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CHAPTER I 

INTRODUCTION 

The purpose of this research was to present a 

rationale for the optimization of demand characteristics 

within the role induction interview and to experimentally 

investigate a composite persuasion effect in psychotherapy. 

Advanced Organizers 

A substantial body of experimental research suggests 

that providing a subject with an anticipatory set will 

increase that subject's sensitivity and ability to respond 

appropriately in future situations (Woodworth and 

Schlosberg, 1954; Miller, Heise and Lichten, 1951; Duncan 

1959; Ausubel 1963). Ausubel (1963) theorized that 

providing an anticipatory set provides a cognitive frame

work into which new material can be interwoven more 

efficiently and with better final results. He calls such 

learning sets advanced organizers and says that they 

facilitate the learning of new information and make possible 

the systematic analysis and comparison of new and old 

information. Advanced organizers increase the awareness 

of the subject in learning situations and, as Farber (1963) 

noted, learning without awareness is slow and uncertain in 

comparison to learning which takes place under conditions 



of high awareness. 

Implications For Use In Therapy 

The implication for the use of advanced organizers in 

psychotherapy is that structure be provided for the patient 

According to Rctter (1954) structure is necessary to get 

the patient "to attend to, react to, or concern himself 

with the right things in therapy" (p. 352), Justification 

for the use of advanced organizers in therapy is already 

present in clinical research. Such research indicates that 

what a patient initially believes about therapy is related 

to the probability of the therapy being successful. Heine 

and Trosman (1960) found the aims "which the patient 

expressed with regard to psychiatric treatment and the 

means by which he expected to reach his goal were highly 

related to continuance" in therapy (p. 277). Kirtner and 

Cartwright (1958) found that patients already holding a 

problem solving cognitive framework similar to that of the 

therapist did better in therapy than patients who did not 

hold the initial similar framework. Wallach and Strupp 

(1960) noted that it may be that "patients whose beliefs, 

desires, and expectations are similar....to corresponding 

expectations held by the therapist may be said to arouse 

a warmer attitude in the therapist" (p. 317). In more 

general terms, Orne and Wender (1968) noted that "strong 

positive relationship between a patient's perception of 



psychotherapy and its ultimate success" (p. 1202) , All of 

these studies point to the advantages of a patient's having 

a perspective regarding therapy which is congruent with 

what actually takes place. 

It seems advisable then to provide a reasonable 

structure for the patient to prevent a simple lack of 

knowledge or discrepancy in expectation from hindering 

therapy. Sherman (194 5) reported that a failure to 

structure or structuring so as to "leave the client on his 

own is followed by resistance, whereas structuring the 

situation as a cooperative venture encourages the most 

desirable type of client attitude" (p. 493). Kelly (1955) 

notes that the absence of structure may also produce 

unwanted anxiety. Ambiguous or unstructured tasks for 

clients may be of some benefit as Cantril (1941) has 

found that as patient confusion is increased, so is his 

suggestability. The benefit of this increased suggest-

ability must be weighted against the arousal of the 

patient's anxieties and resistance to therapy suggested 

by Sherman in failing to specify some type of structure. 

The Role Induction Interview 

A specific attempt at providing structure for the 

patient is found in the use of the "role induction inter

view". Hoehn-Saric, Frank, Imber, Nash, Stone, and Battle 



(1964) described the role induction interview as typically 

covering five areas. They are: 

(1) a general exposition of psychotherapy; 

(2) a description and explanation of the expected 
behavior of a patient and a therapist; 

(3) preparation for certain typical phenomena in 
the course of therapy (resistance); 

(4) the induction of a realistic expectation for 
improvement; and 

(5) the importance of regular attendance. 

Role induction, as it is currently used, is believed to 

function as an advanced organizer. That is, role induction 

provides new patients with knowledge that they do not 

already possess (Goldstein, Heller, and Sechrest, 1966) . 

There is no definite attempt to convince the patient that 

therapy will, in fact, work. To this extent role induction 

interviews are used more as sources of knowledge than as 

a means of increasing the patient's faith in psychotherapy. 

In one experiment Hoehn-Saric et a]^. , (1964) used 

forty neurotic outpatients equally divided between the 

control and experimental groups. Patients in the experi

mental group were individually given a role induction 

interview before treatment was started. Multiple patient 

ratings were made by both the staff and the patient himself 

over a four month period. The experimental group was 



found to rate significantly higher on a therapy behavior 

scale, had better therapy attendance, and was rated by 

their therapists as having a better intherapy relationship. 

The experimental group patients also showed significantly 

greater improvement in target symptoms and scored higher 

on several outcome measures. 

Theoretically Inconsistent Findings 

There is however some justification for questioning 

the rationale for why role induction produces better 

therapy results. If the information content of a role 

induction interview is the main factor responsible for 

better therapy results, then those who are the least 

sophisticated in psychotherapy would be expected to profit 

the most from role induction. According to Orne and 

Wender (1968) it should not be necessary for the therapist 

to explain the ground rules of treatment to well educated 

upper middle class patients since they are assumed to 

already know those ground rules. 

In a classification system similiar to that of 

Goldstein and Shipman (1961), Hoehn-Saric et_ al̂ ., (1964) 

rated patients on an attractiveness/unattractiveness 

basis. This was a global judgment of suitability for 

psychotherapy using factors such as age, education, ability 

to relate to others, and so on. The judgment of suitability 



also considered the patient's sophistication in psycho

therapy. Hoehn-Saric et_ al̂ ,, (1964) paradoxically found 

that attractive patients responded more to the role 

induction procedure than did unattractive patients. Other 

reports of this study (Nash, Hoenh-Saric, Battle, Stone, 

Imber, and Frank (1965) ; 1965) , although somewhat 

ambiguous, suggest that unattractive males are the least 

responsive to role induction interviews. The results of 

both studies are unexpected if correct knowledge of 

psychotherapy were the facilitating factor in role 

induction. 

In another experiment Sloane, Christol, Pepernik, 

and Staples (19 70) inquired about the recall of the role 

induction interview and found that none of their patients 

were able to spontaneously recall what they had been told. 

This finding also suggests that the content information 

or advanced organizing power of the role induction inter

view is not as important a factor as has previously been 

thought. The Sloane study pointed out that even though 

their patients had no strong beliefs about therapy it 

was difficult to give them one, yet they still reported 

significant results using role induction. 

Finally, if role induction information were the 

critical factor responsible for role induction success 

then providing a patient with incorrect information should 



hinder therapy, Nash et a]^. / (1965) reported that for one 

of the four therapists in the Hoehn-Saric study the actual 

treatment was different from the treatment explained. That 

is, for 12.5% of the study's total "n" the explanation of 

therapy was not a good match to the therapeutic reality. 

Nevertheless, role induction showed significant effects 

on this therapist's patients. In fact, this therapist was 

rated as one of the most successful of the four therapists 

in the study. 

In summary, information-oriented role induction 

interviews have shown positive results despite apparently 

inconsistent findings that: 

(1) patients already sophisticated in psychotherapy 
have shown better results than more naive patients; 

(2) in general, patients cannot spontaneously recall 
what they have been told in the role induction 
interview; 

(3) in patients with no strong beliefs about therapy, 
role induction has not been very successful in 
establishing strong beliefs; 

(4) role induction interviews which convey incorrect 
information still have had positive results. 

Thus, it would seem that the content of the role induction 

interview may be important but secondary to some other 

aspect of the role induction procedure. The confounding 

element is that the content information may be a necessary 

carrier of the other element. 
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Demand Characteristics 

Martin Orne was one of the first to recognize the 

fact that the subtle structure of experiments and perhaps 

therapy situations directs much of a subject's or patient's 

subsequent behavior. He found that experimental subjects 

would carry out extremely boring and unrewarding tasks and 

do so with few errors or decrements in speed (Orne, 1962). 

