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CHAPTER I 

INTRODUCTION 

Assessment and diagnosis are central features of both 

the mental health and mental retardation fields. The assess

ment process is usually seen as a means of learning about a 

person so that an appropriate treatment plan can be devel

oped for that person. The assessment process usually ends 

with the diagnosis of the person in question within the 

framework of a classification system. Often, a brief diag

nostic label such as "psychotic" or "mentally retarded" is 

used to summarize the results of the assessment and diag

nostic processes. 

In recent years, the use of diagnostic labels to com

municate information about people has received considerable 

criticism in both the mental health and mental retardation 

fields. At the heart of this criticism has been the concern 

that diagnostic labels may have undesirable effects upon 

those who are labeled and upon other people's perceptions of 

and interactions with labeled individuals. 

This study was intended as an examination of how the 

label "mentally retarded" may have undesirable effects upon 

psychologists in both the mental health and mental retarda

tion fields. Specifically, it was hypothesized that behav

ioral deviance indicative of psychopathology might not be 



construed as such in the person labeled "mentally retarded," 

and, as a result, the treatment decisions of psychologists 

might prove less appropriate. Chapter I presents a review 

of literature in both the mental health and mental retarda

tion fields that examines the effects of diagnostic labels, 

with primary emphasis placed upon research examining the 

effects of such labels upon the perceptions and actions of 

psychologists and other mental health professionals. In 

addition, several factors are explored that may affect the 

beliefs of professionals in both fields concerning the issue 

of psychopathology in the mentally retarded. Chapters II 

and III present the design and results of a study designed 

to examine the issue in question. Chapter IV presents a 

discussion of the implications of those results. 

Definitions 

For the purposes of this study, psychopathology and 

mental retardation shall be defined in the following manner: 

Psychopathology is seen as involving behavioral or psy

chological syndromes or patterns that may occur in an indi

vidual and that are typically associated with either a pain

ful symptom (distress) or impairment in one or more important 

areas of functioning (disability) (adapted from American 

Psychiatric Association, 1980). 

Mental retardation refers to significantly subaverage 

general intellectual functioning existing concurrently with 



deficits in adaptive behavior, and manifested during the 

developmental period (Grossman, 1973) c 

Mental retardation is typically differentiated into 

four levels. For the purposes of this study, these levels 

of functioning shall be defined according to full-scale IQ 

scores on any of the Wechsler Intelligence Scales as pre

sented in Table 1 (Grossman, 1973). 

It must be noted that psychopathology can also result 

in deficits in adaptive behavior and intellectual function

ing. Such deficits are seen as being the result of psycho

logical or emotional deficits, and not as the result of 

native deficits that appear during the developmental period. 

Deviance Theory and the Sociological 

Perspective 

Among the most vociferous criticisms of the use of 

diagnostic labels have been those that have originated from 

a sociological perspective known as deviance theory. While 

deviance theory flourished during the 1960's and early 

1970's, its influence on psychology has diminished in recent 

years. From the deviance perspective, diagnostic labels are 

seen as descriptions that are conferred upon people who vio

late social norms rather than as descriptions of psychologi

cal conditions that directly affect behavior. Deviance, as 

described by Erickson (1962), is not a "property inherent in 

certain forms of behavior; it is a property conferred upon 



TABLE 1 

LEVELS OF RETARDATION AS DEFINED BY 
FULL-SCALE IQ SCORES 

Level of 
Functioning 

Range of IQ 
Scores 

Mild 

Moderate 

Severe 

Profound 

69-55 

54-40 

39-25 (Extrapolated) 

24 and Below (Extrapolated) 



these forms by audiences which directly or indirectly wit

ness them" (p. 307). Furthermore, in the words of Becker 

(1963), "Social groups create deviance by making the rules 

whose infraction constitutes deviance, and by applying those 

rules to particular people and labeling them as outsiders" 

(p. 9). 

The act of labeling a person as deviant takes on a 

great deal of importance in this perspective. Labeling is 

important in that it stigmatizes the individual in the eyes 

of others and because it facilitates the removal of the stig

matized individual from the mainstream of society (Goffman, 

1967) . Besides taking the form of institutionalization, 

separation from the mainstream of society can also take 

subtler forms, such as the restriction in educational oppor

tunities that may occur when an individual is labeled as 

"educably mentally retarded." 

