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ABSTRACT

Therapeutic empathy is a multidimensional intra- and inærpersonal constnrct believed to be

highly important in therapy, counselling, and helping relæionships. The present study was

a preliminary investigation of the factors that predict communicative empathy (i.e., empæhic

responding) in paraprofessionals working in telephone crisis intervention. Factors such as

telephone crisis intervention training, degree of crisis line experience, previous counselling

experience and training, dispositional empattry (i.e., perspective taking, empathic concem,

penonal distess, and fantasy), and altruistic motivation were hypothesized to influence

communicative empathy. Demographic factors (e.g., age, gender, and educæion) and social

desirability (e.g., enhancement, denial, and impression management) were also hypothesized

to be relevant predictors of communicative empathy. The present study employed a quasi-

experimental desþ and compared 41 trained and32 untrained crisis line paraprofessionals

on communicative empathy. Trained paraprofessionals scored significantly higher than

untrained subjects; however, the effect was small. Preliminary qualitative analyses suggest

that trained and untained subjects had different pattems of responses -- with untrained

subjects gwing more advice and reassurance, and trained subjects being more empaflric, doing

more problem-solving, and asking more questions. Signifi.cant predictors of communicative

empathy included crisis training, studying/working in a counselling/health field, previous

counselling training, age, enhancement, and altnristic motivation.
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INTRODUCTION

Empathy is a multidimensional constn¡ct thæ has been used to explain how a person

understands and reacts to the emotional experiencing of another (Davis, 1994; Williams,

1990). The empathy constn¡ct embodies the cha¡acteristics of ca¡ine and ggdgs!êgding that

are at the hea¡t of altnrism and human helping relationships. Empathy or "therapeutic"

empathy is seen as a cnrcial va¡iable in medicine, psychotherapy, counselling, and ælephone

crisis intervention (Bums & Nolen-Hoelsema, 1992; Daws, 1994; Everstine & Everstine,

1983; Horvath & Luborsþ, 1993; Rogen, 1951, L957). Therapeutic empathy is particularly

important in telephone crisis intervention or crisis line counselling: The person who is in

crisis or distress needs to feel "understood" or at least that the helper "is willing to try to

understand his or her view of reality" (Eventine & Everstine, 1983, p. 30). The caller's most

immediæe need is often to talk with someone who cares and understands.

Therapeutic empathv is generally defined as the willingness and ability of the therapist

(or counsellor) to understand -- cognitively and emotionally - the psychological experiencing

of the client and the ability of the therapist to communicate this understanding back to the

client (Barrett-I-ennard, 1962, 1981; Ca¡khuff, 1969; Martin, 1983; Rogers, I95I, 1957;

Sza1ita, 1981; Truax, t967; Truær & Ca¡khuff, 1967; Witliams, 1990). Some definitions of

therapeutic empathy also emphasize the willingness and ability of the client to gþ that

communication (e.g., Barrett-Lennard, L962,l98I). These latter definitions view therapeutic

empathy as a relational variable - that is, as an important aspect of the therapist-client

relationship.

Communicative empathv refers specifically to the therapist's demonstrated abiJity to

communicate his or her understanding of the client's stated psychological experiencing back

to the client (Barrett-Iænnard, 1981; Sz¿lita, 1981; '\{illi¿¡¡s, 1990). The therapist
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communicates this understanding through an empathic response which affends to both the

cognitive and affective a^spects of the client's statements. The empathic response can be

viewed as an objective "interpersonal outcome" of therapeutic empathy (Davis, 1994). The

formation of an empathic response is deærmined by a number of factors: the therapist's

dispositional empæhy, perspective-taking abilities and ability to "understand" the client's

experiencing (i.e., interpersonal accuracy; ætributional judgements), affective reactions

towards the client's experiencing (i.e., compassion; sympathy), altnristic motivation, personal

experience, and cultural background; the cha¡acæristics of the client, and the context of

therapeutic situæion (Carl:huff, 1967; Davis, L994; Rogers, 1951, 1957; Szalita, 1981;

Williams, 1990). In other words, communicative empathy is a measurable clinical skill which

is influenced by a number of factors.

The present study represents a preliminary investigation of the relationships among

the factors predictive of communicative empathy in paraprofessionals working in ælephone

crisis intervention. Facton hypothesized to predict communicative empathy include crisis

intervention úaining, degree of crisis line experience, dispositional empathy, and altruistic

motivation (Clary & Orenstein,l99l; Davis, 1983,1994; Jimenez & fimenez, 1990; Miller,

Hedrick, & Orlofsþ, 1991;'Williams, 1990). Demographic factors such as age, gender,

education, and previous training and social desirability (i.e., seH-enhancement, denial, and

impression management) may also be relevant predicton of communicative empathy (Jenkins,

Stephens, Chew, & Downs, 19921'Lyons &Zngla 1990; Paulhus & Reid, 1991; Rushton,

Fulker, Neale, Nias, & Eysencþ 1986, 1989).

As background to this study, the history and a conceptual overview of the empathy

constnrct will be reviewed, particularly as they relate to therapy and counselling. Davis'

(1994) "organizational model" of empathy will be presented and emphæued as a useful
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conceptual framework for the study of therapeutic and communicative empathy. Finally,

empathy research relæing to the training and selection of paraprofessionals working in

telephone crisis inærvention will be reviewed in the context of the organizæional framework.

The central theme of this intoduction is that therapeutic empathy is a multidimensional

construct that is important in the selection and training of crisis line volunteers and that

communicative empathy represents an objective, measulable aspect of therapeutic empathy.

Furthermore, communicative empathy is a teachable communications skill a¡rd is influenced

by a number of factors.
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TTIERAPEUTIC EMPATHY: HISTORICAL AND CONCEPTUAL BACKGROI]ND

Empathy is a multidimensional constnrct that has been used to explain how a person

understands and responds to the emotional experiencing of another (Davis, 1994; Gladstein,

1984; Witliams, 1990). Research on empathy has historically lacked a clea¡ conceptual

framework and has been confounded by several factors: oscillation between affective and

cognitive conceptions of empathy, semantic and theoretical confirsion between the terms

"empathy" and "sympathy," and conceptual confusion between "process" and "outcome"

measures of empathy (Davis, 1994; Eisenberg & Miller, 1987b; Gladsæin, 1984; Gruen &

Mendolsohn, 1986; Moore, 1990; Szatita, 1981; Willi¿6¡s, 1990; Wispê,,1987). Therapeutic

empattry has been variously defined as a dispositional trait or attitude of the therapist, a

cognitive process, an affective outcome, a communications skill, and a relationship va¡iable

(Barrett-Lennard, 1981; Ca¡khuff, 1969; Dryden & Ellis, 1988; Gladstein, 1984; Marcia, 1987;

Rogers, 1957; Truax & Carkhuff, 1967; Witliams, 1990).

The roots of the empathy constn¡ct lie in Ancient Greece and more recently in 19th

century German aesthetic philosophy, constructivism, and hermeneutics (Davis, t994;

Gladstein, 1984; Mahoney, 1991; Meen, 1986). In Ancient Greece the term empatheia

referred to "an affective state encompassing qualities of affection, passion and suffering, and

lalso] a process of feeling-into another litalics added for emphasis]" (Meen, 1986, p. 9).

Moreover, Aristotle stressed the importance of both logic Ooeos) and passion (pathos) -
cognition and emotion - in human understanding and communication (Mahoney, 1991).

The term "empafhy" was intoduced into the English language in 1909 by Titchener

who modeled it on the older conceptually different but related term, "sympathy" (see below;

Davis, 1994; Gladstein, 1984). The word empathy was a direct translation of the German

word Einfuhlung, coined in 1885 by a contemporary of Freud's, Theodor Lipps (Gladstein,
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1984; Szalita, 1981). In German aesthetic philosophy, empathy represented a theory of how

people understood a¡t (Gladstein, 1984). Lipps specified a psychological theory based on the

premise that "every aesthetic object represents a living beitrg and that, in contemplæing a

work of art, a person projects himself into that object and experiences a specifi.c state of

mind" (Szatita, 1981, pp. 3-4). Modem views of therapeutic empathy have also viewed it as

"imaginatively placing oneself in the shoes of another person in such a way as permits

sympæhetic understanding of his mental life" (McKella¡, cited in Szalita 1981, p. 5).

Affective and Coenitive Conceptualizations

Conceptualizations of empæhy have historically oscillated between affective and

cognitive dimensions (Davis, 1994). For Lipps and Titchener empathy was an affective state

in which the observer experienced - in an attenuæed form -- the affective state of the other

(i.e., another person or artistic object) (Davis, 1994; Gtadstein, 1984). Early views of

empafhy concentrated on the matching of affec-t betrveen observer and observed through

unconscious automatic mechanisms such as irurer imitation and motor mimicry (Davis, 1994;

Meen, 1986). Later views began to emphasize one's "understanding" and "active

interpretation" of another's experience over the sharing of affective experience (Davis, 1994;

Mahoney, 1991).

The conceptualization that "understanding" requires "active inærpretation" was fi¡st

stressed by Wiltiam Dilthey in 1883, one of the founders of hermeneutics (Mahoney, 1991).

Hermeneutics is based on the notion "that there are implicit meanings in the messages

exchanged among humans" (p. 91). In order to "underst¿nd" human communication one has

to "actively interpret" those messages (Gadamer, cited in Mahoney, L99I, p. 92),

Hermeneutics stresses the importance of historical context and personal history in

inærpretation and understanding. A therapeutic inæraction takes place in a specific historical
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and cultural context; a therapist brrings his or her personal history, leaming experiences, and

expectations into that therapeutic interaction.

Further cognitive conceptualizations of empathy were added through the independent

but parallel worls of developmental theorist Jean Piaget and sociologist George Herbert Mead

(Davis, 1994; Gladstein, 1984; Meen, 1986). Mead sfressed the individual's role-taking or

perspective-takins ability -- the "capacity to take on the role of other persons as a means of

understanding how they view the world" (Davis, 1994, p. 6). He considered perspective-

taking ability to be crucial to the development of meaningful social organization (Davis, 1994;

Gladstein, 1984). Piaget focused on the development of the ability to decentre in children --

that is, to differentiate between their own experiences and the experiences of others (Davis,

1994; Gladstein, 1984). Both constmcts - perspective taking and decentring

-- emphasize cognitive processes in which people suppress their egocentric perspectives and

imagine how the world appears to others.

The importance of the role-taking aspect of therapeutic empathy was stressed by Carl

Rogers (1959). According to Rogers, therapeutic empathy involves the therapist's ability "to

perceive the intemal frame of reference of another with accuracy and with the emotional

components and meanings which pertain thereto as if one were the person, but without ever

losing the 'as if condition" þ. 210). Rogers was one of the strongest proponents of

therapeutic empathy and viewed it as one of the necessary and sufficient conditions for

successful psychotherapy and counselling (1951, L957).

The "as if' quality of empathy distinguishes empathy from more passive and

unconscious constn¡cts such as identification and projection (Meen, 1986). The active "as if'

notion of cognitive metarepresentation was fint proposed by the philosopher Hans Vaihinger

in 1911 (cited in Mahoney, 1991). Vaihinger stated that human consciousness is not a
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"passive mitror," but an active, purposive, constn¡ctive process which moulds and transforms

"extemal information" in order to more easily understand reality þp. 98-99).

In recent years, affective definitions of empathy have again been emphasized @avis,

1994; Eisenberg & Strayer, 1987; Gladstein, 1984; Gruen & Mendolsohn, 1986). These

definitions of shess view empathy as an affective state of the obsewer that is congnrent with

the affective state of the other. Stotland, for example, defines empathy as "an observer's

reacting emotionally because he perceives that another is experiencing or is about to

experience an emotion" (cited in Davis, 1994,p.7). Hoffman (1987) defines empathy "as an

affective response that is more appropriæe to another's situation than to one's own" (p. 53).

Batson and his colleagues (e.g., Batson, Fultz, & Schoenrade, 1987) define empathy simply

as "ottler-orienæd feelings" of compassion in response to seeing the suffering of another

person (p. 1S1). These definitions þore the cognitive perspective-taking aspects of empathy

and confound empathy with the term "sympathy" (Davis,1994; Gruen & Mendolsohn, 1986).

Empathv and Svmoathv

Historically, empathy has been often confused with the older, conceptually different

but related term, "sympattry" (Davß, t994; Gladstein, 1984; Gmen & Mendelsohn, 1986).

Although most theorists tend to view the constructs as separate and different, the distinction

has been difñcult to maintain in the literature. The confusion stems from the fact that both

of the tenns carry overlapping meanings of other-oriented understanding and affective

reactivity to another's emotional experiencing (Davis, 1994).

The original German definition of empathy or Einfuhlune means "feeling into"

(Szalita, 1981, p. 3) and refers to an @E& process of "knowing" another (Davis, 1994;

Wispé, 1937). Empathy is conceptuall;zîÅ as aprocess that involves some cognitive effort

on the observer's pa¡t (e.g., imagination, interpretation, or perspective+aking). Empathy is
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the observer's .@É "to comprehend unjudgementally the [other's] positive and negative

experiences" (Wispé, 1987, p. 18).

On the other hand, the original German definition of sympathy (MitfuhtggÐ is

"feeling with" (Szalita, 1981, p. 3). Sympathy is often viewed as a more passive process --

an almost automatic response of compassion to another's distress (Davis, 1994; Wispé,t987).

Wispe (1987) defines sympafhy as an "awareness of the suffering of another person as

something [negæive that needs] to be alleviated" (p. 18). Sympathy is a feeling of

compassion in the observer that stems from the observer's aw¿treness or understanding of the

other's distress (see next section; Davis, L994).

Most theorists have viewed empathy and sympathy as separate but related constructs

(Davis, 1994; Gn¡en & Mendolsohn, 1986). McKella¡ states that one can understand the

other's emotions without "siding with" them (ciæd in Szalita" p.LZ). Truax (1967) states that

it is unnecessary that the therapist feel the emotions as the client feels them. He defines

"accurate empathy" as involving "an appreciation of' and a "sensitivity to" the client's

feelings and the ability to communicæe thæ understanding back to the client in a language

attuned to the client's feelings" (p. 555).

However, as indicaæd above, the distinction between empathy and sympathy has been

difñcult to maintain in the literature (Davis, 1994; Gruen & Mendolsohn, t986; rWispê,1987).

Some resea¡chers define empathy so broadly that it encompasses all human understanding and

responses to the emotional experiencing of the other (Davis, 1994; Gnren & Mendolsohn,

1986). Others combine definitions of empathy and sympathy and refer to potentially

confusing constn¡cts such as "sympathetic undentanding" (McKellar, cited in Szalita, 1981)

and "empathic concom" (Davis, 1983, 1994). Batson and his colleagues (e.g., Batson et aI.,

L987) do not distinguish between empathy and sympathy and regard both terms æ refening
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to "other-orienæd feelings of concem, compassion, and tendemess experienced as a result of

witnessing a¡rother person's suffering" (p. 181).

As indicated above, empathy and sympathy Ne conceptually linked and carry

overlapping meanings (Davis, L994). Furthermore, empathy and sympathy are usually studied

in the context of negative emotions -- in situations which likely to arouse feelings of

compassion or distress in the observer (Davis, 1994; Batson et al., 1987; Gruen &

Mendolsohn, 1986). Moreover, in the therapeutic setting (e.g., in-person psychotherapy or

counselling; telephone crisis counselling), the client is almost always undergoing some form

of emotional distress. An empathic therapist is expected to understand the client's

experiencing and also to feel at least some compassion or tendemess towards the client

(Rogers, L95L, L957).

hocess and Outcome Conceptualizations

The confusion between the constnrcts of empathy and sympathy highlights a much

larger issue: confusion between "process" and "outcome" conceptualizations of empathy

(Davis, 1994). According to Davis, the term "empathy" has historically been used to refer

to two separate phenomena, cognitive perspective taking and affective reactivity to others.

Definitions of empathy which focus on the "attempt to understand" another's cognitive or

affective perspective (e.g., motor mimicry, perspective taking) a¡e@oriented definitions.

Definitions of empathy and sympathy that sEess affective reactions (e.g., compassion or

personal distress) are @oriented:

part of the definitional confusion regarding empathy results from the fact that theorists

and researchers, while all studying "empathy," a¡e in fact frequently add¡essing quite

different parts of a larger phenomenon. . . . tFlailing to distinguish between process

and outcome . . . contributes to the ongoing confusion regarding the "true" nature of
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empathy. (Davis, 1994, p. 11)

According to Davis, most researchers and theorists continue to mix cognitive and affective

constn¡cts in definitions of empathy and sympathy. He argues that sympathy ("empathic

concem") is an outcome of process-empathy (i.e., affective perspective-taking processes) and

involves "understanding" and compassion. Similarly, "understanding" another's thoughts (e.g.,

interpersonal accuracy; atfibutional judgements) is an outcome of cognitive perspective-taking

processes (i.e., the "attempt" to understand).

Summarv

Davis (1994) Iikens empathy research to the parable of the blind men studying an

elephant: Each man is convinced that the part he is holding defines the "true" nattue of the

crcature (p. 12). Empathy theorists have studied the same subject yet have reached

"dramatically different conclusions" conceming the næure of empathy. Davis argues thæ the

confusion regarding the "true" nature of empathy stems from the fragmented style in which

the constn¡cts of empathy and sympathy have been studied. Different traditions have focused

on specific aspects of empathy (e.g., motor mimicry, cognitive perspective taking, cognitive

understanding of others, affective reactivity to the emotions of others, altnrism, etc.), have

labetled those aspects "empafhy" or "sympathy," and have þored other conceptualizations.

In other words, empathy research has lacked a clea¡ organizational framework. Davis'

"organizational" framework for the study of empathy is presented in the next section. Ba¡rett-

Lenna¡d's (1981) model of therapeutic or relæional empathy - which complements the Davis

model -- is also outlined.
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EMPATHY: ORGANZATIONAL MODET.S

This section outlines two conceptual models that have been used in the study of

empathy: Davis' (1994) "organizational" model of empathy and Barrett-I-enna¡d's (1981)

"empathy cycle" model of therapeutic or relational empathy. The organizational model

outlined by Davis (1994) brings together the disparate fragments of empathy theory and

research and creates a broad and welldefined conceptual framework for empathy research.

Even though Davis limis his discussion of empathy to developmental and social psychology,

the organizational model offers a useful framework for the study of therapeutic empathy and

the study of the factors thæ predict communicative empathy.

Ba¡rett-Lennañ's (L962, 1981) empathy cycle has been one of the most extensive and

well-resea¡ched models in clinical and counselting psychology (Horvath & Lubonþ, L993;

Ivey, 1988; Martin, 1983; Orlinsky & Howard, 1986). As will be seen shortly, the Ba¡rett-

Lennard model complements and is congnrent with the Davis model. Both models provide

a framework for the study of communicative empathy.

Davis' (1994) Orsanizåtional Model

Davis (1994, pp. I2-2L) outlines an organizational framework that synthesizes and

organizes empathy theory and resea¡ch into a logical, multidimensional, conceptual

framework Unlike the fragmenæd approaches thæ have charaúnnzrÅ empathy theory and

research, the organizational model emphasizes the "connectedness" of the constnrcts relaæd

to the study of empathy (Davis, L994). Consequentþ, Davis defines "empathy" broadly:

. . . ¿rs a set of constn¡cts having to do with the responses of one individual to the

experiences of another. These constn¡cts specifically include the processel. taking

place within the observer and the affective and non-affective outcomes which result

from those processes. @.12)
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Davis (1994) focuses on what he calls a typical empathy "episode" which consists "of

an observer being exposed in some way to atÂrget, after which some response on the part of

the observer, cognitive, affective, and/or behavioral occurs" (p. 12). This prototypical episode

consists of four constructs: antecedents, processes, intrapersonal outcomes, and interpersonal

outcomes.

Antecedents

Antecedents a¡e the "characteristics" of the observer (e.g., therapist or counsellor),

target (e.g., client), or the situation that may potentially "influence both processes and

outcomes" (e.g., communicative empathy) of the empathy episode (Davis, L994,p.12). Davis

identifies two broad categories of antecedents: person variables and situæion va¡iables.

Person variables. Person variables include characteristics such as the observer's

capapiv for empathy (e.g., perspective{aking ability; affective reactivity capacity), previous

leamins historv (e.g., "socialization of empathy-related values and behaviours" and cultural

background), and individual differences in the tendency to engage in empathy-related

processes [e.g., perspective øking] or to experience empathic outcomes [e.g., empæhic

concern, personal distressl" (Davis, t994, p. 14). According to the philosopher Hans-Georg

Gadamer (ciæd in Mahoney,1991,p.92), "understanding" arises from the interaction of the

target's message (i.e., the text) with the personal history and experience (Edah¡qgÐ of the

observer.

Several individual difference measures of empathy have been developed (e.g., Davis,

1980, 1983; Hogan, 1969; Mehrabian & Epstein, L972). These measures assess stable

individual cha¡acteristics "which influence the likelihood of engaging in empathy-related

processes or experiencing an empathy-related outcome during any particular empathy episode"

(Davis, L994, p.14). Measures of dispositional empathy wilt be reviewed in the next section.
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Situation va¡iables. According to Davis (1994) every empathy episode occurs in a

"specific situational context" (e.g., a face-to-face encounter, a telephone encounter, watching

the target on television, or reading about the target in the newspaper). These specific

situations vary along two dimensions: strength of the situation (e.g., a strong display of

negative emotion by a weak or helpless targeÐ and the desre€ of similaritv betrveen the target

and the observer (pp. 1415). Greater observer-target similarity is associaæd with increased

affective and nonaffective empathic responding in observers (Staub, 1987). Furthermore,

certain tårget characteristics are associated with poor therapeutic empathy (Horvath &

Lubonky, 1993). These include difñculty maintaining social and family relationships,

extreme hopelessness, poor object relations, defensiveness, and lack of psychological

mindedness. Symptom severity however seems to have little "impact on the ability to develop

a good therapeutic relæionship" (p. 567).

Processes

Processes are the "mechanisms" that generate empathic outcomes in the observer

(Davis, 1994, p. L2). Davis identifies th¡ee broad classes of empathy-related processes,

differentiæed by the level of cognitive ability and sophistication required for their operation:

noncognitive, simple cognitive, and advanced cognitive processes.

Noncognitive processes include primarv circula¡ reactions (e.g., the tendency of

newbom babies "to cry in response to hearing other infants cry") and motor mimicrv (i.e., the

tendency for observers to automatically and unconsciously imitate the facial and body cues

of the target) (Davis, 1994, p. 15). Lipps and Titchener believed that motor mimicry leads

to sha¡ed affect between the observer and the tÆget (Davis, 1994; Gtadstein, 1984; Hoffrnan,

1987, 1990).

Simple coprritive processes require at least some cognitive ability on ttre part of the
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observer (Davis, 1994). These include classical conditionine and di¡ect association (i.e.,

previous experience with a gtuer stimulus may evoke emotional states in the observer); and

labelline (i.e., "the observer uses simple cues to infer something about the target's

experience") (Davis, 1994,p. 16). An example of labelling is the simple association that the

presence of æa¡s usually means thæ ttre target is experiencing sadness.

Finally, advanced cognitive processes include language mediated association and

perspective taking (Davis, 1994; Hoffrnan, 1987). In lanzuaee mediæed association, the

observer's reaction to the target's situation is produced by at activation of the observer's

"language-based cognitive networls which trigger associatíons with the observer's own

feelings or experiences" (Davis, L994, p. 16). For example, a client who says "f've lost my

job" may not exhibit any obvious signs of distress (e.g., facial or vocal cues). Nevertheless,

an "observer may respond empathically because personal relevant memories are activated by

the target's words" (p. 16). This process is cognitively more complex than direct association

or labelling. According to Hoffman (1987):

Empathy a¡oused by nonverbal and situational cues can be mediated by largety

involuntary, cognitively shallow processing modes (mimicry; conditioning). Empathy

aroused by verbal messages from the victim or by one's knowledge about the victim

requires more complex processing, such as language-mediæed association or putting

oneself in the other's place. (p. 52)

The most complex cognitive proc€ss is perspective takins. in which the observer tries

to "understand another by imagining the other's perspective" (Davis, t994, p. l7).

Perspective-taking ability is comprised of three dimensions: perceptual, the ability to imagine

the literal visual perspective of another; comitive. the ability to imagine the thoughts and

motives of another; and affective. the ability to infer the emotions of another (Davis, 1994,
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p. 7). Cognitive and affective perspective-taking abilities are important elements of

therapeutic empathy: effective communicæive empathy attends to both the client's thoughts

and emotions (Carkhuff., L969; Dryden & Ellis, 1988; Martin, 1983; Rogers, L95L, 1957;

Tnrax, 1967).

Intrapersonal Outcomes

Intraoenonal outcomes are "the cognitive and affective responses produced in the

observer which a¡e not manifested in overt behavior toward the target" (Davis, 1994, p. L2).

Davis identifi.es two categories of intrapersonal outcomes: affective a¡rd non-affective.

Affective outcomes are "the emotional reactions experienced by an observer in

response to the observed experiences of the tatget" @avis, 1994, p. t7). These affective

outcomes a¡e suMivided into two categories: ryþ[ and reactive outcomes.

Pa¡allel affective outcomes are the affective reactions of the observer that are

"congruent, but not necessarily the same as, that of the target" (Davis, t994,p. 18). Reactive

affective outcomes a¡e affective reactions of the observer that "diffe¡ from the observed

affect" of the target (p. 18). Reactive outcomes are "empathic reactions to another's state"

and include rcactions such as sympathy, feelings of compassion, or empathic concem.

Feelings of anger and disÚess are also included in this category. Empæhic anger refers to the

anger thæ observers sometimes experience in response to witnessing another being malneaæd.

Personal distress refers to "the tendency to feel discomfort and anxiety in response to needy

targets" (p. 18).

