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Abstract

Attribution theorists have begun to explore the
relationship between causal attributions and ascriptions of
maladjustment. The attributiornal appfoach assumes that one
will react differently to behavior (e.g., anxiety) psrceived
as caused by personal factors (€¢Ga., personality traits)
than to behavior perceived as caused by situational factors
(¢.9., marital stress). The present study explored the
importance of +three social factors on observers' attribu-
tions regarding the cause of a client's problens, their
perceptions of maladjustment, and their tendency to socially

reject +the client,

It was assumed that in the absence of precise beﬁa-
vicral information and well-defined rules as to the
interpretation of: such behavior, observers would rely
heavily on non-behavioral cues,  Two sources of such
information in the instance of psychological halp seeking
are the professional label of the help source (psychiatrist
versus social worker) and the +treatment decision by this
"expert" (psychotherapy, counseling, no decision, Or no
treatmert). A +third factor in the present study was the
influence of attributors' degree of help seecking similarity

on subsequent attributions, That is, oObservers were divided

)
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*0 those who had seriously considered secsking help

e
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themselves versus those who had not,

All subjects (undergraduate students) listened to a
five minuts audiotape of a simulated initial <clinical
interview, In addition to the measures of causal attribu-
tion, psrcsived maladjustment, and social rejection,
measures as to the extent of role identification (i.s2., with
client or interviewer), problem identification, and

perceived interview typicalness (i.e., repressntativeness of

clinical interviews in gensral) were taken.

The social factors of professional label of help source

()]

and help seeking similarity or dissimilarity did not have
any sigrnificant eff=sct on observers' causal attributions,
perceptions of maladjustment, and social rejsction of the
client, As expected, <the decision by an expert, as to
whether or not the client raquires <treatment, was an
‘important communicater of maladjustment information (i.e.,
with "ro treatment required" resulting 1in the least

grceived maladjustment).
P J

Surprisingly, percepticns of maladjustment and social
rejecticn were not found to involve an atiributional
componant, Th= abszsnca study of a causal attribu-
tion/parceived maladjustment relationship in ths current
study was discussed in terms of the use of structursed versus -
unstructured measures and professional versus non-profes-

sional populations. The expected positive correlation
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between perceived maladjustment and social rejaction was

obsarved, but this was also surprisingly low,.

ng similar subjects were found to identify to
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a grea Xtent both with ths clisnt and the naturs of the

[

Shat
problem, Discriminant aralysis Suggested, however, that +he
underlying relationship was one of help seeking similar
Observers' being more interested 4in, or focusing attention
on, the «client rathsr than *heir being necessarily more

(attributionally) =smpathic as was expected,
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In addition to the traditional etiological factors
associated witk mental illness, classifiable either as
medical (e.g., genetics ard biochemical factors) or as
psychological (e.g., psychodynamics and conditioning), many
clinical practitioners and researchers bhave <considsred
subjective, phenomenological ptocesses (Bandura, 1977; Beck,
1976; Ellis, 1973; Kelly, 1955; Meichenbaum, 1977; Storms &
McCaul, 1976; Valins & Nisbe:izt, 1972) or social factors
(Edgerton, 1969; Goffman, 1961; Sarbin and Marcuso, 1970;
Scheff, 1975) to bs at 1least =2qually contributory. This
perspective considers cognitive - interpretive processes,
both within the potential "patient" (i.e., the actor) and on
the part of potential labelers (i.e., observers), to be
critical aspects of the complex interpersonal '"nsgotiation®
(Edgerzon, 1969) that precedes any perception of.mental

illness,

Within this context, one would 2xpect that attributions

made by obszrvers (e.g., by professionals, family, co-work-

[1)]

rs, etc.) 2as to the cause of an actor's deviant or problen
behavior will play an important .mediating role in dstermin-
ing the perception of maladjustment or mental illness., For

example, viewing a particular problem behavior (e.g.,




sadness, tension) as due to one of several potential causes
such as biological predisposition, personality, attitudes,
family events, or job pressures, alters the perception of
“hat problem bshavior in <t=srms of its significance,

typicalness, and severity. Furthermore, in making causal

fn
ot
ot
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ct

tr ions and ascripticns of maladjustment, observers

=
...lc

kely rely on various behavioral cues (e.g., consistency of

1
b

th= beh

(Y]

<

vior; Kelly, 1972) and social cues (e.g., the
reactions and judgments of other observers). When an
intimate knowledge of all aspects of <the beshavior is
lacking, as is often the case, social cuss will 1likely play

a dominant role in making such ascriptions.

The major focug cf the pressnt 1investigation concerans
+he interr=lationships among causal attributions, perceivéd
maladjustment, other related obssrver —resactions (e.d.,
social rejection of <the "problem" person) and some of the
social cues 2mployed by observers 1n arriving at these
perceptions, Thus +he following sections will iznclude a
brief review of att;ibution theory; a discussion of the
rzlationships among causal attributions, . perceived malad-
justment, and social rejection; and a review of studies
exploring behavioral and social cues affecting these

judgments,
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heory : _An _Overview

Attributicn thecry is a cognitive theory or collection
of theories of the percepticn of causation., More precisely,
it is the study cf the rules employed by the averags person
in making causal judgments concerning his own or another

person's behavior. The significance of any behavioral event:

is d=terminzd, at lsast in part, by the perceived causes of
that event, Thus, attribution thsory is not concerned with
determining the "scientific," objective cause-effect

structure of everts, but is concerned with the determinants

and consequsnces of individuals' "common sense" perception

of causal forces. Philosophically, attribution theory visws
« « o the actor as & constructive thinker
searching for causes of evants c5nfronting him and

acting wupon his imperfect knowledge of causal

(=

structures in the ways he considers appropriate,

(Jores, Kanouse, Ksllesy, Nisbst:, Valins & Wainsr,

The task of formal attributicn thsory is to systematize
thess rnaivs, common sanse, unformalized “theories" of
causations.

An important aspect
cf this systematization has been to identify the nmajor

dimensions on which causal attributions Vary.

b4
oF
'—-‘l

S not
recessary for the attributor to bz acutely aware of the

dimensions alorg which his causal judgments vary, for these
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dimensions ars often implicit. Nevertheless, these
dimensions ars viewed by a+tribution thsorists as exer*ing
an influence on the accompaning reactions to a given
behavioral =esvent, However, ths basic at*ributioral
distinction between causss residing within the person and
causes external to the person, and thus an aspact of the
environment or situation (Heider, 1958) , repressants a
distinction people ofteﬁ explicitly and . consciously
considar, The vast majority of attributicnal research has
centered around this person-situation or internal-2xternal

dimension.

Several other attributional distinctions or dimensions
have been suggest2d by researchers, Theses include (a) the

d

.J-

stinction between attributions to stable and enduring
causal factors and attributions to variable and fluctuating
causal factors (Weiner, Frieze, Kukla, Reed, Rest, &
Rosenbaum, 1972); (b) +the distinction bestween stimulus and
circumstancs attributions, reprsseating seéarable causal
aspects of the situation (Nisbstt & Valins, 1972); (c) the
dimension of intsntionality, or more precisely the perceived
controllability or uncontrollability of the attributed cause
(1. Snydesr, 1976; Weiner, Russell, & Larman, 1978); (d) =he
dimension of global versus specific causal forces, suggestsd
as important fbr an attributional model of learned helpless-
rsss (Abramson, Seligman, & Teasdale, 1978); and, (=) the

distinction between causes and rsazsons (Buss, 19738).
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The applications of attribution theory have been exceedingly
numerous and varied, covering a range from achievament
(Weiner et al., 1972) +to helping behavior (Ickes & Kidd,
1976) . | Excellent collections of this 1literature can be

found in Harvey, Ickes, & Kidd (1976, 1978).

Numerous researchers have also applied attribution
thsory *to various stages in +he cause of emotionally
disturbed behavior and +herapesutic interventions. The
personal or situational causal ascription given by the actor
for his own clinically relevant behavior (i.e., any behavior
for which a mental illness label or percsption of maladjust-
msnt céuldvpotentially occur) is likely to be a determinant
of (a) +the initial self-parception of the behavior as being
abnormal (Vzlins & Nisbett, 1972); (b) the exacerbation and
continuance of the "undesirable" behavior (Storms & McCaul,
1976); (c) the decision to seesk trea*ment and +hs indivi-
dual's attitudes and behavior during treatment (Johnson,
Foss & Mastrina, 1977; Kopel & Arkowitz, 1975; Mosar, 1975;
Skilbeck, 1975; strong, 1970, 1976; Valins & Nisbatt, 1972),
and (4) the post-treatment stability of therapsutic gains

{Davison, Tsujimoto, & Glaros, 1973; Winst+t, 1970),

Similarly, the causal attributions for an individual's
clinically relevant behavior made by significant observers

-

such as family members, friends, co-workers, and mental
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health prdfessiogals should also be critical at 2ach of
these stages, Different causal attributions are likely to
lead to differential community tolerance for tha behavior,
and to dstermine to a large extent professionals! percep-
tions of the severity of the disorder (C. R. Snyder, 1977)

and treatment decisions (Batson, 1975).

A particular critical moment in +he course of a mental
illness is thé acterts (i.=,., potential client or patient)
first contact with the mental health systenm. The causal
attributions mads by a mental health professional at this
point, ard conveyed direczly or indirectly (i.e., via
diagnostic labels, treatmsnt dzcisions, level of concern,
atc,.) to the actor and other observers (€«d., other
professionals, family, =tc.), and are likely to have far
reaching consequences, This critical, initial at=ributional
dsfinition of +the problem may +*ake place during a routine
intake or admission interview, or in the context of a crisis
intervertion (Skilbeck, 1975) . Both the actor and other
significant observers can be viewéd as highly suggestible at
this point (Scheff, 1975), with +the “logical" causal
at*tributions and resulting labels and decisions (Wsiner,
1975) made by an "sxpert" leading to potantially dastructive
(Goffman, 1961; Rosenhan, 1973) or beneficial (Johnson et

~al., 1977; skilbeck, 1975) conssquences.




Bsrceptions of observers

As discussed previously,

attribution theary views people as making a distinction
(implicitly or explicitly) between behaviors Vhich are
caused by personal versus situational factors (Heider,
1958) . It has been contended (e.g., by Snyier, 1977) <that
such an attributional distinction is an important component
of the perception of a behavior as representing maladjust-
ment or emotional disturbance. A brief review of <the
"common sense" <rules employed by observers in making this
attributional distinction elucidates the "cbvious" na+ture of
this relationship, A situational attribution gsanerally
occurs when the behavior is seen as common, typical, ard
in-role (Heider, 1958; Jones § Davis, 1965; Kelley, 1972).
In other words, a situational at+tribution implies that éhe
behavior i1s seen as a "normal" consequence of the situation,
‘at least in the sense of being a frequent behavior found in
such situations, Conversely, an attribution to personal
factors usually reflects the perception of that behavior as
nonaverage or idiosyncratic (Heider, 1958), out-¢cf-role
(Jonss & Davis, 1965), or distinctive to that person
(K=2lley, 1972). In other words, a personal attribution
involves the perception of the behavior as unusual or
abnormal, Thus, one would expect that causal attributions
for a problem behavior (e.g9., tension) to personal factors
(¢.4., internél conflicts) would result in a greater

ascription of maladjustment than an attribution of the same
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behavior <to situational factors (¢e.9., marital stress),
implying that a greater responsibility for the problen is

being assigned to the person himself.

Empirical studies have tended to confirm this intuitive
relationship between causal attributions and perceived
maladjustment, Sayder (1977), inva're-analysis cf a study
by Langsr and Abelson (1974), found a very strong positive
correlation (r=.64) batween professional clinicians' causal
attribution of a target ©person's difficulties to personal
factors and their perceptior of maladjustment. Similarly,
two studies employing a rnon-professional population have
fourd that case descriptions implying personal factors as

th

)]

cause of the problem behavior lad to greater ascriptions

of psychological disturbance and mental illness than similar

case descriptions containing attributions to situational

factors (Calhourn, Pierce, Walters, & Dawes, 1974; calhoun,
Szlby, & Wroten, 1977). Shenkel, Snyder, Batson, & Clark
(1979 found thaf persoral attributions contained within a
clinical report led clinical trainees to rate the problenm as
more severe than did situational attributions. A study by
Batson (1975) supported this relationship from the reverse
perspective, This study found that the presence of a mental
illness label led professional and ron-professional
Cbservers to make a significantly greater number of personal

attributions.,
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Given the potential importance of attributional
processes in the perception of maladjustment,. several
researchers have investigated some of the possible beha-
vioral and social cues employed by observers for causal
attributions of problem behavior., Studies of this typs have
employed a fairly consistent methodology. Generally
subjects are given a brief description of the person and the
problem behavior, and are occasionally provided with a short
audiotape of a clinical interview with +the person (such
interview tapes are created by role players, kept constant
across conditions, and are included to increase the sense of
one's making attributions about an actual person, €eJey
Snyder, ”Sheikei, & Schmidt, 1976). The case description
ccntains sevaral manipulations of the person's characteris-
tics and behavior depending on +*he hypothesis being tasted.
These studies have found that attributions to personal
factors increase as a function of increases in behavioral
inappropriateness {(Calhoun et al., 1977), problem severity
{Calhoun, Johnson, & Boardman, 1975; Johnson, Calhoun &
Boardmar, 1975), problem atypicalness (M. L. Calhoun, 1975;
Calhoun et al., 1975; Johnson =t al., 1975), consistency of
ptoblem occurrence (Calhour et al., 1975; Johnson et al.,
1975), znd history of previous psychiatric treatmant (Snyder

et al., 1976) .
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Two observaticons might be made about this set of
findings, First, the behavioral cues (atypicalness,
consistency, and inappropriateness) employed in problem
behavior attributions ars consistent with the previously
discussed "common sense' rules employed for non-problenm
behavior (Heider, 1958; Jones & Davis, 1965; Kelley, 1972).
Second, the social cues (problem severity, history of
previous psychiatric treatment) are consistent with and
supportive of the previously discussed converse of the
attribution-perceived maladjustment relationship, That is,
these variables are likely contained within an underlying
severity of maladjustment factor, with greater maladjustment

resulting in greater personal attributions.