In the view of many deviance theorists, the process of 

assigning a psychodiagnostic label creates a social role 

for the labeled individual and, through the reactions of 

others, subtly induces him/her to assume that role (Bragin-

sky, Braginsky, & Ring, 1969; Scheff, 1966) . For example, 

a person who is labeled "schizophrenic" and is institutional

ized is provided with a ready-made role as a mentally ill 

person. The assumption of this role is facilitated not only 

by the presence of numerous role models (other patients), 



but also by the hospital staff treating the person as a 

mentally ill person. Through processes such as this, devi

ance theorists believe that labels frequently function as 

self-fulfilling prophecies. They see labeled individuals 

as learning to function in a manner consistent with their 

labels no matter how they behaved prior to being labeled. 

Deviance theorists tend to believe that when a person 

assumes the rule of being either mentally ill or mentally 

retarded, the process is usually irreversible (Braginsky & 

Braginsky, 1971; Scheff, 1966). This irreversibility is 

attributed to two basic factors. First, the mentally ill 

and mentally retarded roles are usually perceived as being 

lifetime roles resulting from permanent underlying states. 

Both labeled individuals and those who interact with them 

are seen as having these perceptions of mental illness and 

mental retardation. Secondly, diagnostic roles tend to 

"stick" to labeled individuals (Rosenhan, 19 73). This 

"stickiness" may result both from the belief that mental 

illness and mental retardation are relatively permanent 

states, and from subsequent diagnosticians tending to view 

a person according to a previously assigned diagnostic label 

A common contention among deviance theorists is that 

mental health and mental retardation labels have a medical 

quality that is inappropriate for the assessment of human 

behavior. Szasz (1974) has argued that the concept of 



mental illness is in fact a myth that tends to obscure the 

true nature of the difficulties that all people encounter 

in the process of living. He sees the phenomena that are 

usually conceptualized in psychopathological terms as simply 

representing problems in living rather than disease states as 

are implied by the term mental illness. By this view, 

mental illness labels emphasize how people differ from each 

other, rather than how they are similar to each other in the 

kinds of problems they experience. 

Sarbin and Mancuso (1970) have described the entire 

community mental health center movement as an attempt to 

indoctrinate the general public in the use of disease model 

labels to describe behavior. A rationale for this movement 

has been the belief that mental illness labels tend to lessen 

the stigmatization of people who engage in deviant behavior 

by implying that they are ill in a similar sense to people 

who are physically ill. Sarbin and Mancuso concluded from 

the literature, though, that precisely the opposite effect 

has occurred. The general public tends to react more nega

tively to people labeled "mentally ill" than to people who 

are not so labeled. Thus, their conclusion supports the 

contention that the labeling process serves to confer devi

ant status upon labeled individuals. 

Deviance theory has clearly questioned some of the 

basic assumptions of clinical psychologists and psychiatrists. 
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By describing mental illness as a myth or as a label con

ferred upon deviant behavior, it has questioned the very 

existence of psychopathology. It has also placed psycho-

diagnosticians in the role of facilitating the exclusion 

from the mainstream of society of those who behave in a 

deviant manner. 

In view of these challenges to the mainstream of clini

cal psychology and psychiatry, it is not surprising that the 

deviance perspective has been the subject of extensive 

criticism. Akers (1968) and Gibbs (1968) have questioned 

the tendency of this perspective to ignore the pre-labeling 

behavioral histories of labeled individuals. While the 

deviance perspective recognizes that deviant behavior leads 

to the assignment of diagnostic labels, it still implies 

that the roles of being mentally ill or mentally retarded 

are acquired after the assignment of a diagnostic label. 

The critics cited, though, suggested that there is much more 

continuity between the prediagnosis and postdiagnosis 

behavior of diagnostically labeled individuals than is 

acknowledged by the deviance theorists. 

The deviance perspective has also been criticized for 

implying an irreversibility in which individuals who are 

assigned diagnostic labels are saddled for a lifetime with 

a stigma and restrictive social role. Gove (1970) criti

cized this contention with regard to the mental health field. 



From studies on individuals institutionalized in mental 

hospitals, he concluded that hospitalization frequently does 

not lead to the long-term assumption of a mentally ill role. 

While mental retardation is commonly thought of as a life

long condition, there is evidence that this contention is 

inaccurate, especially in individuals who are classified as 

mildly retarded. Gruenberg and Kiev (1967) noted that the 

number of people classified as mentally retarded tends to 

drop as they grow older, probably because of social adapta

tion over time. In addition, the recent trend towards mov

ing mildly retarded individuals from institutions to commun

ity living settings tends to indicate that social roles for 

the mentally retarded can change significantly in the direc

tion of becoming less restrictive. 