Parallel outcomes usually result from simpler cognitive processes such as motor

mimicry and tend to be self-centred in nature (e.g., distress) (Davis, 1994, p. 19). Reactive

outcomes require "some higher order processing to rc*,ognizn and interpret the tatget's cues"

and tend to be other-oriented (e.g., sympathy or empathic anger) (p. 19).
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Non-affective outcomes are primarily cognitive phenomena such as interpersonal

accuracv -- "the successful estimation of' the target's "thoughts, feelings, and cha¡acteristics,"

usually resulting from cognitive and affective perspective-taking processes; and ætributional

iudsements or explanations for the target's behaviour (Davis, 1994, p. l9).

Interpers onal Outcomes

Intemersonal outcomes a¡e "defined as behaviours directed towards a target which

result from prior expostue to that tårget" (Davis, L994, p. l9). The three a¡eas which have

atfiacted the most attention from empattry theorists a¡rd researchers are þþlggþhav:lg (i.e.,

how "cognitive and affective facets of empathy" contribute "to the likelihood of observers

offering hetp to needy targets"), aqqressive behaviour (i.e., the negative association between

"empathy-related processes and dispositions" with aggressive actions) and the role of empathy

in socialrelationships (i.e., the association between empathy-relæedprocesses and dispositions

with relationship-enhancing behavioun) (p. 19). As has been indicæed previously,

communicative empathv is an inærpersonal outcome of the therapeutic relæionship, a

communication skill thæ is influenced by the factors that make up the constn¡ct of therapeutic

empattry.

Summarv

The need for a multidimensional approach to the study of empathy has been advocated

by many empathy researchers and theorists over the years (Barrett-I-ennatd, 1981; Davis,

1980, 1983, t994; Eisenberg & Fabes, 1990; Eisenberg & Miller, I987u 1987b; Hofftnan,

1987; Williarns, 1990). Until recently, the a¡ea has lacked a clea¡ conceptual framework by

which to tackle this issue (Davis, 1994; Williams, 1990). The Davis organizational model

offers a logical, conceptual framework for the study of empathy in a number of contexts and

through a multidimensional approach.
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The Emoathv Cvcle. the Oreanizational Model.and Communicative Empathv

Barett-Lennard (1981) identified a 5-stage model of the empæhy process in the

therapeutic and counselling situation. The fi.ve steps of the empathv cvcle of therapeutic or

relæional empathy include: an empathic attentional set, empathic resonation, expressed

empaftry, received empathy, and feedback. Barrett-lænna¡d's model is discussed in the

context of Davis' (L994) organizational model and communicative empattry.

Empathic attentional set. The first of the five steps of Ba¡rett-I-ennard's (1981, p. 90)

empathy cycle involves the manifestation of an "empafhic attentional set" -- an openness to

the psychological experience of another's reality -- which creates the "possibility" of an

empattric process. The therapist's attentional set refers to the antecedent variables outlined

in Davis's (L994) model such as the therapist's dispositional empathy, altruistic motivation,

personal history, leaming experiences, cultural background, and expectations. In hermeneutic

terms, the therapist brings all of these elements into the empathy episode in order in order to

interpret the client's experience (Gadamer, cited in Mahoney, 1991; Szalita, 1981).

The situation (i.e., the therapeutic setting), sitr¡æional variables (e.g., therapist fatigue

or anxiety), and the characæristics of the client (e.g., similarity to the therapist) will all affect

the therapist's empathic set (Davis, L994; Szalita, 1981; Wilfiams, 1990).

Empathic resonation. Phase 1 empathy -- "empathic resonation" -- occurr when the

helper "reads or resonates to" the client such that the client's directly or indirectly conveyed

experience becomes "experientially alive, vivid, and known to" the helper (Barrett-Lennard,

1981, p. 90). Empathic resonation for the most part refen to the processes aimed at

understanding the client's experience (i.e., direct association, labelling, and perspective

taking). The therapist actively interprets the client's message (Mahoney, 1990; Szalita, 1981;

Williams, 1990).
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The "empathic resonation" constn¡ct also encompasses the cognitive and affective

intrapersonal outcomes associated with empathy, such as understanding and affective reactivity

(e.g., feelings of compassion) (Davis, L994). The therapist uses these intrapersonal outcomes

to generate an empathic response to the client.

Expressed empathv. Phase 2 -- "expressed empathy" -- occuts when the helper

communicates in some manner a "quality of felt awareness" of the client's experience

(Barrett-Lenna¡d, 1981, p. 90). Ba¡rett-lænnard's "expressed empathy" is congnrent with

communicative empæhy as defined in the present study and refers to an interpersonal outcome

of empathy. Communicative empathy involves "the ability to translate into meaningful verbal

and nonverbal language a conceptualization of the lclient's] experience" (William's, 1990, p.

L67). The formation of this empathic response depends on the therapist's having available

a variety of life experiences (see above), perspective-taking abilities, interpersonal accuracy,

a¡rd attributional judgements (Barrett-I-erurard, 1978; Szalita, 1981; 'Williams, 1990).

Empathic responsiveness seems to depend upon the availability and variety of our

own experiences, which facilitate the emergence of images. . . . Empathy also

depends on the degree of precision of perception, which determines the selection of

a rcsponse or idea that is appropriate to the immediate situation. (Szalita, 1981, p. 12)

Furthermore, in order to select an empathic response and also to express it

appropriuely, the therapist needs to be "free of anxiety" or at least "able to tolerate whatever

anxiety he [or she] is experiencing" (Szalita" 1981, p. 12). As indicaæd above, personal

distress is one of several intrapersonal outcomes associated with empathy (Davis, L994\.

Freedom from anxiety or disÍess allows the therapist to decenüe, to separate his or her own

feelings from those of the client, and to attend to the client's oxperiencing more objectively

(Szalita, 1981).
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Received empathv. Phase 3 of the empathy cycle - "received empathy" -- refers to

the step in the empafhy cycle in which the client attends sufficiently to the helper's rcsponse

to perceive the degree of the helper's undentanding (Barrett-I-ernatd, 1981, p. 90). The

client's perception of the therapist's empathy has been found to be one of the sfrongest

predictors of therapy outcome (Gurman, 1977; Matfin, 1983). The most commonly used

instn¡ment to measure client perceptions is Barrett-I-enna¡d's Relæionship Inventory (RÐ

(1962,1973). The RI includes iæms that reftect critical client perceptions of the therapist's

empathy. Examples of RI items include: "He may understand my words but he does not see

the way I feel" and "He realizes whæ I mean even when I have difñculty in saying it"

(Banett-Lennatd, 1 978).

Therapist empathy, especially as perceived by the client, is strongly related to the

therapeutic alli¿nse, the collaborative working relationship between the therapist and client

(Burns & Noel-Hoelsema, L992; Howath & Luborsþ, 1993; Orlinsky & Howa¡d, 1986).

The alliance is a general relationship factor believed to be responsible for therapeutic change

across all forms of therapy. According to Horr¿ath and Luborsky (1993), empathy appears

to be primarily associaæd with the early stages of the elliance which require the development

of "collaboration and trust" (p. 567). In this phase, "the client needs to join the therapist as

a participant in the therapeutic joumey, aglee on whæ needs to be accomplished, and develop

faith in the procedures that provide the framework of the therapy" C). 567). Early alliance

measures are significantly correlated with measures of empathy as well as outcome (Bums

& Noel-Hoeksema, 1992; Horvath & Luborsþ, 1993; Horvath & Greenberg, 1989; Kokotovic

&.Tncæy,1990).

As indicated above, some characteristics of the client -- for example, difñculty witlt

social relationships, a lack of psychologicat mindedness, and defensiveness -- may inærfere
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with the client's responsiveness to therapeutic empathy and empathic communication (Horvattt

& Luborsþ, 1993).

Feedback. fresh expression. and resonation. The final sæp in the cycle involves the

continuation of the client's self-expression. The client provides the helper with feedback

which confirms or corrects the helper's view of the client's experience (Barrett-Lennard, 1981,

p. 90). Assuming that the helper's empathic set is sustained, the cycle then retums to the

second step with expanded or new content. Consequently, the fifth step is referred to as

"feedback, fresh expression, and resonation. "

The empathy cycle is simila¡ to the hermeneutic circle identified by Gadamer (cited

in Mahoney, 1991). The client's new statements add to the therapist's ongoing understanding

and interpreøtion of the client's experiencingi the therapist communicates that ongoing

understanding to client; and the client con.firms or corrects that expression.

Summarv

Ba¡rett-Lenna¡d's (1981) empathy cycle is congruent with the organizational

framework outlined by Davis (L994). Both models provide a conceptual framework for the

study of therapeutic empathy. The empæhy cycle emphasizes the relational nature of

therapeutic empathy and the importance of the client's perceptions of the therapist's empathic

communication. The empathy cycle expands on the interpersonal dimension of the Davis

model and provides a dynamic conceptualizæion of the therapeutic (communicative) empathy

process. The Davis model clearly delineates the antecedents, processes, and outcomes

associated with the empathy constn¡ct. These factors all influence communicative empathy.

Therapeutic empathy is primarily an interpersonal relæionship va¡iable; communicative

empathy is an inæqpenonal outcome of therapeutic empathy. Communicative empathy is also

an objective, measurable communications skill which can be taught through didactic and
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experiential means (Martin, 1983).

Both Davis and Barrett-Lenna¡d emphasize the need for a systematic approach to

empafhy resea¡ch (Barrett-Lennard, 1981; Davis, L994). Like Davis, Barrett-I-ennard argues

thæ each phase of the empathy cycle requires its own unique meastuement and resea¡ch. The

next section will review the research on empathy, its development, relationship with helping

behaviour, measurement, relationship be¡ween therapy and counselling outcome, and training

(i.e., communicative empathy). The following seæion will focus on resea¡ch related to the

study of empafhy, paraprofessionals, and telephone crisis interr¿ention'
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EMPATHYRESEARCH,MEASUREMENT,ANDTRAINING

The primary areas which have investigated empathy are developmental psychology,

social and personality psychology, and clinical and counselling psychology (Davis' 1994;

Gladsæin, 1984; Eisenberg & Strayer, 1987; Williams, 1990; Wispé, 1987)' The present

section briefly reviews the research on the development of empattry, the relationship betrveen

empathy and altnrism and helping behaviour, the relationship bet'ween empathy and therapy

and counselling, the measufement of empathy, and on the training of communicative empathy'

The DeveloPment of EmPathv

Human developmental psychology research on empathy has focused on how humans'

capacity to react emotionally to others interacts with their developing cognitive abilities to

produce empathic responses such as concern for others and perspective taking and how these

empathic fesponses change over the lifespan (Bamett, 1987; Davis, 1994; Gladstein' 1984;

Hoffman, 1987, 1990; Zahn-Waxler & Radke-Yarrow, 1990)'

Hoffrnan (1987, 1990) has outlined an extensive, research-based theory on the

development of empathy. According to Hoffman, children progress through several stages

of empathic behaviour. kritially children are more self-cenfred and their empathic abilities

are limited to basic processes (e.g., primary circular reactions, motor mimicry' classical

conditioning, and direct association). Due to a lack of self-other differentiation, very young

children experience distress when they witness others who a¡e distressed. Sympathetic

distress develops around age 2 years when children begin to have a clea¡ self-other

distinction. They make attempts to engage in helping behaviour, but these efforts are usually

inappropriæe due to a lack of role-taking abilities. After about age 3, children develop simple

language-mediated association and role-taking abilities -- and appropriate helping behaviow

begins to develop. Children's cognitive and affective penpective-taking abilities become
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more sophisticated as child¡en matrue into adolescence and adulthood. According to Hoffman

(Ig87), the adult can "look beyond situational cues to life conditions" and "can empathize

with abstract categories" (p. 54).

The development of penpective-taking abilities is a.ssociated with feelings of warmth

and compassion and negatively associated with personal disffess when witnessing a distressed

other (Davis, 1994).

EmPathv and Altmism

Considerable resea¡ch in social psychology has investigated the role of empathy in

attn¡istic motivation and helping behaviour (Davis, 1994; Eisenberg & Miller, 1987a,1987b;

Gladstein, 1984; Søub, 1987). Empathy is seen as a relatively stable personality trait (e.g.,

empathic concem) that mediates altmistic motivation and heþing behaviour (Davis, 1994;

Clary & O¡enstein, 1991). How empathy mediates helping, however, remains controversial'

For some resea¡chers empathy is linked to an "altruistic personality" trait; for others empathy

mediates altnristic or egoistic motivation to help'

Altruistic oersonalitv. Consistent research findings suggest that individual differences

in helping exist (Davis , Lgg4). These differences ãe not completely exptained by differences

in empathy and point to the existence of an "altnristic personality" bait (Batson et al., 1986;

Bierhoff et al., 1991; Oliner & Oliner, 1988; Rushton et a1., 1986, 1939). Early evidence for

the relationship between personality factors and heþing came from a study by Staub (L974)

which recorded the helping or nonheþing behaviour of observers who had compleæd a series

of personality measrues. Heþfulness was positively associaæd with social responsibility and

moral judgement and negatively with Machiavellianism (i.e., attitudes and tendency to exploit

others for personal gain). More recent research suggests thæ the altruistic person believes in

a just world, is socially responsible, intemally oriented, and empæhic (Bierhoff et a1., 1991;
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Oliner & Oliner, 1988).

Empathv and altmism. Resea¡ch and meta-analyses show a positive relationship

between empathy (i.e., perspective taking and empathic concem) and helping behaviour

(Batson, Bolen, cross, & Neuringer-Benefiel, 1986; Bierhoff, Klein, & Kramp, 1991; Clary

& Orenstein, 1991; Davis, 1994; Eisenberg & Miller, L987U 1987b)' Nevertheless' the

mechanism by which empathy and helping a¡e linked is poorþ understood' Perspec'tive-

taking ability is seen as a necessary but insufficient factor for heþing (clary & orenstein'

1991). Current resea¡ch suggests that empathy facilitæes heþing behaviour through affective

reactivity (i.e., empæhic concem and personal distress) (Clary & Orensæin' 1991; Davis'

1994; Eisenberg & Fabes, 1990; Eisenberg & Miller, t987a)' Empathic concem has been

linked to @ altnristic motivation (clary & orenstein, 1991) and egoistic motivation (Bæson

et al., 19g6). In altn¡istic motivæion, people heþ because they feel sympathy or compassion

for the other's distress. They may also help because they believe (or want to believe) thæ

they are caring, helpful individuals. In esoistic motivation. people help others because they

feel distressed by the other's disEess or beca¡rse they feel guilty about not helping. They help

in order to alleviate their own distess. poæntial "disÍessed" heþers a¡e less likely engage

in helping if they view that the target's neediness results from factors under the target's

conúol (i.e., blaming the victim). Egoistic helpers may also heþ if there are extrinsic rewa¡ds

for hetping (e.g., being seen by others as helpfuI)'

Peopleobviouslydifferintheircapacitiesforperspectivetakingandaffective

reaøivity (Davis, Lg83, lgg4: Hoffrnan, 1987, 1990) and in their motivation (altn¡istic or

egoistic) to heþ others (clary & orenstein, !991; Davis, 1994). A number of meæures

assessing dispositional empathy and altn¡istic motivation have been developed'
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Dispositional Emoathv

The measures of dispositional empathy that have been developed reflect different

views of empathy (e.g., cognitive, affective, or both). In this section, three self-report

measgres of dispositional empathy are reviewed. Measures of altmistic motivation, the role

of demographic factors, and a measure of socially desirable responding a¡e also examined.

Hosan Empafhy Scale. The Hogan Empathy Scale (FIES; 1969) is a cognitive

measure of empathy. Hogan views empafhy as "the intellectr¡al or imaginæive apprehension

of another's condition or state of mind without actually experiencing that person's feelings.

Empathy refers .only to the act of constructing for oneself another person's mental state [italics

added for emphasisl" (p. 308). The IIES contains 64 items mostly derived from the

Minnesota Multiphasic Personality Inventory (MMPI; Hathaway & McKinley, 1943) and the

Califomia Psychological Inventory (CPI; Gough, 1964). Although the IIES has relatively

good reliability and validity its use has not been widesprcad (Davis, 1994; Eisenberg &

Miller, 1987a).

Emotional Empathv Scale. The Emotional Empathy Scale (EES) developed by

Mehrabian and Epstein (1972)has received considerable resea¡ch aftention and, until recently,

was the most commonly used measure of empattry (Davis, 1983,1994; Dilla¡d & Hunter,

1989; Eisenberg & Miller, 1987a). The 33-iæm EES Eeats empathy as a tendency to respond

emotionally to the experiences of others and measures a variety of possible emotional

reactions experienced by the respondent (e.g., compassion, anger' fear, etc.). The

heterogeneity of emotional reactions tapped by EES suggests that it is a global measure of

emotionality @avis, 1994).

The results of a recent factor analysis by Dillard and Hunter (1989) shongly suggest

thæ the EES lacls construct validity: There appears to be no consistent underlying faûor



Communicative EmPuhY 26

stn¡ctue to the scale. Consequently, previous research which has used this scale becomes

difficult to interpret. Ditlald and Hunter suggest that researchers use the Interpenonal

Reactivity Index (IRI), a four-factor measure of empathy, developed by Davis (1980' 1983)

as a more valid altemæive.

Interpersonal Reactivitv Index. The 28-item Interpersonal Reactivity Index (IRÐ

measures both cognitive and affective dimensions of empathy (Davis, 1980, 1983, 1994)' The

IRI is composed of fow subscales: empathic concem (EC), "the tendency to express warmth,

compassion, and concem for other people"; DersDective taking (PT)"'the tendency to adopt

thepointofviewofotherpeopleineverydaylife'';p9@(PD),''fee1ingsof

personal unease and discomfort in reaction to the emotions of others"; and fantasv (FS), "the

tendency to transpose oneself into the feelings and actions of fictitious characters in bools,

movies, and plays" (Davis, 1983, p. 117). EC and PD are believed to measure affective

empathy capacities; pT and FS measu¡e cognitive capacities. The IRI scales are differentially

relæed to unidimensional measures of empathy, ¡lslligence, social competence and

inærpersonal functioning, self-esteem, emotionality, sensitivity to others, and intelligence'

Empathic concem (EC) is positively associated with measures of emotionality,

warmth, and non-selfish concem for others (Davis, 1983, L994). The scale is positively

correlated with the Mehrabian and Epstein EES and moderately correlaæd with PT and FS'

It is weaHy associated with self-esteem, shyness, and anxiety. EC is negatively correlated

with boasdulness, egotism, and loneliness. Finally, EC is negatively associated with

antagonistichostility (i.e., assaglt, verbalhosûfity) in females (Siegman, Dembroski' & Ringel'

cited in Davis, 1994).

perspective taking (PT) is associated with better social functioning, self-esteem,

unselfish sensitivity to others, bargaining success, and more democratic conflict resolution in
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couples (Davis, 1983, 1994). The scale is associated with the cognitive Hogan Empathy scale

and only moderately with the emotion-orienæd EES. Finally, PT is negatively associated with

antagonistic hostility (i.e., assault, verbal hostility) in males, fearfulness' "self-cenüed"

awareness of others, and loneliness (Siegman et a1., cited in Davis, L994)'

EC and pT a¡e both associated with warmth, consideration of others feelings, altn¡istic

heþing, greater tolerance for stigmatized groups (e'g', homosexuals)' and interpersonal

accuracy (Davis, 1983, \gg4). krdividuals who rate high on EC and PT and low on PD a¡e

seen as better communicators as assessed by tendencies to "opening up" and "readily

listening', to others (Davis & oathout, cited in Davis, 1994).

Personal DisEess (PD) is associated with lower self-esteem, poor interpersonal

functioning (i.e., shyness and social anxiety), and loneliness (Davis, 1983' 1994)' The scale

is positively associated with neurotic hostility (e.g., resentment, suspicion) in males' PD is

negatively correlated with the cognitive Hogan Empathy Sca1e and positively with the EES'

Finally, PD is negatively associated with PT'

Fanøsy (FS) scores a¡e related to verbal intelligence, emotional reactivity, sensitivity

to others, and some measures of social dysfunction (Davis, 1983, 1994). The scale is

positively associated with the EES and EC and is unrelated to meas'res of self-esteem and

social functioning. The FS scale has not received a^s much research attention as the EC' PT'

and PD scales.

The IRI scales have satisfactory inæmal and test-retest reliability (Davis, 1980' 1983)'

Inæmal reliabilty ranges from .71 to .78; test-retest reliability fanges from '62 to '81 over a

two-month period. Davis and Franzoi (1991) report substantial test-retest associations for the

IRI scales over a two-yeaf period in a study of adolescents (from .50 to '62)' The four scales

also have satisfactory convergent and discriminant validity (Davis, t983,1994; Dillard &
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Hunter, 1989).

Altn¡istic Motivation

A number of investigators have developed self-report measufes of altn¡ism and

altn¡istic motivation. Rushton, Chrisjohn, and Fekken (1981) developed the Self-Report

Altn¡ism (sRA) scale, a ?ß-iæm meas.oe of stable individual differences in altn¡ism'

Individuals rate the frequency with which they have engaged in a variety of altn¡istic

behaviours. Examples of SRA items include "I have helped push a stranger's car out of the

snow" and ,'I have given directions to a stranger" (p.297). The scale appears tO have good

validity and is correlæed with other ratings of altn¡ism (e.g., peer-ratings)'

MeasureofAltn¡isticMotivæion.Claryandorenstein(1991)recentlydevelopeda

measure of altruistic motivation (The Measure of Attruistic Motivation; MAM) to be used

with crisis counse[ing vorunteers. The MAM rists 25 possible reasons for volunteering to

perform crisis counselling. Five of the items fepresent altnristic feasons (e.g., "a chance to

help others"); tÌre remaining items represent egoistic feasons (e.g', "personal growth") (Clary

& Orenstein, 1991, P. 63).

DemosraPhic Factoß

Anumberofdemographicfactorsappeartobeassociatedwithdispositionalempathy

and possibly communicative empathy. These include gender, age' and intelligence

(cummings & Murray, 1990; Davis , L994;Hoffman, 1987, 1990; Rushton et al" 1986' 1989)'

Gender. Females tend to score higher on measures of emotional empathy (i'e"

affective reactivity) such the Mehrabian and Epsæin EES and the EC and PD scales of the

Davis IRI (Davis, Lgg4). Females also score higher on PT but the difference is not as gleat'

Males are also reported to be more aggressive and less altruistic than females (Rushton et al"

1986, 1989). There is considerable disagreement in the literature whether these results
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indicate real sex differences (e.g., that females are more empathic) or the prcsence of sex-role

stereog¡pes (Davis, 1994). Our culture tends to value emotional sensitivity in females and

rational objectivity in males. These standards are often intematized and the "obviousness"

of many self-report empæhy mea.sr¡res (e.g., "I feel sad when I see somebody get hurt") fnay

lead both sexes to endorse items in a sex-role appropriate manner. Females may endorse

more emotional empathy items because they wish to be seen as empathic (i.e., impression

management), because they believe they are more empathic (i'e', selfdeception enhancement)'

or both. pa'lhus and Reid (1991) fou¡rd self-deception to differsnfially related to self-report

empæhy measures (see "socially Desirable Responding" below).

aE Another demographic factor associaæd with empathy and altnrism is age

(Rushton et al., 1986, 1989). As indicated above, children's cognitive and affective

perspective-taking abilities increase with age into adolescence and adulthood (Davis, 1994;

Hoffrnan, 1987, 1990). As adults age and gain more life experiences, their ability to

empathize with a wider range of emotions and experiences appears to increase (Davis' 1994;

Rushton et a1., 1986, 1989). hosocial (altn¡istic) tendencies also appear to increase with age

while aggressive ones appe¿Ìr to decline (Rushton et al" 1986)'

Intellisence. A final factor that may be relevant to empathy research is inælligence'

Although measures of empathy are generally unrelated to intelligence (with the exception of

the FS scale on the Davis IRI), perspective-taking ability nevertheless requires an advanced

level of cognitive ability (Davis, 1994; Hoffrnan, 198?, 1990)' Perspective-taking ændencies

vary widely; intelligence however may set an upper limit for perspective-taking ability'

Cummings and Murray (1990) have found that communicative empathy involves a "global"

emparhy factor which can be broken down into two smaller factors that the investigators

suggest may conespond to Performance and Verbal categories of inælligence. Inælligence
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(as measured by standardized æsts of intelligence) is associated with higher levels of

education and occupation (Kaufman, 1990).

Sociallv Desirable Resoondine

There afe two broad classes of sociatly desi¡able responding impression

management and self-deception (Paulhus, 1994; Paulhus & Reid, 1991)' Imoression

management refen to "the tendency to give favourable selfdescriptions to others" (Paulhus

& Reid, 1991, p. 307). Paulhus and Reid found thæ impression management was relafed to

perspective taking (on the IRI) and un¡elated to fantasy, empathic concem' and personal

distress. Self-deception refers to "the tendency to give favorably biased but honestly held

self-descriptions', (p. 307). Self-deception is composed of two distinct factors -- self-

deceotive enhancement. "the claiming of positive attributes" and.d@, "the repudiation of

negative attributes" (p. 307). Enhancement appea$ to be associated with psychological health

-- high self-esteem, low social anxiety, and low IRI personal distress. Denial is correlated

with empathic concem and penpective taking on the IR['

Balanced Inventorv of Desirable Respondine. Developed by Paulhus (1994)' the

Balanced Inventory of Responding (BIDR Version 6) is a 60-item questionnaire with three

(2g-item) scales: Impression Manaqement (e.g., "I always declare everything at customs"),

Self-Deceptive Enhancement (e.g., "My first impressions of people usually tum out right"),

, and Self-Deceptive Denial (e.g., "I could never enjoy being cnrel"). The BIDR is a well-

validated measure with excellent validity and reliability (Paulhus, 1994)' Inæmal

consistencies for selfdeception (SD) range from .70 to .82; internal consistencies for

impression management (nvf) range from .80 to .86. Test-retest reliabilities for SD and IM

are .69 and .TT,respectively. Research indicæes that the BIDR scales have good convergent

and discriminant validity (see Paulhus, 1994, for a review)'
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Summarv

Research on empathy in developmental and social psychology has focused on how

humans, empathic abilities develop over the lifespan and how they are associated with

altn¡istic motivation and helping behaviour (Davis, Lgg4). Human empathic abilities and

behaviours develop over the lifespan -- proceeding from egocentric and basic mechanisms to

advancedcognitivepfocessesandaltn¡isticbehaviours(Hoffrnan'1987'1990)'The

development of perspective-taking abilities is associated with feelings of warmth and

compassion and negæively associated with personal distress when wi¡ressing a distressed

other (Davis, L994).