There seemed to be something about the situation that 

motivated subjects to perform tasks to which in normal situa^ 

tions they would not even consider devoting effort. Orne 

suggested that the subjects behaved as though they had 

a stake in the outcome of the study. Support for Orne's 

observation comes from Verplank's (1956) work in which 

he discovered that students who had been successful in 

a verbal reinforcement experiment were given high prestige 

by peers. Presumably the students sought to act in the 

manner experimentally predicted, not because of the 

experiment's programmed reinforcers, but because of 

the social prestige they received after the experiment 

was completed. The students were performing more 

independently of the programmed reinforcers than had been 

anticipated. Personal involvement and the association 

with prestige are seen here to be motivators and 

reinforcers of behavior even though they are rarely 

considered in reporting experimental results. It may be 

that therapy patients also perform more independently of 



treatment than previously suspected, 

Orne postulates that subtle direction and structure 

are indigenous to all situations. He refers to these 

structured elements as situational "demand characteristics" 

(Merton, 1957) saying that they are intuitively perceived 

aspects of a situation that influence a subject's behavior. 

A demand characteristic can function to direct a subject's 

behavior or can function as an attitude change agent to 

modify a subject's belief in, or commitment to, a behavior 

or situation. Used in this way, demand characteristics 

account for both social and situational influences. 

An Example: Effects of Demand 
Characteristics in Therapy 

A study by Frank, Gliedman, Imber, Stone, and Nash 

(1959) demonstrates the effect that demand characteristics 

can have on a therapy setting. The Frank study found 

that all of their treatment groups showed a significant 

reduction in discomfort or relief from anxiety and some 

depression on a re-test six months after treatment had 

begun. Whatever caused the reduction in discomfort seemed 

to be equally potent regardless of the amount or type of 

treatment contact. The researchers speculated that the 

reduction in the discomfort score may have been due to 

the patients' common belief that they were being helped. 

This postulated reason accounting for the experimental 
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finding implies the existence of several relevant demand 

characteristics, 

One of the implied demand characteristics of that 

situation would be that a patient who is tested, given 

some type of treatment, and then retested may intuitively 

understand that he should show positive change on the 

second test. The patient's test results may, in fact, 

reflect such an attitude. Another intuitively perceived 

demand aspect may be that enough time had passed to 

justify some type of change on the test scores, A third 

demand characteristic might have been that the patient 

was in contact with a person culturally defined as a 

healer and so again change was expected and justified. 

Many other demand characteristics exist relevant to that 

situation. They range from the patient liking the 

therapist and specifically trying to please him to his 

being impressed with the furnishings of the therapist's 

office and assuming the therapist must be very successful. 

Many of the patients in the Frank study made progress 

seemingly due to their recognition of, and reaction to, 

demand characteristics like the ones described, Frank 

summarized the effect saying that the improvement does 

not seem to depend on the nature of treatment and starts 

as soon as the patient and the physician meet. 
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In an effort to isolate the responsible factor, a 

second set of patients was tested, given placebo, and then 

retested two weeks later. The same drop in magnitude of 

discomfort was found as in the six month retest group. 

The findings suaqested that a drop in discomfort miaht 

have been found in the six month and two week re-test 

groups if they had been tested earlier. A third set of 

patients was then examined. They were tested, given a 

placebo treatment, and then retested one hour later. The 

findings also showed a marked decrease in discomfort 

ratings. The relief from distress was shown to have 

lasted at least two years in some of the patients. This 

drop in the magnitude of discomfort was independent of the 

therapeutic treatment. Heller and Goldstein (1961) have 

found "it appears that....clients may be set to see them

selves as changing although their interpersonal interactions 

remain relatively constant" (p. 373). To say that patients 

set themselves for therapeutic change parallels the 

Frank study suggestion that the patients share a common 

belief that they are being helped when they come into 

contact with a person defined as a therapist. Both 

formulations indicate the workings of demand characteristics 

which served to enhance the patient's belief in the 

therapeutic process. Frank concluded by saying that the 

diminution of discomfort is a response to the patient's 
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belief that he is being helped and, therefore, change is 

expected. Presumably, this is often strongly activated 

early in a patient's contact with the doctor even though 

no specific attempts are made to contrive or engender the 

effect. 

Application to Therapy 

The suggestion for therapy derived from Orne's 

formulations and the Frank study is that if therapists 

are aware of the demand characteristics of the therapy 

session then they can use them to facilitate the patient's 

belief in, or commitment to, the therapy situation and 

thereby the course of therapy. Further, it may be that 

such demand characteristics enhance the role induction 

procedure which supposedly conveys information on the 

mechanics of therapy, Orne observed that the more obvious 

the demand characteristics the more effect they exercise. 

He noted that there was an extreme limit to this principle 

however in that if the characteristics are too obvious 

and forced there is a tendency for the subject to be 

biased in the opposite direction of the demand character

istic. Orne indicated that this was comparable to 

"tendency to favor individuals whom we dislike in an 

effort to be fair" (p. 780), For therapy then the 

implication is that the demand characteristic should be 
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easily discernible but not so blatant as to bias the 

patient in an untherapeutic direction. 

Providing a person with a knowledge of a healing 

procedure and the arousal of the person's belief in that 

procedure is a common occurrence before miraculous cures 

in most historical accounts, Janet (1925) reported that 

miraculous healing cures often took place after long trips 

to the healing place. Once the patients arrived they 

heard all about the other miraculous cures, how they 

took place, what the patient was to do to receive the 

cure, and often even talked to those who had previously 

been cured at the healing place. 

Persuasion vs Information 

A similar type of influence is common in psychotherapy 

today despite a general reluctance to acknowledge its 

important effects. Goldstein and Shipman (1961) found 

that there was a "significant effect of referral source 

on the patient's confidence in the clinic" (p. 132). 

Frank (1959) observed that "if properly conducted the 

admission procedure can heighten the patient's hope of 

benefit from his stay and his trust in the treatment 

staff" (p. 18). He noted that "many patients perceive 

the intake procedure as a probationary period to determine 

their worthiness to receive the psychiatrist's ministra

tions" (p. 19). Heller and Goldstein (1961) offered 
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evidence for the ''therapeutic nature of such non-specific 

clinic contacts as the intake interview and psychological 

testing" '(p, 375) . They note that believability is gained 

by using psychological tests as a badge of special 

competence, Offering the patient some sort of formulation 

about his problem impresses the patient with the therapist's 

ability to understand and help him (Mendel, 1964), Thorne 

(1944) and Snyder (1946) also suggest the prestige gained 

in such procedures is valuable if for nothing else than 

its rapport building utility, Pentony (1969) suggests 

that therapist prestige or authority is a necessary 

prequisite for therapy. The role induction interview 

procedure may naturally include many powerful demand 

characteristics which exert a very similar type of 

influence. It would seem, in fact, that identifying demand 

characteristics, and not the conveying of information, is 

the critical element in role induction. This clarifies 

many of the apparently contradictory findings regarding 

such procedures. 

In 1967 Yalom, Newell, Houts, and Rand reported a 

study that indicated that role induction was more persuasive 

than informative. It was suggested that a pre-therapy 

explanation increased the patient's faith in the efficacy 

of group therapy. That is, the group members were assured 

that therapy would work indirectly through an explanation 
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of what would take place in therapy. Many subtle demand 

characteristics acting mostly as attitude change agents 

combined to produce that facilitating effect. Other 

evidence suggests that demand characteristics have played 

an unacknowledged part in the results of current role 

induction success. In the research by Sloane et_ al. , 

(1970) it was noted that "in an attempt to increase the 

effect of the pretreatment preparation, the second 

psychiatrist was introduced to the patient as the one who 

was best able to determine which therapist and which form 

of treatment would be most suitable for the patient" (p. 21) 

The psychiatrist giving the role induction was defined 

as an expert or high competence person. Messages from 

experts have long been known to exert more influence than 

messages from lower status persons (Kulp, 1934; Zagona and 

Harter, 1966) . The importance of these variables is 

further suspected since role inductions impersonally given 

by a tape recorder have had no. measurable effects (McGlynn, 

Reynolds, and Linder, 1971). The role induction procedure 

naturally carries the potential for powerful although 

often unorganized demand characteristics. 