Deviance theory's contention that what is usually 

described as psychopathology is simply social deviance has 

had minimal impact on the practice of clinical psychology. 

While deviance theory has questioned the existence of psycho

pathology, the author is not aware of any studies that have 

examined whether or not psychopathology really exists. This 

probably reflects that the existence of psychopathology is a 

theoretical issue that is difficult to subject to an empiri

cal test. Clearly, the vast majority of clinical psycholo

gists and psychiatrists take the existence of psychopathology 

for granted. The President's Commission on Mental Health 



10 

(1978) concluded in a frequently cited epidemiological study 

that there are high rates of emotional disorders in all seg

ments of the U.S. population, and that these disorders have 

numerous negative consequences. It was estimated that over 

1,000,000 people are actively schizophrenic, over 2,000,000 

people are profoundly depressed, over 7,000,000 people are 

mentally retarded, and over 20,000,000 people are probably 

neurotic. While these figures could be challenged by some

one who sees psychopathology as the assumption of a social 

role, the belief that psychopathology is a significant prob

lem in our society certainly reflects the mainstream of 

clinical psychology and psychiatry. 

In the opinion of the author, the deviance perspective's 

greatest weakness has been its tendency to take extreme 

positions in regard to the existence of psychopathology and 

the effects of diagnostic labels. While the examination of 

these issues from a sociological perspective was certainly 

instructive and important, questioning the very existence 

of psychopathology left little room for the integration of 

deviance theory with clinical psychology and psychiatry. 

While the provocative nature of deviance theory's extreme 

challenges to clinicians probably contributed to its popu

larity during the 1960's, it has probably also contributed 

to declining interest in the area in recent years. 

Despite questions about its overall validity, the devi

ance perspective made some important points concerning the 
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use of diagnostic labels. First, diagnostic labels may have 

a real and perhaps undesired effect on how both profession

als and nonprofessionals interact with labeled individuals. 

Second, labeled individuals' perceptions of themselves also 

may be affected detrimentally through the labeling process. 

Finally, it would behoove psychologists and psychiatrists 

to consider how the diagnostic labels they use reflect the 

values and prejudices of society in general, and how the 

labeling process itself may contribute to the removal of 

labeled individuals from the mainstream of society. 

The "Mentally Retarded" Label 

The label "mentally retarded" has received a great deal 

of attention in recent years. A commonly expressed concern 

is that this label may negatively affect how individuals so 

labeled are perceived by others. A variant of this concern 

is the belief that teachers may lower their expectations of 

labeled students and thereby elicit poorer performances from 

them. If this is the case, labeling a person "mentally 

regarded" may act as a self-fulfilling prophecy that helps 

to insure that labeled individuals will continue to function 

at a subnormal intellectual level. 

MacMillan (1977) noted the opinion among many mental 

retardation professionals that the "mentally retarded" label 

has multiple adverse effects for labeled individuals. At 

the same time, MacMillan, Jones, and Aloia (1974) concluded 
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that the "evidence uncovered failed to provide support for 

the notion that labeling has long-lasting and devastating 

effects on those labeled" (p. 241). Their conclusion is 

based as much on the failure of existing research to test 

the labeling hypotheses adequately as on the failure to 

find significant results. They cited several methodologi

cal problems with research in this area, including the fact 

that much of this research has been conducted in natural

istic settings where it was difficult to control extraneous 

variables. Another problem has been the failure to sample 

behavior over more than relatively short periods of time. 

MacMillan et al. suggested that behavior should be sampled 

over longer periods of time in order to assess ongoing 

teacher-student interactions and the long-term effects of 

expectancies on students. 

The "Mentally Retarded" Label and Atti
tudes Towards the Mentally Retarded 

It is commonly hypothesized that the "mentally retarded" 

label negatively affects how the retarded are perceived by 

others. Research in this area has examined the perceptions 

and attitudes of nonretarded peers, the general public, and 

professionals towards people labeled "mentally retarded." 

Several studies have found that children labeled "men

tally retarded" receive less attention and acceptance from 

nonretarded peers than do unlabeled children (Heber, 1956; 
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Johnson, 1950; Miller, 1956) . These studies tended to 

attribute these deficits in attention and acceptance to the 

direct consequences of the "mentally retarded" label. 

Wilson (1970), in a review of this area, concluded that 

retarded children tend to be rejected by nonretarded chil

dren not because they are labeled, but because their behavior 

tends to be less acceptable socially. 