Research findings suggest that empathy (i.e', empathic concem and perspective taking)

is a reræively stable personality trait that mediates altn¡istic motivation and helping behaviour:

Empathy may be ünked to an "altn¡istic personality" trait and may mediate altnristic/egoistic

motivation to help. Perspective taking and empathic concem are associated with helping

behaviour (Clary & Orenstein , L99L; Davis, Lgg4). Affective reactivity (i.e', empathic

concem and personal distress) may facilitate helping behaviour: People may help others

becalrse they feel sympafhy for them (altruistic motivation) or to alleviaæ their own distress

or guilt (i.e., egoistic motivation); egoistic helpers may also heþ if there a¡e extrinsic rewards

for heþing (e.g., being seen as hetpful)'

Anumberofmeasureshavebeendevelopedtomeastueindividualdifferencesin

perspective taking, affective reactivity, and motivation (altnristic or egoistic) to help others

(Clary & orenstein, 1991; Davis, |gg4). The Inærpersonal Reactivity Index (IRI; Davis,

tg83, Lgg4) measures four aspects of empathy -- perspective taking' empathic concem'

penonaldisÚess,andfantasy.Empathicconcemarrdperspectivetakinga¡eassociaædwith

warmth, consideration of others feelings, altnristic heþing, and interpersonal accuracy (Davis'
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1983, 1994). Personal disness is associæed with lower self-esteem, poor interpersonal

functioning, and loneliness (Davis, 1983, 1994). Individuals who rate high on empæhic

concem and perspective taking and low on personal distress are seen as better communicators

as assessed by tendencies to "opening up" and "readily listening" to others (Davis & Oafhout'

cited in Davis, Lgg4\. The Measure of Altnristic Motivation (MAM; Clary and orenstein,

1991) measures altnristic or egoistic motivation in crisis counselling volunteers. Altn¡istic

motivation is æsociated with empathic concem and perspective taking and negatively

associated with distess.

Demographic factors such as age, gender, and intelligence appear to be associæed with

dispositional empathy and possibly communicative empathy. Females ænd to score higher

on measrues of emotional empathy -- empathic concem and personal distress' Another

demographic factor is age: As adults age and gain more life experiences, their ability to

empatþize with a wider range of emotions and experiences appears to increase; prosocial

(altn¡istic) tendencies also appear to increase with age while aggtessive ones appear to decline

(Davis, 1994; Rushton et al., 1986, 1989). A final factor that may be relevant to empathy

research is intelligence: Although measufes of empathy are generally unrelated to

intelligence, perspective-taking ability does require an advanced level of cognitive ability

(Davis, 1994; Hoffrn an, L987,1990). Ilrtelligence may set an upper limit for perspective-

taking ability. Standa¡dized tests of intelligence are associafed with higher levels of education

and occupæion (Kaufman' 1990).

Finally, the "obviousness" of many self-report empathy measrues (e.g., "I feel sad

when I see somebody get hurt") may lead people to endorse items in biased ways -- for

example, in order to be seen as empafhic by others (i.e., impression management)' The

Balanced Inventory of Responding (BIDR Venion 6; Paulhus, t994) measures three types of
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socially desirable responding: Impression management (i'e', the tendency to give favourable

selfdescriptions to others), self-deceptive enhancement (i'e" the tendency to claim positive

atEibutes), and selfdeceptive denial (i.e., the tendency to deny negative attributes)'

Impression management is associated with IRlperspective taking' selfdeceptive enhancement

is negæively associated with IRI personal disEess, and self-deceptive denial is conelated with

IRI empathic concem and penpective taking (Paulhus & Reid, 1991).

Volunæenwhoworkintelephonectisisinærventionarrdothercommunityservices

vary widely in terms of their demographic cha¡acteristics (age' gender' education)' empathic

tendencies and abilities, and motivations for volunteering' All of these factors appeaf to þ

important in communicative empathy and in the selection and training of crisis-line volunteers'

The training of empathic communication skills is reviewed in the next section'

The working relationship or therapeutic alliance between a client and therapist is one

of the most important variables in effective therapy and counselling, irrespective of underlying

therapeutic orientations and interventions (Bums & Nolen-Hoelsema' 1992; Horvath &

Luborsþ, 1993; Orlinsky & Howard, 1986). Therapeutic empathy -- the therapist's ability

to understand the client's psychological experiencing and to communicate that understanding

back to the crient -- is a key component of the client-therapist relationship (Barrett-I-ennard,

tg62, Ig78, L981; carkhuff, t969; Marciq 1987; Martin, 1983; Pæterson' 1984; Rogers'

1951, 1957; Szalita, 1981; Tnræt , L967; Truax & CarL'huff, 1967; Williams' 1990)' As

indicated previously, therapeutic empathy appears to be related to the early phases of the

therapeutic alliance (Horvath & Luborsþ, 1993)'

Considerable resea¡ch evidence suggests that therapeutic empathy is a crucial factor

in numerous helping relæionships including psychotherapy (Barrett-Lenna¡d' 1981; Bums &
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Nolen-Gladsætn, L977;Hoelsema, L9Tl;Howafh & Luborsþ, 1993; Ma¡cia 1987; Martin,

1983; Patænon, 1.984; Szalita, 1981), counselling (Carkhuff, 1969; Cummings & Murray'

1990; Gladstein, 1977; Lyons &, Zngle, 1990; Meen, 1986), medicine (Kramer, Ber, &

Moore, 1989; \Veihs & Chapados, 1986; Wolf, Wooliscroft, Calhoun, & Boxer, 1987)' and

nuning (Herbek & Yammarino, 1990; I-a Monica, Wolf, Madea" & Oberst, 1987; Williams'

1990).

As indicated above, Rogers (1951, 1957\ viewed therapeutic empathy as one of the

basic conditions needed for successful therapy. Early research on therapeutic empathy and

therapeutic outcome suggested thæ empathy was an important factor in successful therapy

(Tn¡ax & Ca¡khuff, 1967; Parærson, 1984). Gladstein (L977) found thæ the relationship

between empathy and outcome was demonstrated more consistently in psychotherapy than in

counselling. He concluded that empathy is crucial in counselling only when the counselling

situation resembles psychotherapy and thæ empathy is "much less helpful in educæionaV

vocational counseling or other non-psychotherapy processes" (1977,p.76). The content and

the emotional intensity of the situation (e.g., client disress) are important factors in empafhy-

outcome research (Marks & Tolsma' 1986).

Later reviews suggested that empathy had only a minimal effect on outcome (e.g.,

Gurman, 1977;I-arbert, DeJulio, & Sæin, 1978; Mitchell, Bozarth, & Krauft, lV77;Pafloff,

Waskow, &'Wolfe, 1978). Pæærson (1984) reanalysed several reviews and concluded thæ

in many cases the authors were biased against empafhy and that there in fact was clear

evidence suggesting a strong relationship between empafhy and outcome. According to Ma¡ts

and Tolsma (1986) conclusions that therapeutic empathy was minimally relevant to outcome

were prcmature given the fact that empathy research has been poorly organized. For example,

conclusions about client-perceived empathy and outcome were drawn exclusively from
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measures of therapist's dispositional empathy (e.g', Pa¡loff et al', 1973)' Marks and Tolsma

(1986) argued that therapeutic empathy is a multidimensional constnrct thæ needs to be

studied in a systematic manner and with a cleat underlying conceptual framework' As has

been noted previously, the lack of a clear, conceptual framework has been a long-standing

problem in emPathY research.

Ba¡rett-Lennard (1981) argued that, given the multidimensional nature of therapeutic

empathy, "theoretically there is no reason to expect" (p' 95) close relationships between the

various aspects of the constn¡ct (e.g., therapist understanding and client-perceived empathy)'

Kurz and Grummon (1972) found that client-perceived empathy (a'ssessed by Barrett-

Lennard,s RI in the third session of therapy) showed the strongest relationship to outcome

(indicated by the MMPI; Hartraway & McKinley,1943; the Tennessee self-concept scale;

Fitts, 1965; and therapist and client evaluation). Tape-judged communicative empathy

(a.ssessed by Carkhuffs Empathic Understanding in Interpersonal Process scale; Carkhuff'

1969) was moderately correlaæd with outcome. other measures of empathy, including

therapist self-ratings, were unrelated to outcome. Gurman (1977) reviewed the outcome

literature and concruded that crient-perceived empathy was a better predictor of outcome than

tape-judged empathy; Lambert et al. (1978) concluded that client-perceived and øpe-judged

empat}ryareequallygoodpredictorsoftherapeuticoutcome.

More recent reviews again suggest that "there is very strong evidence" thæ therapist

empathy is related to outcome when empathy is measured "as perceived by" clients and when

observers' "ratings of empathy a¡e related to specifically objective measures of outcome"

(Orlinsþ & Howard, 1986, p. 344). Therapist's ratings of their own empathy' however' ale

poorly related to outcome. The Iatter occun because many therapists either overestimate their

own empathy or else claim to have uniform levels of empæhy for all clients, both of which
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reasons make outcome resea¡ch difficult'

Bums and Noet-Hoelsema (lgg}) recently demonstrated that therapeutic empathy on

its own has a very strong impact on clinical recovery in clients undergoing cognitive

behavioral therapy for depression. "The pæients of therapists who were the warmest and most

empathic las raæd by the patients] improved significantly more than the patients of the

therapists with the lowest empathy ratings, when controlling for initial depression severity'

homework compliance, and other factors" @.M7). Specifically, therapeutic empathy showed

a robust correlation with score reductions on the Beck Depression Inventory (BDI; Beck'

Ward, Mendelson, Mock, & Erbaugh, 1961)'

Finally, the importance of empathy in other helping relæionships, for example' in

medicine and nursing, has also been demonstrated (Herbek & Yammarino' 1990; Kramer et

aI., 1989; La Monica et al., 1987; Weihs & Chapados, 1986; Williams, 1990; Wolf et al"

tg87). For example, La. Monica and her colleagues (1937) found that higher empathy in

nurses was associated with decreased levels of patient's hostility and anxiety. Patients also

reported less depression and gteater sæisfaction with nursin g cafe, although these latær

findings \tele not statistically significant'

In summary, there is ongoing support for the position that the effectiveness of

psychotherapy and counselling is related to the degree that the ttrerapist or counsellor

communicafes empathy to the client (Bums & Nolen-Hoelsemq 1992;Lyons & Zingle' 1990;

Orlinsþ & Howa¡d, 1986). The effects of empathy on client recovery may be direct or

indirec.t: ,,Empathy pef se may have mood elevating effects. Alternatively, therapeutic

empætry may mobilize patients' motivation to help themselves, which in tum leads to

improvements in depression" (Bums & Nolen-Hoelsema" 1992, p. Ml).
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Communicative EmPathv

Although less-studied in its relation to therapeutic outcome, therapists' communicative

empathy appears to be positively associated wift outcome (Barrett-Lenna¡d, 1981; Ehrlich,

D'Augelli, & Danish, 1979; Meen, 1986; Orlinsky & Howard, 1986). Eh¡lich and his

colleagues (1979) studied six verbal response types utilized by counsellors arid

psychotherapists in a counselling analogue study. They found that those responses that

emphasized the affective content of client communication facilitaæd productive interview

behaviour and enhanced subsequent ratings of therapist attractiveness, experfiless, and

tn¡stworthiness. Cognitively and behaviorally focused activities (i.e., advice gwing'

persuading) reduced or left these perceptions unaffected. Simila¡ outcomes have been

reported in actual clinical interactions (e.g., Wenegrat, cited in Orlinsþ & Howard, 1986).

The present section reviews the literature on the training and measurement of communicative

empathy.

Trainine

In the training of therapists, counsellors, or paraprofessionals, a great deal of emphasis

is often placed on the training of empathic communication skills (Ca¡khuff, 1969; Jimenez

& Jimenez, 1990; Miller et al, 1991; Mishala & Daigle, 1992; Young, 1989). Rogers (1951'

1957, IgTg) felt thar therapeutic empæhy could only be leamed experientially, through

watching and lisæning to client-therapist interactions, practising role-playing exercises, and

participating in individual therapy or encounter groups. Communicative empathy is an

objective, interpenonal outcome of therapeutic empathy, a communications skill that can be

tagght in a number of ways (Ca¡L:truff, 1969; Lambert & Stein, 1984; Meen, 1986; Truax,

L967;Truax & Carlùruff, 1967\. A number of early studies indicæed that sensitivity training

enhanced communicative and client-rated empathy (Meen, 1986). More systematic training
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approaches were developed in the 1960's (carkhuff, 1969; Ivey, 1988; Meen, 1986; Tntax'

1967; Tn¡ax & ca¡khuff, L967;Ca¡ttruff, 1969). The approach used by Tnrax and ca¡lfiuff

(Lg67'.) emphasized bottr didactic and experiential training. Didactic experiences included

modelling, descriptions and examples of resPonse rating, rating of response formulations to

taped expressions, role-plays, etc. Truax and Ca¡ttruff (1967) believed that empathy training

involves discrimination of empathy levels and communication at facilitative levels'

Martin and Carl*ruff (ciæd in Ca¡khuff, 1969) found that graduate counselling students

who received 45 hou¡s of training to have gained significantly in empathy as rated by judges'

clients, and themselves. Gormally, Hill, Gulanick, and McGovern (Ciæd in Meen' 1986)

found significant gains in written communicative empathy among subjects who received 40

hours of training. Gantt, Billingsley, and Giordano (1980) found that a 10 week interviewing

coluss increased discriminæion of empathic responses by students in aparaprofessional helper

training Program.

In recent years, a number of effective pfogfams have been developed to train

communicative empathy to a wide variety of groups -- psychology and counselling students'

crisis-counselling volunteen, medical students, nufses, and hospice volunteers (GazÅa et al"

1984; Heúek & Yammarino, 1990; Jimenez & Jimenez, !990; Kramer et a1'' 1989; La

Monica et a1., 1987; Weihs & chapados, 1986; Williams, 1990; Wolf et al" 1987)' Effective

progfams that teach communicate empæhy emphasize demonstrations, modelling, feedback'

role-playing, paraphrasing (i.e., restating the client's statement in one's own words)' reflecting

(i.e., communicating a deep undentanding of the client's thoughts and feelings), and

nonjudgemental communicæion (Clary & Orenstein, 199L; Jimenez &'Iimenez' 1990; Meen'

1986).

Measurement
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A number of measures have been developed to facilitate the training and evaluation

of communicative empathy. Many of the investigators cited above have developed specific

measures for work with specific populations. For example, La Monica (La Monica et al.,

198?) developed her measure in order to teach communicative empathy to nurses; GazÅa

(GazÅaet al., 1934) developed her measure in order to train school counsellors. Measures

developed for the training of therapists and counsellors include the Accurate Empathy Scale

(AE) (Iruær, 1967), the Empathic Understanding in Interpersonal hocesses (EU) scale

(Ca¡ltruff, 1969), a¡rd the Helpful Responses Questionnaire (HRO (Miller et al., 1991).

Empathic Understandine in Interpersonal Processes. Developed by Carkhuff (1969)'

the EU scale is the scale most frequently used in the measurement and training of

communicative empathy (Ivey, 1988; Martin, 1983; Meen, 1936). Carlfruff (1969) modeled

the scale on previous communicative empathy scales such as the AE (Tnrax, L967). The EU

scale reduces some of the a¡nblgurty associæed with the previous scales and is designed to

be applicable to all human relations. The EU scale provides a more objective measure of

communicative empathy that is scored by tained judges who rate oral or written statements

on a 5-point Likert rating scale (Ca¡khuff, 1969). A 3 response is rated as being

interchangeable in terms of content and affect with the client's statement. Responses rated

below 3 a¡e deemed to detract from clients' expression; responses rated above 3 are

enhancements of clients' conc€rns or expressions. The scale has good reliability and validity

(Carkhuff, 1969; Ivey, 1988), correlates adequately with measures of empathy (inctuding

Barrett-Lennard's RI), and is predictive of empathic behaviour in a variety of clinical settings.

The EU scale has good test-rerest reliability (Carl*ruff, 1969) and correlates adequæe1y with

other measures of empathy and empæhic behaviour in a variety of clinical settings (Carkhuff,

1969; Ivey, 1983). However, despiæ its popularity and apparent validity, the EU has been
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strongly criticized for using vague and subjective scoring criæria (Marks & Tolsma, 1986;

Meen, 1983; Sæin & Lambert, 1984).

Helpful Responses Ouestionnaire. The use of paper-and-pencil measures of empathy

and empathic sensitivity is common in resea¡ch on the effectiveness of the training of

empathy (e.g., Ca¡khuff, 1969; Gantt, Billingsley, & Giordano, 1980; GazÅa et al., L984;

Jenkins et al., 1992; Miller et a1., 1991; Williams, 1990). Paper-and-pencil skill-oriented

measrues of communicative empathy generally have good test-retest and inter-rater reliability

(Cummings & Murray, 1990). The Helpfirl Responses Questionnaire (HRQ; Miller et al.,

1991) is a standa¡dized instn¡ment developed specifically for use in training and assessing

communicæive empathy in volunteer crisis counsellors. Miller et al. (1991) found that HRQ

scores rose significantly followng a24ay worlshop on empathic communication and crisis

intervention skills in a sample of 190 paraprofessional trainees. The measure is simila¡ to

other well-validaæd paper-and-pencil measures and appears to have good reliabiJity. Inær-

rater coefficients for items range from .71 to .91 and reliability for total HRQ scores is .93.

On the HRQ, subjects respond to six written "paragraphs that simulate

communications from individuals with speciñc concems" (Miller et al., 1991, p. 44.{). Tll'e

situations presenæd in the HRQ are simila¡ to those encountered in "real life" crisis

counselling situations. As in the EU scale, subjects' responses a¡e rated by trained judges on

a 5-point rating scale -- where responses below 3 detract from the client's message and

responses above 3 enhance the client's message. However, unlike the EU, the HRQ utilizes

very specific scoring criæria which makes the scale more reliable and objective.
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Summarv

communicative empathy is an important asPect of heþfui relationships such as

therapy and counselling. communicative empathy is a communications skill which can be

increased through a variety of training procedures (e.g., modelling, role-playing, difect

instn¡ction) and which can be assessed by a variety of means (e.g', client reports' objective

ratings, and self-reports). The following section will briefly review the literature on empathy'

telephone crisis intervention, and paraprofessionaVvolunteer counsellors'
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EMPATHYANDTELEPHONECRISISINTERVENTION

Trained volunteers or paraprofessionals are being used more and more often in mental

health service delivery. The increased use of volunteers has been spurred by the rising fucal

constraints in mental health services and the proven effectiveness of paraprofessionals in the

delivery of mental health services (Gantt et 41., 1980; Glass & Hastings' L992; Spitz &

MacKinnon,1993).Infact,manymentalheatthservicescurrentlyavailablewouldbe

unavailable without the heþ of trained volunteers (Spiø & MacKinnon' 1993)' One mental

heatth service which has grown to depend extensively on úained vorunteers is telephone crisis

intervention (Garland &, zigter,1993). The present section briefly reviews the literature on

crisis theory, telephone crisis intervention, altruistic motivation' and empathy'

Crisis Theow and Intervention

Acrisiscanbedefinedasanyeventwhichpushesanindividual''intoastateof

disequilibrium or imbalance" (Martin, 1991, p. 730)' It is a "time-limited" condition

cha,uctet'",rd by ,,distress and disorganization" (Janosik, 1994, p. 17). However, a crisis is

also an "oppornrnity" for growth and development'

The Chinese ideogram for crisis is translated to mean both danger and oppornrnity'

Crisis does not a pose a threat to the individual which does not place her equilibrium

and her sense of self in jeopardy. Yet, each crisis also provides the individual with

the opportunity to glow even though the growth may involve pain' (Klinic crisis

Training Reading Manual (KCTRM)' 1993' p' 62)

Successful resolution of a crisis can improve an individual's coping abilities.

A crisis can be developmental or situational in næure (Janosik, t994). Developmental

crises are "universal" stages through which most people have to pass at va¡ious points in their

lives. Starting a new school, moving out from home, and getting married are examples of
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developmental tasks which may lead to crisis. situæional crises, on the other hand' a¡e

unpredictable events unrelated to developmental tasls' Examples of situational crises include

accidents, næural disasten, and the sudden death of a loved one' Crises arc concepfually

linked to stress and emergency situations; however, the l¿tter do not readily offer the

opportunity for "growth potential" found in successful crisis resolution' According to Janosik

(1994), a crisis can be conceptualized as an acute stress in which the individual's coping

abilities break down.

crises often involve actual and or perceived loss. For example, moving to a new city

means the loss of old connections. Even though the client may exaggerate or misperceive a

loss, ,,it is essential for crisis workers to accept the client's viewpoint" (ranosik, t994' p' 22)'

They must be able to understand how the client sees the situation'

Telephone Crisis Intervention

Telephone crisis intervention is a form of secondarv prevention (caplan, 1964) in that

it aims to identify and treat aspects of mental illness before they become exacerbated

(Everstine & Everstine, 1983). "secondary crisis prevention consists of early intervention

with persons in crisis in order to restore equilibrium promptly and reduce the severity of

distress" (Janosik, 1994, p. 33). "Early identificæion is an important preventive measure,

because it implies the discovery of pathology before it becomes exacerbated' or symptoms

before they are compounded into syndromes, or even difficulties before they escalate into

problems" (Everstine & Everstine, 1983, p'l2)'

InNorttrAmerica'theZ4-hourcrisistinehasbecomeamajormentalhealthservice

(Garland &Zigler,1993; Green & Wfuon, 1988; MishaJa & Daigle, 1992; Sæin & Lambert'

1934). There afe over 1000 crisis intervention cenEes in North America" most of which are

staffed by rained volunteers (Garland &Zigler,1993; Misharu &' Daigle' 1992)' Even
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though the effectiveness of crisis lines ha.s been questioned -- in terms of the abitity to prevent

suicide (Garland gzig\er,1993; Hinch, 1981; Stein & Lambert, 1934) - there is general

agfeement thæ crisis lines provide a valuable, cost-effective service (Ga¡land &Zigler' 1993;

Green & wilson, 1988; Hinch, 1981; Ianosik, 1994; King, L977; Msha¡a & Daigle, 1992)'

crisis lines appeal to callen because of the callers' anonymity and perceived control of the

interaction (i.e., they can hang up the telephone anytime) (Ga¡land & zíglet' 1993)'

According to Mller, coombs, and I-eeper (1984), crisis lines reduce suicide rates among

young White \ryomen, who are also the most frequent usefs of suicide prevention ser''¿ices

(Shaffer, et al., 1990).

Crisis line workers deal with countless crisis and non-crisis sioations and provide

information and support to many individuals (Mishara & Daigle, 1992; Stein & Lambert'

1984; Young, 1989). Resea¡ch suggests that most callers (677o) are sæisfied with crisis line

services (Stein & I-ambert , !984;Young, 1989) and that the competence of crisis line workers

compafes favorably with thæ of mental health professionals (Green & Wilson, 1988; Hi¡sch'

1981).

Trainins. Selection. and Communicative Empathv

Given the cost-effectiveness of telephone crisis intervention and the fact that

paraprofessionals provide useful assistance, the number of crisis lines in North America will

likety continue to increase (Garland &' Zigler, 1993; Mishan &' Daigle, 1991; Sæin &

Lambert, 1934). Furthermore, mor€ paraprofessionals will be utitize<l in mental health service

delivery and will likely work with more vulnerable populæions (e'g" children' the mentally

ill) (spiø & MacKinnon, 1993). Concomitant with the growing utilization of trained

volunteers in mental health services, there is increasing public pressue to ensure that

paraprofessionals are well screened and well Eained before being allowed to engage in service
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delivery (Spitz & MacKinnon, 1993; Stein & Lambert, 1934)' There is, however' little

research on the selection and training of paraprofessionals working in telephone crisis

intervention (Stein & Lambert, 1984).

Therapeutic empathy is a cnrcial factor in helping relationships, including the crisis

line relationship (Eventine & Everstine, 1983; Green & Wilson, 1988; Greenstone & Iæviton'

1993; Janosik, 1994). The person in crisis needs to feel "understood" or at least that the

helper ',is willing to try to understand his or her view of reality" (Everstine & Everstine' 1983'

p. 30). The caller's most immediate need may be to talk with someone who ca¡es and

understands. Consequently, investigation of the factors that predict communicative empathy

in crisis line workers is crucial. The selection of empathic volunteers (i.e., volunteers who

demonstrate high communicative empathy) and the development of effective training programs

(i.e., programs that teach communicæive empæhy skills) are key concems for agencies

utilizing paraprofessionals in ælephone crisis intervention (Clary & Orenstein, 1991; Janosik'

1994; Mitler er al., 1991; Misha¡¿ &. Daigle, 1992; Stein & Lambert, 1984)'

Most programs that Eain crisis line workers emphasize the importance of empæhic

communication skills (ca¡khuff, 1969; Everstine & Everstine, 1983; Green & wilson, 1988;

Greenstone & Leviton, 1993; Jimenez & Jimenez, 1990; Miller et al., 1991; Mishan &'

Daigle, 1992; Young, 1989). Emparhic and non-judgemental communication skills are the

most important skrlls leamed by volunteers (Jimenez & Jimenez, 1990)'

Furthermore, crisis line workers engage in a variety of behaviours -- many of which

arc congruent with communicative empatlry. Misha¡a and Daigle (L992) investigated the

types of responses used by telephone crisis volunteers in two crisis centes in Quebec' The

most common tyï)es of responses were acceptance. "acknowledged undersønding of the

caller,s statement"; orientation-investieation. "asking direct questions"; information-suggestion-
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counsellinq, providing information and advice; reflection. "repeating what the caller said in

a 'Rogerian' style"; and cla¡ification-intemretæion (Mishara & Daigle, 1992, p' 77)'

Acceptance, reflection, and cla¡ification-inærpretation a¡e all asPects of communicative

empathy.