If the role induction interview's purpose is to 

increase the patient's responsiveness to treatment, then 

the organization of high influence demand characteristics 

within the role induction interview would seem not only 
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logical but necessary to obtain the maximally facilitating 

therapeutic effect. The evidence presented above would 

seem to support the contention that demand characteristics 

have exerted a strong influence in prior role induction 

studies. This evidence also suggests that anything the 

role induction interviewer can do to impress the patient 

with the importance and effectiveness of psychotherapy 

and his therapist-to-be will heighten the patient's 

susceptibility to the treatment. Viewed in this manner 

the role induction interview is primarily a carrier of 

persuasive demand characteristics. The information value 

of the role induction interview is secondary to its 

persuasive elements, 

Frank (1959) observed that the "dominant trend in 

writings on psychotherapy has emphasized the desirability 

of the therapist using more indirect methods of influence" 

(p, 22), Frank's observation suggests that psychologists 

should be more aware of the subtle stimuli naturally 

found in situations where emotionally disturbed patients 

are treated. Sensitivity to that aspect of therapy would 

aid the patient in thinking and feeling that therapy is 

indeed effective and worthwhile for him personally. In 

reality the psychologist would be taking a greater covert 

part in directing the patient's expectancy and knowledge 

rather than leaving these critical phenomena to less 
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planned and often less effective chance learning contin

gencies , 

Considering Orne's position on demand characteristics, 

any structuring must respect the balance between the 

obvious and the obscure to most effective. The optimiza

tion of indigenous demand characteristics conforms to these 

guide lines. The use of any advanced organizer in psycho

therapy (e.g. role induction) must first and most importantly 

activate the patient's positive beliefs in addition to 

providing structure to be most effective. 

Research Hypotheses 

There is some reason to doubt the assumption of prior 

research that role induction conveys a large amount of 

therapy information (Yalom et aj^., 1967; McGlynn, et al,, 

1971). The first concern of this study was to determine 

the patient's initial knowledge of role induction content 

and the amount of new information actually gained through 

the role induction procedure. It was predicted that: 

(1) There would be no significant changes in 
therapy knowledge as measured by the Therapy 
Information Questionnaire for any of the 
experimental groups. 

This study also sought to assess the value of the role 

induction interview with maximized and minimized persuasive 

demand characteristics. It was predicted that: 
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(2a) Patients who received role induction with 
demand characteristics maximized would show 
greater improvement on the Patient Progress 
Scale than those who received role induction 
with minimization of such variables; 

(2b) Patients who received role induction with 
demand characteristics maximized would show 
greater improvement on the Patient Scale than 
those who received role induction with 
minimization of such variables; 

(3a) Patients who received role induction with demand 
characteristics maximized would show greater 
improvement on the Patient Progress Scale than 
a control group; 

(3b) Patients who received role induction with demand 
characteristics maximized would show greater 
improvement on the Patient Scale than a control 
group; 

(4a) Patients who received role induction with 
minimized demand characteristics would show 
greater improvement on the Patient Progress 
Scale than a control group; 

(4b) Patients who received role induction with 
minimized demand characteristics would show 
greater improvement on the Patient Scale 
than a control group. 



CHAPTER II 

METHOD 

Overview 

This research consisted of three groups of outpatients. 

Two of the groups were presented with differing levels of 

demand characteristics encased within a role induction 

interview, A third group served only as a control. Patient 

adjustment was evaluated before and after three clinic 

contacts, 

Experimental Design 

This research was designed to use a test, retest 

procedure on three discrete therapy groups. Subjects 

were randomly assigned to one of the three groups. At 

the start of therapy, one group received a role induction 

interview with persuasive demand characteristics maximized. 

A second group received a role induction interviev/ with 

minimized demand characteristics. The third group served 

as controls and did not receive either type of role 

induction. All the groups received two additional hours 

of psychotherapy beyond the intake interview to make a 

total of three clinic contacts. Each patient and his 

therapist independently rated the patient's adjustment 

before and after the three clinic contact period. 

19 
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A more successful response to therapy was defined as a 

greater increase between the initial and final adjustment 

scores of groups and individuals. The experimental design 

is shown in Figure 1, 

Statistical Analysis 

A one way analysis of varience was used to determine 

the significance of all initial differences between adjust

ment ratings of the control and experimental groups. In a 

like manner, the differences between pre and post Therapy 

Information Questionnaire scores were also evaluated. 

Specific comparisons between any two groups were evaluated 

with t-tests. The 5% level of confidence was the criterion 

of significance on all tests. 

Subjects 

Subjects for this study were the first fifteen 

applicants for therapy at the Out Patient Clinic of 

Big Spring State Hospital, Big Spring, Texas who met the 

Hoehn-Saric e^ a]^,, (1964) research criterion. Patients 

were included if individual psychotherapy was the treatment 

of choice, and they were diagnosed as having psychoneurotic, 

personality, or situational disturbances. Individuals who 

showed evidence of alcoholism, brain damage, mental 

deficiency, or psychosis were excluded. Since previous 

therapeutic contact could conceivably reduce the effect 

of the role induction procedure, patients who had received 
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more than ten hours of psychotherapy, had a history of 

hospitalization, or had an unusual theoretical knowledge 

of psychotherapeutics were also excluded. To insure the 

opportunity for direct comparison to previous research, 

rigid adherence to the criterion was maintained. Subjects 

were randomly assigned to control and experimental groups. 

The final sample of this study ranged in age from 16 to 

49 with a mean age of 2 8.0 years; 5 were male and 10 

were female with a mean education of 11,4 years. 

Instruments 

Patient rating scales were constructured after those 

presented by Sloane, Christol, Pepernik, and Staples (1970). 

The scales were designed to measure the patient's level 

of functioning and were completed by both the patient 

and his therapist. 

1. Patient Progress Scale: The patient rated himself 

on the Patient Progress Scale which consisted of evaluations 

of: 

(1) work or school adjustment (7-point scale), 

(2) social adjustment (7-point scale), 

(3) sexual adjustment (7-point scale), 

(4) ease in establishing a relationship (5-point scale), 

(5) and three target symptoms which the patient found 
most distressing and the aleviation of which he 
most desired (3-point scale) , (See Appendix A) 
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2, Therapy Information Questionnaire; A fourteen question 

true or false Therapy Information Questionnaire was also 

constructed to evaluate the patient's knowledge of therapy 

before and after role induction. The questionnaire was 

specifically designed to test the patient's recognition 

of information presented in a standard role induction 

interview (Orne and Wender, 1968). (See Appendix B) 

3, Patient Scale; The therapist completed a similiar 

Patient Scale with reference to the patient which included 

all of the Patient Progress Scale items plus evaluations 

of: 

(1) current prognosis (5-point scale), and 

(2) attractiveness for therapy based on the same 
criterion as Hoehn-Saric, Frank, Imber, Nash, 
Stone, and Battle (1964): appearance, age, 
education, psychopathology, desire for treat
ment, and ability to relate to others (2-point 
scale), (See Appendix C) 

Procedure 

Six therapists from the Out Patient Clinic treated 

each of fifteen subjects one hour per week for three 

weeks. Each therapist did his own intake interview. 

At the beginning of the intake interview the patient 

rated himself on the Patient Progress Scale and completed 

a Therapy Information Questionnaire. Historical and 

diagnostic information was then collected by the therapist. 
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After the intake interview, research subjects were told 

that the clinic would contact them to schedule an appoint

ment and assign them to a therapist. After the patient 

had left, the therapist rated the patient on the Patient 

Scale, 

1. Control Group; Five patients served as controls. 

They were contacted directly by their therapist and 

scheduled for two more therapy sessions. At the end of 

the third clinic contact the patient rated himself a 

second time on the Patient Progress Scale and completed 

a new Therapy Information Questionnaire. The therapist 

also rated the patient again on the Patient Scale at the 

end of the third meeting. 