The Snydsr et al, (1976) study alsc indicated that
causal attributions for a patient's problem could be altsrsd
by the perceptual set given to observers; Subjects asked to
listen to a five minute taped clinical intsrview from +he
counselor's position (i,e., "as if you actually were the
counselor") were found to ascribe more causality for the
problem behavior to personal factors than subjects asked to
take +the «client's perspective, This finding parallels
similar <research in other areas whizh has found +tha*
attributions can be altered by physically r=orienting +*he
subject's point of view through the use -of videotape

\Storms, 1973).,
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Complementing the above attributional research is a
parallel set of studies, employing similar methodologiss,
investigating social cues employ2d by observers in the
perception of maladjustment, Variables found to influence
the ascripticn of mental illness or greater maladjustment
(the dependent measure employed varies from study *o study)
include the presence of a mental 3illness label (DiNardo,
1975; Paqhin & Jackson, 1977y, an appropriately high
interest shown by a clinician durirg an interview (Yaffe &
Yancuso, 1977), and being described as a patient (Langer &
Abelson, 1974), female (Broverman, Broverman, Clarkson,
kosenkrantz, & Vogel, 1970; LaTorre, 1975), lower social
class (DiNardo, 1975), or physically unattrécti;e (anes,

Hansson, & Phillips, 1978).

Researchers have also investigatad an importart
potential consequence of perceived maladjustment, namely

1 rejection. The stigmatization and social rejection
that result from a perception of maladjustment or mental
illness has beern well documen:tszd {Brady, 1976, Cumming &
Cumming, 1957; Nunnally, 196i; Phillips, 1963, 1964: Sarbin
& Mancuso, 1970; Yamamoto & Dizney, 1967). In»addition
Phillips (1963, 1964) has consistently found tha+t "individu-
als described as exhibiting identical behavior are increas-
ingly rejscted as they are described as seeking no help,
consulting a clergyman, a physician, a psychiatrist, or a

mental hospital" (1964, p. 674). Males also tend to be more
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severly rajectad than females for the same behavior
(Phillips, 1964) . However, in both of these studies
comparatively gresater social rejection occurred as a result
of the degree of behavioral social dsviancy than as a result
of where help was sought,. Research attempting to demons-
trate a relationship between the presence of a mental
illness label has found similar results. That is, social
rejection has consistantly been found +to be more a functiodn
of beshavioral inappropriatensss or impairment +%han +the
presence of a mental illness label (Kirk, 1974, 1976;
Lehmann, Joy, Kreisman, & Simmons, 1976; Schwartz, Myers, &
Astrachan, i97u). However, by employing a less axtreme and
less stersotypic description of deviant behavior, Loman and
Larkin (1976) were able to reverse this tendency, finding a
larger effect size for the mental illness label than for the

deviancy of the behavior.

Two studies by Calhoun et al. (1974, 1977) have looked

at the «relationship between causal attributions and social

rejection. In both studies attribution to personal factors
led to gresater social rejection than an attribution to
situwational factors, Social rejection was also found to
correlate positively with measurss of ©perceived mental

illress (.47 arnd ,36) and psychological disorder {(.28).
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Present sStudy : Overvisw and Development of Hypotheses

The present study attempted to extend the literature
reviewad above by investigating the influence of thres
potentially important social determinants of causal
attributions, perceived maladjustment, and social rejection.,
Specifically, the social factors investigated wers (1) the
treatment d=cision, (2) the professional 1label of the
helper, and (3) the similatity or dissimilarity of the
observer to the target person for helé seeking behavior.
Thres additional dependent measures wers also iacluded in
the study (d=gree of role identification with the client or
mental health professiocnal, degree of identification with
the clisnt's problenms, andlthe perception of the interviesw
as typical of intervisws in generél).7

Treatment decision, An obvious source of observers!

causal attributions and psrception of maladjustment are the
judgments made by an "attributional expert".such as a mental
health profsssional. One way in which mental health
pfofessionals convey attribution and maladjusment informa-
tion to other observers is through the previously discussed
diagnostic label. However, often such labels are either
omitted or not made public. In such instances important
attributional information may be conveyed by the treatment
decisions that are nade. For instance, an "intaks"
interviewer's decision to recommend further treatment likely

conveys a Jjudgment of greater personal causation and
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malad justment tharn a decision that "no treatment is

r

[1}]

gquired." That is, continued treatment (¢.9., counseling)
rot only implies that a problem exists, it likely conveys
the notion that the problem is within the person sincse this

is the usually assumed focus of psychological trea*ment.

A further, more subtle social cue may be conveyed by
the choice of a treatmen+t label. The terms "psychotherapy"
and "counseling" are often used synonymously in the sense of
referring tc the same activity. However, the ternm

herapy" appears +*o convey a stronger sense of
severity and in-depth person focusing than does "counsel-
ing." Given these considerations, one would  expact that
"psychotherapy" would lead +o greater perscnal attributions,
percsived mnaladjustment, and social rejection than
"counseling.," Unsystematic observation by the author would
indicate that «clients often prefer the latter term to the
former, or a%t least appear to be more comfortable with it.
Such a self-esteem enhancing préference would be consistent

with the above formulations,

A possible control for the above treatmen* decisions
would be a *"no dscision concerning treatment" condition.
Clinicians occasionally terminate an initial session with
ambiguous or non-decisiomns, One would expect the informa-
tion concerning causal attributioas and maladjustment
conveyed by "ro decision" to be intermediate be:=ween +he

"treatment" and "no treatment" conditiorns.,
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Professional label of helper. As was indicated by the
praviously discussed Phillip's studiss (1963, 1964),
attributional ianformation appears to be gleaned by observers
from the source of help (i.e., psychiatrist, clergyman,
€tC.) s In these two studies sources of help associated with
greater maladjustment led *o greaier soéial rejection, The
inclusion of a similar variable in the Present study was
intended to serve as a replication of these studies, and

extend the understanding of the help source eoffact by

including the attributional and malad justment measures.

In the Phillips' study, the sources of help varied
along several dimensions, among them being mental health
professional (e.gq., psychiatrist) versus non-mental health
professional (eed., clergyman, physician) ; profes-
sional(s.g9., psychiatrist, etc.) varsus institution (e.q.,
mental hospital), The two sources of help included in the
present study, psychiatrist and social worker, wera chosen
since they vary, as much as possible, along a single
dimension, That is, they both are easily recognizable
professional groups associated with nmental health issues,
but vary considerably in their perceived association with
the treatment of serious mental health problems. Previous
research (Sexton, Nots 1) has shown +that psychiatry is
clsarly sesn as the professional group most associated with
the +treatment of severes disorders (é.g., two female samples
dave psychiatry ar average =rank order of 2.1 and 1.9

respectively in comparison with five other professional
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groups) . Social Work, on the other hand, is consistently
se2n as comparatively wunassociated with the treatment of
severe disorders (average rank orders of 4.1 and 4.3 in the

same samples).

The rationale for the hypothesis concerning the
manipﬁlation of the profassional label of the hsalp source
ovarlaps with the rationalevfor treatment decisions, Since
a psychiatrist is commonly associaﬁed with the treatment of
‘severe forms of pathology, sesking help ffom a psychiatrist
should itself be & social cue employesd by observers in
aScribing higher levels of mnaladjustmernt,. Social workers,
being comparatively quite unassociated with severs pathology
(¢+9., less associated with severe pathology than all other
professions except nurses in the above study), should be a
cue for ascriptions of less maladjustment even 3in the case
cf the same problem behavior. Attributionally, it would
also appear reasonable to expect that the label "psychia~
trist" is associated with a focusing on personal factors,
i.2., on person-based problenms, Conversely, social workers
may be viewed as having a relatively more situational
professional focus, i.e., dealing mostly with problen
situations.

Help_ _seeking _similariiy Several studies ia +the

gereral attribution theory (Banks, 1976; Goethals, 1976;
Singer, 1974) and maladjustment perception 1literatures

(Bennett, 1973; Peters, 1975) have looked at the influence
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of observer to target person similarity-dissimilarity,
Typical d=finitions of similarity employed by these studiess
include attitude similarity, similar eiperiences and social
prefer=snces, arnd similarity on task performance. Bennett
(1973) found that dissimilar task performance —resulted in
greater perceived mental illness, Petsrs (1975), on the
other hand, fournd that the variability in social rejection

responsss towards ex-mental patients was increased when

e

atients were perceived as having dissimilar rather +than

n

e
™
[

imilar attitudes, Reflecting the ©potential importance of
percesived similarity as a social determinant of ¢linical
phenomena, additiornal research has shown that psychothera-
pPists who are treating clients similar to themselves (€¢ Gey
in social class, interests, valuss, etc.) tend to axert a
greater helping effort (based on laboratory analogue studies
reviewad by ®ills, 1978), and have lower dropout rates and
more positive | outcomes +*han with dissimilar clients
(Luborsky, Chandler, Ausrbach, Cohen § Bachrack, 1971: Smith
8 Glass, 1977; Wills, 1978). Rasults of studies in the
general attributution theory 1literature are generally
consisten£ with these findings. For example, Go=2thals
(1976) has fcund 1in studiss of social influence tha+
disagresing opinions are attributed more to the person when

that person 1s perceived as dissimilar,

The operational dafinitions of similarity—dissimilarity
employed in the above studies are noteworthy in that fhey

tend to involve global and ronspecific manipulations of the
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variable, Several studies in related attributional areas
{to be reviewed below) can be interpreted as indicating that
& more specific, task relevant definition of the similarity
variable could be fruitfully amployed, As stated by Lerner
and Matthews (1567), "Identification with a « « [ targst
person, actor] reaquires the percsption of the same possibls
common fate énd not the perception of similar atiributes"

(p. 3284).

Attributional <research has shown that, in most
instances, actors tend to invoke relatively more situational
explanations for their behavior than do-observers (Jones &
Nisbett,'1972). Thus, 1t would bz expscted that observers
who identify with the actions or fate of the actor will tend
to shift towards. a similar situatiopal viewpolnt:. For
instance, several studies have fouad that Oobservers who have
had pricr experience with the task or anticipats having to
perform th: same task (i,e., "active" as oppossd *o
"passive" obsrvers) make more situational attributions for
ths actor's behav;or and outcome (Garrett, 1976; Wolfson &
Salancik, 1975). Similar research by Chaikin and Darley
(1973) indicatss that observers ascribe less blame to a
victim of an injustice (i.e., less perscnal attribution) and
more to the harm doer (i.s., more situational attributions
for the victim's fate) when <these observers anticipate

suffering the same fate.
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Thus, a task-spescific similarity appears to 1lead
observers to put themsslves ir ths position of the actor and
view the ssquence of events from the actor's perspactive.:
Consistent wit this interpretation, several studies have
found that instructions to "empathize" with the actor also
lead observars to make more situaticnal attributions {(Brehm
& Alderman, 1977; Galper, 1976, Gould & Sigall, 1977; Regan
& Toten, 1975). The previously discussed finding that
instructions tc view a therapéutic interaction from the
client's perspsctive leads to more situational problen
attributions (Snyder el al., 1976) lends further support %o

this approach.