However, a number of studies have also demonstrated that crisis line volunteers are

more directive and somewhat less empathic than nursing students or psychotherapists

(McCarthy & Knapp, 1984; Ryden, McCa¡thy, Iæwis, & Sherman, 1991). Untrained

individuals were found to be the least empathic: They did not listen, gave advice, failed to

explore problems, and were very judgemental. The fact that crisis intervenen are more

directive is not surprising given that the crisis situation requires the volunteer to gafher

information and provide emotional support to a caller in a short time period. However, given

thæ most crisis line workers are taught empæhic communication skills in training, it is

reasonable to expect experienced volunteers to have good communicative empæhy skitls.

Alruistic Motivation and Crisis Counselline

Clary and Orenstein examined the influence of heþers' motives and abilities on the

amount and the effectiveness of a long-term altnristic activity (e.g., crisis counselling). The

commitment of "egoistic" crisis counselling volunteers increases with the presence of

situational benefits; altmistic volunteers maintain a high rate of commitnent regardless of

variations in situæional benefits (Clary & Miller, 1986). Clary and Orenstein (1991) used the

Measure of Altn¡istic Motivæion (MAM) to assess altruistic motivation and the Davis

Interpersonal Reactivity Index (IRI; Davis, 1980, 1933) to assess empathic understanding in

161 crisis counselling volunteen. Volunteers with lower levels of altn¡istic motivation

terminaæd volunteer service sooner than those with higher levels. Clary and Orenstein used

the perspective taking (PT) scale of the Davis IRI as a measure of penpective-taking ability.
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They argued that even though the PT scale mea.su¡es empathic tendency' the definition of PT

is congment with Rogen' (1951) idea of empathy. High scores of PT a¡e associated with

fnore acctuate performance in person perception tasts (Bemstein & Davis' ciæd in Clary &

Orenstein, 1991). Volunteers sc¡eened from the volunteer progÉm because they were judged

as lacking in counselling abilities after training (e.g., "ability to paraphrase, reflect feelings'

make nonjudgemental responses, and become awafe of and communicate the caller's thoughts'

feelings, and behaviors," P. 60) reported lower levels of PT than did volunæers who

completed their commitment or who terminated early on their own. Altruistic motivation was

correlated with empathic concem but not with pr. one limitation of the clary and orenstein

study is the lack of an objective measure of communicative empafhy.

Summarv

Paraprofessionals are being utilized more and more in helping areas. one such area

is telephone crisis intervention. Crisis lines represent a major form heatth service delivery

in North America and rely heavily on trained volunteers in order to provide service' With

the increased of use of trained volunteers in mental health service delivery, there is increasing

public pressure that volunteers be well-screened and well-trained before being allowed to

serve the community. There is, however, a pa¡city of research on the selection and training

of effective crisis line volunteers'

Although the nature of crises varies considerably, what the penon in crisis most often

needs is someone to talk to -- someone willing and able to listen. Skitls in listening and in

empatþic communication are emphasized in the training of paraprofessionals working in crisis

counselling and telephone crisis intervention. consequently, the selection of empathic and

altruistic volunteers and the training of empæhic communication skills are important factors

in telephone crisis intervention.
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OVERALL SUMMARY AND STATEMENT OF PROBLEM

Communicative empathy is conceptualiz€d as an objective, interpenonal outcome of

therapeutic empathy and a teachable communication skill. Therapeutic empathy is an

important asPect of successful helping relationships such as psychotherapy' counselling' and

crisis inærvention. As ha.s been explored in the preceding sections, communicative empathy

may be influenced by facton such a.s therapists' dispositional empathy, personal experience,

and cultural background. The selection of empathic and altnristic counsellors is an important

resea¡ch area for agencies utilizing paraprofessionals in mental health service delivery.

The present study is a preliminary investigation of the factors that predict

communicative empæhy in paraprofessionals working in ælephone crisis intervention. Factors

such as telephone crisis intervention fraining, degree of crisis line experience, dispositional

empathy (penpective taking, empathic concem, personal distress, and fantasy), and altn¡istic

motivation are hypothesized to influence communicative empathy. Demogfaphic factors (e'g"

age, gender, education, and counselling previous training) and social desirability (e'g"

impression management, self-deceptive enhancement, and self-deceptive denial) may also be

relevant predicton of communicative empathy. The present study employed a quasi-

experimental desþ and compared 41 trained and32 untrained crisis line paraprofessionals

on communicative empathy. The relationships between variables that best predict

communicæive empathy were also analyznd.
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HYPOTHESES

Based on the literatu¡e review and the author's personal experience as a telephone

crisis line volunteet, the following hypotheses were advanced:

Hvpothesis 1: Effect of Telephone Crisis Intervention Trainine on Communicative Empathv

Tnined volunteers will demonsúate higher levels of communicative empathy (as

measured by HRQ rating scale) than untrained volunteers.

Hwothesis 2: Relationshio Be¡peen Predictor Va¡iables and Communicative Empathv

After contolling for demographic and biased responding va¡iables, it is expected that

crisis intervention training, telephone crisis intervention experience, perspective taking,

empathic concem, personal distress, and altn¡istic motivation will significantly predict

communicæive empathy.

Hwothesis 3: Relationships Between P¡edictor Va¡iables

Crisis tine training and experience will be positively correlated with perspective

taking, empathic concem, and altruistic motivation, and negatively corelated with personal

disûess.

Ancillarv Hvootheses

Based on the review of the existing research literature, several ancillary hSpotheses

were entertained. These were, for the most part, predictions based on existing literature.

Dispositional empathv. Perspective taking will be positively associaæd with empætric

concem and negatively with personal distress; empathic concern will be positively associated

with fantasy (Batson et al., 1986; Clary & Orenstein, L99L; Davis, 1983).

Altn¡istic motivæion. Empathic concem will be positively associated 
"¡¡ith 

altruistic

motivation (Clary & Orenstein, 1991).

Desirable respondins. Perspective taking will be positively associated with seH-
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deceptive enhancement, self-deceptive denial, and impression management; empathic concem

will be positively associated with denial; and personal distress will be negatively associated

with enhancement and impression management (Paulhus & Reid, 1991)'

Demosraphic variables. Females will have higher empæhic concem and perspective

taking and lower personal distress. Age will be positively associaæd with perspective taking,

empathic concem and negæively associated with penonal distress'
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METHOD

Subiects

A total of 73 subjects were recruited for this study. A self-seleøed sample of 41

trained crisis line volunteers were recmited from a pool of volunteers currentþ operating the

telephone crisis lines at Klinic community Health centre in winnipeg, Manitoba' canada-

A self-selected sample of 32 untrained Klinic volunteers served as a comparison control group

for this study. These untrained volunteers were recruited from a pool of potential volunteers

who were awaiting crisis intervention training at Klinic (see Procedure section)'

Klinic is a community health centre that provides medical, counselling, and

community services. currently, there a¡e 65 paid staff and approximately 150 volunteers

working at Klinic. Telephone crisis intervention is part of the counselling services offered

by Klinic. The crisis lines a¡e staffed by trained volunteers and full-time counsellors and

provide sewices 24 houn a day, 7 days a week to callers in the Winnipeg metfopolitan area-

Klinic crisis line volunteers receive approximæely 60 hours of training over a 2 month

period. Upon completion of training, volunteers are required to work one 4-hour shift per

week for a minimum of 12 months. volunteers a¡e also required to work 6 ovemight

(midnight to 8:00 a.m.) shifu during their fint six months. Experienced volunteers have the

oppornrnity to supervise and train new volunteers and to do in pefson counselling'

Instruments

A brief demographic questionnaire was designed to obøin the following information:

subject age (in yeafs), gender, marital status, ethnic background, education (in years)'

occupation, field of study (if students), previous counselling taining and experience (in

months), and crisis line experience (how many months at Klinic, if applicable)' The
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Demographic questionnaire is presented in Appendix A'

Interpersonal Reactiviw Index ûRD

The IRI is an individual difference measure of empathy (Davis, 1980, 1983). The 28-

item seH-report measure consists of four separate subscales: Perspective Takine (PT), "the

tendency to adopt the point of view of other people in everyday life" (e.g., "I believe that

there are two sides to every story and try to look at them both"); Fantasv (FS), "the tendency

to tanspose oneself into the feelings and actions of fictitious characters in books, movies, and

plays" (e.g., "When I watch a good movie, I can very easily put myself in the place of a

leading character"); Empathic Concem (EC), "the tendency to experience feelings of warmth,

compassion, and concem for people" (e.g., "I would describe myself as a pretty soft-hearted

person"); and personal Distress (PD), "feelings of personal unease and discomfort in reaction

to the emotions of others" (e.g., "I tend to lose control during emergencies") (Davis, 1983,

p. 112). Respondents indicate the degree to which the iæms describe them on a S-point

Likert scale (1 = does not describe me well; 5 = describes me very well). Each scale consists

of 7 items and the scale scores range from 0 to 28. The IRI is presented in Appendix B.

Balanced Inventorv of Desirable Respondine

The Balanced Inventory of Desirable Responding (BIDR Version 6; Paulhus, t994)

is a 60-iæm questionnaire with three (2Giæm) scales: Self-Deceptive Enhancement, "the

claiming of positive attributes" (e.g., "My first impressions of people usually tum out right");

Self-Deceptive Denial, "the repudiæion of negative attributes" (e.g., "I could never enjoy

beingcnre1'');and@''thetendencytogivefavourableself-descriptions

to others" (e.g., "I always decla¡e everything at customs") (Paulhus & Reid, 1991' p. 3Û7)'

The BIDR uses either a 5- or 7-point Likert formaf. Respondents indicate how well the given

statements describe them (e.g., 1 = not true; 5 or 7 = very tme)'



Communicative EmPathY 53

Twenty-one items were randomly selected from the BIDR (? iæms from each scale)

and appended to the end of the Davis IRI in the questionnaire package. This procedure was

warranted grven the exploratory nafure of the Present study' The selecæd iæms appear in

Appendix C.

Measure of Altn¡istic Motivation

The Measure of Altn¡istic Motivæion (MAM; Clary & Orenstein, 1991, p. 61) is a25-

item list of possible feasons for volunteering to perform crisis counselling' The scale was

slightly modified in order to be applicable to Klinic and the province of Manitoba' To assess

altruistic motivation, subjects a¡e asked to indicate their 5 most important feasons for

volunteering at Ktinic in order of importance. The ranks a¡e then reverse-scored, the most

important altnristic reason receiving a score of 5 and the least important a reason of 1'

volunteers', altnristic motivation score consists of the sum of the reversed ranks of the

altruistic reasons included in their top 5 reasons. If an altruistic response is ranked first, it

gets a score of 5, second 4, thfud, 3, etc. only altnristic reasons are scored. scores on the

scale range from 0 (egoistic reasons only) to 15 (attruistic feasons onty). This scale is

provided in APPendix D.

The Helpful Responses Questionnaire (HRQ; Miller et al., 1991) is a standardized

instn¡ment developed specificalty for use in naining and assessing communicative empathy

in volunteer crisis counsellors. It is a brief free-response questionnaire measuring "the ability

to ggneratg, empathic statements" @. 444). The questionnaire presents the subject with "six

paragraphs thæ simulate communications from individuals with specific concems" (p'444)

and are simila¡ to situations encountered in "real life" crisis counselling situæions. For

example, a parent says that she is worried about her teenage daughter staying out late at night'
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The subject is asked to write a response to each scena¡io; the responses are then rated for

their level of communicative empathy. Subjects' scores can be compared individually for

each vignette or can be summed to provide a global communicative empafhy score. The HRQ

is provided in APPendix E.

Scorine. Subject rcsponses on the HRQ are scored on a 5-point Likert-type scale by

trained mters and is similar to Carlhuffs (1969) Empathic Understanding (EU) rating scale.

Unlike the EU, HRQ has relatively clearly defined scoring criteria which removes the

ambiguity and subjectivity associated with the EU and provides a more objective measure of

communicative empathy (Miller et al., 1991). The primary investigator and an expeft judge

(the primary investigator's ressarch advisor who has extensive training in the Carkhuff scale)

modified the HRe scoring criæria slightly in order to make the scoring criteria even more

objective. The scale was modified in order to make the scoring criæria more objective, and

to incorporate empathic questions (Martin, 1983) and door oDener responses (Gordon, 1970)'

Like the Ca¡khuff (1969) EU scale, the HRQ is scored on a S-point Likert scale:

Responses scored as 3 are seen as being inærchangeable with the client's st¿ted content and

affect (e.g., simple reflection), responses scored below 3 are said to detact meaning (i'e"

content and affect) from the client's statement, and responses scored above 3 a¡e viewed as

adding meaning to the client's st¿tement. A 1 is scored if the response contains only a

,,roadblock,, response (Gordon, tg70\. A 2 is scored if the response contains a reflection

(scored as 3,4, or 5) and a roadblock rcsponse'

A 2 is also scored if the response contains only a "door opener" rcsponse (Gordon,

1970). Door opener responses such as "Mmm hmm" and "Tell me more" are not empathic

stâtements as they do not add meaning to the client's message. However, these responses

convey the notion ttræ the heþer is lisæning to the client and may, therefore, motivate the
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client to continue to talking. Roadblock resPonses' on the other hand, convey the notion that

the helper is not inæresæd or is not listening; they may lead the client to stop talking'

Because they are æchnically unempathic (i.e., do not add meaning), door opener fesponses

a¡e scored below 3; because they are seen as being helpful (i.e., showing interest or attention),

they are scored above 1. (Appendix F presents Gordon's (1970) "door opener" and

"roadblock" responses.)

A 3 is scored if the response consists of a very simple reflection of emotion or

content. A 4 is scored if the response consists of one of the following: a reflection of infened

emotion, content, meaning. An appropriate simile or metaphor on its own is also scored a

4.

A 4 is also scored if the response consists of an "empathic question" (Martin' 1983)'

A question is normally viewed as a roadblock response; however, at times, a question can

indicæe that the listener has gone beyond the client's content and is context-appropriate. For

example, if the client indicates that "my life is worthless," an empathic question might be'

,,Are you feeling suicidal?" or, "Are you thinking of hurting yourself?" Similarly, if the client

descfib€s a scary situation, an appropriate question might be, "Are you feeling scared right

now?" or, "Are You safe right now?"

A5isscorediftheresponseinc1udes@ofthefollowing:areflectionof

inferred emotion, content, meaning, an appropriate simile or metaphor, or an empathic

question. A 5 is also scored if the response includes a reflection of trvo different emotions,

for example, "scared" and "confused."

Appendix G illustraæs the use of the HRQ rating scale with an example taken from

the practice exercises used to train the raters in this study.
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Procedure

Recruitment

In order to maintain statistical power at level of 0.80, it was estimated (based on alpha

= .05 and a large effect size) ttrat a minimum of 60 subjects (30 untrained and 30 trained)

were required (Cohen, Lggz\. Due to the potentially dangerous nature of the work, Klinic has

developed relatively strict nrles regarding confidentiality and protection of its volunteers.

These guidelines restricæd ttre primary investigator's direct contact with subjecs for the

purpose of rectuitment.

One week prior to being given the questionnùe package, ûained volunteers received

a letter in their Klinic mailboxes informing them about the upcoming study. Approximateþ

125 questionnaire packages were then dropped off in the volunæers' mailboxes. Each

questionnaire package was in a stamped and addressed retum envelope and provided

instn¡ctions for completion of the questionnai¡e and how to retum the questionnaire to the

primary investigator (Appendix H). Volunteers had the option of returning the questionnaires

by mail or by dropping them of at a designated location at Klinic. ExEa questionnaire

packages were also made available to the subjects at a desþated location at Klinic. Over

the next eight weels, two reminder letters (Appendix I) were dropped off in the volunteer

mailboxes and four reminder letærs were posted in a volunteer message book at Klinic.

subject-recmitnent for untrained volunteers was somewhat more complicated.

Approximately Ð to 25 volunteers are trained every 2 to 3 months at Klinic. Potential

subjects were approached by one of two ways. When possible, the primary investigator went

to the fust training session to briefly introduce the study and to drop off questionnaire

packages. The Ktinic volunteer coordinator who interviews and screens potential volunteers

prior to training volunteered to give out questionnaire packages to subjects after completion
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of the screening interview. Furthermore, in order to maintain volunteer confi'dentiality, she

mailed out the reminder letters to the untrained (potential) subjects approximæely one week

after the screening interview. Untrained volunteers were again reminded of the study at the

start of training - by the primary investigator or the volunteer coordinator and by another

reminder letter. Extra questionnaires were available to the subjects at the first session as well

at the desþated locæion at KLinic. (The training takes place at Klinic.) The primary

investigator also asked the trainers to remind subjects about the study in the fint few sessions

of training. Since the Ktinic crisis training program covers Carkhuff's (1969) empathic

understanding scale a¡ound the 5th training session, a cut-off of three weels after the start of

training was imposed on the data collection for untrained subjects. Approximately 100

questionnaife packages were given out over a lO-month period.

A total of ?6 questionnaire packages were received from 41 trained and 32 untrained

subjects (approximat ely 327o response rate). Thrce subjects from the Trained group were

eliminæed due to considerable missing data -- leaving a sample of 73 (32 untrained and 41

trained) subjects.

After completion of the study, Klinic and all subjects were provided with a surrrmary

of the study findings.

Traininq of Raters

Three judges were employed in the study to rate subject responses on the HRQ rating

scale. All three were graduate students in clinical psychology with generat training in

psychotherapy afid specific training in communicative empathy. The judges were trained by

the experimenter in the use of the IIRQ ræing scale through instn¡ction and practice.

Criterion responses were created by the primary investigator, were examined by the expert

judge, and were used in training. Training took approximately 3 hours and consisæd of
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reading material conceming EU and IIRQ ruing scales and doing trial n¡ns. This procedure

is consisænt with recommendations by Kent and Foster (1977) and ensures that judges

initially assign response ratings within an acceptable range of similarity to those of an

experienced judge. The experimenter monitored the judges' work at two intervals and

provided a training booster session in order to prevent any drift from ræing.

Ratine Procedures

Questionnaires were coded for source and randomly assþed to the raters. Prior to

being coded, all responses were typed onto individual index cards so that raters could not

readily identify subjects nor discriminate which responses belonged to trained or untrained

subjects (Miller et a1., 1991). As the data was randomized, the primary investigator wa.s also

blind to subject group membership. Each rater independently scored each response for a total

of 438 responses. Given the high inter-rater reliability (see below), a mean HRQ total

communicative empathy score was calculated for each subject, allowing for gleater a9calacy

in estimating communicative empæhy (Meen, 1986). This procedure of scoring allows for

the calculation of inter-rater reliability on the actual data (Meen' 1986).

Inter-rater reliabilitv. Kappa values and reliability coefficients were utilized in order

to determine inter-rater reliability for the three raters on the HRQ vþettes and ttre HRQ total

scores. Kappa is an indicator of the proportion of agreement between 2 or more judges after

chance agreement has been removed from consideration (Cohen, 1960; Conger, 1980). Table

1 presents the kappa values for the three raters on the six HRQ vignettes. Mean kappa values

forthethreepain of raters wereveryhigh: .819 (raten l and 2),.901 (ræen l and 3)'.844

(raters 2 nd 3). The mean kappa ræing (Conger, 1980) for the three raters was .855. kt

other words, after taking chance agreement into consideration, the raters agreed in assessment

of HRQ responses over 85Vo of the time.
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In their study, Miller et al. (1991) reported reliability coefñcients (i.e., inær-rater

Pearson-type correlations) ranging between .71 and.91 for the six vþetües and .93 for HRQ

total scores. In the present study, reliability coefñcients were highen ranging be¡ween .90

and 1.00 for the six HRQ vignettes and .98 for the HRQ total scorcs.

Three main faøors tikely contribuæd to the high inær-rater reliability in the present

study. First, the above-mentioned modificæions made to the HRQ rating scale may have

increased inter-rater reliability -- by making the scoring criteria more clear-cut. Second, the

nature of the data may itself have added to the high reliability. Upon completion of the

ratings, the raters noted that the responses were quiæ sfaighdorwa¡d to score and that there

were a lot of low scores. Finally, on inspection of the ratings, the primary investigator found

that there were approximately 5 responses (out of 43S) in which one rater's response differed

dramæically from the other two ratings. For example, raters I and 2 both raæd a response

as 1 and rater 3 rated the same response as 4. Iri each case, it was found that the raær had

made an obvious mistake (e.g., failure to notice a roadblock response). Upon consultation

with the expert judge, the primary investigator approached the rater and had them re-rate the

item. Given the small number of errors, this procedure seemed warr¿nted.

Insert Table t here
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Table 1

Kappa Values for the Three Raters on the Six HRO Vienettes

HRQ Raters 1 - 2 Raters L - 3 Raters 2 - 3

Vignette 1

Vignette 2

Vignette 3

Vignette 4

Vignette 5

Vignette 6

o.902

0.780

0.925

0.756

0.726

0.826

0.936

0.946

0.975

0.831

0.774

0.942

0.905

0.833

0.901

0.781

0.739

0.903

Mean Kappa 0.819 0.901 0.8M

Note. HRQ = Helpful Responses Questionnaire'
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REST.JLTS

Statistical Analvses

Tests of assumptions. hior to statistical analyses, a1l the data were examined by

statistical procedures and visual inspection for assumptions of normality, linearity, and

heteroscedasticity. Although some skewness and mild heteroscedacity were evident, these

were within acceptable values given the relativety small sample size (Myers & Wells, 1991;

Tabachnik & Fidell, 1939). Furthermore, given the exploratory nature of this study and the

robustness of the analyses used, it was decided not to transform the dæa -- in order to

preserve thei¡ meaningfulness a¡rd to facilitate ease of interpretation of the data (Tabachnik

& Fidell, 1989). However, in post hoc analyses, communicative empathy was transformed

(see below) for exploratory pu4)oses.

Five subjects (3 trained, 2 untrained) were identified as potential outliers on the basis

of their reported experience -- Klinic crisis line experience (in months) or previous

counselling-related experience (in months). These subjects had somewhat more experience

than other subjects. As suggested by Tabachnik and Fidel (1989), data were analyzed with

and without these subjects being included in the data set. The results of the analyses did not

appear to be significantly different. Consequently, the decision wa.s made to retain these

subjects in order to preserve the completeness of the data'

Missine data 'tVhere appropriate, missing data were replaced by subject means; if

missing data was extreme, subjects were deleted from the sample (Tabachnik & Fidell, 1989).

As indicæed above, a total of 76 questionnaire packages were received from 41 frained and

32 untrained subjects. Three subjects from the Trained group were eliminated due to

considerable missing datz- leaving a sample of 73 (32 untrained and 41 Eained).

Dæa analvsis. Data were analyzrÀ in a variety of ways. Percentages and univariate
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statistics (means and standa¡d deviæions) were used to describe the sample and to compare

differences between Trained and Untrained groups on demoglaphic/predictor variables. Chi-

Square and multiple Z-tuledI-æsts were used to test the significance of differences between

the gtoups. A Bonferroni inequality was utilized to control for the potential increase in Type

I error associated with multiple pair-wise comparisons (Myers &'Wells, 1991).

A l-tailed !-test was used to test Hypothesis I -- that Trained subjects would score

higher on communicative empathy than Untrained subjects.

Hypothesis 2 examining the relationship between predictor variables and

communicative empaftry, after controlling for biased responding and demographic variables

-- w¿rs analyzeÅ by a "mixed" stepwise/hierarchical muttiple regression (Dr. C. Huynh,

personal communicæion March 17, L996). This procedure was desþed in order to ensure

parsimony of the overall model: First, the large number of predictor va¡iables examined in

this study were grouped into "theoretical clusters" (e.g., desirable responding, demoglaphic,

etc.) and then run in stepwise regtessions. Second, the "best models" for each cluster were

then run in a hiera¡chical regression.

A correlation matrix was also used to examine whether predictor variables were

related to communicative empathy in Untrained subjects, Trained subjects, and the total

sample. As in the case of multiple comparisons increasing Type I error, examining multiple

correlations increases the risk ttrat spurious conelations may be found to be significant (Myers

&'Wells, 1991). As in the case of multiple l-tests, these compa¡isons are warranæd given

the exploratory nature of the present study. They should, however, be interpreted with

cagtion -- as suggesting possible relationships. Correlations signifi.cant at P < .01 may

indicate important relæionships (Myers & \Vells, 1991).

A correlation manix was also used to test Hypothesis 3 and the Ancillary Hy¡rotheses
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-- both of which examine relationships between predictor and demographic variables. As

indicated above, these analyses were exploratory in næu¡e and should be interpreted with

caution.

Quantitative post hoc data analvses. Several post hoc analyses were performed to

furttrer explore the nature of the data and the relationship of the predictor va¡iables with

communicæive empathy. These included three additional sets of descriptive analyses

(utilizing multþlef,-tests) -- comparing subjects on high versus low communicative empathy,

previous counselling-related training, and high versus low altruistic motivæion -- and

additional multiple regression analyses. Additional multiple regtessions included smaller sets

of predictors, stepwise regressions, and atransformation of HRQ communicative empathy (to

its mathematical inverse).

Oualitative post hoc data analvses. Preliminary qualitative analyses were employed

to explore whether there were qualitative differences in the HRQ responses of the subject

groups -- for example, subjects with Klinic training versus unEained subjects, subjects with

previous counselling haining versus subjects with no previous taining, subjects with high

altruistic motivation for volunteering versus subjects with low altrr¡istic motivation, etc. These

analyses utilized qualitative methods such as visual inspection, open coding, ar¡6 frequency

counts. A correlation analysis was employed to explore relationships between different

frequencies of responses (e.g., empathy, advice-giving, question-asking, etc.) per subject with

Klinic training, previous counselling training, altruistic motivation, and HRQ empathy.