2. Role Induction with Minimized Demand Characteristics; 

Five patients were contacted directly by their therapists 

and scheduled for an appointment one week after the intake 

interview. At that time the patient was given a factual 

role induction interview with persuasive demand character

istics minimized. The role induction interview was 

carried out in an older hospital building inside a small 

drab testing room furnished with only a built-in shelf 

and two old chairs, A secretary told the patient to wait 

in the testing room and that someone would be in to see 

him. After allowing the patient to wait for five minutes. 
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the role induction interviewer came into the room dressed 

casually in an old brown shirt open at the collar. He 

introduced himself saying that he was just an intern and 

this was part of his job. Eye contact was avoided. The 

interviewer then read a hand-written standard role induc

tion interview (Orne and Wender, 1968) (See Appendix D) 

to the patient from cheap lined school paper. Correct 

answers to all items on the Therapy Information Question

naire were directly given in this composite role induction 

interview. The interviewer answered all of the patient's 

questions about therapy correctly. Throughout this 

procedure the interviewer was extremely factual, displaying 

little emotion, personal involvement, or interest in the 

patient. After the explanation of therapy had been read 

and questions answered, the patient was told to go back 

to the clinic waiting room. The patient was then seen 

by his therapist for a regular therapy session. One 

week later the patient was seen for a third time by the 

therapist. At the end of this session the patient rated 

himself a second time on the Patient Progress Scale and 

completed a new Therapy Information Questionnaire, The 

therapist also rated the patient for a second time on 

the Patient Scale, 
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3, Role Induction with Maximized Demand Characteristics: 

Five patients were contacted in a very pleasant and cordial 

manner by a psychology department secretary. The secretary 

scheduled an appointment with the patient to meet with the 

role induction interviewer describing him as the "one who 

was best able to determine which therapist and which form 

of treatment would be most suitable for the patient" 

(Sloane et_ a_l., 1970. p. 21) , At the scheduled appoint

ment time the patient was given a standard role induction 

interview with persuasive demand characteristics maximized. 

The interview took place in the office of the 

Executive Director of the Out Patient Clinic. The office 

bore a plaque reading "Executive Director", and was 

prestigiously furnished with a shag carpet, an eight person 

conference table, a main desk, modernistic arm chairs, 

several groupings of books with psychological titles, 

paintings of landscapes, and ten different diplomas, 

commendations, and professional licenses. A set of ink 

blots was spread over one corner of the desk as though 

the interviewer had been working with them just before this 

interview. The interviewer at this time was well dressed 

and wore a tie. He acted warm and friendly throughout 

the interview frequently using personal pronouns and the 

patient's name. Evidence has been cited by Brewer (1968) 

to suggest that communicators are more effective when they 
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are "liked" by their listeners. The patient was offered 

a coke or a cup of coffee by the interviewer as a sign of 

special consideration and, because providing a slight 

positively reinforcing distraction, such as food or drink, 

increases a subject's persuasibility (Janis, Kaye, and 

Kirchner, 1965), The interviewer suggested that the 

meeting need not be formal and stuffy and that he and the 

patient could relax. Although the interview was informal, 

the tone was serious and professional. Persuasion efforts 

in other situations are generally less effective (Gruner, 

1965) , 

The interviewer then, using a typed copy of the 

standard role induction interview in a crisp new folder 

for notes, presented the pretherapy information. Eye 

contact was maintained at a comfortable level. The 

interviewer answered all of the patient's questions 

correctly and related them to the patient's specific 

problems. Research suggests that there is more openion 

change in the persuaded direction when conclusions are 

explicitly stated (Hovland and Mandell, 1952), This is 

especially important for less intelligent or initially 

unfavorable subjects (Weiss and Steenbock, 1965; 

Thistlethwaite, deHaan, and Kamenetsky, 1965), The patient 

was told that he would be assigned for therapy with the 

therapist who had done the intake interview. The interviewer 



28 

told the patient that all of the therapists in the Out 

Patient Clinic were very competent but the therapist he 

was to continue with was the most successful in working 

with his type of difficulties. After these more structured 

activities, the interviewer expressed a liking for the 

patient and spent several more minutes talking about some 

non-therapy connected interest or hobby of the patient. 

Following this warm and friendly interview, the patient 

was seen by his therapist for a second time. 

Before the third therapy contact, a letter was sent 

to the patient reflecting the personal concern of the 

role induction interviewer. (See Appendix E) Letter 

reminders of persuasive situations produce greater 

persistent effects (Cook, and Insko, 1968), At the end 

of the third clinic contact the patient rated himself 

a second time on the Patient Progress Scale and completed 

a new Therapy Information Questionnaire, The therapist 

also rated the patient for a second time on the Patient 

Scale. 



CHAPTER III 

RESULTS 

This chapter will report research findings. Subject 

sample homogenity will be considered first with respect to 

age, education, and initial ratings on the Patient Progress 

Scale, The Therapy Information Questionnaire, and the 

Patient Scale. Results relative to hypotheses will then 

be considered in order. 

Sample Homogenity 

Table 1 presents patient factors, a summary of the 

comparison of age and education group means. There were no 

significant differences between the control group, induction 

minimized group, and induction maximized group for either 

age or education, 

Table 2 shows a summary of the patients' initial ratings 

of the Patient Progress Scale and the Therapy Information 

Questionnaire before any type of therapy contact. Of the 

ten items listed, the differences between the control 

group, induction minimized group, and induction maximized 

group were not significant on nine. There was a difference 

between the induction maximized group and the other two 

groups significant at the .03 level for sexual adjustment. 

This difference suggests that the induction maximized 

29 



TABLE 1 

PATIENT FACTORS; SUMMARY OF THE COMPARISON OF 
AGE AND EDUCATION GROUP MEANS 

30 

Factor Control Induction. 
Minimized" 

Induction-
Maximized^ 

Age 

Education 

28.0 

12.2 

28.8 

10.6 

27,2 

11,4 

,025 

1,523 

N/S 

N/S 

'Role Induction: Demand Characteristics Minimized 

Role Induction: Demand Characteristics Maximized 
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PATIENT RATINGS: SUMMARY OF THE COMPARISON OF 
PREINDUCTION GROUP MEANS^ 

Variable 

Work or School 
Adjustment 

Social 
Adjustment 

Sexual 
Adjustment 

Ease in 
Establishing a 
Relationship 

Symptom 1 

Symptom 2 

Symptom 3 

Total Symptoms 

Total Scale 

Therapy 
Information 
Questionnaire 4 

Control 

4,4 

3,4 

4,4 

2,6 

1.2 

1,6 

1.4 

4,2 

19.6 

12.0 

Induction2 
Minimized 

4.0 

3.6 

4.2 

2.6 

1,4 

1.0 

1.6 

4.0 

18.4 

12.4 

Induction 
Maximized-

4,0 

3.6 

2.4 

2,0 

1,2 

1,2 

1,0 

3,4 

15,4 

12,0 

F 

.062 

.017 

4.789 

.500 

.285 

2.800 

2.333 

1.300 

1,928 

,070 

P 

N/S 

N/S 

<,03 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

•'"Higher scores indicate better patient adjustment. 

^Role Induction: Demand Characteristics Minimized. 

"̂ Role Induction: Demand Characteristics Maximized. 

^Higher scores indicate more knowledge of standard 
role induction information. 
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patients initially perceived themselves as less sexually 

adjusted than did either of the other two groups. 

Table 3 deals with the initial ratings of the 

therapists on the Patient Scale. It is a summary of 

preinduction group means for all three experimental groups. 

There were no significant differences between the control 

group, induction minimized group, and induction maximized 

group on any of the eleven measures. The only measure 

that did approach significance (P<.07) was ease in 

establishing a relationship. The therapists tended to rate 

the induction minimized group as initially having a more 

difficult time in relating to people than the other two 

groups. 

