "Our fraternity sent . . ." "People in
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the South are . . ."), but inclusion or standing in

the group requires interpretation. The information

does allow for an understanding about what he thinks

or how he sees events external to himselve in terms

of attitudes, opinion, or beliefs about them. How-

ever, his interaction with the events or their impact

on him are clearly unexplored.

2. There is noticeably more material involving aspects

of the speaker but the tendency to deal with the

topic on a superficial level clearly predominates.

Involvement of self is not incidental and requires

no interpretation, but reflects an attempt to reveal

information about self. The person has placed him-

self within the context of his experiences as opposed

to an observer of experiences. This person is pri-

marily at a cognitive level, clearly owning his

attitudes, opinion, and beliefs. However, his

elaboration of an experience is shallow or not pro-

found in content. References can be made to emotions

or behaviors, but their generality, scope, or breadth

is such as to not allow for discrimination among his

experiences or to distinguish them from other people.

3. Equal attention is given to both superficial and

personal aspects regarding this topic. The person

clearly places himself within the context of his

experiences, but information about self is oriented

more to event description or clarification rather
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than exploration of self. The content of his

descriptions clearly placed events as aspects of

his personal experience. Aspects of the event are

described, feelings labeled or behavior indicated.

But his orientation is one of having you under-

stand various aspects of the event rather than

exploration and understanding of himself in this

event. Labeling of feelings or behavioral descrip-

tion enhances a picture of the event but provides

mostly a general overview of him and not an appre-

ciation of integral relationships. Evaluations of

self (comparisons, impressions, judgments) are either

absent from topical treatment or explored at a general

and/or impersonal level.

4. This person has dealt with this topic mostly on a

personal level. He clearly places himself within

the context of his experiences and the information

provided allows for a good understanding of his

personal frame of reference. Cognitions and emotions

are well explored at a specific situation level and

tied into aspects of these events. Elaboration of

cognitions and emotions go beyond simply labeling,

and are explored in terms of an integrated internal

experience of himself. However, the impact of his

cognitions and emotions on his responses to (opera-

tions on or interactions with) the external remains
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vague and unclear. Aspects of self including behaviors

and evaluations (comparisons, impressions, judgments)

are either absent from topical treatment or explored

at a general and/or impersonal level.

5. This person has dealt with this topic almost entirely

on a personal level. Cognitions and emotions are

well explored with the context of his expereinces and

the information provided allows for a good understand-

ing of his personal frame of reference. Exploration

in terms of his internal experiences of himself is more

fully understood through his efforts to integrate these

aspects with his responses to (operations on or inter-

actions with) the external. Evaluations (comparisons,

impressions, judgments) are either absent from topical

treatment or explored at a general and/or impersonal

level.

6. This person has focused entirely on himself, providing

and intimate picture of various aspects of himself as

they relate to the topics. Cognitions and emotions

are well explored within the context of his experi-

ence and the information provides a good understanding

of his personal frame of reference. His internal

experience of himself is more fully understood through

his efforts to integrate these aspects with his

responses to (operations on or interactions with) the

external. He reflects on himself in an evaluative
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manner, offering comparisons of self with others,

impressions of self and others, and judgments about

self and others. At this level he places his under-

standing of self perspective with where he wants to

be (or doesn't want to be) and where others are.
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Appendix F

Avoidance Scale

0. The person has focused directly and totally on the

topic. He has not strayed at all from it and has

considered it and all its implications without

pursuing even reasonably related issues. His con-

sideration of the topic was complete and comprehensive.

1. Deals extensively with the topic. This person is not

evading the issue; he has evaluated it and considered

it in terms of closely related aspects. He has

integrated these so that the topic has become fairly

broad, perhaps reflecting a minor unwillingness to

fully confront the central issue.

2. Deals with the topic for the most part. Has evaluated

it and various closely related aspects. However,

still a strong tendency to get sidetracked into discuss-

ing aspects of the stimulus other than the central

issue.

3. Communication equally reflects willingness or ability

to deal with topic and reticence to approach it. Sub-

ject is ambivalent about confronting the topic and

is vacillating between the central aspects of the

topic and peripheral issues.

4. More evidence of recognition of the topic as the

central issue under consideration, but attempting to

evade it by focusing on peripheral aspects. It is



Appendix F--Continued

clear that avoidance of topic is stronger than

approach toward it.

5. Practically evades topic completely, but does at least

mention it in a cursory manner. Vaguely discusses

aspects of it. It is clear from his statements and

expressions that he is not interested in expressing

himself on this topic and does so minimally, and only

because of the social contraints of the interview

situation.

6. Fails to deal with topic either by total refusal to

comment, by obviously changing the subject, forgetting

the topic, or dismissing it, and discussing some

other aspect of the stimulus disclosure.
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Appendix G

Discomfort Rating Scale

Please indicate using the following scales how you generally

felt during the interview you have just had. Circle the

number that best reflects your feelings.

uncomfortable

1

comfortable

2 3 4

nervous

2 3 4

5

relaxed
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