Description of the Sample

A total of 76 questionnaire packages were received from 41 trained and32 untrained

subjects (approximate\y 32Vo response rate). Three subjects from the Trained gloup were

eliminated due to considerable missing data-



CommunicativeEmPathY 64

Tables 2 and 3 present the descriptive cha¡acteristics of the sample for Trained (g =

4l) and Untrained (n = 32) subjects. Percentages and univariate statistics (means and

standard deviations) were used to describe the sample and to compare the trained and

untrained groups. Two-tailed !-tests and Chi-Square tests were used to deærmine whether

Trained and Untrained groups differed significantly on demographic and predictor va¡iables'

The exploratory nature of the present study warranted the use of multiple T-tests. As noted

above, aBonfenoni inequality was utilized to minimize the increase in Type I error associated

with multiple pair-wise comparisons (Myers & Wells, 1991). The family of

demographicþredictor va¡iables consisted of 16 variables: Age (in years), gender' current

ma¡ital status (i.e., currently single/separated/divorced versus ma¡ried/commonlaflengaged),

education (in years), c¡¡rent student status (i.e., currently student), educæionaVoccupæional

field (i.e., currently working in a counselinglhealth versus other field), previous counselling/

helping training, previous counselling/helping experience (in months), the three subscales of

the Balanced Inventory of Desirable Responding (BIDR), the four subscales of the

Interpersonal Reactivity Index (IRI), and the Measure of Attruistic Motivation (MAM). Five

of these variables (i.e., gender, marital status, field, previous training, and student status) were

analyzed by Chi-Square analyses. The remaining 11 predictor va¡iables were tested bv T-

tests. In order to control for the potential increase in Type I error associated with multþle

pair-wise comparisons, a Bonferroni inequatity was utilized (Myers &'Wells, 1991): alpha

was set al a conservative g < .005 level (2-tailed; i.e, P = '05 divided by 11

predictors).

Insert Tables 2 and 3 about here
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Table 2

Demoqraphic Characteristics of Subiects

Variable Untrained (N = 32) Trained (N = 41)

Gender

Male

Female

Marital Stâtus

Single

Separated/Divorced

CommonlawÆngaged

Married

Currentlv Student

No

Yes

22.0

78.0

21.9

78.1

59.4

15.6

6.2

18.8

51.6

14.6

t2.2

t7.2

68.3

3t.7

68.8

31..2

Note. Numbers represent percentages.
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Table 2 (continued)

Variable Untrained (N = 32) Trained (N = 41)

Occupational/&lucational Field

Psycholo gylS ocial Work

Healthf{ursing

Other

N/A

Previous Trainine

No

Yes

2r.9

2L.9

43.7

12.5

4r.5

12.2

34.1,

12.2

53.7

46.3

68.8

31.2

Note. Numbers represent percentages. Differences between gloups are not

statisticalty significant (P < .1 (Ç!i-Sg@.
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Table 3

Means and Standard Deviations of Demoeraphic and Predictor Va¡iables for

Unnained and Trained Groups

Variable

Untained (N = 32)

Mean S.D.

Trained (N = 41)

Mean S.D.

Age (Years)

Education (Years)

Crisis Experience

Prior Experience

IRI-PT

IRI-EC

IRI-PD

IRI-FS

Altruism

BIDR-IM

BIDR-SE

BIDR-DN

28.88

15.88

10.28

2t.M

2t.M

7.69

15.75

4.34

18.31

16.66

17.75

8.15

2.51

28.45

3.29

4.15

4.13

5.4r

3.60

3.91

3.65

3.57

3r.20

16.32

16.T7

t5.20

19.51

21,.27

8.29

16.07

3.98

15.54

14.66

15.78

8.67

2.16

16.03

N.L3

4.23

4.37

4.1,r

5.65

3.38

4.40

3.60

4.r7

Note. A Bonfenoni inequality was utilized to minimize the increase in Type I

error associated with multiple pair-wise comparisons: alpha was set at a

conservative p < .005 level Q-tùed i'e, !. = '05 divided by 11)' IR[-PT' IRI-
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Table 3 (continued)

EC,IRI-PD, and IRI-FS = Inærpersonal Reactivity Index subscales -- Perspective

Taking, Empathic Concern, Personal Distress, and Fant¿sy, respectively. Altruism

= Measure of Altruistic Motivation. BIDR-IM, BIDR-SE, and BIDR-DN =

Balancedlnventory of Desirable Responding subscales -- Impression Management,

Self-Deceptive Enhancement, and Self-Deceptive Denial, respectively. Previous

Experience = previous counselling experience (months). Crisis Experience =

months at Klinic.
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Results of the Chi-Squarc and !-æsts indicated thæ differences between Trained and

Untrained subjects were not statistically significant in terms of gender, ma¡ital status, student

status, educationaVoccupæional field, and previous counselling training (g's rangmg from .191

to .3?3). Note: The "educationaVoccupæional field" and "marital status" va¡iables were

examined as multiple-category va¡iables and a.s dichotomous va¡iables: EducæionaV

occupational field was coded as (a) psychology/social work, healtly'nuning, and other; and (b)

psychology/social work/healtly'nursing versus other. Marital stafus was coded as (b) single,

divorced/sep aratú, engagedlcornmonlaw, a¡rd ma¡ried and (b) single/separæed/ divorced and

engaged/commonladma:ried. The dichotomous codings were used in !-tests and in

correlationaVregtession analyses.

Even though the differences were not statistically significant, some trends were

observed: For example, the Trained and Unbained groups aPpear to be similar in terms of

age, gender, education, marital status, and cu¡rent student status. However, the Untrained

group appears to be slightly younger than the Trained group (in terms of age, being single,

and education).

More trained than untrained subjects (4L.5Vo vs.2l.97o) were in psychology or social

work in terms of their occupæional or educational field. Similarly, more trained than

unfrained subjects (46.3Vo vs. 36.27o) had some form of previous helping or counselling

training and experience. More untrained than tained subjects (21.97o vs. L2.2Vo) were in the

health or nursing occupationaVeducæional fi.eld. rilhen the psychology/social work and

healtty'nursing occupationaVeducational fields were combined, they accounted for 43.87o of

the untrained subjects and 53.7Vo of the trained subjects.

Un6ained subjects appeared to have higher levels of IRI perspective taking, BIDR

impression management, enhancement, and denial than Trained subjects. Unnained subjecs
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also appeared to be higher on altn¡istic motivation for volunteering.

It was hypothesizæd that nained volunteers would demonsEate higher levels of

communicative empathy on the HRQ than untrained volunteers. Table 4 lists the means and

standard deviæions for the two groups.

The HRQ empathy scores were relatively low for both groups. Overall, Hypothesis

I is supported: Trained subjects showed significantly higher levels of communicative

empathy (fRQ mean score) than untrained subjects (p < .05, l-tailed I-æst). A one-tailed

I-test was utilized as it was hypothesized thu the Trained group (because they receive

training in communicative empathy) would score higher on communicative empathy than the

Untrained group (c.f., Myen & Wells, 1991). The differences between the HRQ vþette

scores were generally nonsignificant but tended to be in the expected direction. Vignette 3

showed a very significant difference between the two groups at the g < .01 level (l-tailed T-

test). On vignette 1, untrained subjects appeared to do somewhat better ttran trained subjects.

Insert Table 4 about here
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Table 4

Means and Standard Deviations of HRO Communicative Empathv Scores for

Untrained and Trained Groups

HRQ

Untained (N = 32)

Mean S.D.

Trained (N = 41)

Mean S.D.

Vignette 1

Vignette 2

Vignette 3

Vignette 4

Vignette 5

Vignette 6

t.41,

1.38

L.42

1..64

1.39

2.10

0.76

0.78

0.91

1,.r4

0.73

1.53

t.33

1.53

2.02**

1.85

L.47

2.4r

0.60

0.68

1..43

1.25

0.77

1,.34

Mean Score 1.56 0.69 L.77* 0.67

Note. * g < .05 (l-tailed). ** p < .01 (l-taited). HRQ = Helptul Responses

Questionnaire.
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It was hypothesized that, after controlling for demographic and biased responding

variables, crisis inærvention training, telephone crisis intervention experience, previous

counselling training, previous counselling experience, perspective taking, empathic concem,

personal distress, and altnristic motivation would significantly predict HRQ communicative

empætry.

Hypothesis 2 was analyznd by univariate correlational analysis and hierarchical

regtession. Table 5 presents Pearson univa¡iate correlations for HRQ communicæive empathy

with demographic and predictor variables for Untrained subjects, Trained subjects, and the

total sample. As indicated above, multiple correlations were examined, which may increase

Type I error rate due to spurious correlations being signi-ficant (Myers & Well, 1991).

Consequently, these correlations should be interpreted with caution -- as indicating significant

relationships. Strong correlations (i.e., g < .01 or less) Iikely indicate tnre relationships.

Insert Table 5 about here



CommunicativeEmPathY 73

Table 5

Variable Untained Trained Toøl

Age (Years)

Gender

Education (Years)

Marital Status

Student

Field

Prior Training

Prior Experience

Crisis Training

Crisis Experience

0.r2

0.03

0.18

-0.02

-0.20

0.49**

0.48**

0.28

0.35*

-0.19

0.12

0.08

-0.01

0.11

0.07

-0.11

-0.00

0.n*

-0.09

0.15

0.04

-0.09

0.28*

0.26*

0.04

0.15

0.08
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Table 5 (continued)

Variable Untrained Trained Total

IRI-PT

IRI.EC

IRI-PD

IRI-FS

Altruism

BIDR-IM

BIDR-SE

BIDR-DN

-0.03

-0.16

0.06

-0.16

-0.45**

0.07

-0.20

0.00

0.02

-0.04

-0.0s

-0.07

-0.14

0.08

-0.2r

0.05

-0.04

-0.09

0.01

-0.10

-0.29**

0.02

-0.23*

-0.01

Note. *p < .05 **p < .01.. n unüained = 32, ntrained = 41, N = 73. Gender

(1 = male, 2 = female). Marital Status (1 = single, 2 = couple). Student (0 = no,

1 = yes). Field (0 = other, 1 = healtty'counselling). IRI-PT, IRI-EC, IRI-PD, and

IRI-FS = Interpersonal Reactivity Index subscales -- Perspective Taking, Empathic

Concern, Personal Distess, and Fantasy, respectively. Altruism = Measure of

Altruistic Motivation. BIDR-IM, BIDR-SE, and BIDR-DN = Balanced Inventory

of Desirable Responding subscales - Impression Management, Self-Deceptive

Enhancement, and Self-Deceptive Denial, respectively. Previous Experience =

previous counselling experience (months). Crisis Experience = months at Klinic.
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Correlational Analvs is

The univariate correlations between the demographic and predictor va¡iables with

communicative empathy differ somewhat depending on which group one examines --

Untrained, Trained, or the total sample.

Total sample. For the total sample, occupationaVeducational field, age and prior

counselling training were positively correlated with HRQ communicative empathy: Subjects

who were working or studying in a healtty'counselling field, who were older, and who had

previous helping/counselling experience had higher scores on communicæive empathy. Klinic

crisis intervention training and years of education also showed Íends in the positive direction:

Subjects who had Klinic crisis training and who had more years of education also scored

higher on communicative empathy. Altn¡istic motivation and BIDR self-deceptive

enhancement were negæively associated with HRQ communicæive empathy: Subjects who

volunteered for altruistic reasons (e.g., wanting to help people) and subjects who made more

positive self-ætributions (e.g., my first impressions of others are usually right) scored lower

on communicative empathy.

subiects without Klinic trainine' For u¡rtrained subjects' being in health/counselling

field and having prior helping counselling training were positively correlated with HRQ

communicative empæhy: Unúained subjects who were working or studying in healttt/

counselling field and subjects who had previous helping/counselling experience scored higher

on communicative empathy. hevious counselling experience (in months) and years of

education also showed trends in being positively associæed with empæhy: Untrained subjects

who had higher levels of previous helping/counselling experience and subjects who had more

years of education also scored somewhat higher on communicative empathy. Altmistic

motivation was negatively associated with HRQ communicative empattry: Unnained subjects
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who reported volunteering for altnristic reasons scored lower on communicative empathy.

BIDR self-deceptive enhancement, curently being a student, IRI empathic concern, and IRI

fantasy all showed trends in being negatively conelated with communicative empathy:

Untrained subjects who made more positive self-attributions, untrained subjects who were

currently students, untrained subjects who indicæed feeling sympafhy for persons in distress,

and untrained subjecs who indicated feeting empattry for fictional characters (e.9., in bools

and movies) also scored somewhat lower on communicative empathy.

Subiects with Klinic tainine. For trained subjects, age was positively associated with

HRQ communicative empathy: Trained subjects who were older scored higher on

communicative empathy. Gender (i.e., being male) and BIDR self-deceptive enhancement

showed trends in being negatively correlated with communicative empathy: Trained subjects

who were male and trained subjects who made higher levels of positive seH-ætributions

tended to score somewhat lower on communicafive empathy.

Hierarchical Resression

Hierarchical regression was employed to determine whether crisis intervention haining

improved the prediction of HRQ communicative empathy, after controlling for impression

management (and denial), demographic variables (age, gender, marital status, years of

education, and current student status), field/training variables (educationaV occupational field,

previous counselling training, and previous counselling experience), and dispositional variables

(IRI empathy scales, BIDR enhancement and denial, and altn¡istic motivation).

As indicated above, due to the large number of predictor variables investigated in this

exploratory study, a "mixed" stepwise/hiera¡chical regtession was employed in order to

preserve the parsimony of the regression model (Dr. C. Huynh, personal communication,

Ma¡ch 17, t996). A trvo-step process was employed: (1) stepwise regressions were
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performed on "theoretical clusters" in order to find the best model for that cluster; (2) the

"best" models were then entered into a hierarchical regression.

Clusær 1 involved the BIDR impression management (trVÐ and seH-deceptive denial

(DN) measures. Although a form of biased responding, BIDR selfdeceptive enhancement

is qualitatively different from impression management and denial, and may be linked to more

"positive" personality traits, such as self-esteem and optimism (c.f., Paulhus, 1994).

Consequently, enhancement was included in a cluster consisting of dispositional measures

(cluster 4, below). Although neither IM nor DN were significant, IM was retained for the

hierarchical model in order to control for biased responding: RP = .m,I-"d"r (1, 71) = 0.03,

p < .87.

Cluster 2 consisted of basic demographic va¡iables: age, gender, marit¿l status (coded

as 1 = currently single/separated/divorced; 2 = curently engagedlcohabitating/ married), years

of education, and current student status (coded as 0 = currently not student; 1 = currently

student). Only age was found to be signifi.cant ( = .074, F-'*" (1, 7I) = 5.66, g < .02.

Clusær 3 involved three variables: educationaVoccupational field, previous

counselling mining, and previous counselling experience (in months). Initially, these

variables were viewed as being part of the "demographic variables" cluster; however, as they

are all in some way related to being in the helping/counselling fi.eld, it was decided to treat

them as separate theoretical cluster. EducæionaVoccupational field and previous training were

found to be significant ( = .106, &*' (2,70) = 4.16,9< -o2.

Cluster 4 consisæd of dispositional va¡iables: BIDR seH-deceptive enhancement, the

four IRI scales (penpective taking, empæhic concern, personal distress, and fantasy), and

measgre of altruistic motivation. Only altnristic motivation and BIDR enhancement were

found to be significanl R2 = .115, &*, (2, 70) = 4.54,9< .01.
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Finally, cluste¡ 5 consisæd of Klinic crisis-intervention training (coded as 0 =

untrained; 1 = trained) and months of experience at Klinic. Neither training nor online

experience were found to be significant; nevertheless, training was retained in the hiera¡chical

model: R2 = .023, I-*, (1, 7L) - 1.71, p< .20.

Table 6 displays the standa¡dized regression coefñcients (3), 81 *d !-*, for each

step of the regression.

At step 1, BIDR impression management was forced into the model to control for

artifactual va¡iance. Impression management was not a significant predictor of HRQ empathy:

R2 = .000, &*, (1, 7I) = 0.029, p < .87. At step 2, age (i.e., "demogtaphic" cluster) was

added to the equation: R2 = '075 (Adjusæd E = '048)' &,"0" (2' 70) = 2'824' g < '07' The

demographic cluster accounted for about 5 percent of the va¡iance in communicative empathy.

At step 3, field and previous training (i.e., the "helping field" cluster) was added to the model:

R2 = .158 (Adjusted R2 = .109), &*, (4,68) = 3.194,p.< .02. The model now accounted

for nearly 11 percent of the variance in [IR.Q communicæive empathy. Next, altmistic

motivation and BIDR enhancement (i.e., the "dispositional" cluster) were added to the model:

* = .2I4 (Adjusted Ê-= .142),E"*, (6, 66) = 2.988, p. < .01. The model now accounted

for about 14 percent of the va¡iance in communicative empathy.

Insert Table 6 about here
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Va¡iable E-*.t
pzß

Step L

BIDR-IM

Step 2

Age (Years)

Step 3

Field

Previous Training

Step 4

Altruism

BIDR-SE

Step 5

Crisis Training

0.029

2.824

3.t94

2.988

2.650

0.019

0.015

0.229

0.118

-0.035

-0.027

0.136

0.000

0.075

0.158

0.2t4

0.222

Note. N = 73. Fie1d (0 = other, 1 = healtÌy'counselling). Altruism = Measure of

Attruistic Motivation. BIDR-IM and BIDR-SE = Balanced Inventory of Desirable

Responding subscales Impression Management and Self-Deceptive

Enhancement, respectivelY.
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Finatly, at step 5, Klinic crisis line training was added: R2 = .222 (Adjusted R3 = .138), &.¿r

(7, 65) = 2.650, p-< .O2. The combination of demographic, personality, and Klinic training

variables only accounted for about 14 p€rcent of the va¡iance in communicative empathy.

Given the weak relæionship between the predictor va¡iables and HRQ communicative

empathy using hierarchical multiple regression, additional regressions were nrn a.s post hoc

analyses. Furthermore, the results of the above multiple regrcssion suggested thæ the

dependent variable -- HRQ communicæive empathy -- may have to be transformed in order

to allow for a better fit of the model (Tabachnik & Fidell, 1989). These analyses are

presented in the "Post Hoc Analyses" section, below.

Hwothesis 3: Relationships Between Predictor Variables

It was hypothesized that crisis line training and experience would be positively

correlated with perspective taking, empathic concem, and altruistic motivation, and negæiveþ

correlated with personal distress.

As indicated above, multiple corelations were examined in order to test this

hypothesis. Given the potential increase in Type I eror (Myers & WeIl, 1991), these

correlations should be interpreted with car¡tion -- as exploratory analyses indicating potentially

signiñcant relationships. Strong correlations (i.e., g < .01) may indicate tn¡e relationships.

Table 7 presents the correlations between the demographic and predictor va¡i.ables for

the total sample. Hlpothesis 3 wa.s not supported. Crisis intervention training and crisis line

experience (in months) were negæively associated with perspective taking: Trained subjects

and trained subjects with higher levels of crisis line experience reported lower levels of

perspective taking than untrained subjects and üained subjects with less experience.

Furthermore, crisis intervention training and crisis line experience were relatively uncorrelated
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with empathic concem, personal distress, fantasy, and altn¡istic motivation: Trained and more

experienced crisis line volunteers did not appear to differ from untrained and lesser

experienced subjecs on reported feelings sympathy for disEessed persons, feelings of anxiety

in the presence of distessed persons, and empathy for fictional characters; they also did not

appear to differ on reasons for volunteering at Klinic.

Insert Table 7 about here
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Table 7

Pearson Correlations for Demoeraphic and Predictor Variables

Variable IRI-PT IRI-EC IRI-PD IRI-FS

Age (Years)

Gender

Mafital status

Years Education

student

Field

Prior Training

Prior Experience

Crisis Training

Crisis Experience

Altruism

BIDR-IM

BIDR-SE

BIDR-DN

IRI-PT

IRI-EC

IRI.PD

-0.04

0.2r

-0.24*

-0.15

0.06

0.16

-0.02

0.15

-0.24*

-0.22

0.0s

0.32**

0.32**

0.37**

0.47***

-0.37**

-0.32**

0.20

-0.25*

-0.01

0.04

0.03

-0.23*

0.02

-0.02

-0.08

0.2r

0.26*

0.07

0.18

0.47**

-0.04

-0.05

-0.07

-0.10

0.21,

0.r7

-0.03

0.02

-0.10

0.07

-0.02

-0.18

-0.20

_0.47***

-0.39**

-0.37**

-0.04

-0.34**

0.35**

-0.26*

-0.00

0.09

0.L2

-0.03

0.02

0.03

-0.10

0.09

-0.04

-0.r7

-0.L2

0.18

0.45**¡1,

0.22
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Table 7 (continued)

Variable Altruism BIDR-IM BIDR-SE BIDR-DN

Age

Gender

Marital Status

Years Education

student

Field

Prior Training

Prior Experience

Crisis Training

Crisis Experience

BIDR-IM

BIDR-SE

BIDR-DN

-0.25*

0.14

-0.10

-0.06

0.08

-0.15

-0.23*

-0.2r

-0.05

-0.01

0.14

0.20

0.25*

-0.03

0.14

-0.06

-0.28*

0.r7

0.12

-0.18

0.01

-0.32**

-0.23*

0.31**

0.65***

-0.07

0.13

-0.06

-0.29**

-0.0s

-0.2r

-0.17

0.00

-0.27*

-0.24*

0.31*

0.38**

0.03

0.03

-0.07

-0.30**

0.03

0.05

-0.11

0.04

-0.24*

-0.2r*

0.65***

0.38**
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Table 7 (continued)

Variable Age Gender Marital Education Student

Gender

Marital Status

Years Education

Student

Field

Prior Training

Prior Experience

Crisis Training

Crisis Experience

-0.26*

0.32**

0.04

-0.26*

0.00

0.31**

0.28*

0.r4

0.21

-0.19

-0.23*

0.00

0.1s

-0.04

0.12

-0.00

-0.21,

-0.19

0.02

-0.02

-0.2t

-0.06

0.06

0.05

-0.08

-0.23*

0.02

0.03

-0.03

0.2t

-0.06

0.10

0.11

0.00

-0.02

0.03

0.12

-0.19

0.00

0.00

-0.13

Variable FieId Prior Train. Prior Exper. Crisis Train.

Prior Training

Prior Experience

Crisis Training

Crisis Experience

0.39**

0.23**

0.04

0.r4

0.46***,

0.15

0.05

0.07

-0.05 0.56***
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Table 7 (continued)

Note. *p < .05 *'r.g < .01. *'**p < .001. n untrained - 32, n tained = 41, N

=':-3. Gender (1 = male, 2 = female). Marital Søtus (1 = single, 2 = couple).

Student (0 = no, 1 = yes). Field (0 = other, 1 = healtflcounselling). IRI-PT, IR[-

EC, IRI-PD, and IRI-FS = Interpersonal Reactivity Index subscales

Penpective Taking, Empathic Concem, Personal Distress, and Fantasy,

respectively. Altruism = Measute of Alfuistic Motivation. BIDR-IM, BIDR-SE,

and BIDR-DN = Balanced Inventory of Desirable Responding subscales --

Impression Management, Self-Deceptive Enhancement, and Self-Deceptive Denial,

respectively. Previous Experience - previous counselling experience (months).

Crisis Experience = months at Klinic.
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Ancilla¡r¡ Hwotheses

As indicued above, a number of ancillary h¡rotheses were also entertained. These

were primarily predictions based on the existing literature. Multiple correlations were again

examined in order to test this hypothesis. Given the poæntial increase in Type I error (Myers

& Well, 1991), these correlations should be interpreted with caution -- as exploratory analyses

indicating potentially significant relæionships. Strong correlafions (i.e., P, < .01) may indicaæ

tnre relationships.

Dispositional empathv. It was hypothesized that IRI perspective taking would be

positively associated with empattric concem and negatively with personal disÍess; and

empattric concem would be positively associated with fantasy (Batson et 41., 1986; Clary &

Orenstein, 1991; Davis, 1983). As seen in Tab1e 7, this hypothesis was supported. Subjects

reporting higher levels of penpective taking reported higher levels of sympathy for persons

in distress; they also reported lower levels of feeling anxiety when witnessing a person who

is in distress. Subjects who reported higher levels of sympathetic feelings for a person in

disfress also reported higher levels of empathy for fictional characters (i.e., as in a movie or

novel).

Altruistic motivation. It was hypothesized thæ empathic concem will be positively

associated with altruistic motivation (Clary & Orenstein, 1991). Clary and Orenstein found

the conelation between the two scales to æ,0.22. In the present study, the correlæion was

found to be .21 (see Table 7), supporting this hypothesis. Altnristic motivation also showed

a trend in being negatively associated with personal distress. Subjecß who repofed altn¡istic

reasons for volunteering (e.g., in order to help people) reported feeling higher levels of

sympathy for persons in distess; ttrey also reported somewhat lower feelings of anxiety when

being exposed to a person in disúess.
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Attnristic motivation was also to positively correlated with BIDR denial and showed

positive trends in correlation with impression management and enhancement. In other words,

subjects who reported more altruistic reasons for volunteering also repofed higher levels of

seffdeceptive denial - thæ is, they were more likely to deny negative qualities about

themselves. Altnristic subjects were also somewhat likely to make more positive self-

attributions (enhancement) and to try to porfiay themselves in a positive light to others

(impression management).

There was a slight trend for altn¡istic motivation to be associated with gender:

Females reported somewhat more altmistic reasons for volunæering (e.g., wanting to help

people). Altn¡istic motivæion was negatively associated with age, previous helping/

counselling training and experience: Subjects who were older, subjects who had previous

helping/courue[ing training, and subjects who had higher levels of previous helping/

counselling experience rePorted less altn¡istic reasons for volunteering.

Finally, altruistic motivation was unconelated with crisis intervention training and

experience: Trained Ktinic subjects and üained Klinic subjects with more crisis line

experience did not appear to differ on altn¡istic reasons for volunteering from untrained Klinic

subjects and trained subjects with less experience.

Desirable respondine. It was h1'pothesized thæ penpective taking would be positiveþ

associated with selfdeceptive enhancement, selfdeceptive denial, and impression

management; that empathic concem will be positively associated with denial; and that

personal disfress will be negatively associated with enhancement and impression management

(Paglhus & Reid, 1991). Perspective taking was found to be correlated with enhancement,

denial, and impression management (see Table 7): Subjects who repofed higher levels of

perspective taking also made more positive self-ætributions, denied more negative self-
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attributions, and were more likely to porEay themselves in a positive manner to others.