Thus, tﬁe dimension of actor-observer similarity 1is
likely to have the greatest offect +to the extent <that the
rature of the similarity is task relevant, resulting in
active, empathizing, and identifying observers. In a
clinical parzadigm, the dimension of similarity-dissimilarity
that is most rslevant and thus the most salient would be the
extent to which the observer is similar to the actor for the
behavior of secking help for a personal problen. That is,
it would be expected that observers who have sought
professional help, or strongly considered seeking h=1p,
should identify or =mpathize with the targst person.
Specifically, help seeking similar observers should identify
mnore élosely with the "client" «while obsarving a clinical

interview, and identify more strongly with the client's
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problems than a help seeking dissimilar person (m=asures of
these two aspects of actor-observer idsntification were

included in the present study to verify this assumption).

In addition, given the previous findirngs concetning
empathy instructions and observers! rble perspective, one
would expect help seeking similar observers, viewing the
situation from the target person's perspective, to shift
towards a more situational explanation of the problem
behavior, Conversely, cbservers who have not considered
seeking help for personal problems, and thus are dissimilar
for +this specific behavioer, should function as typical

"passive" observers, favoring personal factors as 2xplana-

tionsg for others' behavior, .
Hypo*hsasses
On the Dbasis of the literature reviewed abovea, the

followirg five =spscific hypothasss were tested concerning
observers' perceptions of a help szeker:

1. Effact__of treatment _decision: The attributional

information conveyed by knowledge of treatment decision was
expected to result in the grsatsst personal (as opposed to
situational) attributions in the condition of a "psychother-
apy" treatmen* decision, followed in descending order by
"counseling,"™ "no decision,'" and "no treatment,." Similarly,
"psychotherapy" was expected to lead to the greétest

perceived maladjustment and social rejection, followed by
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4.  Effecti of causal attributions:
of the target person's problem to personal (as opposed to
situational) factors was expected to be a significant
element on the ©perception of maladjustmsnt and social
rejection, Personal attributions were expected to corrslate
with Dboth perceived maladjustment and social
identification with the role of
the client were expected to

Similarly,

H

z2jection.
with the problems of

client and




madiate causal attributions, with high identification in
both cases being associated with high situational attribu-

tions, ,

5. Bercelved _ maladijustmert_ _and __social _rejection:
Consistent with previous rTesearch, perceived maladjustment

and social cejection should be positively correlatad.




Desigan_apnd Overview

A4 x 2 x 2 factorial design was employed in which

ot
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re2atment decision, professional label of helper, and help

k

n
[ED

e

1H

ng similarity were the independent variables and causal

Q .

attributions to situational or personal factoré, perceived
maladjustment, and social réjection were the main dependent
variables (additiomnal dependent measures of role identifica-
tion, probiem identification, and perceived interview
typicalness were also included). Subjects were instructed
that the researchers were intsrassted 3in how accurately
people perceive the cause of another person's problems on
the basis of brief or. minimal information. Subjscts
received an information sheet describing the person as
experiencing ‘"several problems or. difficulties" and as
"upset.” This was followed by a five nminute audio tape
excerpt of a clinical interview., The function of this audio
tape, which remained constant across the experimental
conditions was to (a) minimize the artificiality of the
experimental situation, and (b) have the subject respond to
a "person" and not simply make verbal responses on the basis

c¢f word associations.
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Subijects
A fipal sample of 176 (creating equal cell sizes, N =
1) was selected from an original sample of 230 female
volunteers from regular winter session (N = 182), interses-
sion (N = 22) and summer session (N = 26) introductory
Psychology classes at the University of Manitoba. (Subjects
cbtained partial-credits towards course requirsments for
participation.) To maintain a general equivalsncy across
the three éources of subjects, subjects from intersession
and summer session wera only included if they had attended
university the previous regqular winter session or were 90%
sure of attending the feorthcoming winter session. (The
"academic history" gquasstionnaire employed for this purpose

«
P

is contained in Appendix 1). Ten subjects did notgsatLSfy

..Jl

th

s criterion,

(]

In addition, the sensitivity of the self-disclosurs
information employed in making the help seeking similarity -
dissimilarity distinction required the controlled condition
and confidentiality of the laboratory setting. Thus a prior
selection on the variable was not possible, resulting in a
random distribution (i.e., unsqual cell sizes) across the
remaining experimental conditions. Forty-one subjects were

randomly eliminatad from selected c2lls in order to provide

equal cell sizes for the multivariate analysis.
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Finally, three subjects were eliminatsd dus +to their

having not responded to one cr mors questions.

Bzocedure

The experiment was conducted in a moderately sized (15
x 30') room in the psychology department at the University
of Manitoba. Subjects were in groups of eight, The zoonm
contained nine well-spaced chairs surrounding a tape
recorder, Subjects were given +the experimental booklet

(containing all instructions and dependernt measures)

entitled "Interview Judgment Study." Beneath +this title on

ot

the cover page the subject was given a brief written
description of the purpose of the study. (2 copy of this

sheet is contained in Apperdix B.)

At this point in +he study subjects wers asked to
complete a "Personal Information Questionnaire™ (see
Appendix C). This questiornaire contained numerous filler

t

l_n
1]

ms asking for age, sex, marital status, size of parental
family, expected collsge major, etc., and finally a
self-rating scale designed “o measure the extent +to which
subjects have seriously considsred seeking help themselves

(see "Help seesking similarity" below).

Following <completion of the "Personal Information
Questionraire" subjects rsceived an expanded set of written

instructions, which were also read by the experimenter as




duration of the experiment,

Appendices D and E respectively):

s

W2 are interestsd in learning about how accurately

¢
il

people are able to use information, occurring
during the first few minutes of an interview, in
making judgments about others who are seeking help
for certain problems they have, 1In particular, we
want to f£ind out how accurately you can make
judgments about people who are experiencing
problesms when given minimal information about that
parson and an interview with then, and on the

basis of 1listening to the first few minutes of

that interview. That is, you will initially be

‘given a brief description of the person and the
intervisgw they had with a socilal
worker/psychiatrist, You will +hen listen to a
tape recorded five minute excerpt taken from the
beginning of this interview. Please concentrate
fully so lyou are able to accurately wuss +the
information presented to you, Your task is, on
the basis of the available information, to derive
as accurate a perception of the person as
possible, in particular considering the 1ikely

gausg of the personts problens.

v
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follows (wita psychiatrist and social work instructions in

The subject was then provided with an "Information

Sheet," which remained available to the subject for

the

BEight separate versions of this
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information sheet were employed, one for each of the
treatment decision x professional label of help source
conditions (see Appendﬂces F through M for copies of these

Sheets), The information sheet contained a nsutral name

("Ms, H."), the sex ("female") and age ("20") of the client
and a general description of a clinical interview which
formed the basis of the treatment decision and professional
label of helper manipulations, The general description for

the ‘'"psychotherapy-social worker" condition is provided

below as an example:
Mrs., H. reports during the interview that she has o,
been expsriencing several problems and difficul-
ties, and as a result is feeiing upset, She

@se problems with the gocial ;ggggg;

h
made _a decision that Ms. H_required treatment

in_the _form of _p

fn

ychotherapy. {The underlined

material varies from condition to condition with

the underlining omitted.)

Subjects then 1listened +to a prepared five minute

€Xcerpt from a supposedly longer interview and filled out

the dependent measure guestionnaire.

Independent Variables

Two independsnt variables, treatment decision and
professional labsl of help=r, were factorially manipulated

by information conveyed during the instructions and

contained on the "information sSheet,"
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Izeazment _decision This variable was manipulated by

varying the last sentence of +he "information sheet" as
follows: (2) Bsychotheraphy condition =- "...who made a
decision that Ms., H. required treatment in the form of

psychotherapy'; (b) ¢ ggselihg_condit;gg - ", . who made a

decision tha*t Ms., H. required zreatment in the form of

counseling"; (c) No_decision condition =~ ".,..who did not

make a decision Tegarding treatment for Ms. H"; and, (d) No

treatment condition - "..,.who made a decision “ha+ Ms., H did
not require any treatment.
Professional label _of helper, This variable was

manipulated by identifying the help source (i.e., the
interviswer) as either a psychiairist or a gocial

both the instructions and the "information sheet" (see

The third independent

Help__sesking __similarity
variabls was based on a self-report measure for help seeking
behavior potential, and was Systematically varied with +he
above manipulated conditioné. A scale was included in the
"Personal Informatibn Questionnaire" (ses procedure section)
for this purposs. Subjects were instructed:

Often we find we cannot solve all our problems

ourselves, ﬁQK--§§£iQE§lX in the past have_you

considered sesking help from someone else (such as

a counselor, priest, teacher, psychiatrist, etc.)?
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This was accompanied by a 7-point scale (1 = not seriously
at all, 7 = very seriously). Help seeking similarity was
based on a median split of this rating, The hglp_sseking
condition was constituted by éubjects' indicating 4
through 7 on the accompanying scales (102 of the original 230
subjects sample responded in this manner), The help

el
sesking _dissimilar condition was constituted by subjects

indicating 1 through 3 on the accompanying scale (128 of *hs

original 230 subjects responded in this manner).

Client In*erview Tape

The five minute audio <:ape excerpt of the clinicial
interview'was created by employing two female role playars
(both were mental health 'préfessionals). The female -
female pairing was employed to match the selection of female
subjects, thereby holdiﬁg Sex coanstant throughout ail
aspects of the experiment (cf, Snyder et al., 1976). The
verbalizations of the counselor involved both qusstions and
nondiractive reflections of feelings, and were designed :o
minimize +this potential source of influence on sSubjects!
perceptions of the «client. The client presentsd a fairly
ambiguous set of difficulties involying events at college
and at hone, employing as non-explicit and non-cliniecal a
terminology as possible (e.q., "upset” or '"tense" rather
than "anxious"; "sad" rather than "depresséd," etc.). The
client role player was also instructed to convey a slightly

situational self-attribution ragarding the causes of her
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problem, corresponding to the typical actor attributional

tendencies (cf. Jones & Nisbett, 1972) .

‘.JA

Nine interview tapes wsre created in this mannar, Four

of these tapes were considered as adequately representing a

)

clinical intervi

({

w by five mental health professionals (a
psychiatrist, a social worker, and three psychologists).

The subsequent selection and validation of the interview

j-oe

tape involved +the ratings of these four tapes by nin

®

graduate students in clinical psychology (bliad +*o0 the
éurpose of the experiment), The graduate students were
instructad that the tape repressnted an interview 2ither by
a social worker (N = 4) Or a psychiatrist (N = 5) +to test
for the adequacy of the +tapss under both experimental

conditions,

Thres ratings were involved in the final tape selec-
tion, (Ses 2ppendix N for a copy of the Tating sheet
employed by graduate students.) The first rating was for
tape adzguacy:  "To what extent does the tape adequately

portray a clinical interview* (1 = not at all, 3 = somewhat,

O
1}

5 = modarately, 7 = good, 2Xcellent). A mean rating of
6.67 (social worker = 7.,0; psychiatrist = 6.4) for the

selected tape was interpretad as indicating a favourable

rating, Th2 second rating asked, "Regardless of your
personal opinion, to what extent do you feel the_clisnt

attributes her problems to situational versus persconal
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factors . . . 2" (1 = totally situational, 5 = equally
situational and personal, 9 = totally personal), A mean
rating of 4,44 (social worker = 4.5; psychiatrist = 4,4)

reflected an ambiguous to slightly situational at:ributional
stimulus valus for the selected tape. Finally, the raters
were asked to rate the «client for 1level of disturbance:
"Indicate how disturbed and maladjusted you would rate the
client ©portrayed in this tape™ (1 = well adjusted, 5=

moderately disturhed and maladjusted, 9 = very disturbed and

maladjusted)., A mean rating of 4,89 (social worker = 4,9;
psychiatrist = 5,2) reflected a moderate level of distur-
bance portrayed in the selected tape. (See Appendix 0 for

graduate student ratings of the four tes* interview tapes.)

Dependant Variables

After listsning to the interview tape, subjects were
instructed to fill out the dependent variable question-
naires:

On the following pages, you will be asked several

questions about the person whose interview you

hava juét heard. Tak2 your time, and makas your

decision carefully.

All subjscts completed the dependent variable questionnaires
in the following order: causal attribution, perceived
nzlad justment, social rejection, role identification,

problem identification, and percaived interview typicalness.,
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Causal attribution, In order to insure a common usage

of the psrson-situation construct, the measure for causal
attribu=ion was intrcduced in the following manner, adapted
from descriptions usad by Galper (1976) and Storms (1973):
Based on the information you have been given, and
using the scale provided, describe the extent that
you judge Ms, H's problems to be due to situation
versus personal factors as defined below:
A. Situational Factors: Such factors as Ms. H's
social envitonment, the behavior of other people;
2yents taking place around her, and external

pressures,

B, gggggnal Factors: Such factors as personality,
traits, character, personal style, attitudes, mood,
and‘internal‘prESsures.