Hypothesis 1 

There would be no significant changes in therapy 
knowledge as measured by the Therapy Information 
Questionnaire for any of the experimental groups. 

As predicted, the amount of change in the patients' 

knowledge of therapy was non-significant (F = .911, P>.05), 

Presenting the patient with a role induction interview 

regardless of associated persuasion condition did not 

significantly change the patient's knowledge of therapy. 

Hypothesis 1 is therefore statistically valid. 
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THERAPIST RATINGS: SUMMARY OF THE COMPARISON OF 
PREINDUCTION GROUP MEANSl 

Variable 

Work or School 
Adjustment 

Social 
Adjustment 

Sexual 
Adjustment 

Ease in 
Establishing a 
Relationship 

Current 
Prognosis 

Attractiveness 
for Therapy 

Symptom 1 

Symptom 2 

Symptom 3 

Total Symptoms 

Total Scale 

Control 

4.6 

3.2 

4.4 

4.2 

3.6 

1.8 

1.4 

1.2 

1.8 

4.4 

26.2 

Induction^ 
Minimized 

3.4 

3,4 

4.2 

2.6 

3.4 

2.0 

1.2 

1.2 

1,8 

4,2 

23,2 

Induction^ 
Maximized"^ 

3.8 

3.0 

3.8 

3.4 

3.2 

1.8 

1,0 

1.2 

1.2 

3,4 

22,4 

F 

,636 

.171 

.636 

3.428 

.260 

.500 

1.200 

0.000 

1.636 

1.272 

1.262 

P 

N/S 

N/S 

N/S 

N/S, 
P<.07 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

1„. Higher scores indicate better patient adjustment. 

•Role Induction; Demand Characteristics Minimized 

Role Induction; Demand Characteristics Maximized. 
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Hypothesis 2a 

Patients who received role induction with demand 
characteristics maximized would show greater 
improvement on the Patient Progress Scale than 
those who received role induction with minimiza
tion of such variables. 

This relationship was observed in patient ratings of 

work or school adjustment, sexual adjustment, ease in 

establishing a relationship, and for the total change in 

the Patient Progress Scale. Statistics for this specific 

evaluation of Hypothesis 2a are presented on Table 4. This 

table presents a summary of the significance of the change 

differences between the induction minimized and induction 

maximized groups. As mentioned above, several of the 

ratings were in the predicted direction but a specific 

comparison between the induction minimized and induction 

maximized group showed none of the trends to be significant 

Further, there were no significant differences between 

any of the other items regardless of direction. For 

patient ratings then, the hypothesis that patients who 

received role induction with demand characteristics 

maximized would show greater improvement than those who 

received role induction with minimization of such variables 

was found to be invalid. 
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TABLE 4 

PATIENT RATINGS; SUMMARY OF THE SIGNIFICANCE OF THE 
CHANGE DIFFERENCES BETWEEN THE INDUCTION MINIMIZEDI 

AND INDUCTION MAXIMIZED2 GROUPS 

Variable 

Work or School 
Adjustment 

Social Adjustment 

Sexual Adjustment 

Ease in Establishing 
A Relationship 

Symptom 1 

Symptom 2 

Symptom 3 

Total Symptoms 

Total Scale 

Therapy Information 
Questionnaire 

Induction 
Minimized 

.0 

.6 

.2 

,4 

.6 

.4 

.8 

1.8 

3,0 

-.4 

Induction 
Maximized 

,4 

,2 

,8 

1,4 

,6 

.4 

.4 

1.4 

4,2 

.6 

t 

1,462 

,400 

.543 

1.582 

.000 

.000 

.677 

.428 

.437 

.944 

P 

N/S, 
P<.10 

N/S 

N/S 

N/S, 
P<.10 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

•Role Induction: Demand Characteristics Minimized. 

'Role Induction: Demand Characteristics Maximized. 



36 

Hypothesis 2b 

Patients who received role induction with demand 
characteristics maximized would show greater 
improvement on the Patient Scale than those who 
received role induction with minimization of 
such variables. 

Many of the measures were in the directions suggested 

by the research hypotheses. This relationship was observed 

in therapist ratings of patient work or school adjustment, 

sexual adjustment, current prognosis, attractiveness for 

therapy, target symptoms 1 and 2, total symptom change, 

and for the total change in the Patient Scale. 

Table 5 exhibits a summary of therapist ratings; the 

significance of the change differences between the induc

tion minimized group and the induction maximized group. 

This table deals directly with Hypothesis 2b which 

predicted that the induction maximized group would show 

greater improvement than the induction minimized group. 

Two items out of eleven were significant at the .05 level. 

Patients in the induction minimized group showed signifi

cantly more change in their ease in establishing a 

relationship than did the induction maximized group. 

(This finding is opposite the direction suggested by 

Hypothesis 2b.) The other significant relationship 

between the induction minimized and induction maximized 

groups concerns target symptom 3. The induction maximized 

group was rated by their therapists as showing significantly 
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TABLE 5 

THERAPIST RATINGS: SUMMARY OF THE SIGNIFICANCE OF THE 
CHANGE DIFFERENCES BETWEEN THE INDUCTION MINIMIZED^ 

AND INDUCTION MAXIMIZED2 GROUPS 

Variable 

Work or School 
Adjustment 

Social Adjustment 

Sexual Adjustment 

Ease in Establishing 
A Relationship 

Current Prognosis 

Attractiveness For 
Therapy 

Symptom 1 

Symptom 2 

Symptom 3 

Total Symptoms 

Total Scale 

Induction 
Minimized 

.4 

1.2 

,0 

,8 

.4 

.0 

,6 

.8 

.2 

1.6 

4,4 

Induction 
Maximized 

1.2 

1,2 

.8 

,2 

1.0 

,2 

1,0 

,8 

,8 

2,6 

7.2 

t 

1.307 

.000 

1.687 

1.899 

1.343 

.283 

.702 

.000 

1.899 

.683 

.968 

P 

N/S 

N/S 

N/S, 
P<.10 

<.05 

N/S 

N/S 

N/S 

N/S 

<.05 

N/S 

N/S 

"̂ Role Induction: Demand Characteristics Minimized. 

^Role Induction: Demand Characteristics Maximized. 
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(P<,05) more change in the amount that target symptom 3 

disturbed them than did the induction minimized group. 

The direction of this change was toward improvement and is 

in the direction predicted by Hypothesis 2b. As has been 

listed above, several of the ratings were in the predicted 

directions but a specific comparison between the induction 

minimized and induction maximized groups showed no other 

trends to be significant. Further, there were no signifi

cant differences between any of the other items regardless 

of direction. Therefore, with regard to therapist ratings 

of patients. Hypothesis 2b was not supported. 

Hypothesis 3a 

Patients who received role induction with demand 
characteristics maximized would show greater 
improvement on the Patient Progress Scale than a 
control group. 

This relationship was found in patient ratings of 

sexual adjustment, ease in establishing a relationship, 

target symptoms 1, 2, and 3, total change in symptoms, and 

for the total change in the Patient Progress Scale. Table 

6 deals directly with Hypothesis 3a with regard to patient 

ratings. Several of the scores were in the predicted 

direction but none of the items on the entire scale 

reached a statistically significant level. For patient 

ratings then. Hypothesis 3a that patients who received role 
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TABLE 6 

PATIENT RATINGS; SUMMARY OF THE SIGNIFICANCE OF THE 
CHANGE DIFFERENCES BETWEEN THE CONTROL 

AND INDUCTION MAXIMIZED^ GROUPS 

Variable Control Induction 
Maximized 

Work or School 
Adjustment 

Social Adjustment 

Sexual Adjustment 

Ease in Establishing 
A Relationship 

Symptom 1 

Symptom 2 

Symptom 3 

Total Symptoms 

Total Scale 

.4 .4 .000 N/S 

.4 

-.2 

.6 

.4 

.0 

.0 

.4 

1,2 

,2 

.8 

1.4 

,6 

,4 

,4 

1,4 

4,2 

1,570 

,869 

1.105 

.517 

.895 

1.790 

1.241 

1.023 

N/S, 
P<.10 

N/S 

N/S 

N/S 

N/S 

N/S, 
P<.10 

N/S 

N/S 

Therapy Information 
Questionnaire .6 .6 .000 

^Role Induction: Demand Characteristics Maximized. 