Gottlieb (1974) conducted a study that tends to support 

Wilson's contention that retarded children receive less ac

ceptance as a result of their behavior rather than their 

being labeled. He found that middle socioeconomic class 

fourth graders rated a competent speller more favorably than 

an incompetent speller, and that their ratings were not in

fluenced by the presence or absence of the mentally retarded 

label. 

In another study, Gottlieb and Gottlieb (1977) found 

that junior high school students had more favorable atti

tudes toward children described as crippled than toward chil

dren described as mentally retarded. However, no differences 

in reference to the two handicapping conditions were found 

on a measure of behavioral intentions (willingness to be 

friends). The lack of differences in behavioral intentions 

was interpreted as indicating that stereotypic attitudes do 

not always result in correspondingly stereotyped behavior. 

These conclusions, though, must be viewed with caution, since 
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attitudes and behavioral intentions were not measured rela

tive to normal children. Because of this, it is impossible 

to conclude that stereotypic attitudes had no effect on 

behavioral intentions. 

The results of a study by Siperstein, Budoff, and Bak 

(1980) indicate that the effects of the "mentally retarded" 

label may be complex in nature. In an examination of fifth 

and sixth graders' attitudes towards peers, they found that 

attitudes (feelings and behavioral intentions) were more 

positive toward a child labeled "mentally retarded" than 

toward a child labeled "retard." Physical appearance was 

found to affect attitudes, with children reacting more nega

tively to a child labeled "retard" who appeared normal. 

Academic competence was also a factor of significance, with 

children reacting more negatively to an incompetent than a 

competent child. In addition, boys expressed more negative 

attitudes than girls, especially when the target child was 

labeled "retard." These results demonstrate that a variety 

of factors may influence the effects of labels. They also 

demonstrate that informal labels such as those typically 

generated by peers may have more damaging effects upon peer 

attitudes than formal labels. 

Studies of the attitudes of the general public have 

found negative attitudes towards the mentally retarded 

(Gottlieb & Corman, 1975; Hollinger & Jones, 1970). These 
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studies have also found a commonly accepted view of the 

retarded as physically damaged people who function at a much 

lower level than most people. These views are obviously 

unrealistic, in that approximately 75% of the mentally re

tarded function within the mild range of retardation and 

have no known organic basis for their intellectual deficits 

(Zigler, 1978). Because of the general public's misconcep

tions about mental retardation, it has been hypothesized 

that their negative attitudes may result in part from a lack 

of understanding of what the retarded are really like 

(Gottlieb, 1975). 

There is some evidence that the "mentally retarded" 

label may at times result in improved treatment by others. 

Farina, Thaw, Felner, and Hust (1976) conducted a study in 

which they asked subjects to administer electrical shocks 

in the process of training a confederate to carry out a 

task. The electrical shocks were simulated, but the con

federates responded to them as if they were genuine. The 

confederates were labeled as "normal," "mentally ill," or 

"mentally retarded." They found that when labeled "mentally 

retarded," the confederates received shorter and less in

tense shocks than when labeled as "normal" or "mentally ill." 

This was interpreted as better treatment as the result of 

the "mentally retarded" label, possibly because less ability 

to learn was expected of a person so labeled. It is 
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important to note, though, that while the administration of 

less severe shocks can be seen as "better treatment," it 

can also be seen as the underutilization of a training method 

because of lower expectations of learning. In the latter 

sense, the administration of less severe shocks can thus be 

seen as worse treatment that assumes that retarded people 

are severely impaired in their ability to learn. 

Other studies have found evidence indicating that 

lowered expectations for the mentally retarded may have 

unfortunate effects on how they are perceived and treated. 

Severance and Gasstrom (1977) found that observers tended to 

attribute unsuccessful task performance to the ability level 

of a person labeled "mentally retarded," while they tended 

to attribute successful task performance by a person so 

labeled to other, external factors. In a similar study. 

Gibbons, Sawin, and Gibbons (1979) asked subjects to read 

a transcript of an interview in which the interviewee was 

labeled as retarded or unretarded and was presented in 

either a favorable or unfavorable light in regard to achieve

ment in several areas. On a series of attribution questions, 

subjects exposed to the "retarded" label tended to consider 

the interviewee's successes and failures as a function of 

situational factors, regardless of whether the interviewee 

was successful or unsuccessful. Success or the lack of 

success tended to be attributed to personal factors such as 
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motivation for the unlabeled interviewees. In addition, 

subjects also reported less expectation of future success 

in the labeled condition, regardless of the interviewee's 

level of performance. The tendency towards less blame after 

failure and less credit after success was described as a 

"patronization" effect. Gibbons et al. noted that a patron

izing attitude of this kind could reduce the motivation of 

the retarded to work for success and, thus, could result in 

a lowered level of functioning. 