‘This was followed by a 9-point bipolar rating scale (a

single bipolar scale rather than separate ratings for each

factor was choser in ordar to force the subject into making

~a direct comparison of the two causal sources) . with the
following anchor points: 1 = totally situational, 5 =
equally situational and personal, 9 = totally personal

(adapted from Snyder et al., 1976) . (See Appendix P for a
copy of the attribution questionnaire,)

Parceived Maladijuszment., The second dependent measurs,

perceived maladjustment, was measured as follows:
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Based on *he information you have been given,

indicate how disturbed and maladjusted you balieve

this person to be.

2 9=-poin%t scale was again amployed ( 1 = well adjustsd, 5 =
moderately disturbed and maladjusted, 9 = very disturbed and
maladjusted; adapted from Cole, Pennington, & Buckley,
1974y . (See Appendix Q for a copy of the perceived
- maladjustment questionnaire.)

Social Eedjection, Social réjectioﬁ was measured by a
social distance scale, ”pfoviding a me2asure of the c;osest
relationship with ‘the target person acceptable to the
subjecf. The prassnt measure was adap=ed from séveral
sources (Célhounvet al., 1977; Koulaqk's ‘Cumming, 1973 ;

Lehmann et al., 1976; lLoman & Larkin, 1976; Phillips, 1963,

1964; Yamamoto & Dizney, 1967). The social distance'scale.

was intrcduced to subjects as follows:

=

€ ara2 also interestsd in your personal reaction

o

o this individual based on the 1information yoh
have been given, There ars probably some people
with whom you would be willing ‘to be very good
friends, and others whom you would just as soon
not even be around, We would like you tg tell us
how clos=2 a relationship you would be willing to
have with this person., Chzck the space below each
of the following statements which most closely
corresponds to your feselings ébéut the person,

Guess if you aren't really .sure,
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' The gécompanying scale consisted of +twelve items ranging
from close acceptance such as "I would 1like to have this
person as a close personal friend" to more distant relation-~
ships such as "I would like to sit nsxt to this person in
class," The remaining +ten items invelved the following
relationships: going to the same party, 1living next door,

eating lunch together, being a member of the same social

group - or c¢lub, ard having the person as a roommate,.

babysit+er, speaking acquaintance, co-worker on a pro;ect, a
dinner guest, or married to a member of one's famlly. Each

item was followed by a S5-point scals (strongly agree, agree,

no opinion, disagree, and strongly disagree). Higher scores

reflected greater social rejection, - with lowsr scores
reflecting social acceptance or tolerance. (See Appendix R
for a ccpy of the social rejection questionnaire; see

Appendix S for a factor analysis of the social rejection

scale.)

Additfiopal _dspendent. ma2asurses, Subjects were also
asked to make three - additional ratings (each involving a
S-point scale) concerning their own reaction to the client

and the interview tape., These wsre: (a) role_ identification
P Llcazion

- U§ith whom' were you identifying while making your
evaluation?" (1 =.totally with interviewee, 5 = equally with
interviewee and interviewer, 9 = +totally with interviewer);
(b) problem identification - "To what extent were you able

to identify with the interviewze's problems?" (1 = not at
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&all, 5 = moderately, 9 = entirely); and, (c) intesrvisw

you heard is typical of helping interviews in general?" (1
not typical at all, 5 = moderately typical, 9 = entirely
typical)., (See Appendix T for a copy of the additional

dependasnt msasure guestionnaira.)

tha purpose of ~ the study, _thanked for their participation
and excus=ad, (See Appehdix U for @ copy of the presentation

read by the experimenter.)

Hypotheses concerning independent-dependent variable
relationships were tested by means of both multivariate and
univaria*e analysis of variance techniques, The multivari-
ate F tast of mean vectors was ehployed-as an omnibus Type I
error control acréss the six dependent measures, with a
significance level set a P <.05 for each test (Cramer ¢&
Bock, 1968;'Gabtiel & Hopkins, 1974), Empirical evidence by
Hummel and Sligo (1971) indicates that multivariate analysis

provides a conservative estimate of Type I errorz,

A significant multivariate F was followed by an
examination of the univariate analysis of variance for
specific hypothesis testing wit regard to each separate

dependant variable (significart 1levels were again set at
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p <.C5). However, interpretation of +the univariate tests
glso included inspeciion of the discriminant <function
analysis for sach significant hypothesis, thus allowing
considerationvof the dependent variable interrelationships.
This 1is essentially the approach recommended by Spector
(1977), but is élso compatible with the recommendations of

Borgen and Seling (1978),

Hypotheses concerning depsndent variable interrelation-
ships were tested by Pearson Product Moment Correlations

among the six dependent measures.




CHAPTER III: RESULIS

Sslecticn Biss : Help Seeking Easponses

As discussed previously, <+he ‘"Personal Information
Questionnaire". contained a measure of how Seriously each
subject had consideresd seekihg help for herssalf., This
measurs, employing a median split, was the baéis of ihe help
seeking similarity manipulation. (The help seeking scores
resulted in a relatively flat distribution with a slight
positive skew.) TO ensure that subjects distributed
thémselves in an unbiase manner across the remaining
conditions, a univariaté analysis of variance ﬁreatment
décision x professional label x help seeking similarity) was
employed., . This analysis indicated a significant main effect
for help seeking similarity as expected (p <.OO1) with no'
other significant effects (for all other tests, p >.36).
Thus no systematic sslection error appeared to oceur for
this measuras., (2 summary table of the help seeking analysis

is containad in Appendix V.)

Indapendent-Dependarnt Varzabls Relationships

As discussed in the previous chapter, analysis of the
independent variable hypothesis included () multivariate

analysis of variance for control of omnibus Type I error,
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(b) univariate analysis of variance for specific hypothesis

testing, and (c) discriminant analysis as an aid in
interpretation, (Se2 Appendix W fdr table of observed cell
means,)

gxggggggig_ 1z Effact of treatment decision. The

multivariate and univariate analyses of  variance for
treatment decisioh are containead in Table 1T The multivari-
ate F test . for equality of mean vectors for the six
depaendent variables was. vsignificantr (R <.002), " The.
subseéuent analyseé of variancé'indiéated treatment decision
effects for the dependent variables of perceived maladjﬁst-
ment (R <.002,W2=,0963) and  role  identification
(n <.02),W2=.0912).' Thé remaining effects for the dependeht
vaiables of causal.attribution; v’soéial rejectibn, problen
identification, and perceived ipterview typicalhess were

rnonsignifican+,

The rating scals employed for perceived maladjustment
was a 9-point scale, with higher scores reflecting greater
maladjustment, The individual perceived maladjustment cell
means for treatment decision were as follows: psychotherapy
= '5.250; counseling ='5.341; no decision = 5,.864; no
treaiment = 4,250, . The Tukeay Honestly Significant
Difference (HSD) test for pairwise comparisons was eméloyed,
indicating a significant differsnce (p <.05) between the no
treatment condition and each of +the remaining three
conditions. No significant diffe:ences occurr2d between

"psychotherapy," "counseling," and "no decision," Thus,  a
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[

atment decision of "no treatmant® led to significantly
lower estimates of maladjustment than treatment decisions of

"psychotherapy," "counseling," or "no decision."

The rating scale for role identification was also a
9-point scale, with low scores reflecting identification

with the interviewes or client and high scores reflecting

{-4e

identification with the interviewer or counselor, The

'.h

ndividual role identification csll means for treatment
decision were as follows: psychotherapy = 3.023; counseling3
= 3,795; no decision = 3.500; no treatment = 2,591. The

Tukey HSD test 1indicated a significant contrast between

"counseling® and "no +treatment" (p <.05); all other
contrasts were nonsignificant. Thus, a.treatment decision

of "no'treatment" led to significantly more role ideﬁtifica-
tion with the client; whers2as a treatment ‘decision of
~"counseling" 1led to a greater identification with the
counsealor, The treatment decisions of "psychotherapy"‘and
"no decision" wers intermediate with no significant

differences,

The discriminant analysis indicated one significant
discriminant function (x2 = 40,2627, df = 18, p <.002) with
the remaining two discriminant functions being nonsignifi-
cant (x2 = 12,5838, d4df = 10, p <.25; x2 = 2.,6007, 4f = u,
p <.63). Thus, ;he treatment conditions differ signifi-

cantly along a single dimension. The raw and standardized
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coefficients for +the significant discriminant function are
-presented in Table 2, The standardized coefficients
indicate that the dependent variable of perceived malad just-
ment has <the highest weighting, with role identification
also contributing strongly to the discrimination of the
treatment decisicn conditions, The group centroids for the
significant discriminant function are contained in Table 3.
This appears *to indicate that the primary discrimination is
between no treatment and the remaining three conditions,
Thus, no treatment appears to be significantly discriminated
from the remaining conditions by subjects in this condition
perceiving less maladjustment and identifying more strongly
with <the client brole. The results of the discriminant
~analysis <*hus essentially parallel +the results of the
univariate analysis of variance for treatment decision.

Hypothesis 2: _Effect of _professional_label of helper,

The multivariate and wunivariate analyses of variance for
professional label of helper areAcontained in Table 1. The
multivariate F test <rfor the six dependent variables was.
nonsignificant (p <.44). Thus, whather the help source was
labelad a "psychiairist" or a "social worker" d4id not appear
to affect subjects' perceptions in terms of the measures

taken in ths present study.
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Mul<ivariate and Univariate Analyses of Variance For Tests
of Tndependent Variable Hypotheses

Traatment Decision (Tr=eat)
Multivariate
Attribution
Maladjustment
Social Rejection
Role Identification
Problem Idsntification
Typicalness

Professional Label (Label)
Mul*ivariate
At*tribution
Maladjustment
Social Rejection
Role Identification
Problam Identification
Typicalnsss

Help Seeking Similarity (Simil)

Multivariate
Attribution
Maladjustment

Social Rejection

Role Identification
Problzm Identification
Typicalness

Treat x Label
Multivariate
Attribution
Maladjustment
Social Rejection
Role Identification
Problem Identification
Typicalness

Treat x Simil
Multivariate
Attribution
Maladjustment
Social Rejection
Role Identification
Problem Identification
Typicalness
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1
1
1
1
1
1

1
1
1
1
1
1
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0.5909
19.9905
52,5966

12.3788 -

1.7330
1.8845

0.0909
0.0511
47.0511
0.0000
11.5057
1.6420

1.4545
0.4602
2.5057

29,4545

18,4602
2.0511

2.2273
0.7027
28.9148
5.5000
4.8239
0.5360

0.6212
5.9905
14.5208
6.5663
0.8542

1

2,30
0.23
7.21
1.01
3.67
0.48
0.72

o. 98
0.03
0.01
0.90
0.00
3.21
0.62

2. 36
0.56
0.17
.05
8.73
5.4
0.78

0.71
0.85
0.25
0.56
1.63
1.34
0.21

1.07
O. 2u
2.16
0.28
1.46
1.83
0.33

0020 2
. 8785
.0002
.3879
L0136
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. 5412
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. 0000
«0753
4294

.0326
<4573
. 6843
« 8264
. 0036
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« 5440
« 1843
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« 1440
.8062




Label x Simil
Multivariate
ttribution
Maladjustment

Social Rejsction

Role Identification
Problem Identification
Typicalness

Treat x Label x sSimil
Multivariate
Attribution
Maladjustment
Social Rejection
Role Idzsntification
Problem Identification
Typicalness

Subjects Within Groups
Attribution
Maladjustment
Social R=2jection
Role Identification
Problem Identification
Typicalness

degrees of freedom for multivariate test

degrees of freedom for multivariate test
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160
160
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160
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62.9298
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2.6572
48,5663

2.6182
2.7727
51.8613
3.3727
3.5898
2.6148

1.08
0.4
1.28
0.36
3.88
0.36
0.63

0.78
0.18
0.70
1.21
0.23
0.74
1. 75

6,155

«3796
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«1596
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Discriminant Analysis For Treatment Decision

Dependent Variable

Attribution
Maladjustment

Social Rejection

Role Identification
Problem Identification
Typicalness

Standardized

Raw _Coefficiant Coefficient
0.179153 0.2899
-0, 487627 -0.8120
0.013647 0.0983
-0.285268 -0.5239
0.040275 0.0763
0.022712 0.0367
TABLE 3

Group Centroids For Traatment Decision

Independent Variabls Group Group Centroid
Psychotherapy -t.6474
Couns=ling -1.8886
No Decision -2.0779
No Treatment -0.9745
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Hypotinssis 3: Effect of help seeking similarity The

PAsL s SN

multivariate and wunivariate analyses of variance for help

seaking similarity are contained in Table 1., The multivari-

ate tast for the six dependent variables was significant

[1g5)

(p <.04). The subsequent univariate analyses of variance
indicatsd help seeking similarity 2ffects for the dependent
variables of <role identification (p <.004,W2=,0397) and
probrlem identification (p <.03,#2=,0226). The 'remaining
effects for the dependent variables of causal attribﬁtion,
perceived maladjustment, social rejection, and perceived

interview typicalness were nonsignificant,

The significant effect for role identification
indicated, as predicted, that subjects who have seriously
considered seeking professionél help identified more
- strongly with the «client than did subjects who have not
seriously considered seeking help. The means for *the two
conditions were as follows: help seeking simiiaf = 2.818;
help sesking dissimilar = 3,636, It should be noted that
both of these means ars closer to the client identification”

pole rather than the counselor identification pole,

The rating séale emplofed for problem identification
was a 9-point scale, with higher scores reflecting stronger
identification with the problem discussed by *the client
during the iInterview, The significant effect for problam
idesntification indicated, also as predicted, that help

ses2king similar subjects identified more strongly with the




problems discussed by the client +than help seeking dissimi-
lar subjects. The means for the help seeking similar and

dissimilar condi+ions were 6,432 and 5.784 respectivaly.