N/S 
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induction with demand characteristics maximized would show 

greater improvement than a control group was unsupported. 

Hypothesis 3b 

Patients who received role induction with demand 
characteristics maximized would show greater 
improvement on the Patient Scale than a control 
group. 

This trend was observed over ratings of work or 

school adjustment, social adjustment, sexual adjustment, 

current prognosis, attractiveness for therapy, target 

symptoms 1, 2, and 3, total symptom change, and for the 

total change in the Patient Scale. In short, the scores 

favored the induction maximized group over the control 

group in ten out of eleven measures. 

Statistical evaluation data for Hypothesis 3b with 

regard to therapist ratings are presented in Table 7. The 

table presents a summary of the significance of the change 

differences between the induction maximized and the control 

groups. Of the eleven items on the scale, three reached 

the criterion for significance. The induction maximized 

group showed significantly (P<.01) more improvement in 

target symptom 3 than did the control group. In addition 

to target symptom 3, the role induction group also showed 

significantly (P<.05) greater improvement on total 

symptom change. Finally the group which received role 
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TABLE 7 

THERAPIST RATINGS: SUMMARY OF THE SIGNIFICANCE OF THE 
CHANGE DIFFERENCES BETWEEN THE CONTROL AND 

INDUCTION MAXIMIZED^ GROUPS 

Variable Control Induction t p 
Maximized 

Work or School 
Adjustment ,6 1.2 .849 N/S 

Social Adjustment .8 1,2 .844 N/S 

Sexual Adjustment -.2 .8 

Ease in Establishing 

A Relationship ,4 .2 

Current Prognosis .6 1.0 

Attractiveness For 
Therapy .0 .2 
Symptom 1 .4 1.0 

Symptom 2 .4 .8 

Symptom 3 "-2 .8 

Total Symptoms .6 2.6 

Total Scale 2.8 7.2 

1.632 

.566 

.895 

.283 

1.342 

.566 

3.164 

1.866 

1.860 

N/S, 
P<.10 

N/S 

N/S 

N/S 

N/S 

N/S 

<.01 

<.05 

<.05 

•'•Role Induction; Demand Characteristics Maximized. 
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induction with maximized demand characteristics showed 

significantly (P<.05) greater improvement than the control 

group as measured by the total change in therapist ratings 

of the Patient Scale. Seven other measures were in the 

predicted directions but failed to reach statistical 

significance. Only one measure out of eleven, ease in 

establishing a relationship, was opposite the predicted 

direction but this was not significant. With regard to 

therapist ratings then, the hypothesis that patients who 

received role induction with demand characteristics 

maximized would show greater improvement on the Patient 

Scale than a control group was supported. 

Hypothesis 4a 

Patients who received role induction with minimized 
demand characteristics would show greater improve
ment on the Patient Scale than a control group. 

A tendency toward this direction was noted in patient 

scores of social adjustment, sexual adjustment, ease in 

establishing a relationship, target symptoms 1, 2, and 3, 

total symptom change, and for the total scale score. 

Table 8 addresses itself specifically to Hypothesis 4a with 

reference to patient ratings. It is a summary of the 

significance of the change differences between the control 

and induction minimized groups. Although trends in the 

predicted direction were present, the differences on all 
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TABLE 8 

PATIENT RATINGS: SUMMARY OF THE SIGNIFICANCE OF THE 
CHANGE DIFFERENCES BETWEEN THE CONTROL 

AND INDUCTION MINIMIZED^ GROUPS 

Variable 

Work or School 
Adjustment 

Social Adjustment 

Sexual Adjustment 

Ease in Establishing 
A Relationship 

Symptom 1 

Symptom 2 

Symptom 3 

Total Symptoms 

Total Scale 

Therapy Information 
Questionnaire 

Control 

.4 

.4 

-.2 

.6 

,4 

.0 

.0 

.4 

1.2 

.6 

Induction 
Minimized 

.0 

.6 

,2 

.4 

.6 

.4 

,8 

1,8 

3.0 

-,4 

t 

1,462 

.227 

.844 

.382 

.517 

.895 

1.462 

1.498 

1.580 

.817 

P 

N/S, 
P<.10 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S, 
P<.10 

N/S, 
P<.10 

N/S, 
P<.10 

N/S 

•Role Induction: Demand Characteristics Minimized. 
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items between groups were found to be non-significant. 

Hypothesis 4a is therefore unsustained. 

Hypothesis 4b 

Patients who received role induction with minimized 
demand characteristics would show greater improve
ment on the Patient Scale than a control group. 

Tendencies toward this direction were noticed in 

therapist scores of patients on social adjustment, sexual 

adjustment, ease in establishing a relationship, target 

symptoms 1, 2, and 3, total symptom change, and for the ;} 

total change in the Patient Scale. The scores favored 

eight of eleven measures. Table 9 relates to Hypothesis 4b 

with reference to therapist ratings of patient adjustment. 

As before, although trends in the predicted direction 

were present, the change differences on all items between 

groups was found to be non-significant. Hypothesis 4b was 

therefore not supported by this research. 

< 

the induction minimized group over the control group in B 

a 
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TABLE 9 

THERAPIST RATINGS; SUMMARY OF THE SIGNIFICANCE OF THE 
CHANGE DIFFERENCES BETWEEN THE CONTROL AND 

INDUCTION MINIMIZEDI GROUPS 

Variable 

Work or School 
Adjustment 

Social Adjustment 

Sexual Adjustment 

Ease in Establishing 
A Relationship 

Current Prognosis 

Attractiveness For 
Therapy 

Symptom 1 

Symptom 2 

Symptom 3 

Total Symptoms 

Total Scale 

Control 

,6 

,8 

-.2 

,4 

.6 

.0 

,4 

,4 

-.2 

.6 

2.8 

Induction 
Minimized 

.4 

1.2 

.0 

.8 

,4 

.0 

,6 

.8 

.2 

1.6 

4.4 

t 

.382 

.844 

.283 

1.132 

.517 

.000 

.382 

.801 

1.266 

.933 

.856 

P 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

N/S 

•"•Role Induction: Demand Characteristics Minimized 



CHAPTER IV 

DISCUSSION AND CONCLUSIONS 

In this chapter conclusion will be drawn from the 

findings. The results will be discussed with reference to 

previous research, methodological, and theoretical considera

tions . 

The purpose of this research was to present a rationale 

for the optimization of demand characteristics within the 

role induction interview and to experimentally investigate 

a composite persuasion effect in psychotherapy. Experimental 

evidence supported the contention that the social influence 

process involved in administering the role induction inter

view is an important ingredient for role induction success. 

Several researchers concerned with role induction have 

used short, two to four week observations for patient 

evaluations (Heitler, 1973; Hoehn-Saric e_t aJ., 1964; 

Imber et_ a]^. , 1970; and Nash et aĴ ., 1965) . This research 

continues the trend with the inclusion of a three week 

evaluation period. Short evaluation periods have been 

shown to accurately assess role induction results. Shlien 

(1957) reported that better therapy behavior for role 

inducted patients can be reliably observed as early as the 

third therapy session. This writer cautions however, as 

have other role induction researchers, that the effects of 

46 
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role induction would be the strongest during the first two 

weeks of therapy (Heitler, 1973; and Sloane et_ a]^,, 1970). 

Results should be interpreted with that point in mind. 