Empathic concern was positively conelated with impression management and showed a trend

in being positively correlated with denial Subjects reporting higher levels of sympæhy for

a distressed other were more likely to portray themselves in a positive manner to othen;

sympathetic subjects also tended to deny more negative self-ætributions. Paulhus and Reid

(1991) found the correlation between empathic concem and impression management to be .11

and the correlation benveen empæhic concem and denial to be .35. Finally, personal distress

was negatively correlæed with enhancement, denial, and impression management: Subjects

who reported feeling more anxiety when witnessing a person in distress were also less likely

to porEay themselves in a positive manner to othen. Even though only selecæd items of ttre

BIDR were used, this hypothesis was for the most part supported.

The BIDR scales were also negæively associated with years of education, previous

counselling training, Klinic crisis intervention training, and crisis intervention experience.

Subjects who either had more years of education, had previous counselling training, had

Klinic training, or who had more experience (in months) working on crisis lines ænded to

make less positive self-attributions, deny less negative self-attributions, and be less likely to

portray themselves in a positive manner to others.

Demosraphic variables. It was hypothesized thæ females will have higher empathic

concem and penpective taking and lower penonal distress and similarly thæ age will be

positiveþ associæed with perspeaive taking, empathic concem and negatively associæed with

penonal distress. As seen in Tabte 7, gender (being female) was associated with fantasy

(which is correlæed with empathic concem) and shows strong positive trends in being

associated with perspective taking and empathic concem. In other words, females reported

significantly higher levels of empathy for fictional characters and somewhat higher levels of
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penpective taking and sympæhy. Personal disfress appears to be uncorrelated with gender

-- or shows a very weak negæive trend: Males seemed to report slightly higher levels of

anxiety a¡ound persons in distress. Age, on the other hand, showed siguificantly negative

correlations with empathic concem and fantasy; and appeared uncorrelated (or very weakly

negatively correlated) with both perspective taking and personal distress. In other words,

older subjects reported lower levels of sympæhy for penons in distress and lower empathy

for fictional cha¡acters; older did not appear to differ from younger subjects on perspective

taking and on feelings of anxiety a¡ound persons in distress. Consequently, this hypothesis

was supported for gender but not for age.

Post Hoc Analvses

In order to get a better understanding of the sample and communicafive empathy, a

number of additional analyses were performed on the data- First of all, three additional sets

of descriptive statistics were done for the sample in terms empathy (high vs. low), previous

counselling training (previous training vs. none), and altruistic motivation (high vs. low).

Percentages and univa¡iate statistics (means and standard deviæions) were used to describe

the sample and to compare the groups. Two-tailed !-tests and Chi-Square tests were used

to determine whether the respective groups differed significantly on demographic and

predictor va¡iables. The analyses were similar to those canied out when comparing Klinic

Trained and Untrained subjects: Chi-Square analyses vss¡s utlilized in comparing

dichotomous va¡iables such as marital status, student status, etc.; conservative Bonferoni-

corrected !-tests (p. < .005) were used in comparing interval-scaled va¡iables such ð êge,

years of education, etc. f-tests were also used to see if the groups diffe¡ed on FIRQ

communicative empæhy scores.

Second, a number of additional multiple regtessions were also n¡n. These included
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standard regtessions with smaller sets of predicton and sæpwise regressions for the total

sample and trained/untrained groups. Additional reglessions were also mn with

communicative empathy transformed into its mathematical inverse -- these included another

hiera¡chical regfession, standard regressions with smaller sets of predictors and sæpwise

regressions for the total sample and trained/untrained g¡oups.

Communicative Empathv

Even though the overall empathy scores were low, the dataset was split into Low and

High Empathy groups. Subjects whose total HRQ scores were below 10 were coded as Low

Empathy; subjecs with total scores of 10 or more were coded as High Empathy- Tables 8

and 9 present the descriptive characteristic of the sample for Low and High Empathy

subjects.

As seen in Tables 8 and 9, the High Empathy group was slightly older and had more

years of education. More of the High Empathy group appeared to have had Klinic's crisis

training ((A.SVo vs. 50.07o) or other previous counselling training (54.8Vo vs. 28.67o). The

trained Klinic volunteers in the High Empathy $oup also appeared to have slightly more

months of crisis line experience. Furthermore, more of the High Empæhy group were

working or studying in a psychology/social work freld (48.47o vs. 21.47o) or in a

healtly'nursing fietd Q2.6Vo vs lL.97o). Consequently, having Klinic training (and more crisis

line experience), having previous counselling training, and working/snrdYing in a

health/counselling field were all associæed with higher levels of empathy.

Insert Tables 8 and 9 about here
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Table 8

Demoeraphic Characteristics of Subiects bv Emoathv

Variable I.ow (N = 42) High (N = 31)

Gender

Male

Female

Marital Status

Single

Separated/Divorced

CommonlawÆngaged

Maried

Currentlv Student

No

Yes

19.0

81.0

s9.5

Ll,.9

14.3

14.3

25.8

74.2

54.8

19.4

3.2

22.6

7r.0

29.0

66.7

33.3
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Table 8 (continued)

Variable Low (N = 42) High (N = 31)

OccupationalÆducational Field

Psychology/S ocial Work

Health/Ì.{uning

Other

N/A

Crisis Line Trainins

No

Yes

Previous Trainins

No

Yes

2L.4

11.9

47.6

19.0

s0.0

s0.0

48.4**

22.6

25.8

3.2

35.5

64.5

45.2

54.8*

7r.4

28.6

Note. * p, < .05; ** p < .01 (Çhi-SgEIÐ. Numbers represent percentages.



CommunicativeEmpathv 93

Table 9

Means and Søndard Deviations of Demosraphic and Predictor Variables for Low

and Hieh Empathv Groups

Variable

Low (N = 42)

Mean S.D.

High (N = 31)

Mean S.D.

Age (Years)

Education (Years)

Crisis Experience

Prior Experience

IRI-PT

IRI-EC

IRI-PD

IRI-FS

Altruism

BIDR.IM

BIDR.SE

BIDR-DN

28.r0

15.71

6.36

12.24

20.36

21.26

7.67

16.2t

5.05*

16.60

16.58*

16.80

6.80

2.55

9.54

40.03

4.29

4.24

4.n

5.48

3.81

4.57

3.9r

3.98

33.00

16.68

12.77

t4.13

20.3s

2r.45

8.52

15.55

2.90

16.97

t4.13

L6.41

9.71

1.85

18.72

28.40

3.48

4.32

3.87

5.63

2.47

4.20

3.91

4.L2
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Table 9 (continued)

Note. *p < .005 (2-tailed). A Bonferroni inequality *u5 r¡tilized to minimizæ, the

increase in Type I error associated with multiple pair-wise comparisons: alpha

was set at a conservative g < .005 level (2-tailed; i.e, p, = .10 divided by 11).

IR[-PT, IR[-EC, IRI-PD, and IRI-FS = Interpersonal Reactivity Index subscales -

- Perspective Taking, Empathic Concern, Personal Disfess, and Fantasy,

respectively. Altruism = Measure of Altn¡istic Motivation. BIDR-IM, BIDR-SE,

and BIDR-DN = Balanced Inventory of Desirable Responding subscales --

Impression Management, Self-Deceptive Enhancement, and Self-Deceptive Denial,

respectively. Previous Experience = previous counselling experience (months).

Crisis Experience = months at Klinic.
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The groups did not differ on the IRI measures of dispositional empathy -- perspective

taking, empathic concem, personal distress, and fantasy. In terms of the BIDR, the Low

Empathy group appeared to be higher on self-deceptive enhancement: They ænded to make

more positive self-attributions. The Low Empathy group also showed higher levels of

altnristic motivation: They were more likely to volunteer for altruistic reasons.

P¡evious Trainine

Forty-four subjects had indicæed that they had had some form of previous counselling

training -- mnging from doing peær counselling to psychiatric nuning: 3I.27o of untrained

Ktinic subjects and 46.3Vo of Eained Ktinic subjects (Table 2). Tables 8 and 9 present the

descriptive characteristic of the sample for Previousty Trained a¡rd Untrained subjects.

Insert Tables 10 and 11 about here
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Table 10

Demosraphic Characteristics of Subiects bv Previous Trainine

Variable Untrained (N = 44) Trained (1.{ = 29)

Gender

Male

Female

Marital Status

Single

Separated/Divorced

CommonlawÆngaged

Married

Currentlv Student

No

Yes

20.5

79.5

59.r

11,.4

13.6

15.9

55.2

20.7

3.4

20.7

24.r

7s.9

79.3

20.7

61.4

38.6
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Table 10 (continued)

Variable Unrained (N = 44) Trained (N = 29)

OccupationalÆducational Field

Psychology/S ocial Work

Healthû'tursing

Other

N/A

Crisis Line Trainine

No

Yes

22.1

13.6

47.7

15.9

48.3**

20.7

24.1,

6.9

34.5

65.5

50.0

50.0

Note. ** p < .01 (Çhi-Sg!@. Numbers represent percentages.
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Table 11

Means and Standa¡d Deviations of Demoeraphic and Predictor Variables for

Previouslv Untrained and Trained Groups

Variable

Untained (N = 44)

Mean S.D.

Trained (N = 29)

Mean S.D.

Age (Years)

Education (Years)

Crisis Experience

Prior Experience

IRI-PT

IRI-EC

IRI.PD

IRI.FS

Altruism

BIDR-IM

BIDR-SE

BIDR-DN

28.07*

L5.73

8.48

20.4r

22.14

7.9s

16.05

4.77*

17.41,

16.05

17.00

7.49

2.04

14.32

4.03

3.98

4.16

s.38

3.86

3.62

4.00

3.83

33.38

\6.72

10.00

32.83

20.28

20.1,4

8.L4

15.76

3.r7

15.76

14.76

16.01

8.96

2.60

t4.78

50.39

3.87

4.42

4.08

5.80

2.49

5.26

3.19

4.30
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Table 11 (continued)

No!g. *p, < .005 (2-tailed). A Bonferroni inequality was utilized to minimize the

increase in Type I eror associated with multiple pair-wise comparisons: alpha

was set at a conservative p < .005 level (2-tailed; i.e, p = .10 divided by 11).

IR[-PT, IRI-EC, IRI-PD, and IRI-FS = Interpersonal Reactivity Index subscales -

- Perspective Taking, Empathic Concern, Personal Distess, and Fantasy,

respectively. Altuism = Measure of Altruistic Motivation. BIDR-M, BIDR-SE,

and BIDR-DN = Balanced Inventory of Desirable Responding subscales --

Impression Management, Self-Deceptive Enhancement" and Self-Deceptive Denial,

respectively. Previous Experience = previous counselling experience (months).

Crisis Experience = months at Klinic.
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As seen in Tables l0 and 11, the Previously Trained (Pretrained) subjects were

slightly older, more of them were divorced or separated (?-0.7Vo vs.lL. Vo), and more of them

appeared to have had Klinic's crisis haining (65.57o vs. 50.07o). Furthermore, more of the

Pretrained group were working or studying in a psychology/social work freld (48.37o vs.

22.7Vo) or in a healttr/nursing field (20.77o vs L3.6Vo).

The Previously Untrained subjects appeared to be somewhæ higher on IRI empathic

concern and altnristic motivation: They reported feeling higher levels of sympathy for

persons in distress and indicated more altnristic reasons for volunteering at Klinic. More of

the Untrained subjects were curently students (38.6Vo vs. ?Ã.77o\ and were engaged or living

commonlaw (20.77o vs.13.6%o). The groups did not appear to differ on the BIDR subscales,

years of education, or Klinic crisis line experience.

Table 12 presents the vignette and mean scores for the previously frained and

unûained goups on the HRQ. Pretrained subjects appear to score significantly higher on

HRQ communicative empathy than subjects without previous counselling training.

Insert Table 12 about here
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Tab1e 12

Means and Standard Deviations of HRO Communicative Empathv Scores for

Previouslv Untrained and Previously Trained Groups

IIRQ

Unrained (N = 44)

Mean S.D.

Trained (N = 29)

Mean S.D.

Vignette 1

Vignette 2

Vignette 3

Vignette 4

Vignette 5

Vignette 6

L.32

1.34

t.67

1.60

r.29

1.95

0.59

0.54

r.27

1.01

0.47

1.30

r.43

1..66*

L.87

1.99*

L.66**

2.77

0.79

0.92

1.24

r.34

1.01

L.47

Mean Score 1.53 0.60 1.gg** 0.75

Note. * p < .05 (l-tailed). ** p, < .01 (l-tailed). HRQ = Helpful Responses

Questionnaire.
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Altruistic Motivation

Finalty, the dataset was split in terms of Low and High Altn¡istic Motivation. A

median-split was performed on subjects' total MAM scores. Subjects scoring less than 3 were

coded as Low Altn¡istic; subjects scoring 3 or more were coded as High Altn¡istic. Tables

13 and 14 present the descriptive cha¡acteristic of the sample for Low and High

Altnristic subjects.

Insert Tables 13 and 14 about here
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Table 13

Demoeraphic Characteristics of Subiects bv Altruistic Motivation

Variable Low (N = 37) High O{ = 36)

Gender

Male

Female

Marital Status

Single

Separated/Divorced

Commonlaw/Engaged

Married

Currently Student

No

Yes

L3.9

86.1

29.7

70.3

45.9

18.9

10.8

24.3

73.0

27.0

69.4

11.1

8.3

11.1

63.9

36.r
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Table 13 (continued)

Va¡iable Low (N = 37) High (N = 36)

OccupationalÆducational Field

Psychology/S ocial Work

HealthÂ.{ursing

Other

N/A

Crisis Line Trainine

No

Yes

Previous Trainins

No

Yes

32.4

24.3

29.7

13.5

45.9

54.r

s6.8

43.2

33.3

8.3

47.2

11.1

41.7

58.3

63.9

36.1

Note. Numbers represent percentages. Differences are not statistically significant.
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Table 14

Means and Standard Deviations of Demosraphic and Predictor Variables for Low

and Hieh Altmistic Motivation Groups

Variable

Low (N = 37)

Mean S.D.

High (N = 36)

Mean S.D.

Age ffears)

Education (Years)

Crisis Experience

Prior Experience

IRI-PT

IRI-EC

IRI.PD

IRI-FS

Altruism

BIDR-IM

BIDR-SE

BIDR-DN

32.78

15.84

9.23

18.43

20.43

20.32

8.35

15.19

r.32

16.62

15.03

16.05

9.61

2.17

1,5.45

46.87

3.51

4.06

4.58

5.81

t.20

4.M

3.s6

4.22

27.50

16.42

8.94

7.50

20.28

22.39

7.69

L6.69

7.03*

16.89

16.06

17.25

6.t3

2.45

13.51

15.74

4.39

4.24

3.57

5.16

2.48

4.40

3.88

3.76
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Table 14 (continued)

Note. ng < .005 (2-tailed). A Bonferroni inequality was utilized to minimize the

increase in Type I enor associated with multiple pair-wise comparisons: alpha

was set at a conservative g < .005 level (2-tailed; i.e, g = .10 divided by 16).

IRI-PT, IRI-EC, IRI-PD, and IRI-FS = Interpersonal Reactivity Index subscales -

- Perspective Taking, Empathic Concern, Personal DisEess, and Fantasy,

respectively. Altruism = Measure of Altnristic Motivation. BIDR-M, BIDR-SE,

and BIDR-DN = Balanced Inventory of Desirable Responding subscales --

Impression Management, Self-Deceptive Enhancement, and Self-Deceptive Denial,

respectively. Previous Experience = previous counselling experience (months).

Crisis Experience = months at Klinic.
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As seen in Tables 13 and 14, subjects in the High Altruism group were slightly

younger, more of them were female (86.1 vs 70.3), more of them were single (69.4Vo vs.

45.9), and more of them were working or studying in a non-helping field (47.27o vs. TT .9Vo).

They also scored higher on IRI empathic concem. In other words, younger, single females

who were not working or studying in a helping field were more likely to volunteer for

altnristic reasons (e.g., help people) and to report feeling higher levels of sympathy for

persons in distress.

More of the Low Altnrism group were male (29.7Vo vs.I3.9Vo), older, married (24.3Vo

vs. L\.lVo) or separated/divorced (L8.97o vs. lL.L%o), and working or studying in a

healtly'nu¡sing ñeld (24.3Vo vs. 8.37o). In other words, older males working or studying in

a health/nu¡sing field were more likely to volunteer for egoistic reasons (e.g., build resume).

The two groups did not differ on the BIDR, years of education, previous counselling

training and previous experience, and Klinic training and Klinic experience. In other words,

reasons for volunteering did not appear to be related to levels of impression management,

making positive self-ætributions, denying negæive self-attributions, years of education, having

previous counselling training and experience, and having Klinic training and experience.

Table 15 presents the vþette and mean scores for the previously trained and

untrained groups on the HRQ. Subjects in the Low Alfuism group appear to score

significantly higher on HRQ communicæive empathy than High Altmistic subjects.

Insert Table 15 about here
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Table 15

Means and Standard Deviations of HRQ Communicative Empathv Scores for I-ow

and Hieh Altn¡istic Motivation Groups

HRQ

Low (N = 37)

Mean S.D.

High (N = 36)

Mean S.D.

Vignette 1

Vignette 2

Vignene 3

Vignette 4

Vignette 5

Vignette 6

T.57**

1.53

2.03

2.'l-1.**

r.57

2.54

0.83

0.64

1.40

1.35

0.92

1.60

1.15

1.40

t.47

r.39

1.30

2.00

0.3s

0.80

r.02

0.90

0.49

1.16

Mean Score 1.89** 0.76 1.45 0.52

Note. * p < .05 (l-tailed) ** p < .01 (l-tailed). HRQ = Helpful Responses

Questionnaire.
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Reqression Analvses

As indicated above, several additional multiple regressions were mn in order to get

a better understanding of the sample and the relæionship betrveen the predictor va¡iables and

HRQ communicative empathy. These included standa¡d regressions with smaller sets of

predicton and sæpwise regressions for the total sample and Eained/untrained groups.

Furttrermore, it was determined that the high frequency of low empathy scores may have

made it too difñcult to model the data appropriately; consequently, HRQ communicative

empathy was transformed into its mathematical inverse (Tabachnik & Fidell, 1989).

Additional regressions run with inverse communicative empathy included mixed stepwise/

hierarchical regression and th¡ee stepwise regressions -- for the total sample and trained and

unEained groups.

Previous counsellins tainins and crisis intervention trainins. A standa¡d regtession

was nrn with previous and crisis training as the predictor va¡iables for HRQ empathy. The

regression was significant: ( = .083, (adjusted R2 = .057), I-*, (2, 70) = 3.156, g < .05. --

but explained only about 6 percent of the va¡iance associated wittr HRQ communicative

empathy.

Previous counsellins trainine, cdsis intervention trainins. and altn¡istic motivation.

A standa¡d regression was nm with previous Íaining, crisis training, and altn¡istic motivation

as predictor variables for HRQ empattry. The regression was significant -- É = .136,

(adjusted E = .098),5-*, (3, 69) = 3.6L4, g < .05. -- but only predicted about 10 percent

of the va¡iance associæed with HRQ communicæive empathy.

Previous counselline Eaininq. altn¡istic motivation. and aee. A sundard regression

was run with previous haining, altmistic motivation, and age as predictor variables for HRQ

empathy. The regression was significant € = .148, (adjusted Ff - .111),.L*o (3, 69) =
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4.æ6, p < .01) but still only predicted about 11 percent of the va¡iance associæed with HRQ

communicæive empathy.

Stepwise regression for the total sample. A stepwise regression was nrn for the total

sample with a set of potential predictors of HRQ communicative empathy that included the

BIDR scales, the IRI scales, altmistic motivation, and demographic va¡iables, and Klinic

training and experience. Only three predictors were found to be significant: altn¡istic

motivation (Ê. = 4.04; paÍial R2 = .08; model E = .08), working/studyrng in a healtty'

counselling field (Â = 0.34; paÍial RP = .06; model ( = .14), and age (& = 0.02; partial R2

= .05; model R2 = .18). The regression was significant € = .18, &*, (3, 69) = 5.20, p <

.003) but explained only about 18 percent of the variance associæed with IIRQ

communicative empathy.

Stepwise reeression for untrained Klinic subiects. A stepwise regtession was n¡n for

the Unúained group (n = 31) with a set of potential prediæors of HRQ communicative

empathy that included the BIDR scales, the IRI scales, altn¡istic motivation, and demographic

variables, and Klinic training and experience. Four predictors were found to be significant:

previous counselling training (8. = 0.13; partial RP - .23:; model R2 - .23), altnristic motivation

(E = -0.04; pafüat R2 = .11; model R2 = .34), working/studying in a helping field @ = 0.14;

partiat R2 = .07; model Ë = .41), and months of educæion (Â = 0.02; partial R2 = .03; model

* = .44). The regression was significant e = .44, &o¿"r Ø,27) = 6.54, g < .002) and

explained M percnnt of the variance associated with HRQ empathy in untrained subjects.

Steowise reqression for trained Klinic subiects. A stepwise regression \ilÍrs nrn for the

Untained sample (q = 41) with a set of potential predictors of HRQ communicative empathy

thæ included the BIDR scales, the IRI scales, altruistic motivation, and demographic variables.

Only one predictor was found to be significant: age (Â = 0.03; paÍial RÍ = .13; model R2 =
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.13). The regtession was significant e = .13, &*, (1, 39) = 5.75,!, < .02) and explained

only about 13 percent of the va¡iance associated with HRQ communicative empathy for

trained subjects.

Inverse Communicative Emoathv

As indicated above, it was determined that ttre high frequency of low empathy scores

may have made it too difficult to model the dæa appropriately; consequently, HRQ

communicæive empathy was transformed into mathematical inverse (Tabachnik & Fidell,

1989). Inverse communicative empathy was strongly negatively associated with HRQ

communicative empathy: != -.94 (!. < .0001). Consequently, scores negatively associated

with inverse communicative empathy can be viewed as being positively associated with

untransformed communicative empathy. Additional regressions nrn with inverse

communicuive empathy included hierarchical regression and stepwise regressions for the total

sample and trained and untrained groups.

Hiera¡chical resression. Hiera¡chical regression was employed to determine whether

crisis intervention training improved the prediction of inverse IßQ communicative empafhy,

a^fter controlling for impression management (and denial), demographic variables (age, gender,

ma¡ital stafus, years of education, and current student status), field/training variables

(educæionaVoccupational field, previous counselling taining, and previous counselling

experience), and dispositional variables (IRI empathy scales, BIDR enhancement and denial,

and altruistic motivation). As indicated above, given the large number of predictor variables,

a "mixed" stepwise/túera¡chical regression was employed in order to preserve the parsimony

of the regression model (Dr. C. Huynh, personal communication, Ma¡ch 17,1996>. A two-

step process was employed: (1) stepwise regressions were performed on "theoretical clusters"

in order to find the best model for that cluster; (2) the "best" models were then entered into
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a hiera¡chical regression.

The 5 clusters used in these regressions were the same as were used to test Hypothesis

2: Cluster 1 involved the BIDR impression management (Iltl[) and self-deceptive denial (DN)

meastues. Although neither IM nor DN were significant, IM was retained for the hierarchical

model in order to contol for biased responding: É = .ffi3, E-*, (1, 71) = 0.200, g < .66.

Cluster 2 consisted of basic demographic variables: age, gender, marital status (coded

as 1 = currently single/separated/divorced; 2 = curently engaged/cohabitating/ married), yea:s

of education, and current student status (coded as 0 = currently not student; I = currently

student). Only age was found to be significant: R2 =.095, &,*o (1, 7I) =7.42,p< .01.

Cluster 3 involved three va¡iables educationaVoccupational field, previous

counselling üaining, and previous counselling experience (in months) -- all of which were

related to being in the helping/counselling field. Only educationaVoccupational field was

found to be signiñcanl ( = .L07,&,*o (1, 7L) = 9.54,p < .01.

Cluster 4 consisted of dispositional variables: BIDR self-deceptive enhancement, the

four IRI scales (perspective taking, empathic concem, personal distress, and fantasy), and

measure of altruistic motivation. Only altruistic motivation and BIDR enhancement were

found to be significant: ( = .115, .L*, (2, 70) = 4.57, g< .01.

Finally, cluster 5 consisæd of Klinic crisis-inærvention training (coded as 0 =

untrained; I = trained) and months of experience at Klinic. Only Klinic training was found

to be significant: R2 = .050,.&*, (1, 7I) = 3.76, g < .06.

Table 16 displays the standa¡dized regression coeff,rcients (Ð, (, md.L"¿", for each

step of the regression.

At step 1, BIDR impression management was forced into the model to conúol for

artifactual va¡iance. Impression management was not a significant predictor of HRQ empathy:
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É = .03, &"¿., (1, 7L) = 0.200, g < .66. At step 2, age (i.e., "demographic" cluster) was

added to the equation: R2 = .098 (Adjusted R2 = .073), .L*r (2, 70) = 3.820, g < .07. The

demographic cluster accounted for about 7 percent of the va¡iance in communicative empathy.

At sæp 3, educationaVoccupæional field (i.e., the "helping field" cluster) was added to the

model: F =.158 (Adjusted R2 =.109),&*, (4,68) =3.194,p.<.02.The modelnow

accounted for nearly 11 percent of the va¡iance in FIR'Q communicative empathy. Next,

altn¡istic motivation and BIDR enhancement (i.e., the "dispositional" cluster) were added to

the model: E = .254 (Adjusted R2 = .199), E *o (5, 67) = 3.519, g < .01. The model now

accounted for about 20 percent of the va¡iance in communicative empathy. Finally, at sûep

5, Klinic crisis line training was added: * = .284 (Adjusted R2 = .219), I-.o¿"r (6, 66) =

2.650,9 < .001. The combination of demographic, personality, ând Klinic training variables

accounted for about 22 perænt of the variance in communicative empathy.