The discriminant function for the maximum separation of
the help sesking similar and dissimilar groups was, of
course, significaant (x2 = 13,7502, 4f = 6, p <.0326)., The
raw and standardized coefficients for +the discriminant
function are. presented in Table 4, The standardized
coefficients indicate that role identification “has the
highest weighting, with both causal attribution and problenm
identification also contributing strongly to the discrimina-
tion of the help seesking similar conditions. Thus, the

optimal 1linear «combination of variables separating help

t3

sesking similarity from help seeking dissimilarity would
associate more person attribution, client identification,

and problem identification with the former group.

Thus, for help se=king similarity, results of the
univariate analysis of variance (for specific hypothesis
testing) and the discriminant analysis are only partially
parallel, In the univariate analysis of variance, causal
attributions do not approach significance (p <.46) and the
mean differsnce in attributions (scored in the person
direction) were small (similarity = 5,182; dissimilarity =
5.0) Nevertheless, the discriminant analysis indicates

that causal attributions play an important role 1in the
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multivariate separation of the two help seeking groups. The
nature of these causal attributions i1e€4y personal
attributions were associated with the help seeking similar
condition) was the opposite to that predicted.

Interaction Effects. The2 multivariate and univariate

‘analyses of variance for the second and third order
interaction of treatmsnt decision, professional label of
helper, and help seeking similarity are contained in Téble
1. Each of the four multivariats F tests for the six
dependent variables was nonsignificant (all p >.37). No

significant interaction effects were predicted.

A correlational analysis was performed to determine the

degree of relationship among the dependent variable

measures. Tests of two specific hypotheses are included in
ths analysis, A summary of thase correlations is contained
in Table 5,

The grand meaas and standard deviations for each
dependent variable are contained in Appendix X. The means
for causazl attribution, perceived maladjustment, and social
rejection are close to mid-range for these scales. The
means for the thres additicnal scales reflect some deviation
from mid-range. The mean for role 1identification (3.23)
indicated a general tendency to identify more with the
client than the counselor, while there was a tendency to

identify slightly morz than "moderately" with the client's
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problem (6.11). The mean for perceived interview typical-
r2ss (5.79) reflected a tendency for subjects +o rate the
interview slightly more than "moderately" typical of helping
interviews in general.

Hypothesis 4: _Role of causal attributions, A summary

S . N s i e e —p

©f the correlational analysis for causal attributions with
the other dependent variables of perceived maladjustment,
social rejection, role identificaéion,‘ problem identifica-
tion, and perceived interview typicalness is contained in
Tabls 5, The specific hypotheses of positive correlaiions
for causal attributions with perceived maladjustment (r =

«005) and social rejection (r = .07) were both disconfirmed,

The mediational role of identification in causal

attributions was partially confirmed. . A significant, but
low positive correlation (r = «20, p <.05) was observed
betwesn role idesntification and causal attribution, As

predicted, subjects who identified with the c¢lien: made morea
situational attributions, while subjects who identified more
Cclosely with the counselor mades more personal attributions.
The predicted parallel correlation between problem identifi-
cation and causal attributions was not observed (r = -,04),
No significant correlation was Predicted nor observed
between causal attribution and perceived interview typical-

ness (r = -,02),
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Qypothesis 5: maladjustment_and_social rejection,

The 2xpected correlation bestween maladjustment and social

rejection was significant (p <.05), with greater psrceived
ﬁaladjustment leading to greatef social rejsction. The
magnitude of the correlation (r = .18) was surprisingly
small.,

Other dependent variable relationships. Several other

sigrnificant corrslations were observed. As would be
expectad (though not explicitly hypothesized), greater
identificaticn with the «client (and thus less with the
interviswer) was associated with stronger identification
with the client's problem (r = -.26, p <.001). Stronger
identification with the client's problem was also associated
with less social rejection (r = -,27, p <.001). Finally,

stronger problem identification was associated with

®
£
n
H
5]

percsiving the interview as more +typical of intervi

general (r = ,19, p <.05).




TABLE 4

Discriminant Analysis For Help Seeking Similarity

Deperdant Variable

Attribution
Maladjustment
Social Rejection

Role Identification
Problem Identification

Typicalness

Raw_Coefficient Coefficient
-0.255223 -0.4130
-0.078186 -0.1302
-0.018876 ~0.1359

0.422691 0.7763
-0.247623 -0.4692
-0.054592 -0.0883

TABLE 5

49

Standardized

. . o - a
Dependent Variable Correlation Matrix

Malad-

just-

ment
Attribution .0C
Maladjustment

Social Rejsction

Rele Identification

Problem Id=2ntifica-~
tion

=
1]

«C5
. 001

Social
Rejec-
tion

.07
.18 *

Rols Problem Typical=-
Ident- Ident- ness
ifica- ifica-
tion tion
.20 * -.04 -.02
<14 -, 01 «01
.03 -.27 ** < ,05
-.26 ** ~,10
.19 *

176 for all correlations




CHAPTER IV: DISCUSSION

The prssent study investigated hypotheses concerning
the role of certain social factors in determining observers!
p2rcepiions of people who are seeking help from a mental
health professional, The hypotheses concerning the role of

treatment decision and help seeking similarity were, in

(1))

part, confirmed; but the sxpectsd role of professional label
of help source was not, In addition, although several
pradictad correlations among the depéndentvvariables were.
observed, the expected relationship between causal attribu-

tions and perceived maladjustment was not observed.

Trsatment Dsacisicon

As'discussed\ in the introductory chapter, a general
expectation of the current study (underlying hypothasis 1 to
3) was that in the absence of precise behavioral informa-
tion, observers are influenced by the attributional and
maladjustment judgment of others. That is, observers are
likély to be influenced by +*he attributional information
implied in the actions ¢f other significant observers,
Decisions by attributional experts, in this case nmental
health professionals, can be viewed as social cues for the
percepticns cf observers, Attributional and maladjustment

implications are thus 1likely to be conveyed by experts!

- 50 -
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decisions as to the need for and type of treatment,
representing a common communication channel through which

mental hsalth professionals publicly make their views known.

This expectation was partially confirmed. A treatment
decision of "did not require any treatment" resulted in
considerably less perceived maladjustment than did corres-
ponding trsatment decisions of "psychotherapy," ‘"counsel-
ing," or "no decision." No corresponding differences in
causal aﬁtribution occurred for treatment ,decision.
However, a significant difference did occur Dbetween
"Couns=2ling" and "no treatment" for role identification,
with the latter 1leading tc greater identification with the

client by obssrvers.

Thus, the major 2ffect for treatment decision concerns
the impact on observers of a decision that no treatment is
rsquired, As shown by the discriminant analysis, the major
separation occurred between "no treatment" and the remaining
conditions, A decision that there 1is a need for treatmen+
would thus appear to convey a greater sense of psychological
disturbance, and in addition result in a greater distancing
of oneself from the clisnt. That 1s, actors for whom some
treatmarnt ig or pight be required are seen as more dis-
turbed, and there is a terndsncy to separate oneself from
them by Zdentifying to a greater extent with the interviewer

(ieee, in a self-protective manner),
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of treatment did not result in any significant

m

Typ
d

’,_Dc

fferences, For example, the term "psychotherapy" did not
convey a greater sense of maladjustment (or a focus on
personal Issues) than did "counseling.” Contrary to
prediction, these terms appear to be used interchangeably,
and do not carry significantly different implications. It
should be noted that "psychotherapy" and “"counseling"®
represent two labels for a similar type of treatment (i.e.,
verbal). Future resesarch might fruitfully'look at percep-
tual differences rasulting fron treatment decisions
involving different modalities (s.4., biblogical treatments

such as drugs versus verbal treatments).

In addition, it was surprising to find a lack of
separation of no decision from either psychotherapy or
counseling, No decision was hypothesized +to be intermediate

between "no treatment” and a need for treatment in it

n

perceptual Implications, Instead, as indicated by the group
certroids (discriminant analysis), the no decision cqndition
not only clustered closer *o psychotherapy and counseling,
but the gresatest separation occurred between "no tr2atmenth
and "no decision.”™ ("No decision" also resulted in the
highest mean maladjustment, but +this was not significantly
different from the “"psychotherapy" or "counseling" means.)
This indicated that "no decision" did not imply to subjscts
a lack of sgavere aisturbance, but rathér might have implied
that "no decision" was made because the person was puzzling

OT untreatable and thus gquite maladjusted.
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To provide some additional clues as to the comparative
stimulus values of ‘'"no decision" and "no treatment," a
classroom of 35 introductory psychology female students were
asked to indicate what thoughts came immediately to mind
(i.e., fres association) in response to either the "no
decision" (see Appendix Y) or "no ﬁreatment" stimuli (see
Appendix 2Z),. Responses wera2 coded by the author (see
Appendix AA for "no decision" responses; see Appendix AB for
"no trsatment" responses), The 17 "no decision" responses
appeared to refiect the <following associations (with
frsaquency percentage): n "no decision" reprassnts an.
uncertainty and/or incompetency on the part of the psychia-
trist (59%); (2) there is a need for further assessment
(35%) 3 (3) there is a desire to have the person help herself
(35%) 3 (4) there is 1likely no resal problem with the person
(29%) ;s and (5) this person cannot be'helped (12%) . The 18
"no treatmant" responses appeared to reflect the following
associations: (1) there is lik2ly no real problem or it was
of such minor magnitude that it is already solved (61%) ; (2)
an errorc iﬁ judgment on tae ‘part of the psychiatrist (56%) ;
(3) if a person seeks help thers must be a reason (39%, but
always occurring jointly with seeing the psychiatrist in
error); (4) the problem that exists is not appropriate for
treatmant (11%); and (5) the patient would not be coop=ra-
tive in treatment (5%). Thus, the major differences between

these two sets of associations would appear to be the simple
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presence or absence of the notion that no real probiem
exists, That 1is, a majority of subjects reacted <to the
stimulus of '"no treatment" with the thought that "no real
problem exists," but less than a third of the 1o decision
subjects bhad a similar reaction. This fairly straight
forward difference in stimulus value would accoun* for the
observed differences in perceived maladjustment in the

current study.

bel_of Help_Source

Despite the importance of help source in previous
research (Phillips, 1963; 1964), no significant effacts were
cbserved for the use of .either "soclal worker" or "psychia-
trist" as the professional label of the interviewer and
decision maker. The only test to ‘“approach" significance
was for problem identification (p <.08), which was in the
direction of greater identification with the «client's

problems when the help source was a psychiatrist.

Thus, the greater association of psychiatry with the
treatment of severe problems does not serve as a cue for
observers to impute greater maladjustment, see the problenm
as internally caused, or result in greater social rejection,
It would appesar 1likely that psychiatry and social work are
both sufficiently viewed as mental health professional
groups *o not alter observers perceptions of help seekers.

Thus, while psychiatry is more associated with sevetely
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disturbed behavior than is social work, the important factor
may lie in whether the help sourcs is or is no* a mental
health profession, Different results might have occurred
had the comparison been between psychiatry and clergymen
(vho ars not viewed primarily as mental health professionals
but are seen as being involved with thé treatment of severe
problems  to approximately the same extent as social
workers).

.

similarity

Help_ Seeking

It was hypothesized that observers who had ssriously
thought_of seeking profeésional help for themselves (i.e.,
help seeking similar) would identify' more élosely with the
client and the problems of the client. Following this, the
belp seeking similar observe: was .expected to be nmore
empathic, leading to perceptual reactions of less personal
causation, maladjustment, and social rejection. ‘The first
part of this hypothesis was largely confirmed, but <the
second part was not. Help seeking similar subjects, as
expected, rated themszlves as identifying more closely with
both the client and the problems of the client than did help
seeking dissimilar observers., However, no further signifi-

cant differences occurred between these two groups.