While others have considered prior theoretical 

sophistication (Heitler, 1973; and Hoehn-Saric ejb aJL., 1964) 

and have suggested pre and post therapy knowledge evaluations 

(Sloane et a]^., 1970) this research is the only one known 

to the writer that did directly measure this aspect with 

reference to role induction. Hypothesis 1 predicted that 

there would be no significant changes in therapy knowledge 

as measured by the Therapy Information Questionnaire for 

any of the experimental groups. The hypothesis challenged 

the assumption of prior research that a role induction 

interview; (1) provides a significant amount of new 

information, and (2) that the new information acts as 

an advanced organizer to produce better therapy results. 

Initially the control group knew 85.7% of the information 

in a standard role induction interview. Their therapy 

knowledge increased to 89.2% by the end of the third 

therapy session. This exact relationship was also found 

in the scores of the group that received role induction 

with maximized demand characteristics. For the induction 

minimized group, the trend was reversed going from 88.5% 

to 85.7%. None of the absolute scores or the differences 

in scores were significantly different for any combination 

4 

9 
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of the three groups. Role induction did not significantly 

change any groups knowledge of therapy, 

Frank (1973) has stressed the fact that only a very 

small percentage of the population with significant 

psychological problems seeks professional help. Psycho

therapists see a highly selected group from among those 

who do seek professional help. Considering the massive 

influx and proliferation of psychological information into 

popular culture within the last two decades the results 

of Hypothesis 1 should not be surprising. The structure 

provided by role induction may be more reassuring than 

informative. 

Hypotheses 2a and 2b predicted that patients who 2 

received role induction with demand characteristics maximized 

would show greater improvement on the Patient Progress 

Scale and on the Patient Scale than those who received 

role induction with minimization of such variables. 

Although thirteen out of twenty indicators were in the 

predicted direction, only one minor measure reached 

statistical significance. Neither Hypothesis 2a or 

Hypothesis 2b was therefore supported. 

One unpredicted significant finding was that the 

induction minimized group was rated by their therapists 

as having shown more change in the ease with which they 

could form a relationship than the induction maximized 

> 
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group. This finding was opposite the direction suggested 

by Hypothesis 2b. However, in terms of post-induction 

absolute scores, the induction maximized group was rated 

higher. Since the therapists initially rated the induction 

minimized group as having a more difficult time in relating 

to people this significance may be more of a sampling 

artifact than a result of differential experimental 

treatment. 

Research Hypotheses 3a and 3b predicted that patients 

who received role induction with demand characteristics ;} 

maximized would show greater improvement on the Patient 

Progress Scale and on the Patient Scale than a control 

group. Seventeen out of twenty measures were in the a 

predicted direction but only three measures relating to 

Hypothesis 3b reached statistical significance. Symptom 3 

was significant at the P<.01 level. Total symptom change 

and the change in the total scale were both significant 

at the P<.05 level. Hypothesis 3b is therefore supported 

by this research. 

Since role induction with demand characteristics 

maximized corresponds to the role induction procedure 

of most other research. Hypothesis 3b is essentially a 

question of replication. The results of this research 

generally supported the findings of Hoehn-Saric et al., 

(1964). The present research corresponds most closely to 

TEXAS TECH Ll!»J?A3Y 
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the findings of Sloane et. a]^,, (1970) who found that patients 

who had been given a role induction interview improved 

slightly, but significantly (P<.05) more than a control 

group. Sloane et aĴ ., (1970) found, as did this research, 

that many measures were in the predicted direction but did 

not reach a level of statistical significance. The writer 

suggests that Sloane et al̂ ., (1970) and this research may 

have had more measures reaching significance if the sample 

sizes had been equivalent to that of Hoehn-Saric et aJ., 

(1964) , 

Hoehn-Saric et aa,, (1964) mentioned that the 

effectiveness of the role induction interview may be linked 

to the status of the role induction interviewer. They » 

said "one might well wonder whether the same intervention 

carried out by a young social worker would be as effective" 

(p. 278). Fish (1973) notes that "therapists differ in 

both the ways in which and the degrees to which they can 

inspire faith" (p. 30). It is highly probably that role 

induction interviewers are also subject to this observation. 

Fish (1973) reasons that manner of dress and office decor 

both have considerable impact on the patient's confidence 

in the therapist and in psychotherapy. Non-treatment 

aspects such as these have accounted for a large number 

of reportedly successful cases (Haley, 1963). Hypotheses 

4a and 4b tested the effectiveness of the role induction 

> 
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procedure with a low confidence interviewer and situation. 

Research Hypotheses 2a and 2b compared the results of 

an induction maximized group to an induction minimized 

group. Although the hypotheses were unsupported, many of 

the measures were in the predicted direction (65%) . 

Hypotheses 3a and 3b compared the induction maximized group 

to a control group and Hypothesis 3b received statistical 

significance. 85% of the measures were in the predicted 

direction. Hypotheses 4a and 4b then compared the induc

tion minimized group to a control group and found no 

significant differences. From this amount of information, 

it does appear that the success of a role induction inter

view is linked to the status, authority, or like-ability 

of the interviewer or situation. 

A retrospective examination of the orginal paper on 

the method and rationale for role induction (Orne and 

Wender, 1968) reveals that the authors specifically 

included many persuasion techniques within their role 

induction interview procedure. They stated that "the 

success of socialization depends on the formation of a 

relationship in which the patient can recognize the 

competence of the therapist..." (p. 1207). Orne and Wender 

further suggested that the role induction interviewer should 

project "a sympathetic understanding of the patient's 

predicament," and make "simple comments which would seem 
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highly insightful to the patient",..,"to provide the basis 

for the acceptance of the therapist's subsequent comments" 

(p, 1207), They affirm that "it matters little what 

rationale is given to help the patient " (p. 1207), 

The important factor according to Orne and Wender is "that 

some rationale be given" (p, 1207). 

There is a long history of persuasion techniques 

being used in medical, religious, and psychological treat

ment (Frank, 1973) . Bednar and Parder (1970) and Fish 

(1973) both claim that successful psychotherapy is not 

a result of the validity of the counseling technique 

itself, but rather the belief of the patient that therapy 

will work, Krause (1967) specifies further saying that 

"the client's beliefs about treatment determine his 

valuation of the process, and,.,this valuation is the 

determinant of his motivation to participate" (p, 359) , 

A properly conducted role induction interview increases 

the patient's faith in the efficacy of psychotherapy. 

This research has presented role induction, and more 

generally psychotherapy as a social influence process. 

The results of this study may have equally plausible 

alternate explanations ranging from cognitive dissonance 

through Hawthorne effect to traditional reinforcement 

theory. However, by conceptualizing role induction as a 

social influence process many of the apparently contradictory 
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findings regarding such procedures are clarified. Without 

question the exact relationship of social influence and 

belief factors to successful psychotherapy is still unclear 

Despite turbid theoretical issues, the most reasonable 

and pragmatic solution seems to be to use any technique 

that produces the desired therapeutic effect (Fish, 1973; 

Frank, 1973; Haley, 1963; and Lazarus, 1971) , At present 

the most effective role induction practices would seem to 

be those which maximize influence variables. 



CHAPTER V 

SUMMARY 

Prior research on the role induction interview does 

not clarify the extent to which a pretherapy explanation 

increases the patient's knowledge of therapy structure. 

Moreover, evidence exists which suggests that persuasion 

factors have been more responsible in producing role 

induction results than have information factors. 

This research consisted of three groups of outpatients. 

Two of the groups were presented with differing levels 

of demand characteristics encased within a role induction 

interview, A third group served only as a control. Patient 

adjustment was evaluated before and after three clinic 

contacts. 

Results supported two predicted relationships. The 

role induction interview was not found to significantly 

change any groups' knowledge of therapy, and patients who 

received role induction with demand characteristics maximized 

were found to show significantly more improvement than a 

control group. A large number of measures for other 

hypotheses were in the predicted direction but did not reach 

statistical significance. 