The "Mentally Retarded" 
Label and Education 

The "mentally retarded" label has received considerable 

attention within the context of education. The main concern 

has been that labels may create self-fulfilling prophecies 

in which teachers expect less from labeled children and thus 

elicit poorer academic performance from them. This concern 

is complicated by the belief of many that minority children 

are over-represented among those who are labeled "mentally 

retarded." It is feared that labeling such children may 

condemn them to a bleak future because of restricted educa

tional opportunities that result from the lowered expecta

tions of teachers. 

A controversial and highly publicized study by Rosen

thal and Jacobson (1968) helped to create interest in this 

area. They reported dramatic gains in tests of general 
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ability for a randomly selected group of children who pre

viously had been described in fabricated reports as being 

likely to show significant intellectual growth in the near 

future. While this study did not involve the negative 

expectancies assumed to be related to the "mentally retarded" 

label, it did seem to suggest that positive expectancies can 

have powerful effects on student performance. Unfortunately, 

this study has been severely criticized as being methodologi

cally unsound (Elashoff & Snow, 1971; Thorndike, 1968). 

Numerous attempts (reviewed by Gozali & Meyen, 197 0; Soule, 

1972) have been made to replicate Rosenthal and Jacobson's 

study, but little support has been generated for their 

hypothesis. 

In response to the hypothesis that teacher attitudes 

may result in an expectancy effect, several studies have 

examined teachers' attitudes towards children labeled 

"mentally retarded." Combs and Harper (1967) found that 

teachers reacted more negatively to children labeled "men

tally retarded" than to children with other exceptional 

labels, such as "psychopathy," "schizophrenia," and "cere

bral palsy." Siperstein and Gottlieb (1978) found that 

teachers and parents who had volunteered to work with the 

retarded expressed more positive attitudes toward the 

mildly retarded than the severely retarded. This was seen 

as indicating that teachers' attitudes toward the retarded 

may vary according to the level of retardation. 
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Studies comparing the attitudes of special education 

and institutionally-based teachers with those of regular 

class teachers have yielded mixed results. Efron and Efron 

(1967) found that special education teachers had more favor

able attitudes toward the retarded than did regular class 

teachers. Other studies (Alper & Retish, 1972; Greene & 

Retish, 1973; Semmel, 1959) have found no such attitudinal 

differences between these groups. Green, Kappes, and Parrish 

(1979) found that teachers in both institutional and public 

school settings perceived children described as "mentally 

retarded" or "severely mentally handicapped" more negatively 

than children described as "normal" or "gifted." 

Few methodologically sound studies have examined the 

expectancy issue and the more general issue of how teachers 

actually interact with the mentally retarded. Yoshida and 

Meyers (1975) failed to find evidence supporting the expec

tancy effect in a study involving regular class and special 

education teachers from elementary schools. The teachers 

viewed a videotape of a child working on concept-formation 

tasks. The child was described either as being a sixth 

grader or as being in an educably retarded (EMR) class. At 

four intervals the teachers were asked to predict future 

performance on concept-formation tasks on the basis of what 

they had already observed. The EMR label did not elicit 

lower predicted scores than the regular class label, and 
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evidence was found indicating that the teachers tended to 

revise their evaluations of the child as they observed more 

behavior. 

In a study of how teacher behavior may influence chil

dren' s attitudes, Foley (1979) found that children reacted 

more positively to a child labeled "mentally retarded" when 

the teacher openly expressed a positive attitude toward that 

child than when the teacher expressed a negative attitude. 

These results highlight a way in which teacher attitudes 

might have an indirect but important effect on labeled chil

dren's school experiences. 