Interestingly, if the <results are viewed in terms of
the multivariate interrelationships between the dspendent

measures (i.e., employing discriminant analysis), causal
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attributions appear to be an important factor (despite the
lack of univariate significance) in distinguishing the
perceptions of help seeking similar and dissimilar subjects.
The multivariate literature supplies no consistent interpre-
tation for such a univariate-discriminant function discre-
pancy. For instance, Spector (1977) suggests that this
might indicate the occurence of a "moderator variable® (p.
162) . That is, while cezusal atiributions are not sigﬁifif
cantly different for the two help seeking groups, they may
play an important mediational role in the diffsrences for
role and problem identification *hat do occur. 2 mathemati-'
célly similar but conceptually different intérpretation is
to hypothssize a "supéression" relationship (Gabriel &
Glavin, Note 2). This would assert that causal attributions
account for a moderately large portion of the difference
between help seeking groups unaccounted for by the remaining
five variablss. That is, +he residual variance in causal
attributions contributses significantly to group separation
when the "suppressing"-overlap in variance with the other
dependsnt measures is removed, However, the author of the
current paper would concur with Harris (Note 3) +that such
interpretations represant a limited and essentially still a
univariate approach tg discriminate function analysis, The
value of discriminant analysis 1lies in the interpretive
potential of identifying the undarlying conceptual dimension
that captures thé "essence" of the differences between the

TWO groups.
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Employirg the results of the discriminant aralysis to
identify the undsrlying single dimension separating the help
seeking groups has som2 interesting possible interpretive
implications considering previous attributional studies. As
discussed 1in the introductory chapter, instructions to
"empathize" with (Brehm & Alderman, 1977; Galper, 1976;
Gould & sigall, 1977; Regan & Toten, 1975) or to take the
role of the actor (Snyder et al, 1976) tend o 1lead
Observers to make greater situational'attributiéns for the
actorf's behavior, That personal rather than situational
attributions are associated with help seeking similar
subjects in the discriminant function would indicate that
the underlying dimension, despite including differences in
identification with the client and <the problem, 1is not one

of empathy.

Conversely, the single dimension represented by
attributions to personal factors and greater client and
problem identification (which distinguishes the help seeking
similar subjects) may reflect as underlying dimension of
"being interested in +the client" or "focusing attention on
the client," rather than the expected empathic sense of "to
identify with," Evidence from objective self-awareness
theory (Duval & Wicklund, 1972; Wicklund, 1975) indicatss
that causal attributions are ofien a function of attentional
focus (Duval & Hensley, 1976), and that attention and causal
attributions ars usually both directed towards the more

dynamic (i.=2.,, movin novel, =tc, features of the visual
g ’
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field (Arkin & Duval, 1975). The results of the current
study can be interpr=2tad in this manner. That is, observers
who have sseriously considered seeking help themselves are
likely *to find +he actions and problems of someone saeking
help much more interesting and thus dynamic than help
seeking dissimilar observers. Thus, the focus of attention
for help seeking similar subjects 1s likely to consider the
person (i.e., personal characteristics of the client) as the
caus2 and to <report themselves és identifying strongly (in
the sense of being attentive) with the <c¢lient and her
problenms, In comparison, halp seeking dissimilar subjects
ars2 not necsessarily actively distancing themselves from the
client or less empathic, rather +he behavior of the client
is simply less salient for tham, 1less dynamic or interest-

ing, and thus lsss attended to.

Artribution=Perceived Maladijustiment Relationship

Reflecting +the eoxpected pivotal nature of causal
attributions in observers' reactions, several predictions
concerning th2 relationship of causal attributions <to the
other dspendesnt meaéures were made (hypothesis 4). Only the
predicted relationship between role identification and
~causal attributions was confirmed. This indicates a
tendency for subjects who idsntified with the =role of

terviewer to attribute more causality to personal factors

-
o]

for thz clisnt's problenms, Conversely, identification with

the client led to more situational attributions. Though the
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magnitude of this correlation was small, it 1is consistent
with previous research on the importance of role perspective
(Snyder et al,, 1976)., It should be nofed that, contrary to
the results for help seeking similarity, this felationship
is consistent with an empathy interpretation. Observers who
identify with thé client will tend to see svents from the
client's parspective, a perspective which emphasizes

situational factors (Jones & Nisbett, 1972).

The most surprising and theoretically disturbing result
of the present study is the absence of a significant
correlation batween subjects! ratings of causal attribution
and perceived maladjustment. The hypothesis of a causal
attribution x perceived maladijustment relationship is a

basic aspect of ressarchers' interest in this area of

research. As discussed in the introductory chapter, +his
rzlationship would indsed appear to be "intuitively
obvious," That is, situational attributions should,

theoretically, imply that +the behavior is not highly
unexpected ard thus not especially "abnormal." Conversely,
personal attributions are genarally conceived *o -imply the
very distinctiveness or déviancy from the expected which is
irherent in the concept of maladjustment, Furthermore, and
underlining +he surprising naturs of the current result,
this hypothesized relationship was strongly supported by the

correlation of ,64 observed by Snyder (1977).
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Three rsasons should be consider=zd as possible
explanations for the absence of this correlation in +the
pfesent study. These are (1) the adequacy of measdres
employed, (2) the comparative nature of structured and
unstructured measures, and (3) the use of professional

versus non-professional populatio

]
n
-

doctoral dissertation by Ritzma (1977) similarly found no
significant correlation between mental 3illness labeling and
internal-external causal attributions, but viewed this as
due to "an inappropriate conception of internal and external
causality"™ (p. 5591). While the ©possibility should be
considsred in the present study, it should be pointed out

that the current nmeasures were constructed to explicitly

avoid this possibility, Both the measure of perceived
malad justment (cf. Coie et al,, 1974) and the measure of
attribution (cf. Snyder et al., 1976) were based on

previously used scales that have some empiric;l validation,
Furthsrmore, +to avoid any misunderstanding of the a*tribu-
tional distinction, the construct was explicitly dafined for
subjects in a manner similar t*o Galper (1976) and Storms
(1973). It might be noted, however, that the current
measure, consistent with those of other studies, conceptu-
ally separates problem and cause, That 1s, the subject is
asked to ascribe a personal or situational cause for the
. problem rather than choosing between a personal problsm and

& situational problen. While the current separation of
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problem and cause is, in <he opinion of the author, the
better conceptualization, the latter might be more likely to
produce the attribution - maladjustment correlation,

unstructured _measures, The measura

employad in the Snyder (1977) study, which generated the .64
correla+ion, differed considerably from the measure used in
the current s*udy. Because of tha type of data collected by
the original Langer and Abselson (1974) study, Snyder's
{1977) attributional re-analysis of the study required the
us2 of an unstructured, opsn-ended measure of bo*h causal
attribution and perceived maladjustmen=, That is, profes-
sionals' open-=nded descriptions of the client were later
rated as to the implied causal attribution and perceived
naladjustment by trained raters (with.different raters for
the two m=asures), The current study used structured
bipolar rating scales for both measures to which the subject
respondsd dirsctly, Unstructured, open-ended attributional
measuraes have been described as psychometrically poorer and
having lower 3inter-tasst valadizty and reliability +than
structured measures (El1ig & Frieze, 1979) . This 1i1s due
mainly tco the second-order nature of unstrictured measures,

adding I exTra error component., - While Shenkel et al.

m

(1979) have found a reasonably high correlation "(r = 47
between unstructured and structured measures of attribution
in an experimental paradigm highly similar to the current
study, a large percentage (approximately 78%) of the shared

variance between the structured and unstructured measure
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remains unaccounted for.: Thus? the possibility exists that
the correlation generated by the unstructured measures is
created by a semantic overlap in attributional and malad-
justment language which does not reflect an overlap in the
actual perceptions of the observer.
Brofessional versus non-professiona The
populations employed by the Snyaer'(1977) study and the
present study were radically different. The Snyder study
employed éxperienced psychoaralytically oriented and
behaviorally oriented clinical professionals, while the
present study employed non-professionals (college students).
It may be the cése that mental health professionals are
trained or sensitized to the dimsnsion of personal-situa-
tional causality, resulting in a somewhat different use of
this dimension and/or a greater entering of attributional
factors into maladjustment considerations. Similarly,
professionals and non-professionals may conceive of

maladjustment in somewhat differing manners.

Perceived Maladjustmen:t_and Social Rejection

As was expected, greater parceived maladjustment led to
greater social distancing or social rejection, but the
magnitude of this relationship was surprisingly small.,
Those aspects of this relationship which might account for
the small observed correlation should be mentioned. First,

the concept of "mental illness" with its morse explicit
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implication of derangement might be more strongly linked to
social rejectior than the weaker, overlapping concept of
"maladjustment."” Second, social rejection may occur more as
a function of the perceived presence or absence of malad-
justment or mental illness, rather than the degree of
maladjustment which the current rating was designed to
measure, Finally, the maladjustment-social rejection
relationship, as it is usually conceivad, involves beha-
vioral social rejection, The current measure rapresents a
sal f-report of .social distancing which may understimate
variation ia behavioral social rejection. A possible lack
of sensitivity of the social distance measure, though the
measure has been used repeatedly in past studies, would also
account for the absence of any independent variable effects

for social rejectiom.

Social rejection was found to Dbe sigﬁificantly
correlated with the degree of subjects' identification with
the client's proklen, As one might expect, greater problenm
ideniification led to less social rejection. Interestingly,
no corresponding correlation occurred between social
rejection and role identification. Thus, being able to
identify with the role of being a client does not alter
one's feelings about the client; rather, one's rejection of
the client is 1lessened only wh=n one can identify with the

specific area of difficulty or behavior of the clian<*.
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he major purpose of this investigation was to explore
the impact of three social factors Oon observers' maladjust-
ment perceptions and social rejsction, exploring the role of
causal attributions in these reactions, As expected, the
decision by an expert as to whether Oor not the client needs
treatment was an important communicator of maladjustment
information, The social factofs of professional 1label of
help source (psychiatrist versus social worker) and the help
seeking similarity or dissimilarity of the observer to the
client proved to be non-influsntial on observers! ‘causal
attribuzions, perceptions of maladjustment, and social

rejection of the ¢lient.

Subjects who have seriously considered seéking help
themselves were found +to identify to a greater extent both
with the clisnt and the nature of the problem. Discriminant
analysis suggested, however,‘ that this reflected a greater
interest in, or focussing of attention on the clizsnt rather
than an empathic response, A significant, though small
correlation was found between situational attributions and
role identification, and the relationship was seen as

confirming the attributional aspect of empathy.

Surprisingly, perceptions of maladjustment and social
rejaction were rnot found to involve a causal attribution
component, The absence in the current study of a causal

attribution =~ percaived mnaladjustment relationship was
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discussed in terms of the wuse of structured versus unstruc-
tured measures and professional versus non-professional
populations, The expectad correlation between perceived
malad justment and social rejection was observed, but this
was also suﬁprisingly low. The professional label of the
halp source was also not found +to influence any of the
dependent variables in the pressnt study, including social
rejection, Pessibly, the importance and strength of
stigmatiziﬁg effects have been overestimated by previous

studies,

It was suggested that future research might fruitfully
look at the 1impact of a stronger manipulation of treatment
decisions; This would include an investigation of the
impact of different modalities of treatment on causal
attributions (cf. Batson, 1975) and perception of maladjust-
mant, A comparison of biological and verbal +treatment
modalities was specifically recommended. Further research
is required as well as to the naturs of attributional
language in «clinical situations. Not only would such
research be interesting in its own right, but it would
possibly clarify some of the reasons for the structured
versus unstiructured measure discrezpancy in the attributional

literature.
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ACADEMIC HISTORY

The following information would be most useful to
the researchers in analyzing the results of this
study:

1. I attended regular winter day classes at the
University of Manitoba last year (1978-79)

YES N0

2. I am- <« % sure I will be attending regular
winter day classes at the University of Manitoba
this coming year (1979-80)

10% 20%. 30% 40% 50% 60% 70% 80% 90% 100%
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INTERVIEW JUDGMENT STUDY

We are conducting research on how accurately people are able
to make judgments about others who are seeking help for certaln problems
they have. Before beginning the study, it is necessary that you fill
out a questionnaire giving us same important information about yourself.
All information you give us will be confidential, and you may remain
entirely anonymous. Please turn to the next page and fill out the
guestionnaire. Don't rush. Please think carefully about your answers.

When you finish the questionnaire, stop and wait for the others to

catch up.
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PERSONAL INFORMATION QUESTIONNAIRE

1) Age _____ 2) Sexs M F

3) Marital Status: Single ___ _
Engaged ___
Married __
Separated ____ _ i
Divorced P

B

4) Pamily Background:

A) As a teenager, my family resided in a community with
a population of

100 or less _____
100 - 1000 ____
1000 - 10,000 __
10,000 - 100,000 ___
100,000 and over
B) Number of brothegs anq sisters

C) In order of birth, I am the oldest of
the children in my family.

$) University Background:
A) Paculty
B) Current or expected college major
C) Year

6) Often we find we cannot solve all our problems ourselves,
How seriously in the past have vou considered seeking help
from sSomeone else (such as = counselor, priest, teacher,
psychiatrist, etec.)?