The results were discussed with reference to previous 

research, methodological, and theoretical considerations. 
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PATIENT: 

DATE; 

PATIENT PROGRESS SCALE 

Please fill out this scale in order to help the clinic 
determine; 1.) which type of treatment will be best for you 
personally, and 2,) how quickly you are progressing in 
therapy. Circle the number that describes you best. A 
high number means you are very satisfied with that aspect 
of yourself. A low number means you feel that there is 
much room for improvement. Circle your numbers on the rows 
that have been underlined. 

WORK OR SCHOOL ADJUSTMENT 

SOCIAL ADJUSTMENT 

SEXUAL ADJUSTMENT 

EASE IN ESTABLISHING 
A RELATIONSHIP 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 6 7 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 
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Please list three symptoms (feelings, behaviors, 
situations, etc.) that you would most like to be changed. 
Also please indicate how much each symptom troubles you. 

VERY MUCH VERY LITTLE 

1. 1 2 3 

2. 1 2 3 

1 2 3 

1 2 3 

3. 1 2 3 

1 2 3 

1 2 3 
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PATIENT; 

DATE: 

THERAPY INFORMATION QUESTIONNAIRE 

Please mark the following statements about therapy 
either "true" or "false". This information will allow both 
you and your future therapist a more meaningful therapy 
relationship. 

T F It is especially important for the patient to be 
active in therapy and speak openly of his 
problems and feelings, 

T F The patient should always plan in advance how much 
he will say during the therapy hour, 

T F While in therapy the patient should always be 
pleasant and socially correct, 

T F It is important for the patient to examine his 
feelings as closely as possible even if those 
feelings are painful and troublesome, 

T F Part of therapy is often to deal with the feelings 
of the patient toward the therapist, 

T F The main task of the therapist is to help the 
patient understand himself and his problems, 

T F The therapist will spend much of the therapy time 
giving advice, 

T F Periods of silence do not normally occur during 
the therapy hour, 

T F The therapist may at times ask about very personal 
and embarrassing matters, 

T F Progress in therapy is usually smooth and even, 

T F The patient should only come to therapy if it is 
convenient and his mind is free of other worries 
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T F Often symptoms are only signs of other unrecognized 
problems. 

T F The patient does not need to understand how his 
problems came about if the therapist can just 
figure out an easy solution, 

T F Successful therapy often produces an enduring and 
permanent change in the patient. 
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PATIENT; 

DATE: 

PATIENT SCALE 

Circle the number that describes the oatient best at 
this time, A high number means you are satisfied with that 
aspect of the patient's adjustment, A low number means you 
feel that there is much room for improvement. 

WORK OR SCHOOL ADJUSTMENT 

SOCIAL ADJUSTMENT 

SEXUAL ADJUSTMENT 

EASE IN ESTABLISHING 
A RELATIONSHIP 

CURRENT PROGNOSIS 

ATTRACTIVENESS FOR 
THERAPY 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

6 

6 

6 

6 

6 

6 

6 

6 

7 

7 

7 

7 

7 

7 

7 

7 



68 

Please list three symptoms that the patient wanted 
most to have changed. How much is each symptom currently 
troubling the patient? 

VERY MUCH VERY LITTLE 

1. 1 2 3 

2, 

3. 

THERAPIST COMMENTS; 
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ROLE INDUCTION 

There are several important things for a new patient 

to know about therapy. The most important thing is that 

the patient must be active in therapy and speak openly of 

his problems and feelings. A patient should never withhold 

information from the therapist. 

Normal social rules do not apply in therapy. On the 

outside a person cannot always say what he feels like 

saying. In therapy it is not important for the patient to 

always be pleasant and socially correct. Therapy is 

different because a patient is expected to say whatever 

comes to his mind, good or bad, even if he thinks it is 

unimportant and trivial. Many times the things patients 

tell themselves are trivial are really the keys to more 

understanding of the problem. For that reason it is 

usually better for a patient not to plan how much he will 

say during the therapy hour. It is better to let things 

occur naturally. A patient can say anything that comes 

to mind but he should remember that it is necessary at 

sometime for him to examine his feelings as closely as 

possible even if those feelings are painful and trouble

some. 

Sometimes a patient may love or hate his therapist. 

One moment a patient may feel the therapist is stupid and 
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incompetent and the very next moment understand the 

therapist and think very highly of him. Feelings like 

those are based more on the patient's past experiences and 

not really that much on the therapist. Part of therapy is 

often to deal with those feelings of the patient toward 

the therapist if or when they come up. 

The main task of the therapist is to help the patient 

understand himself and how his problems came about. The 

therapist will help the patient do this differently from 

others in the patient's life. The therapist does not judge 

the patient. He has no vested interest and no axe to 

grind. The therapist is to help the patient find what is 

best for him personally. 

Advice is cheap. Patients have gotten advice from all 

kinds of people. If it had worked then chances are they 

would never have come for professional help. Most of the 

time a patient has problems not because he does not know 

enough but because the patient never had a chance to talk 

things out with someone who did not try to make the 

decision for them. So the therapist will not give much 

advice. The therapist will however tell the patient if 

the therapist thinks the patient is kidding himself. The 

therapist is to make sure the patient considers all of 

the aspects of a problem but the therapist will not make 

the final decision for the patient. The therapist may at 
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times ask about very personal and embarrassing matters but 

much of the time he will just listen. 

Sometimes periods of silence occur during the therapy 

hour. They are quite normal and occur during most treat

ments. The therapist may be wanting the patient to think 

about v/hat has just been said, or perhaps what the patient 

is feeling. These occasional silences are ultimately 

productive and natural in the course of therapy. 

Progress in therapy is usually not smooth and even. 

Sometimes it is stormy and painful especially when rapid 

progress is being made. During these times patients are 

tempted to skip an appointment. Seemingly unrelated 

accidents sometimes happen that prevent the patient from 

coming to therapy. Patients run out of gas, are unable 

to get away from work, oversleep, or just forget to come 

into the clinic. The sad thing is that those accidents 

happen just when therapy seems difficult and rapid progress 

is being made. The patient should come on time to every 

session even if it is inconvenient. Sudden emergencies, 

unexpected events and accidents are almost always 

unconsciously planned. 

Almost always during treatment someone around the 

patient will try to convince the patient that he is getting 

worse. This also happens just at the time progress is at 

hand. A patient must not give into these unconscious and 
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outside influences. 

What the therapist means by insight is also important 

for the patient to know. Often symptoms are only signs 

of other unrecognized problems. One sign of definate 

progress is when a patient can recognize the real problem 

and discover the reasons for the symptom, . For the patient 

to understand how his problems came about is a must in 

therapy. Insight is when the patient understands the real 

links between his feelings, experiences, and his symptoms. 

When the links are no longer subconscious a patient has 

insight and insight makes the symptom less disturbing. 

Successful treatment depends on the patient's under

standing of his own difficulties and not on how well the 

therapist understands the patient's problem. Therapy is 

not done to a patient but with a patient. 

Successful therapy often produces an enduring and 

permanent change in the patient. This does not mean the 

patient will never have any more problems. What it does 

mean is that when new problems come up the patient will be 

able to cope with them better than they had ever done in 

the past. Most patients end therapy feeling more self 

confident and satisfied with themselves. Therapy is the 

best method available to help people deal with their 

problems, 
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March 13, 1974 

Dear Mrs. Smith, 

I just wanted to drop you a note to remind you to 

think about some of the aspects of therapy we talked 

about last Monday. 

I enjoyed meeting with you and sincerely hope you 

will find your contact with the Out Patient Clinic 

personally rewarding. Your therapist, Mr. Jones, has 

since our meeting expressed a favorable impression of 

you and his confidence in being able to help work out 

your problems. 

If I can be of assistance to you or your therapist 

in the future, please feel free to have your therapist 

contact me. 

Very cordially. 

Robert Childress 
Dept. of Psychology 

RNC:sw 