Kurtz, Harrison, Neisworth, and Jones (1977) conducted 

a study that examined the effects of the "mentally retarded" 

label on student-teachers' nonverbal behavior toward pre-

school children. They had each student-teacher interact 

with an individual student in prearranged seating and noted 

social distance when defined as "body-leans" by the teachers 

toward the student. They found that the student-teachers 

exhibited more body leans (i.e., less social distance) toward 

children who were labeled "mentally retarded" than to chil

dren who were not so labeled. This was interpreted as indi

cating that an expectancy created by the "mentally retarded" 

label resulted in more positive behavior by the student-

teachers. 
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Summary of Research on "Mentally 
Retarded" Label 

While it has been hypothesized that the "mentally 

retarded" label may have niimerous negative effects on 

labeled individuals, these negative effects have not been 

conclusively demonstrated. Nonretarded peers, the general 

public, teachers, and others have been shown to possess 

negative and stereotyped attitudes toward the mentally 

retarded. A tendency to patronize the retarded has also 

been noted. However, research tends to indicate that these 

attitudes do not invariably result in negative behavior 

toward the retarded. In the realm of education, the hypoth

esis that lower expectations from teachers result in poorer 

academic performance in students labeled "mentally retarded" 

relative to unlabeled students or students labeled "normal" 

has received little empirical support. 

Psychopathology Labels 

Labels that imply the presence of psychopathology have 

been hypothesized as having negative effects upon labeled 

individuals. These mental illness labels have been seen as 

causing negative attitudes toward people who are so labeled. 

In addition, the presence of such labels has been seen as 

distorting the clinical judgment of psychologists and 

psychiatrists. 
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Attitudes and Mental 
Illness Labels 

Deviance theory suggests that mental illness labels 

stigmatize labeled individuals in the eyes of others. While 

this hypothesis has been examined frequently over the last 

three decades, its validity is still open to debate. Most 

studies conducted prior to 1960 tended to find that people 

labeled as "mentally ill" or "mental patient" are feared 

and disliked by the general public (Johannsen, 1969). Sub

sequent studies, though, have not always found such negative 

attitudes. Reviews of this area have reached conflicting 

conclusions about attitudes towards labeled individuals. In 

spite of efforts to indoctrinate the general public in the 

belief that mental illness is a disease in the same sense as 

a physical illness, Sarbin and Mancuso (1970) have contended 

that most people continue to respond negatively to people 

with mental illness labels. On the other hand, Siassi, 

Spiro, and Crocetti (1973) have argued that the general 

public does not currently hold particularly negative atti

tudes toward people with such labels. 

Kreisman and Joy (1974) reviewed the literature con

cerning the attitudes of the families of individuals who have 

received mental illness labels. They found some evidence of 

negative attitudes among such family members toward a person 

with a mental illness label. They also found that expecta

tions about the future of labeled individuals are more 
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negative among such family members than in the general pub

lic. They concluded that pessimism of this kind is probably 

more the result of experience with their relative's disturbed 

behavior than a reaction to a mental illness label. 

Clauson (1981) conducted a study in which he examined 

the posthospitalization histories of former mental patients 

from both the 1950's and the 1970's. On the basis of inter

views with the former patients and their families, he con

cluded that family members, friends, neighbors, and employers 

were almost always very supportive of former patients. Fur

thermore, he found that when former patients did have experi

ences of being stigmatized by others, it was the result of 

continuing manifestations of chronic emotional problems and 

not the result of having been hospitalized previously. 

Psychodiagnosis 

While the actual attitudes of psychologists and psy

chiatrists toward people with mental illness labels has 

received relatively little attention, the effects of psycho-

diagnostic labels on their clinical judgment have been 

widely studied. These studies have been part of a wider 

body of literature that has frequently been critical of 

psychodiagnostic practices in general. 

A basic criticism leveled against psychodiagnostic 

practices has been that relatively low reliability coef

ficients are usually found when different clinicians 
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diagnose the same person. In a review of eight diagnostic 

reliability studies. Beck (1962) reported that, if organic 

cases were excluded, none of the studies found an overall 

agreement rate between clinicians any higher than 42%. 

Goldfarb (1959) found similarly low levels of agreement be

tween clinicians in a diagnostic study. In addition, he 

found that when clinicians were asked to reevaluate clinical 

material two weeks later, they reached different diagnoses 

relative to their own original diagnoses 40% of the time. 

These and other studies resulted in widespread disillusion

ment with psychodiagnosis during the 1960's (Kendell, 1975). 

Despite this disillusionment, psychodiagnosis has sur

vived and even flourished. Brill (1965) has described psy

chiatric diagnosis as "one of the realities of life" for 

clinicians (p. 643). Kendell has argued that diagnoses are 

essential in that they provide a basis for communication 

between professionals that is necessary for the advancement 

of clinical practice. 