Insert Table 16 about here
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Table 16

Hierarchical Regression of Predictor Variables on HRQ Communicative Emoathy

ûnverse)

Variable ,L"o.t *&

Step 1

BIDR-IM

Step 2

Age (Years)

Step 3

Field

Step 4

Altruism

BIDR-SE

Step 5

Crisis Training

0.200

3.820

5.814

-0.008

-0.006

-0.114

0.003

0.099

0.202

0.012

0.0084.571 0.254

4.370 -0.087 0.284

Note. N = 73. Fietd (0 = other, 1 = healtVcounselling). Altruism = Measure of

Altruistic Motivation. BIDR-IM and BIDR-SE = Balanced Inventory of Desirable

Responding subscales Impression Management and Self-Deceptive

EnhancemenÇ respectively.
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Stepwise reeression for the total sample. A stepwise regression was mn for the total

sample with a set of potential predicton of invene HRQ communicative empathy that

including the BIDR scales, the IRI scales, altmistic motivation, demographic variables, and

Klinic training and experience. Four predictors were found to be signifi.cant: working/

studyinginahealtVcounsellingfield@=4.14;partialRÍ=.11;modelP=.11),age(8=-

0.01; partial RÍ = .09; model P = .20), Klinic crisis intervention training (0 =

{.08; paftial RP = .03; model ( = .23), and altn¡istic motivation G. = 0.01; partiat R3 = .03;

model RP = .26). The regression was significant @ = .18, E-*, (4, 68) = 5.88, p < .00û1)

but explained only about 26 percnnt of the va¡iance associæed with inverse HRQ

communicative empæhy.

Stepwise reeression for untrained Klinic subiects. A stepwise regression was mn for

the Unúained sample (n = 32) with a set of potential predictors of inverse HRQ

communicæive empathy that including the BIDR scales, the IRI scales, altn¡istic motivation,

and demographic variables. Only three predictors were found to be significant: previous

counselling training G. = -0.14; pafüal Ê-= .23; model ts = .23), altn¡istic motivation (ô =

0.02; partial RÍ = .11; model R2 = .34), and working/studying in a heattty'counselling field @

= -0.14; partial RP = .07; model nP = .+t¡. The regression was significant G, = .41, F**,

(3,28) = 6.47, p, < .002) and explained about 41 percent of the va¡iance associaæd with

inverse HRQ communicative empathy for untrained subjects.

Stepwise reeression for trained Klinic subiects. A stepwise regression was mn for the

Untrained sample (n = 41) with a set of potential predictors of inverse HRQ communicæive

empathy thæ including the BIDR scales, the IRI scales, altmistic motivation, and demographic

variables. Only one predic'tor was found to be significant: age G, = -0.01; paxtial R2 = .09;

model RP = .09). The regression was significant ß = .09,.&,*o (1, 39) - 5.75,p < .02) and
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but explained only about 9 percent of the va¡iance associæed with inverse HRQ

communicative empæhy for trained subjects.

Preliminarv Oualitative Analvses

Preliminary qualitæive analysis was carried out by the primary investigator. As

indicated above, the primary investigator, having randomized the dua, was blind to individual

subjects' group membership. The method involved a two step process: First, the primary

investigator systematically went through the HRQ responses and coded them as roadblocls

(e.g., question, advice-grving, problem-solving, reassurance, etc.), door-openers, empathic

responses, etc., as seemed appropriate. This procedure is consistent with the open codins

methodology described by Straus and Corbin (1990), which involves going through the data

and picking out and coding themes, pattems, and categories. A key point in open coding is

thæ the investigator is "open" to new codes/cæegories as they "emerge" from the data-

Although the primary investigator had had some coding categories in mind at the onset (e.g.,

door-opener, advice-giving, etc.), from the literature (e.g., Mishara & Daigle, 1992) and his

own crisis line work, he remained open to creating new categories as seemed waranted by

the data. For example, "mixed responses" were cornmon -- that is, responses thæ were best

coded as combinæions of coding schemes. For instance, subjects often asked information-

seeking questions that also involved problem-solving and/or advice-giving and/or blaming

components. For example, on vignette 4, a subject asked, "Have you nied to talk to your

daughter in a way that listens to her feelings and was not just you telling her what to do?"

The response asks a question but also implies what the mother should do and how she should

do it, and it blames her for not doing so.

Codine. Several categories of responses \ryere coded: Empathv. generating empathic

statements or empafhic questions (scored 3, 4, or 5 on the HRO; door-openers. statements
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aimed conveying the helper is listening and wants to hea¡ more (e.g., "Tell me more.");

advice-eivine, gruing advice (e.g., "You should talk to him about how you feel."); problem-

solvine. trying to help the client solve a problem (e.g., "What would happen if you tried to

tell him how you feel?"); question-askine. asking questions, seeking information, empathic

questions, problem-solving, etc. (e.g., "How long has this been going on?"); normalizine.

telling the client that they arc not alone in feeling the way they do (e.g., "A lot of people find

this kind of thing difñcult."); reassurance. offering the client reassuranc€ or support (e.g., "I'm

sure your daughær cares about you."); strokes. making positive statements about the client,

reinforcing them for making good decisions (e.g., "ft's good that you've decided to make a

change."); diaenosins. telling the client what the problem is (e.g., "It sounds like she has a

self-esteem problem."); Þlelqiry, blaming the client for the problem (e.g., "Why do you let

him take advantage of you?"; and misses, ignoring or minimizing the content of the client's

message (e.g., the client says he's depressed and lise a number of negative Iife events; the

helper then asks, "Has anything happened to make you feel like this?"). Mixed responses

were coded as belonging to multiple categories. For example, if a response involved

empathy, advice-giving, and problem-solving, each category received a point.

Step 2 of the analysis involved comparing some of the daø through visual inspection

of the paftems of codes obtained in step I and by comparing frequency counts of coded

responses (i.e., number of questions, number of advice-giving statements, etc.) for different

subgroups of subjects. Given thæ these were preliminary analyses and the fact thæ the

coding schemes used may need to be modified, statistical analyses were not performed; only

descriptive analyses are presented here. Five sets of comparisons were analyznd: (1) zuinic

Training versus No Klinic Training; (2) Previous Counselling Training versus No Previous

Counselling Training; (3) High versus Low Altn¡istic Motivation; (4) Klinic Training and
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Previous Training versus No Trainingi and (5) Klinic Training versus P¡evious Counselling

Training. The results of the preliminary analyses suggest some interesting differences

between the va¡ious groups.

Klinic trainine. The first set of analyses compared the responses of two groups (20

subjects each) who differed in terms of Klinic training - and controlled for previous

counselling training and altnristic motivation for volunteering at Klinic. That is, only the

responses of subjects who had a) no previous counselling taining and b) who were matched

on altmistic motivation were compared. Untrained subjects appeared to be four times as

Iikely to miss the emotional conænt of a client's statement, almost three times as likely to

give advice and strokes, and lv¡ice. as likely to give reassur¿mce and make diagnoses. The

groups were about equal on door-openers and blame. Klinic Trained subjects appeared to be

twice as likely to make empathic responses, ask questions, problem-solve, and normalize.

Previous counselline tainins. The second set of analyses compared the responses of

two groups (10 subjects each) who differed in terms of previous counselling training -- and

controlled for Klinic training and altn¡istic motivation. That is, only the responses of subjects

who had a) no Klinic taining and b) who were mæched on altruistic motivation were

compared. The Previously Untrained group appeared to offer almost eieht times as much

reassurance, make three times as many misses, and give four times as much advice as the

hetrained group. Both groups tended to be about equal on door-openers, problem-solving,

diagnoses, normalization, strokes, and blame. Although both groups asked a lot of questions,

the Pretrained group appeared to ask somewhat more questions. Finally, the Pretrained group

were about two times more likely to generate empathic responses.

Altruistic motivation. The third set of analyses compared the responses of subjects

who differed in terms of altnristic motivation for volunteering at Klinic -- and controlled for
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Klinic training and previous counselling training. That is, only the responses of subjects who

had a) no Klinic training and b) no previous counselling/helping training were compared. The

High Attruism group (i.e., the ones volunteering because they want to help people) appeared

to offer twice as much reassurance and advice than the Low Altruism group; they also

appeared to make more misses and blaming responses. Both groups asked a lot of questions

and both tended to be fairly low on problem-solving. Both groups tended to be about equal

on diagnoses, normalization, door-openers, and strokes. Finally, although both groups were

generally low on empathic statements, the Low Altruism group appeared to give almost th¡ee

times more empathic responses.

Klinic hainine and previous counselling trainine versus no trainine. The next set of

analyses compared the responses of two groups (20 subjects each) who differed in terms of

Klinic training and previous counselling taining -- and controlled for altnristic motivation.

That is, the responses of subjects who had both kinds of training (i.e., Klinic and previous)

were compa¡ed with those of subjects who had 4 training at all. heliminary results suggest

that the No Training group appeared to be @-.1¡!meq as likely to miss the emotional content

of a client's statement, almost three times as likely to give advice, and twice as likely to give

blame, reassurance, and sfrokes. The groups appeared to be about equal in making diagnoses

and door-openers. On the other hand, the Both Training group appeared to be three times as

likely to make empathic and problem-solving responses, and twice as likely to ask questions

and to normalize.

Klinic trainins versus previous trê¡ning. The final set of analyses compared the

responses of trro groups (13 subjects each) who differed in terms of having Klinic training

or having previous counselling training - and controlled for altn¡istic motivation. Preliminary

results suggest that the groups were about equal in terms of generating empathic statements -
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- with the Klinic group scoring stightty higher. The Klinic group appeared to be almost three

times as [kely to give advice and reassurance, and twice as likely to ask questions, problem-

solve, and normalize. The Previous group appeared to give almost three times more strokes.

The groups appeared to be about equally low in making diagnoses, door-openers, misses, and

blame.

Correlation analvsis. Finally, a correlation analysis was employed to further explore

the relationship between different categories of responses (e.g., empathy, advice-giving,

question-asking, etc.) per subject with Klinic training, previous counselling training, altruistic

motivation, and HRQ communicative empathy. The results of the analysis are presented in

Table 17.

As can be seen in Table 17, FIRQ communicative empathy was positively associaæd

with empathy (i.e., empæhic content) and door-openers, and negæively associated with

advice-giving and misses. AIso, there was a tend for HRQ empathy to be negæively

associated with question-asking and btaming. In other words, more "empathic" subjects did

more empathic responding and door-openers, were less judgemental, gave less advice and

reassurance, and made less misses.

Klinictraining was positively associaæd withproblem-solving, empafhy, and question-

asking, and negatively associaæd with "misses" and advice-giving. Also, there was a trend

for Klinic üaining to be negatively associated with reassurance and blaming. In other words,

Klinic training teaches empathic communicæion as well a.s problem-solving and question-

asking.

Insert Table 17 about here
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Table L7

Pearson Correlations for Frequencies of HRO Responses with Altruistic

Motivation. Previous Trainine. Klinic Trainins. and HRO Communicative

Empathv

Variable Altruistic
Motivation

Previous
Training

Klinic HRQ
Training Empathy

Empathy

Door-openers

Validation

Normalization

Problem-solving

Question-asking

Strokes

Diagnosing

Advice-giving

Reassurance

Btaming

Misses

-0.34**

-0.09

-0.07

-0.r2

-0.0s

0.01

0.19

0.20

0.20

0.06

-0.08

0.23*

0.32**

0.10

-0.06

0.04

0.04

0.13

0.07

0.05

-0.31*

-0.16

-0.09

-0.18

0.37***

0.09

0.13

0.14

0.32**

0.43***

-0.0s

-0.11

-0.29**

-0.19

-0.19

_0.32***

0.79***

0.24*

0.15

-0.12

-0.08

-0.20

0.03

-0.02

_0.42***

-0.08

-0.15

-0.29**

Note. *p < .05 *'rg < .01. ***p < .001.
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Previous counselling training was positively associæed with empæhy, and negatively

associated with advice-grving. Also, there was a trend for previous training to be negativeþ

associated with reassurance and misses. In other words, persons with previous counselling

training tend to be more empathic, give less reassurance and advice, and make less misses.

Klinic training and previous counselling training appeared to be about equally

positively associated with empathy and negatively associated with advice-grving and less

reassur¿mce. In other words, trained (Klinic or other) individuals tend to be more empathic

and give less advice and reassurance. However, Klinic training also appeared to be associated

with less misses than previous counselling training. In othe¡ words, Klinic tained subjects

were less likely to miss empathic content than subjects with other kinds of training. Finally,

Klinic fraining was also associated with problem-solving, whereas other counselling training

was not -- suggesting, again, that Klinic training emphasizes problem-solving.

Finally, altmistic motivation was positively associated with misses and negatively

associated with empathy. AIso, there was a trend for altruistic motivation to be associated

with diagnosing, advice-gt"irg, and sÍokes. In other words, subjects volunteering because

they wanted to "help people" tended to be less empathic, tended to make more misses, give

more advice-grving, diagnoses, and reassurance.
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DISCUSSION

The goal of the present study was to determine whether crisis intervention úaining was

associated with higher levels of communicative empathy in persons volunteering to be crisis

line worken and to explore the some of the relationships between the factors that might

contribute to higher levels of communicative empæhy. As indicafed throughout this

document, communicative empathy represents one objective measure of therapeutic empathy

-- a multidimensional relæional constn¡ct associated with positive therapeutic outcome. One

of the primary goals of the study was to deærmine some of the main factors important in the

selection and training of crisis line paraprofessionals.

The factors that were investigued in this study included demographic variables such

¿rs age, gender, years of education, previous counselling training, a¡rd field of

study/occupation. Other factors included measures of dispositional empathy (e.9., feeling

concem for penons in distress, reporting high tendencies to engage in penpective taking,

etc.), reasons for volunteering to be a crisis line worker (e.g., wanting to help people, wanting

to build one's resume, etc.), and measures of biased responding (e.g., wanting to porhay a

positive image to others or having a self-deceptive view of one's traits). These factors were

hypothesizæd to be potentially important predictors of paraprofessional skill s¡ crises lines --

as measured by communicative empathy. These factors were viewed to be potentially

important variables in the selection and training of successful crisis line workers. As

indicated in the introduction, c'risis lines have become a major form of mental health service

delivery in North America over the last few years. Crisis lines provide valuable service to

many people in need. Most of the lines a¡e serviced by trained volunteers. Empathic

communication is an important aspec"t of crisis line Íaining: As indicated above, what the

person in crisis most often needs is to have someone to talk to -- someone who understands
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and who is willing to listen.

The number of crisis lines will likely continue to inc¡ease in North America and

trained paraprofessionals will likely be increasingly more involved in mental health service

delivery - and will likely be working with more distressed and potentially more vulnerable

groups. Although the trend to utilize more paraprofessionals is welcomed, there is also

increasing public concern that potential volunteers be well screened a¡rd well trained before

being allowed to engage in service delivery. However, as indicaæd in the introduction, there

is a paucity of resea¡ch on the selection and training of paraprofessionals.

This final section summa¡izes the results of the prcsent study and analyzes the

imptcæions for the training and selection of empathic crisis line volunteers. Pa¡ticula¡

attention is paid to the relæionship betrveen factors such as crisis training, previous

counselling training, dispositional empathy, and altnristic motivation with communicative

empathy. The section also assess the strengttrs and wealrresses of the present study and

suggests a¡eas for future inquiry.

Crisis Intervention Trainine

One of the main hypotheses in this exploræory study was to assess whether crisis

intervention training leads to higher levels of communicative empæhy. For the most part, this

hypothesis was supported: Trained crisis line workers scored significantly higher on

communicative empæhy (as measured by the IIRO than untrained subjects. However, the

training effect was weak, and both trained and untrained subjecs scored rather poorþ on

communicæive empathy. If one uses Carkhuff's (1969) classificæion of empathy, both groups

responded at levels which detracæd from the clients' messages.

To some extent, as was noted in the introduction, the low levels of communicative

empathy for both gloups were somewhat to be expected. Previous research has shown that
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untrained persons score quiæ low on communicative empæhy (Carkhuff, 1969; McCa¡thy &

Knapp, 1984). Moreover, crisis line workers - gtuen the nature of their work -- also score

somewhat lower than other health and counselling professionals (McCarthy & Knapp, 1984;

Ryden et a1., 1991). Although both groups score low, this does not necessa¡ily mean that they

are responding in the same way. For example, untrained persons tend to Iisten less, give

more advice, and be more judgemental (Ryden et al., 1991). Although most crisis line

workers are taught nonjudgemental and empathic communicatis¡ 5kills (fimenez & Jimenez,

1990; Misharc & Daigle, L992), they are also taught behaviours aimed at solving a crisis

situation. In addition to being empafhic, they are trained to assess dangerous situations,

gather information, and offer support. In effect, crisis line workers are taught competing

behaviours - empathic communication and problem solving. On scales such as the EU and

the HRQ, these competing behaviours are scored as unempathic.

Oualitative analvses. The results of the preliminary qualitative analyses offer some

support to the above conclusions. Both Klinic trained and untrained groups gave a lot of

"mixed" responses -- responses that contained elements of door-openers, empathy, and

roadblocks (i.e., questions, problem-solving, advice-giving, blame, etc.). However, the quality

of the responses differed between the groups. Untrained subjecfs made more misses and gave

more advice, reass¡lftrnce, diagnoses, and blame; üained subjec-ts gave more empathy,

problem-solving, and normalization. Even though Klinic trained were more empathic, the fact

thæ they gave "mixed" responses lowered their HRQ scores.

Furthermore, when the responses of untrained subjects (i.e., subjects with no Klinic

training and no previous training) were compared against those of subjects who had both

Klinic and other counselling training, it was found that the untained subjects made more

misses, gave morÊ advice, reassurance, and blame. Trained subjects were more empathic, but
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also asked more questions, did more problem-solving, and more normalizing.

Previous Counselline Training

Subjects who had previous counselling training scored higher on communicative

empathy than subjects who did not have prior training, ar¡¿ it appeared that previous training

was stronger predictor of communicæive empathy than Klinic crisis line training. Moreover,

a positive relationship between prior training and communicative empathy was seen only in

the subjects who had not yet received Klinic training. The results add some support to the

hypothesis that crisis intervention ûaining teaches competing behaviou¡s: Subjects with

previous üaining will be more empathic than subjects with no previous training -- especially

if the previous counselling training tends to focus on empathic communication. Since the

previous training/communicative empathy association is not seen in subjecs who have

received Klinic training, it is possible thæ Klinic crisis training overshadows previous training.

Oualitative analvses. The results of the preliminary qualitative analyses offer some

suppof to the conclusions about previous úaining: Untrained subjects (that is, subjects with

no Klinic haining and no other previous counselling haining) gave more reassurance, advice,

and made more misses than subjects with previous counselling training (and no Klinic

haining); previously trained subjects made more responses with empathic content. "Mixed"

fesponses were cofnmon.

Furthermore, when Klinic trained subjects were compared with subjects who had

previous counselling Eaining, it was found thæ although Klinic-trained subjects were shghtly

more empathic, they also gave more advice and reassurance, asked more questions, and did

more problem-solving -- behaviours thæ reduced their HRQ scores.
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Workine or Studvine in a Health/Counselline Field

rWorking or studying in a health or counselling field was also strongly associated with

higher levels of empathy -- especially for untrained volunteers. Working/studying in a

helping field was also associated with having had some sort of previous counselling/helping

training.

Experience

The fact that previous Eaining, working/studying in ahelping field, yean of education,

and age were found to be associated with higher levels of communicative empathy is

supportive of the notion that experience plays a role in empathic responding. Similarly,

currently being a student was found to be negatively correlated with age -- and with

communicæive empuhy for the untrained subjects.

Altuistic Motivation

Altruistic motivation was found to be negatively correlated with age and

communicæive empathy -- especially for subjects who had not received Klinic training.

Previous training was also found to be negatively associated with altruistic motivation. One

implication is that younger,less experienced persons, tend to be more altruistically motivated

than older, more experienced persons. Altn¡istic motivation is associaæd with IRI empathic

concem, which also showed a negative correlation with communicative empathy -- for

untrained subjects. One possible implication is that experience, age, and previous training

lead to a dec¡ease in sympathy or empathic concem. A decrease in sympathetic feelings

might reflect therapist bumout. Younger people may also be more idealistic in their desire

to help people.

At first glance, the results that altnristic motivation (and empathic concem) was

negatively associated with communicative empathy -- especially for Untained subjects -- was
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somewhat surprising. One interesting hypothesis for this result might be that subjects who

volunteer for altnristic reasons (e.g., wanting to help people in need) are more inclined to try

to reassure and give advice to the distressed person. Reassuring and advice giving are

roadblock responses on the HRQ and ¿ue consequently given low scores. The fact thæ this

correlation is the sEongest for the untrained goup suggests that Klinic crisis inærvention

training is correlated with fewer of these behaviours (see below).

The results suggest different pattems of motivation and communicæive empathy for

different groups. As indicated in Tables 13 and 14, altnristically-motivated subjects tended

to be younger, female, and working or studyittg ir a non-helping profession. More

egoistically-motivated subjects tended to be older, male, and working/studying in ahealth-ca¡e

profession (e.g., nuning). In effect, younger subjecæ and subjects who have less

helping/counselling training may volunteer because they want to help people in distress -- and

may try to help people by giving them reassu¡ance and advice. Altruistic motivation in

combination with empathic concem may also reflect a level of over-involvement with clients.

Older people and people working in helping professions may have more realistic or healthier

levels of involvement. These people -- becar¡se they are already studying or working in a

helping profession -- are more likely to volunteer for more egoistic reasons: For example,

they may volunteer in order to build their résumé or because they have friends who a¡e

volunteering. Furthermore, given they have more experience (and possibly training), they

may have more empathic communicæien skills.

Oualitative analvses. The results of the preliminary qualitative analyses offer some

support to the conclusions about altnristic motivation: Untrained subjects high on altruistic

motivation tended to make more misses and give more reassurance, advice-giving, and

blaming responses than subjects low on altmistic motivation. Low altn¡ism subjects gave
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more empathic rcsponses.

Dispositional Empathv and Desirable Respondins

It was also hypothesized that the IRI dispositional measures of empathy would be

related to HRQ communicative empathy. The results, however, indicated almost no

relæionship between these constn¡cts - with the exception of empathic concem (and fantasy),

which poinæd to a negative relæionship with communicative empæhy for untrained subjects

(see previous section). As was noted in the introduction, Barrett-Lennard (1981) has argued

that because therapeutic empathy is a broad multidimensional construct there is theoretically

Iittle reason to assume thæ different aspects of therapeutic empalhy -- for example,

dispositional empathy and empæhic communication -- will be correlated. It can be argued

that dispositional empathy and empathic responding represent extremes of a multidimensional

relational empathy model. Consequently, they would be marginally correlated because they

fepresent quiæ separate entities.

The results also suggested Klinic training was associated with decreased levels of IRI

- thæ trained subjects reported less perspective taking than untrained subjects. Again, one

might expect úaining to increase perspective taking, in that the therapeutic empathy construct

is based on "seeing the world through the client's eyes." One hypothesis is thu most

potential crisis line volunteen are relatively high on perspective taking - creating a ceiling

effect. It is also possible that the IRI dispositional empathy scalcs are simply not relaæd to

therapeutic empathy. Neverttreless, as indicated in the introduction, persons scoring higher

on both perspective taking and empathic concem are more likely to be seen by others as good

communicators and better listeners (Davis, 1994). Furttrermore, Clary and Orenstein (1991)

used high scores on perspective taking scale as representing perspective taking ability in crisis

line workers.
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Another h5pothesis, however, may be that the negative relæionship with Klinic crisis

training involves a different factor -- related to the BIDR scales. The BIDR a¡e also

negatively associated with Klinic training -- and positively associated with IRI perspective

taking. Apart from its didactic components, Klinic training is very experiential in nature:

Volunteers encounter a variety of emotionallyladen material and a¡e encouraged to sha¡e their

feelings. Consequently, one effect of crisis training may be to make the people more "honest"

-- to others (i.e., less impression managemenÐ and to themselves (i.e., less selfdeceptive

deniat and selfdeceptive enhancement). The negative association between penpective taking

at training may simply reflecf the association between perspective taking and the BIDR. On

the other hand, some untrained subjects may be trying to give a favourable impression

regarding their perspective taking tendencies in order to be selected for taining.

Evaluation of the Curent Studv and Implications for Future Research

The present study is limiæd by the fact that the desþ was quasi-experimental in

nature. Subjects were self-selected and it was not possible to follow individual subjects

through training -- pretest, post-test -- to see if they actually increased on communicative

empathy. Because subjects were self-selected, it was difñcult to conEol for subject mortality.

Furtlrermore, as iúdicated above, multiple l-tests, correlations, and regressions were analyzú.

As indicated above, these multiple comparisons increase Type I erroq however, given the

exploratory nature of the prcsent study, these comparisons were justified.

The study does suggest that there is a small but statistically significant difference

between trained and untrained subjects in the expected direction -- trained subjects score

higher on communicative empathy than untrained subjects. The preliminary qualitative

analyses support this conclusion as well and suggest the presence of different patterns of

responding for trained and untrained subjects. The overall va¡iance accounted for by the
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predictor va¡iables was small. Although the response ratg -- around 32Vo -- was somewhat

low, the sample size was relatively large. FurtheÍnore, the measures used have good validity

and reliability - and the inær-ræer reliability on the HRQ was excellent.

The findings of the present study are likely generalizable to other institutions such as

Klinic. The results suggest that the sample cha¡acteristics were simila¡ to those in other crisis

centres (e.9., Clary & Orenstein, l99L; Miller et al., 1991; Misharu & Daigle, 1992).

Furthermore, the correlations and intercorrelations for the various scales used in this study

replicate those found in the literatu¡e. For example, the correlations between the MAM and

the IRI measures suggest that the study is generalizable to other crisis counselling centres.

As indicated above, the low rates of empathy found in trained crisis line workers may

reflect the presence of competing behaviours. The HRQ asks subjects to write down the

"most helpful" response to each vignette. For a crisis line worker trained in empathic

responding and problem solving, it may be difficult to chose between the most helpful

response. Given that crisis line workers are trained in empathic communication, a more

appropriate instn¡ction might be to ask subjects to something like "demonstrate that you have

hea¡d and understood the client."