1 2 3 L 5 6 7
not very
seriously seriously
at all
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INSTRUCTICNS

We are interested in finding out how accurately
people are_able to make certain judgments based on
the information occurring during the first five
minutes of an interview between a person seeking
help and a Psychiatrist, You will initially be
given,the'same information'as was available to the

Psychiatrist before the interview began, followed

by a brief summary of the interview. You will then
listen to a tape recording of the first five minutes
of this interview. Please concentrate fully so you
are able to use accurately the information presented
to you. Your tssk is, on the basis of the available
information, to derive as accurate a perception of

the person as possible, in particular considering

the likely cause of the person's problems.
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INSTRUCTIONS

We are interested in finding out how accurately
people are able to make certain judgments based on
the information occurring during the first five
minutes of an interview between a person seeking
help and a Social Worker. You will initially be
givén the same information as was available to the
Social Worker before the interview began, followed
by a brief summary of the interview. You will then
listen to a tape recording of the first five minutes
of this interview. Please concentrate fully so you
are able to use accurately the infdrmation presented
to you. Your task is, on the basis of the available
information, to derive as accurate a perception of
the person as possible, in particular considering

the likely cause of the person's problemsQ
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INFORMATION SHEET

Name: Ms. H.
Sex: Female
Age: 20

Occupation: College Student.

Summafy of interview:

Ms. H. reports during the interview that she has
been experiencing several problems and difficulties,
and as & result is feeling upset. She discusses these
problems with the Psychiatrist who makes a decision
that Ms. H. requires treatment in the form of

psychotherapy.
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INFORMATION SHEET

Name: Ms. H.
Sex: Female
Age: 20

Occupation: College Student.

Sumﬁary of interview:

Ms. H. reports during the interview that she has
been experiencing several problems and difficulties,
'and as a result is feeling upset. She discusses these
problems with the Psychiatriét who makes a decision

that Ms. H. requires treatment in the form of counseling.
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INFORMATION SHEET

Name: Ms. H.
Sex: Female
Age: 20

QOccupation: College Student.

Summaryvof interview:

Ms. H. repofts dﬁring the interview that she has
been experiencing several problems and difficulties,
and as a result-is feeling upset. She discusses these
problems with the Psychiatrist who does not make a

decision regarding treatment for Ms. H.

99




Appendix I

t/No_Trea

100



A o i e e N P

INFORMATION SHEET

Name: Ms. H.
Sex: Female
Age: 20

Occupation: College Student.

Sumﬁary of interview:

. Vs, H. reports during the interview that she has
been experiencing several problems and difficulties,
and as a result is feeling upset. She discusses these
problems with the Psychiatrist who makes a decision

that Ms. H. does not require any treatment.
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INFORMATION SHEET

Name: Ms. H.
Sex: Female
Age: 20

Occupation: College Student

Summary of interview:

Ns.‘H. reports during the interview that she hze
been experiencing several problems and difficulties,
and as & result is feeling upset. She discussesvthese
prdblems with the Social Worker who makes z decision
that Ms. H. reouires treatment in the form of

psychotherapy.
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INFORMATION SHRET

Name: Ms. H.
Sex: Femzle
Age: 20

Occupation: College Student

Summary of interview:

Ms; H. repofts during the interview that she has
been experiencing several problems and difficulties,
and as 2 result is feeling upset. She discusses these
problems with the Social Worker who makes a decision’

thet Ms. H. reocuires treatment in the form of éounseling.
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INFORMATION SHERT

Name: Ms. H.
Sex: Female
Age: 20

Occupation: College Student.

Summary of interview: |

Ms. H. reports during the interview that she hacs
been experiencing several problems and difficulties,
‘and‘as a result is feeling upset. She discusses these
problems with the Social Worker who does not make a

decision regarding treatment for Ms. H.
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INFORMATION SHEET

Name: ¥Ns. H,.
Sex: Female
Age: 20

Occupation: College Student.‘

‘ Sﬁmmary‘of'interview:

o Ms. H. reports during‘the interVieW»thatvshe has
been experieneing several problems and difficulties,
and as a result is feellng upset. She dlscusses these
Nproblems w1th the Soc1al Worker- who makes a dec1slon

‘that Ms. H. does not requlre any treatment.
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NAME TAFE

The following is a role play of the f{irst five minutoes
of an initial interview conducted by a psychiatrist.
Listen carefully to the recording and answer the
following ‘questions:

1. To what extent does the tape adequately nortray &
¢linical interview?

2. 3 L 5 6 7 8 9

1 7o
not at somewhat moderately Food excellent
all
2. Regardless of your personal orinion, to what extent
do you feel the client attributes her vrotlems to
the situztional versus personzl factors as delined
below?
A. Situstional Factors: Such factors ez her
environment, the behavior of osther peoule,
events. taking place around her,-end extrrnal
pressures. :
B. Personal Factors: Such factors as personaliny,
traits, character, personsl style, attitudesn,
mood, and internal prescures. '

1 2. 3 4 5 6 7 g 9
.tota}ly : ecually totally
situational situational personzl

' and
personal
3. Indicate how disturbed and malodjueted vou vould
rate the client vortraved in this téne to be.
1 2 3 4 5 6 7 g 9
well moderately S
acjusted disturbed

and
maladjustod
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NAME TAPE

The following is a role play of the first five minutes
of an initial interview conducted by & social worker.
Listen carefully to the recording and answer the
following questions: :

1. To what extent does the tape adecuztely portray 2
¢linical interview?

1 2 3 4 5 6 S 9
not at somewhat moderately gocd excellent
all o '

2. Regardless of your personal opinion, to what extent

: do you feel the client attributes her problems to
the situational versus personal fectors as :efined
below?

A. 2ituational Factors: Such factors as her
environment, the behavior of other peaple,
events taking place =round her, and external
pressures. : ’ ) . '

traits, charazcter, personal style, esttitudes,
mood, &nd internal pressures.

B. Personal Factors: Such factors as personality,

1 2 3 L 5 6 7 g 9
totally eocually ) totally
situational : situational personal
and

personal

3. Indicate. hHow disturbed and maladjusted you would
rate the client portrayed in this tape to be.

1 2 3 A 5 6 7 g "9
well moderately : very
adjusted disturbed ' disturbed
and and
malad justed maladjusted
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Graduate Student Ratings of Client Interview Tapss

Test Tape

Sub ject

=1

tape 1 tape 2 tape 3 tape

Adequacy Rating

Social Work Condition

Subject 1 4 7 5 7
Subject 2 (male) 5 3 7 7
Subject 3 (female) 5 4 6 8
Subject 4 (male) 6 7 5 6
Psychiatry Condition
Subject 1 (female) 5 5 5 5
Subject 2 (malsg) 7 6 7 6
Subject 3 (female) 7 7 7 7
Subject 4 (male) 8 7 8 7
Subject 5 (male) 5 5 7 7

Situation - Personal Attribution

Social Work Condition

Subject 1 (female) 7 6 5 4
Subject 2 (male) 4 4 4 6
Subject 3 (female) 2 2 5 6
Subject 4 (male) 7 4 2 2
Psychiatry Condi+tion
Subject 1 (femaleg) 7 8 4 6
Subject 2 (male) 8 5 2 2
Subject 3 (female) 7 4 7 5
Subject 4 (male) 8 6 6 5
Subject 5 (male) 7 7 6 4

MALADJUSTMENT RATING

Social Work Comndition

Subject 1 (female) 3 4 5 5
Subject 2 (male) 3 3 5 3
Subject 3 (female) 6 5 6 5
Subject 4 (male) 6 7 6 5
Psychiatry Condition
Subject 1 (female) 5 6 5 5
Subject 2 (male) 4 4 4 5
Subject 3 (female) 6 6 6 7
Subject 4 (male) 5 4 4 3
Subject 5 (male) 5 6 7 6
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On the: following pages, you will be asked sgveral questions
about the person whose interview you have just heard. Take

your time, and make your decision carefully.

Based on the information you have been given, and using
the scale provided, describe the extent that you judge Ms, H's
problemS'to be due to situational versus personal factors as
defined below: ‘ '
A, Situationg F. ctors: Sueh féctors as. Ms. H's social
: énvifonment. the behavior of other people, events taking

place around her, and external pressures.

B. Personal Pactors: Such factors as personality, traits,
character, personal style, attitudes, mood, and internal

pressures.

1 2 3 o b 5 6 7 8 9
totally equally ‘ » . totally
situational situational personal

: © and
personal
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Based on the information you have been given, indicate

how disturbed and maladjusted you believe this person to be.

1 2 3 L 5 6 7 8 9
well moderately very
ad justed : - disturbed disturbed
and and
maladjusted - maladjusted
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We are also interested in your personal reaction to this
individual based on the information you have been given. There
are probably some people with whom you would be willing to be
very good friends, and others you would just as soon not even
be around, We would like you to tell us hdw close a relation-
ship you would be willing to have with this person, Check the
space below each of the following statements which most closely
corresponds to xggg fee1ings about the person. Guess if you

aren't really}sure.

I would like to live next door to this person.

- 8trongly agree no opinion - disagree strongly
agree disagree

I would like to sit next to this person in class,

strongly agree no opinion disagree strongly
agree disagree

I would like to have this person as a roommate.

strongly agree no opinion = disagree strongly
agree : disagree

I would like to have this person care for my children in my
absence, :

strongly agree no opinion disagree strongly
agree disagree
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I would like to have this person as a close personal friend.

strongly agree no opinion disagree strongly
agree , disagree

I would like to invite this person home to dinner.

strongly agree no opinion diéagree strongly
agree disagree

I would like to go to a party to which this person was invited.

strongly agree no opinion disagree strongly
agree - disagree

I would like to eat lunch with this person in school.

strongly agree no opinion disagree strongly
agree disagree

I would like to have this person as a member of my social
group or club.

strongly agree no opinion = disagree strongly
agree disagree

I would like to have this person as one of my speaking
acquaintances,

strongly agree no opinion disagrée strongly
agree ‘ disagree

I would like to work on a two-person projeect with this person,

strongly - agree no opinion disagree strongly
agree disagree

I would like to have this person marry a close member of my
family.

strongly agree no opinion disagree strongly
agree disagree
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The , Social Rejection Questionnaire was a 12 i+enm scale
covering relationships involving school, friendship,.
acceptance into family, etc, A factor analysis was
performed <o assess whether or not the different areas
included resulted in diffsrential responding (i.e.,
separable social rejsction factors). A principle component
analysis with varimax rotation indicated <that only one
factor had an eigenvalue greater than one (4.69) and
accountad for 85.8% of the variance, Thus the scals proved
to be a unidimensional measure of social rejection.
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1. With whom were you identifying while making your

evaluation?

1 2 3 L 5 6 7 8 9
totally equally totally
with with with
interviewee ~interviewee interviewer

i and
> interviewer
2. To what exﬁent were you able to identify with the
interviewee's problems? :

1 2 3 L 5 6 7 8 9
not moderately entirely
at
all

3. To what extent do you feel that the interview you
heard is typical of helping interviews in general?

1 -2 3. 4 5 6 7 8 9
not moderately entirely
typical . typical typical
at ’ .
all
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FEEDBACK

We would like to give you some feedback on the specific purpose of
the study, which is, as we said at the beginning, to look at pecple's
judgments about someone seeking professional help for a problem.

The process of judging someone to be maladjustive, disturbed,
mentally ill is a complex one, and one which even trained professionals

have great difficulty with and are inconsistant in making.

One factor which is thought to play a role in people making
estimates of maladjustment is the nature of the perceived cause of the
problem. For the same problem, it is often the case that seeing the

cause as a personal one, lying within the person, is likely to
result in a greater estimate of maladjustment than if the cause is seen
as situational. Such a tendency is neither right or wrong, but we

are interested in seeing how consistantly such a tendency occurs.