Efforts have been made to improve psychodiagnostic 

practices, the most important of which has been the recent 

publication of the Third Edition of the Diagnostic and Sta

tistical Manual of Mental Disorders (DSM-III) (American 

Psychiatric Association, 1980). Preliminary studies have 

found significantly improved reliability over the DSM-I and 

DSM-II (Spitzer, Williams, & Skodal, 1980). 
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Cantor (1982) has suggested that low psychodiagnostic 

reliability coefficients make more sense when they are 

viewed from a perspective derived from social judgment re

search with nonprofessionals. She observed that clinicians 

traditionally have been viewed as scientists who utilize 

normative models in making diagnostic judgments. Within 

this framework, diagnostic categories have been defined by 

a small set of characteristics and all people have been seen 

as being equally characterizable on the basis of those sets 

of characteristics. Cantor has suggested that people are not, 

in fact, so easily categorizable. While some people may 

nearly present all of the characteristics of a single diag

nostic category, many people are borderline cases that do not 

fit easily into any diagnostic category. Using a prototype 

model derived from social judgment research, Cantor indi

cated that 

categories are characterized by a larger set of 
correlated features, rather than the small set of 
necessary and sufficient defining features. The 
larger and looser set of correlated features--each 
of which is associated with some category and not 
with others—make up a prototype for the category. 

(1982, pp. 30-31) 

Cantor (1980) conducted a study in which she found that 

clinicians were better able to diagnose prototypical and 

fairly typical cases of a diagnostic category than cases 

that were less typical of that category. In addition, cases 

with a high degree of overlap between categories were 
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difficult to diagnose. From the prototype perspective, it 

makes sense that people who share only a few of the corre

lated features of a category will be difficult to diagnose, 

as will people whose features overlap several diagnostic 

categories. Diagnostic reliability coefficients would be 

predicted to be low for both kinds of difficult to diagnose 

patients, and this could be seen as a major cause of the low 

diagnostic reliability coefficients found in previous 

studies. 

The Labeling Bias Effect 

In recent years, a number of studies have examined the 

effects of diagnostic labels on clinicians' judgment. In 

general, it has been demonstrated that clinical judgment can 

be affected by diagnostic labels, and that clinicians, de

spite their training, may be no more immune from the effects 

of diagnostic labels than the general public. This common 

vulnerability to diagnostic labels for both professionals 

and the general public supports Cantor's (1982) contention 

that clinical judgment may be more analogous to social judg

ment than to a scientific process. 

While the phenomenon under study in this area is com

monly described as the labeling bias effect, the effects of 

information other than labels on the assessment process have 

also been examined. Other kinds of identifying information 

that have been considered include referral information, 



27 

clinical status (i.e., patient or nonpatient), the source of 

diagnostic suggestions (i.e., prestige vs. nonprestige indi

viduals) , and the socioeconomic class of the client. 

Though research examining the effects of labels on 

clinicians' perceptions has emerged primarily within the 

last 15 years, person perception in nonclinical settings has 

been a subject of social psychological research for several 

decades. Asch (1946) was a pioneer in the area of person 

perception research. In a series of experiments, he exam

ined how certain adjectives have greater influence than 

others when individuals form impressions of others on the 

basis of a series of adjectives. Asch found that descrip

tions along the "warm-cold" dimension had a particularly 

strong effect on how a person is perceived. Subsequent 

studies have demonstrated that exposure to a description of 

a person on the "warm-cold" dimension continues to have a 

significant effect on the perception of a person even after 

the person is encountered in a real-life situation (Huguen-

ard, Sager, & Ferguson, 1970; Kelley, 1950). It has been 

theorized that describing a person on the warm-cold dimension 

creates an expectancy that influences how that person is sub-

sqeuently perceived. These studies on person perception 

helped to set the stage for diagnostic labeling bias studies 

because they demonstrated that being exposed to small but 

salient amounts of information about a person can have a 

significant effect on how that person is later perceived. 
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Temerlin and Trousdale (1969) performed an influential 

study of labeling bias in a diagnostic setting. They asked 

their subjects (clinical psychologists, clinical psychology 

graduate students, psychiatrists, and laymen) to observe a 

videotaped interview. Subjects were then asked to answer 

diagnostic questions about the person being interviewed. 

The interview was constructed so as to portray a psychologi

cally healthy man. 

Prior to viewing the interview, some of the subjects 

were exposed to the statements of a prestigious person (a 

well-known psychologist), or to the statements of a group 

of prestigious persons (psychiatrists on the state psychi

atry board). These statements indicated that while the inter

viewee appeared neurotic, he was actually quite psychotic. 