Furthermore, additional measures of empæhic responding could be incorporaæd in

conjunction with the rating scales such as the HRQ. For example, content analysis might be

considered to differentiate empathic responses. The preliminary qualitative analyses

conducted in this suggest that this may be a more valid measure of communicative empathy.

Another direction of study might be to explore further what crisis professionals feel

are "helpful responses." The main assumption in the present study and in the literature, in

general, is thæ empathic responding is the most helpful type of responding. However, the

literature also indicæes thæ empathy perceived by the client is the best predictor of outcome.
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It is possible that clients may at times perceive "unempathic" responses (e.g., reassurance,

problem-solving) as helpful or empathic. The investigation of what crisis line worken

themselves would call heþfui -- for example, if they were clients -- and also what callers

actually perceive as helpful would be useful a¡ea.s of future study.

Future resea¡ch should also evaluate the utility of pencil-and-paper measu¡es of

empafhy, such a.s the HRQ. The present study does indicate that the HRQ does differentiate

trained and untrained subjects on communicæive empathy. However, given that this is a

pencil-and-paper test, it suffers somewhat on external validity: Although one may assume that

subjects would respond the same in real-life situations, there is no way of knowing for sure.

Analogue or real-life studies would also be useful in this area- Furttrermore, the HRQ is a

relatively new measure and needs further research to establish its validþ. Although the scale

is similar to the Ca¡khuff EU, the scales may not be equivalent.

Implications for the Selection and Trainine of Crisis Line Workers

As indicafed above, the goals of this study were to explore and determine some of the

factors important in the selection and training of crisis line volunteers. First of all, it appears

thu crisis training is associated with an increase in communicative empathy. The effect of

training, although statistically significant, appea¡s to be weak. As indicated above, this small

effeú. may reflect the nature of crisis work and possibly the taining of competing behaviours.

Given that training does increase communicative empathy, it should be possible to increase

and maintain paraprofessionals' communicative empæhy - by emphasizing it more in training

and perhaps by having supplementary "booster sessions" or workshops.

The study also indicæed that volunteers vary widely in ærms of the skills and

experience they bring to the crisis lines and in their reasons for volunteering on the lines.

Older volunûeers, better educated volunteers, volunteers who have had previous counselling
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training experience, and volunteers who are working or studying in a healtty'counselling area

will likely be more empathic than volunteers who are younger, who do not have any previous

counselling training, and who are working or studying in other-than-helping fields. Based on

these differences, potential volunteers may require differential treafinent during training:

Younger and less experienced volunteers will likely require more training in communicative

empathy.

Furthermore, younger and less-experienced persons may volunteer for overþ altmistic

and sympathetic reasons. The present study indicated that overly altn¡istic and sympathetic

volunteers may be less honest in their reasons for volunæering (i.e., the association between

altn¡ism, empathic concem, and impression management and seH-deception) -- because they

want to be selected for the program or because they truly believe thæ they are more empathic.

One implication is that volunæer abilities need to be evaluated and not taken at face value:

Volunteen who claim to be empathic may not be empathic.

Given thæ people vary in their reasons for volunteering, it is important that agencies

meet the needs of prospeæive volunteers. Some volunteers may want practical experience

-- in order to further their ca¡eer; others may want to feel useful or helpful to others.

In summary, it was found that crisis line training was associaæd with higher levels

of HRQ communicative empathy. Ottrer important factors appearcd to be associaæd with

communicative empathy were age, years of education, having prior counselling Eaining, and

working or studying in a healtty'counselling field. Volunteering for overþ altmistic reasons,

impression management, and selfdeception appeared to be negatively associated with

communicæive empathy. Gender and dispositional measures of empathy did not appear to

be relæed to communicative empathy.
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Appendix A

Demographic Questionnaire

Before you answer the questionnaires, please tell us a little bit about yourself. All of this
information witl be kept confidential and will not be linked to your name. We will be

looking for general pattems across all participants in this study.

1. Are you male or female?
2. 'What is your age (in years)?

3. What is your ma¡ital status?
4. What is your ethnic background?
5. How many years of school have you compleæd (inctuding primary, secondary, and

post-secondary)?
6. What is your present occupation?
7. If you are a student, what is your field of study?
8. If you a¡e currently a Klinic crisis line volunteer, how many months have you been

working on the lines?
9. Have you had any other crisis line our counselling experience prior to working at

Klinic? What kind of experience? How long?
10. Any additional comments?
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Appendix B

Davis (1980) The Interpersonal Reactivity Index (IRI)

Instn¡ctions. The following statements inquire about your thoughts and feelings in a variety
of situations. For each item, indicæe how well it describes you by choosing the appropriaæ
letter on the scale at the top of the page: A, B, C, D, or E. When you have decided on your
answer, filt in the letter on the answer sheet next to the item number. READ EACH ITEM
CAREFULLY BEFORE RESPONDING. Answer as honestly as you can. Thank you.

ANSWER SCALE:

ABCDE
DOES NOT DESCRIBES
DESCRIBE ME VERY
ME TVELL WELL

ITEM

1. I daydream and fant¿size, with some regularity, about things that might happen to me.

2. I often have tender, concemed feelings for people less fortunate than me.

3. I sometimes find it difficult to see things from the "other guy's" point of view.

4. Sometimes I don't feel very sorry for other people when they are having problems.

5. I really get involved with the feelings of the cha¡acters in a novel.

6. In emergency situæions, I feel apprehensive and ilI-at-ease.

7. I am usually objective when I watch a movie or play, and I don't often get completely
caught up in it.

8. I try to look æ everybody's side of a disagreement before I make a decision.

9. 'When I see someone being taken advantage of, I feel kind of protective towa¡ds them.

10. I sometimes feel helpless when I am in the middle of a very emotional situæion.

11. I sometimes try to understand my friends better by imagining how things look from
their penpective.

L2. Becoming extremely involved in a good book or movie is somewhat ra¡e for me.

t3. When I see someone get hurt, I ænd to remain calm.
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L4. Other people's misfortunes do not usually disturb me a great deal.

15. If I am sure f'm right about something, I don't waste much time listening to other
people's arguments.

16. After seeing a play or movie, I have felt as though I were one of the cha¡acters.

L7. Being in tense emotional situations scares me.

18. When I see someone being tre¿ted unfairly, I sometimes don't feel very much pity for
them.

19. I am usually preffy effective in deating with emergencies.

20. I am often quite touched by things that I see happen.

2I. I believe thæ there are two sides to every question and try to look at them both.

22. I would describe myself as a pretty soft-hearted person.

23. 'When I watch a good movie, I can very easily put myseH in the place of a leading
cha¡acter.

24. I tend to lose control during emergencies.

25. When I'm upset at someone, I usually try to "put myself in their shoes" for a while.

26. 'When I am reading an inæresting story or novel, I imagine how f would feel if the
events in the story were happening to me.

27. When I see someone who badly needs help in an emergency, I go to pieces.

28. Before criticizing somebody, I try to imagine how ! would feel if I were in their
placæ,.
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Appendix C

Paulhus (1994) Balanced Inventory of Desirable Responding (Selecæd items)

Using the scale below as a guide, write a number beside each statement to indicate how tn¡e
it is.
Nottn¡e 0 I 2 3 4 Verytnre

S elf-Deceptive Enhancement

1. My first impressions of people usually tum out to be right.
2. It would be ha¡d for me to break any of my bad habits.*
6. When my emotions a¡e a¡oused, it biases my thinking.*
7. Once I've made up my mind, other people can seldom change my opinion.
L2. I sometimes lose out on things because I can't make up my mind soon enough.*

17. I am very confident of my judgements.

19. It's all right with me if some people happen to dislike me.

Impression Management

2I. I sometimes tell lies if I have to.*
22. I never cover up my mistakes.
26. I always obey laws, even if I'm unlikely to get caught.
35. I have done things that I don't tell other people about.*
37. I have taken sick-leave from work or school even though I wasn't really sick.*
39. I have some pretty awful habits.*
40. I don't gossip about other people's business.

Denial

41. I sometimes feel irritated when I don't get my own way.*
M. I have never felt joy over someone else's failu¡e.
47. There have been occasions when I took advantage of someone.*
51. Once in a while I think of things too bad to talk about.*
54. I can't think of anyone I hate deeply.
56. Few of the things I do a¡e simply for my own gain.

58. I never get jealous over the good fornrne of others.

(

Items followed by an * are reverse scored.
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Appendix D

Clary & Orenstein (1991) The Measure of Altn¡istic Motivæion (adapted for use at Ktinic)

The following is a list of possible rcasons for volunteering at Klinic. As honestly and

accurately as possible, please indicate your top five (5) reasons for volunteering (place a I
before the iæm that represents your major reason for volunæering, a2 br-forc the next most

important reason, and so on until your fifth most important reason).

personal growth
to acquire new skills, experience
*a chance to help others
to acquire information about ca¡eer possibilities
to use special talens that I have
*to express concem to people in need

to meet new people
to inc¡ease my self-confidence
to "repay" previous use of volunteer services

to enhance my self-image
academic intemship/experiential leaming
*a chance to give of myseH without expecting some sort of "pay-off'
to leam about some of the social services available in the province

self-understanding
*to provide a good experience for people in need

to help maintain a social service agency

to become more sensitive to others

to develop better human relations skills
*to help those less fortunate than I
to become a better ciüznn
to gain skilts which will be applicable to other situations

to have fun and do something constnrctive at the same time
to help build my resume'
other people (e.g., parents, spouse) want me to do volunteer work
my friend (or friends) is (a¡e) volunteering

*Scored as an altn¡istic reason.
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Appendix E

Miller, Hedrick, and Orlofsþ (1991) The Helpful Responses Questionnaire (FIR'Q)

Instnrctions
The following six paragraphs are things ttrat a person might say to you. For each

paragraph imagine that someone you know is talking to you and explaining a problem that
he or she is having. You want to help by saying the right thing. Think about each paragraph
as if you were really in the situation, with thæ person talking to you. In each case write the
next thinq thæ you would say if you wanted to be helpful. Write only one ot two sentences
for each si¡¡ation. Please print or write clearly.

1. A 4l-yea¡-old woman says to you: "Last night Joe got really dn¡nk and he came home
late and we had a big fight. He yelled at me and I yelled back and then he hit me really
ha¡d! He broke a window and the TV set, too! It was like he was crazy. I just don't lnow
what to do!"

Write here what you would say next.

2. A 36-year-old man tells you: "My neighbour is really a pain. He's always over here
bothering us or bonowing things ttrat he never retums. Sometimes he calls us late at night
after we've gone to bed and I really feel Iike ælling him to get lost."

Write here what you would say next.

3. A l5-yea¡-old girl tells you: "I'm really mixed up. A lot of my friends, they stay out real
læe and do things their parents don't know about. They always want me to come along and
I don't want them to think I'm weird or something, but I don't know what would happen if
I went along either."

Write here what you would say next.

4. A 35-year-old parent says: "My Maria is a good girl. She's never been in trouble, but
I worry about her. Iately she wants to stay out later and later and sometimes I don't know
where she is. She just had her ears pierced without asking me! A¡rd some of the friends she

brings home--well I've told her again and again to stay away from thæ kind. They're no
good for her, but she won't listen.

Write here what you would say next.
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5. A 43-year-old man says: "I really feel awful. Last night I got drunk again and f don't
even remember what I did. This moming I found out that the søeen of the television is
busted and I think I probably did it, but my wife isn't talking to me. I don't think I'm an
alcoholic, you know, because I can go for weeks without drinking. But this has got to
change.

'Write here what you would say next.

6. A 59-yea¡-old unemployed teacher tells you: "My l-ife just doesn't seem worth living any
more. I'm a lousy father. I can't get a job. Nothing good ever happens to me. Ever¡hing
I do tums rotten. Sometimes I wonder whether it's worth it."

Write here what you would say next.
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Appendix F

Gordon's (1970) "Ty¡lical Twelve" Responses

1. Orderine. Directine. Commandine. Telling the person to do something, grving her an order

or a command.
"I don't care what other people do, you have to do this."
"Don't talk like that."
"Now you go back up there and try it again."
"Stop complaining."

2. Wamine. Admonishine. Threatenine. Telling the penon what consequences will occur if
he does something.

"If you do that, you'll be sorry."
"One more statement like that and you'll leave the room."
"You'd better not do that if you lnow what's good for you."

3. Exhortine, Moralizine. Preachine. Telling the person what she should or ought to do.

"You shouldn't act üke that."
"You ought to do this...."
"You must always respect your elders."

4. Advisins. Givine Solutions or Sueeestions. Telling the person how to solve a problem,

grvitrg him advice or suggestions; providing answers or solutions for him.

"Why don't you ask both of them to come here?"
"I suggest you talk to him about that."
"Go and make friends with some other people."

5. Iæcturins. Teachins. Givine Loqical Arzuments. Trying to influence the person with facts,

counter-arguments, logtc, information, or your own opinions.

"College can be the most wonderful experience you'll ever have."

"Children must leam how to get along with one another."
"When I was your age,Ihad twice as much work to do."
"I-€t's look at the facæ about college graduates."

6. Judeins. Criticizine. Disasreeins. Blamine. Making a negative judgement or evaluation

of the person.
"You're not thinking clearlY."

"That's an immature point of view."
"You're very wrong about that."
"I couldn't disagree with you more."

7. Praisine. Aqreeine. Offering a positive evaluation or judgement, agleeing.

"'Well, I think you're pretty."
"You have the ability to do well."
"I think you're right."
"l agree with you."
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8. Name-Calline. Ridiculine. Shamine. Making the person feel foolish, putting her into a

catþEory, shaming her.
"You're a spoiled brat."
"Look here, Mr. Smarty."
"You'r€ acting like a wild animal."
"Okay, little baby."

9. Intemretine. Analvzine. Diasnosine. Telting the person what his motives are or analyzing

*try ttais doing or saying something; communicating that you have him figured out or have

him diagnosed.
"You're just jealous of him."
"You't€ saying thæ to bug me."
"You really don't believe that at all."
"You feel that way because you're not doing well at school."

10. Reassurins. Svmpathizine. Consolins. Supoortine. Trying to make the person feel better,

tatting her out of her feelings, trying to make her feelings go away, denying the strength of
her feelings.

"You'll feel different tomorrow."
"All people go through this sometime."
"Don't worry, things will work out."
"You could be an excellent student, with your potential."

"I used to think that too."
"You usually do pretty well in that kind of thing."

11. Probine. Ouestionine, Interogæine. Trying to find reasons, motives, causes; searching

for more information to help you solve the problem.

"When did you start feeling this way?"
"'Why do you suppose you hate school?"

"Do tfte kids ever tell you why they don't want to play with you?"

"'Who put that idea into your head?"

"'What will you do if you don't go to college?"

12. Withdrawins. Disnactine. Humourins, Divertine. Trying to get the person away from the

ptoUtetn; tuithdrawing from the problem yourself; distracting the person, kidding him out of
it, pushing the problem aside.

"Just forget about it."
"I-€t's not talk about it at the table."
"Come on - let's talk about something more pleasant."

"How's it going with your basketball?"
"Why don't you try buming the school building down?"

"'We've been through all this before."



CommunicativeEmpathy L52

Gordon's (1970) "Simple Door-Openers"

One of the most effective and constn¡ctive ways of responding to people's feeling-messages
or problem messages is the "door-opener" or "invitation to say more." These responses do
not communicat€ any of the heþr's own ideas or judgments or feelings; they invite the
helpee to sha¡e his own ideas, judgments, or feelings. They open the door for him, they
invite him to talk. The simplest of these a¡e such noncommittal responses as:

ttf 
see.tt

ttoh.tt

"Mm hmmmm."
"Ho'dv about that."
"Interesting."

"Really."
"You don't say."
"No fooling."
"You did, huh."
"Is that so!"

Others a¡e somewhat more explicit in conveying an invitation to talk or say more, such as:

"Tell me about it."
"l'd liks to hea¡ mo¡e about it."
"Tell me more."
"I'd be interesæd in your point of view."
"Would you like to talk about it?"
"I-€t's discuss it."
"I-€t's hea¡ what you have to say."
"Tell me the whole story."
"Shoot, I'm listening."
"Sounds like you've got something to say about this."
"This se€rns like something important to vou..

These door-openers or invitations to talk can be pot€nt facilitators of another person's
communication. They encourage people to start or continue talking. They also "keep the ball
with him." They don't have the effect of your grabbing the ball away from him, as do
messages of your own, such as asking questions, gtuing advice, teaching, moralizing, and so
on. These door-openen keep your own feelings and thoughts out of the communication
process. lAdapted from Gordon,1970, pp. 4144,4749.1
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Appendix G

Examples of the I{RQ Rating Scale and Responses

A 35'year-old married man says: "I'm getting really tired of the whole thing. X love
her, but itts just not working. ['m always doing something rrrong. No matter what I
do, she is never satisfied."

Level L Responses

"r think you should sit down and talk to her about how you are feering."

"All relationships go through rough periods.... Things wiJI get better in time."

"Have you tried talking to her about how you feel?"

"What do you mean when you say you're 'always doing something wrong'? What
kinds of things do you do?"

"Have you guys thought about taking a holiday together - or doing something fun
together?"

"Have you and your wife conside¡ed seeing a marriage counsellor?',

"Sounds like your wife is being a real nag!"

"ft's often pretty ha¡d to make a relationship work."

"All relationships go through rough periods. You should try talking to your wife and
telling her about how you feel. I'm sure that things will get better."

"It sounds like it's time to end the relationship."

"Sounds like you're feeling really sorry for yourself. There are people who a¡e in
much worse relationships than yours."

"Are there any positive things about your relæionship with your wife? Are there
times when things are good between the two of you?"

"You sound like a really caring individual. I don't lnow why your wife can't see
that."

"It sounds like you and your wife a¡e having a communication problem."
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2 Responses

"That sounds pretty frustrating and difñcult. But I'm sure things'll work out."

ttMmmm hmmm."

"Sounds like you'd like to talk about this. I'm lisÛening."

"Sounds like you feel really tom up about this. You're sick and tired of trying to

make the relationship work. But you love your wife and you don't want to lose her.

What do you think would happen if you told her how you were feeling?"

"Sounds like you blame yourself for some of the problems in the marriage: It's like
you can't do anyttring right - you're always doing something wrong. It's like you're

beating your head against a wall. But you shouldn't blame yourself."

"You're tired of trying to make the relationship work.... All relæionships go through

rough perids.... Things will get better in time."

"Sounds like you're really angry with your wife. You're doing all of this work -

trying to make the relationship work - but she's never satisfied.... I don't blame you

for feeling fn¡strated. Your wife is being a real nag!"

"'When I hear you say that - 'I'm ti¡ed of the whole thing' and 'it's not working' - it
sounds like you're thinking thæ maybe the marriage is in touble - that maybe you

guys are going to get divorced.... It sounds like you're blaming yourself, too. 'I can't

áo anything right.' 'No matter what I do, she's never satisfi.ed.' It's really hard to

feel ttræ wãy. But you really shouldn't blame yourself. A relæionship is made up

of nvo people. Your wife is also to blame."

"You sound pretty down about the whole thing ... and tired. Have you nied to talk

to your wife about how you feel? Have you talked about seeing a marriage

counsellor?"

"sounds like you feel your marriage is in trouble. You love your wife but you're

getting tired of the whole thing - of trying to make things work, doing things wrong,

yout *if" being unhappy. Have you thought about talking to someone about this -

iite u marriage counsellor? Do you think your wife would go for that?"

"Sounds like you feel pretty down about how your ma:riage is going. 'Whæ about

your wife? Do you think she feels the same way?"

"Sounds like you're pretty worried and fn¡strated about the whole thing. It kind of
feels like the marriage is in reatly big Eoubte. Whæ are you going to do about it?"
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tr evel 3 Responses

"Hmmmm. You love your wife ... but you are also getting tired of trying to make the

relæionship work. Tell me more."

"You're really tired of the whole thing."

"You'te ti¡ed of trying to make the relationship work."

"I'm listening. I hear you say how you are doing all of these things ... but nothing

se€ms to work ... nothing se€ms to make your wife happy."

"You're really tired of the whole thing ... tired of doing things, tired of your wife not

being happy...."

"You love your wife ... but you're really tired of the whole thing - tired of doing

things, tired of your wife not being happy...."

"No matter what you try to do to make the relationship work, nothing seerns to work -

nothing seerns to make your wife happy. Iæt's talk about this some more if you'd
like."

"No matter what you do ... nothing seems to work."

"Sounds like your marriage is important to you."

"No matter what you do, your wife just isn't satisfied."

"It feels like the marriage is not working."

"Sounds like things have been difñcult for you and your wife in your relationship.

Would you like to talk about it?"

Level 4 Responses

"That sounds pretty frustrating.'

"You're feeling kind of helpless about the whole thing."

"It's fnrstrating when it feels like you can't do anything right."

"sounds like your wife blames you for a lot of the problems in your ma:riage."

"You just can't see q solutions how to make this relationship work."

"It sounds like your marriage is in trouble."
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"Sounds like you're thinking of a divorce or a separation."

"Sounds like you think the marriage might be in trouble. I'm here if you want to telk
about it."

"You're really tired of the whole thing ... tired of doing things, tired of your wife not
being happy.... Sounds like your thinking that maybe the marriage is over...."

"You're really tired of the whole thing ... tired of doing things, tired of your wife not
being happy.... Sounds like you're almost ready to give up on the marriage."

"You love your wife, but you're getting tired of trying to make your relæionship
work.... It sounds like you're thinking that maybe you guys will get divorced ... or
that maybe you need some help - like a maniage counsellor or something. Does that
sound right?

"Hmmmm. Sounds like things have been getting rough between the two of you ...
and you're wondering if the relæionship will survive or if maybe the two of you will
split up."

"When I hea¡ you say that - 'I'm ti¡ed of the whole thing' a¡rd 'it's not working' - it
sounds like you're thinking thæ maybe the marriage is in Íouble - thæ maybe you
guys are going to get divorced."

"You're feeling prctty frustrated right now, aren't you?"

"Ale you thinking thæ you guys might get a divorce?" tNote. This is an "empathic
question" as it goes beyond the content of the client's message.l

Level 5 Responses

"No maffer what you try to do to make the relationship work, nothing seems to work -
nothing seems to make your wife happy. That sounds pretty frustrating."

"It kind of feels liks ysr¡'vs been banging your head against a wall in order to make
this relationship work. It's really frustrating and it really hurts."

"You're feeling really frushated...."

"You just can't see any solutions how to make this relæionship work."

"It sounds to me like you are feeling a lot of pressure to make this relæionship work."

"You're feeling really tired of trying to make this relationship work ... tired and
frustræed ... and you're afraid that maybe it's going to end."
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"Hmmmmm. Sounds like you feel really tom up about this. You're sick and tired

of trying to make the relæionship work. But you love your wife and you don't want

to lose her."

"Boy, this is tough. You're pretty worried and frustraæd about the whole thing. It
kind of feels like the marriage is in really big trouble."

"It kind of sounds like you blame younelf for some of the problems in the nuniage:
It's like you can't do anything right - you'te always doing something wrong. It's üke

you're beating your head against ¿ qrall."

"You'fe really angry with your wife. You're doing all of this work - trying to make

the relationship work - but she's never sæisfied. It's like, 'What's wrong with her?
'Why can't she see how ha¡d I'm tying?'.... It's really fnrstrating."

"sounds like you've been trying really ha¡d to make this relationship work - so hard

that it feels like you've been banging your head against a wall. It's really hard work
... and you're not sure if it's worth it."

"You'r€ feeling really fn¡strated.... You just can't see.ry. solutions how to make this

relæionship work."
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Appendix H

Questionn aire Instn¡ctions

Dea¡ Klinic Volunteer:

The University of Manitoba and Klinic Community Health Centre are conducting a joint
research project in order to investigate some of the factors a.ssociaæd with therapeutic

communicæion and the training of volunteer counsellors on crisis lines. TVe would very much

appreciate your participation in this study. It is only through the continued interest and

participation of people like you that we can continue to increase our knowledge of effective

crisis line counselling.

If you are willing to assist us with this research, please complete the enclosed questionnaire

package and retum it to us as soon as possible. Your participæion is entirely voluntary and

you may refuse to answer any of the questions posed to you. The questionnaire package

takes about 45 minutes to complete. Please complete the questionnaires on your own. You

can retum the questionnaire package to us by dropping it off in the CRISIS PROGRAM
SURVEY mail-slot next to the Klinic staff mailboxes oÍ by mailing it to us in the enclosed

stamped, addressed envelope.

Please do not put your name of any of the questionnaires. All resea¡ch materials will be kept

stictly confidential. Only the resea¡chers will have access to the dæa Klinic staff will not

have access to any individual's answers. We are not concemed with the answers of any one

person but with the answers of atl the people who participate in this research as a group. We

will provide Klinic staff and all volunteers with a summary of the research results at the end

of the study.

We hope that the results yielded by our study will enrich ou¡ understanding of the

development and training of therapeutic communication in crisis line workers. Such

understanding can assist us to better support crisis line workers in their development and

improve the services offered by crisis lines. If you have any questions about the study, please

feel free to call Andy Lubusko at 474-9338 during regular business hours.

Sincerely,

Tim Watl
Cfisis Coqdntam
Klinic

Andy Lubusko
Research Investigator
Department of Psychology

David Martin
Professor
Department of Psychology
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Appendix I

Follow-up letter to Subjects

Dea¡ Klinic Volunteer:

The purpose of this letter is to make sure thæ you have received a questionnaire package and

to remind you to complete and retum it to us if you have. If you have not received a

questionnaire package, please pick one up from the box marked "CRISIS PROGRAM
SLIRVEY (BLANK QTIESTIONNAIRES) next to the Klinic staff mailboxes. We appre*íate

the time and effort it takes to fill out the questionnaire package. If you are having any

diffrculty understanding or completing any of the questionnaires, please give Andy Lubusko

a call at 47+9338 during normal business hours. If you have al¡eady compleæd and returned

a questionnaire package, please disregard this letter. Thank you again for helping us with this

important study.

Sincerely,

Andy Lubusko
Resea¡ch Investigator
Department of Psychology

David Ma¡tin
Professor
Department of Psychology

Tim Wall
Clisis Coqdin*m
Klinic