Please don't discuss this experiment with other classmates until
next week, when the study is over, as you might influence their

reactions to it.
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Upivariate Apalyses of Variance for Help Sesking

Souzce (s34 Ms g e}
Treatment Decision (Treat) 3 0.992 1.06 .370
Profsssional Label (Label) 1 0.023 0.02 .877
Help Seeking Similarity (Simil) 1 484,454 514,92 ,000
Treat x Label 3 0.215 0.28 .838
Trea*t x Simil 3 0.121 C.13 .943
Label x simil 1 0.818 0.87 .352
Tre2at x Label x simil 3 0.061 0.06 .979
Subjects Within Groups 160 C.991
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Observed Cell Means

3

131

Dependent Variable

X Treatment

X Similarity

ot

\ttri- Malad- Social Role Problem Typical-
bution just- Rejec- Identi- Identi- ness
mant tion fica- fica-
tion tion

1,11 5,72727 5,000600 32,54545 2,54545 6,72727 5,90909
1,1,2 5,00000 5,36364 36,36364 3,18182 4,90909 6,27273
1,2,1 5,18182 5,54545 37,27273 3,81818 5,90909 5,90909
1,2,2 4,72727 5,45455 35,27273 4,54545 6,27273 5,45455
1,3,1 4,81818 5,27273 37,0000 3,00000 6,18182 5,63636
1,3,2 4,72727 6,18182 34,45455 3,18182 5,63636 5,09091
1,4,1 5,09091 4,45455 38,54545 3,00000 5,54545 5,36364
1,4,2 5,27273 4,00000 35,72727 2,54545 5,63636 5,90909
2,7,1 4,81818 6,00000 36,36364 2,36364 6,90909 6,00000
2,71 4,81818 4,63636 34,45455 4,00000 5,18182 5,90909
2,2,1 5,18182 5,18182 37,36364 2,54545 7,00000 6,00000
2,2,2 4,81818 5,18182 40,36364 4,27273 5,63636 6,00000
2,3,v 5,27273 5,54545 37,18182 2,90909 6,00000 5,63636
23,2 5,36364 6,45455 37,81818 4,90909 6,00000 5,72727
2,4,1 5,36364 4,81818 36,00000 2,36364 7,18182 6,72727
2,4,2 5,27273 3,72727 35,90909 2,45455 7,00000 5,09091

Label: 1 = Social Worker; 2 = Psychiatrist

Treatment: 1 = Psychotherapy; 2 = Counseling;

3 No dscision; 4 = No Treatment

Similar; 2 = Dissimilar

Similarity: 1
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Dependent

Yariabls

Attribution

Perceived Maladjustment
Social Rejection

Role Identification
Problem Identification
Typicalaess of Intsrview

3.2273
£.1080
5.7898

Standard
Deviation

1.5722
1.7461
7.1084
1.9316
1.9316
1.5986
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The following is a summary statement of an interview
between a person seeking help for certain problems she

has and a Psychiatrist. Read it and answer the ouestion

below.

Ms. H. reports during the interview that she
has been experiencing several problems and.
difficulties, and as a result is feelins upset.

- She discusses these problems with the Fs&chiatrist
who does not make a decision regarding treatment

for Ms. H',

What thoughts immedistely come to your mind upon reading

that the Psychiatrist does not make a decision rerarding

treatment for Ms. H.? ({(Cive as complete an answer as

possible,)
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The following is a summary stutement of an interview
between a person seeking help for certain problems she

has and a Psychiatrist. Read it and answer the ocuestion

below.

Ms. H. reports during the interview that she
has been experiencing several problems and
difficulties, and as a result is feeling upset.
She discusses these problems with the Psychiatrist
who maxes a decision that Ms. H. does not reocuire

any treatment,

What thoughts immediately come to your mind upon reading

that the Psychiatrist makes a decision that Fs. . does

not recuire any treatment? {Give as complete an answer

as possible.)
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1. Either he wants her to lesarn <o work it out for herself
or he does not know what she should do. One other possibil~
ity is that there is no further %reatment or advice he could
give her that would help her any further.

2, If this person is a trained Psychiatrist maybe he/she
feels that a decision should not be made by himself, Ms. H.
maybe felt that she should have to help solve these problems
by coming up with a possible descision r=garding treatment.
I believe that the Psychiatrist was just in doing this,

3. The psychiatrist doesn't help Ms. H. to solve the
problem. He is not a good psychiatrist.

4. The immediate thoughts which came to my mind are that the
psychiatrist doesn't seem to be adequately +rained or
capable enough to help this person and should refer her %o
another psychiatrist who maybe could help her., I felt sorry
for the patient because, 1if the doctor couldn't even help
her with he problem, then this would really make her feel
© worse, This could be all true unless, the psychiatrist
feels that the woman's only nead was to tell someone =21se
about her problem, Therafore, she would already have been
help=2d, Otherwise, she should not waste her *ime with hinm
any further.

n

" The" psychiatrist is trying to frustrate Ms., H. so that
could think for herself, her real problem. She could
& chance to analyze herself, too.

NoaN /)]
D e
O

6. The Psychiatrist wants to talk with Ms. He again and
learn more about her, He probably wants to see if Ms. H,
changes and is no longer deprassed, By not prescribing
anything for Ms. H., she is able to deal with her problenm by
herself. If she had drugs, she would possibly relate
problem solving witk drugs which is wrong. ‘

7. Her troubles are not really serious and she probably can
solve them by herself and doe2sn't need any treatment at all.
Or the psychiatrist doesn't know what to do or could find a
solution for her, Maybe he needs more time to judge the
problems.

8., I fzel that the Psychiatrist either does not feel that
the problams are out of the ordinary and therefore do not
r==d ex*ra special attention to "treating" them, or the
Psychiatrist may feel that more sessions will be necessary
to wundsrstand the basis of +the problenms, in which cass
proper treatmsnt will then be prescribed to Ms. H.

In either <case, I feel +hat the Psychiatrist is not
compstant, in that he cannot come to any conclusions,
regarding further treatmeat for Ms. H,.
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9. The thought immediately coming to my mind is why Ms. H,
is goirg to the psychiatrist if he or she can't make a
decision on treatment needed, The psychiatrist has been no
help and she will remain upset or have to sort it out for
herself. She is right-at the beginning of har problen
again,

10. The psychiatrist probably is undecided about what to do
and perhaps will, in the future, decide upon a treatment for
her.

11. The Psychiatrist perhaps feels himself in no position to
make this dscision. He may feel <that his opinion could be
unjustly biased and therefore does not suggest treatment.
He may also admit unto himself that the above cass has never
come up before, and, being thus totally unique, cannot be
the object of treatment,

12, I +think that probably the psychiatrist feels <that he
would not be justified in making a decision <regarding
treatment because he feels he doesn't know her well, all her
symptoms are not very specific, we all have problems and are
upset, T think in order for the doctor to prescribe
trzatment Ms, H, would have to be more specific. The doctor
needs meore time with her, to try and figure out exactly what
is bothering her. In my point of view if in fact Ms. H,.
does have a psychological problem she could try and help
hersslf.

Tne doctor however 1s within his right not to propese

treatment, I would certainly hope that he would try a
little more +*to get to the problem which Ms. H. seems to
have,

13. That perhaps he wants to go dseper *to find out the real
cause of the problem., Perhaps he feels that the problem Ms.
H, has discussed with him is not the real depth or the root
of th=z problem causing her to feel upset., Or maybe he
doesn't r2ally understand it himself to give Ms., H. a
treatment right away, but he intends to go more deeper into
+he problem.

14, The thoughts that coms *0 my mind are that the psychia-
trist does not know what kind of treament to offar, or the
psychiatrist doesn't know =enough about the patient's
background or what caused the problenms. The psychiatrist
might think the problem is minor. '

15, Psychiatrist perhaps wants to discuss Ms. H's problems
and let her dscide what treatment or help she needs. Also
before reaching any decision regarding treatment it is first
necessacy to discover the cause of the problenms,
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16. Probably the psychiatrist doesn't think she has a major
problem and that she will get over it without needing any
- specific help - the only help the psychiatrist can offer is
just to let her talk it out.

17. Ms. H. 1is obviously looking for some type of outside
assistance that will enable her to solve her problems.
Because the Psychiatrist does not make a decision regarding
treatment for Ms. He, this does not necessarily indicate
that he is uninvolved or uncaring, but perhaps shows %fthat hs
feels that only she can answer her problems, A Psychia-
trist, by no means has answers to all of our questioas, and
solutions to all of our problems but instead is there to
possibly help us formulate answers and solutions of our own
accord. Ms., H, will solve her difficulties, with the help
0f the Psychiatrist, but she must also help herself,
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1. The psychiatrist has obviously not listensd openly to the
patiznt's complain+s. If she believes she is experiencing
difficul+*ies thern thsre nmust be a Leason why she is having
difficulties, What a dumb question!!

2. I fesl that <he Psychiatrist is not doing his job because
he refuses to give Ms, H. halp. He must f£eel +that her
complairts are superficial and do Rot need treatment,
however, if they are superficial hs should help her realize
this, If there is some kind of validity whethsr it be
internal or external he should help her cope with her
problems and difficulties,

3. The psychiatrist shouldn't be authoritated to say whether
Ms. H. is well or sick.,  He shouldn'+* have the responsibil-
ity to make this kind of decision, There obviously is a
problem if the woman feels that she requires professional
help, and the psychiatrist should respect her decision. It
is quite possible, too, that Ms. H. is simply neurotic, and
feels sorry for herself, But 1f problems and difficulties
can upset her, she may have a personality problem, or she
may be immature for her age, in which case she still needs
help.

4. ~ Her problems and difficultiss are due to external
environment rather than her own internal conflicts or
anxiety or psychological unbalancsad, So, psychological
treatment can't be any help and it will only bring about bad
effect such as confusion of herself and lack of ss2lf-confi-
dence,

5. The thought that immediat2ly comes +o my mind is that the
psychiatrist may be wrong in his decision. As a resuls,
Mrs. H. will not raceive any help and she will probably
continus to be upset. It may happen that Mrs. H., will come
To the stage where she can'+ cope with her problems any
more, and consequently, she may commit suicide, The
psychiatrist's decision was too hasty. He should have used
more than one interview to make his decision.

6. From the above statement I feel that Ms. H. must have a
very trivial problem or that sha may have some nerve

disorder which cannot be treatsd by a psychiatrist. These
problems ard difficulties may be the type in which she alona
can only cure, From this I also gather that Ms. He 1is a

very indepsndant vperson and one who is unwilling to do as
others may advise <o her apd as a consequence the psychia-
trist feels that her problam cannot be savad by his
knowledge of her problem.

7. The thoughts that come to miad are that the woman's
problems must be very insignificant and not really what the
problem is for the psychiatrist to not prescribe treatment.
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8. Ms. H. should be able to handle her problems without help
by herself or with her family., Ms. H, may be experiencing
problsms that nmany people have in general at one time or
another and are not so "ssrious" as to reguire professional
kelp. Ms, H. 1is capable enough to deal with the problems
without assistance, Maybe the problems are problems that
can only be solved by Ms, H. herself, The problems ares
probably fairly common or the behaviour is not what the
majority of people would call "abnormal." The pPsychologist
upon talking +o Ms, H, feels she is a competent enough
pérson to "help herself,"

9. think the psychiatrist is nuts, In the first placs,
she must "think" she has problems, because she 4digd go and
See a psychiatrist, Secondly, if a person is upset enough
to go and have to talk out their problems with someone
professional, they really do have a problem, We shouldn't
need psychiatrist in normal, "everyday" situations, but some
people can't take the pressures of evan "normal" situations,
So they do need advice, She (Ms. H,.) went for help,
expecting someone to guide her through her problems, and the
bPsychiatrist denied her that guidance!

10, This statement makes nme think that the psychiatrist has
underestimated the severity of Ms., H's problems and is kingd
Oor just brushing her aside without really considering how
upset ‘she may be., If Ms, H, felt upset enough to come to a
pPsychiatrist, she deserves treatment to help her solve her
problems and feel less upset,

11. The psychiatrist makes Such a statement because +he
woman has just discussed her problsms, Talking aboiut her
problems has already helped the patient. Also, whether this
is relevant, Ms. H. Tepresents a liberated woman, Possibly
her libsration has been upsetting her, and Ms. H. just neded
to0 talk to someone,

12. Mr. Psyckiatrist Probably doesn't know what he is doing.
I wonder whether Ms. H, checked to see if he had a diplema
on his wall, Could be however that he got it at Woolworths
on $1.49 day. The guy is definitely only after getting the
money off her, Probably charged her $50. +to tell her she
doesn't nesd treatment, I'm sick of paying out money to
pPsychiatrists who just tell me to go home without any pills.

13. The problem is not a major issue in Ms. H. life so she
doesn't need treatment from him.

14. I think nothing of i+,
realized that Ms, H. doesn'c
he is merely incompetent. Th
decide which i* is, though., T
anything of his decision,

Either the psychiatrist has
require treatment, or perhaps
2re is not enough info. ¢t
herefore, I don't really <think
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15, It seems that there really isn't a problen. It is all
in Ms., H's head,

16. I figure that he is not a psychatrist that is that
concerned with the parson. He shouldn*'t tell her there is
nothing wrong, he should ask her more about the problems and
try +to find one cause, He could possibly tell her to
continue on and if more problems arise then come for
treatment,

17. Ms. H, probably does not require any treatment because
she probably is just confused as the psychiatrist sees it.
She does not need any treatment because she is not mentally
ill. she probably just nesded someone *o talk to. Ms. H.
is probably dJust like most people who are very emotional
about various things because the articls mentions that she
was upset, The doctor probably feels +that she had let out
all her frustrations and therefore doss not ne=d further
help.

18, 1) Ms. H., is making her problems out to be much more
serious and troublesome than they actually are.

_ 2) The psychiatrist himself may be making a snap
judgment, made without enough information on Ms. H.