As had been hypothesized, subjects who were exposed to these 

suggestive statements from prestigious clinicians responded 

with diagnostic statements indicative of more severe psycho

pathology. Temerlin and Trousdale saw these suggestive 

statements as having created an expectation of psychopathol

ogy that resulted in greater psychopathology being attributed 

to the interviewee. They also found that most of their sub

jects described the interviewee in inferential terms despite 

explicit instructions to provide descriptions of the inter

viewee's behavior. They concluded that susceptibility to 

labeling bias might be related to reliance upon inference in 

the diagnostic process. 
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Dinardo (1975) also examined the effects on clinical 

judgment of a diagnostic statement attributed to prestigious 

clinicians. Using clinical psychology graduate students as 

subjects, he exposed them to one of two staged videotaped 

interviews that were similar in content but designed to con

vey the impression that the interviewee was either of the 

middle- or lower-socioeconomic classes. Prior to playing 

the videotape, the experimenter casually stated that either 

two psychologists or two psychiatrists had previously diag

nosed the interviewee as psychotic. After viewing the 

videotape, the subjects were asked to rate the severity of 

the interviewee's psychopathology. Dinardo found that the 

psychotic diagnosis attributed to psychiatrists resulted in 

greater severity in psychopathology ratings for both inter

views. The psychotic diagnosis attributed to psychologists 

had no effect upon psychopathology ratings for either inter

view. In addition, the lower class interview consistently 

resulted in greater severity in psychopathology ratings than 

did the middle class interview. This finding was inter

preted as representing a diagnostic bias against the lower 

class. 

Gordon (197 6) also found evidence indicating that 

information from prestigious clinicians can influence clin

ical judgment. He asked clinical psychology graduate stu

dents to evaluate eight artificially created Rorschach 
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protocols in a case conference setting in which confederates 

made bogus comments about the case material. He found that 

graduate students' evaluations were influenced by the eval

uative comments of the confederates, and that this effect 

was stronger when the confederate was described as having 

high status. 

Taken together, these studies certainly seem to indi

cate that suggestive statements of persons perceived as hav

ing high status can affect clinicians' evaluative judgments. 

These results speak most directly to the supervisory relation

ship in which clinician trainees regularly interact with 

established clinicians who can be seen as having higher 

status. In a more general sense, these studies provide sup

port for the contention that expectancies can be created by 

the statements of clinicians that significantly color other 

clinicians' perceptions of case material. 

The effects of artificially created expectancies have 

also been examined in regard to the administration and scor

ing of standardized intelligence tests. Hersh (1971) asked 

clinicians to administer Stanford-Binet Intelligence scales 

to children in a Headstart program after having read fiction

alized teacher referral reports that were positive or nega

tive in terms of the child's intellectual capacities. Under 

the positive referral conditions, the examiners obtained 

higher IQ scores and made more positive recommendations. 
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Interestingly, there were no significant differences in ob

served tester warmth in the two referral conditions, so the 

process through which the referral reports had an effect on 

test performance was unclear. 

Sattler, Hillix, and Neher (1970) asked graduate stu

dents to score responses from the verbal subscales on the 

Wechsler Intelligence Scale for Children and the Wechsler 

Adult Intelligence Scale. Test protocols were identified 

as having been produced by a person of either below or above 

average intelligence. Ambiguous responses were given signif-

icantly more credit when they had supposedly been produced | 

by a person of above average intelligence than a person of t 

below average intelligence. The effects on total test scores 

were not-reported. 

Since referral information concerning a person's appar

ent level of intellectual functioning is often received 

prior to the administration of intelligence tests, these 

two studies raise some serious questions about unwanted 

effects that may be created by this information. Referral 

information can play an important role in the formulation of 

testing strategy and will undoubtedly remain a widely used 

source of information in clinical practice. Psychologists 

would be well advised, though, to explore further how refer

ral information affects clinical judgment. 
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Status as a patient is another variable that has re

ceived attention in the study of labeling bias. In a widely 

publicized study, Rosenhan (1973) had 12 confederates seek 

admission to separate mental hospitals. While seeking 

admission, the confederates reported hearing voices saying 

"dull, empty, and thud." As soon as they had been admitted 

to the hospitals, the confederates ceased reporting the 

voices or anything else indicative of psychopathology. When 

asked how they were doing by anyone on the hospital staffs, 

they replied that they were doing well and wanted to be re

leased immediately. The confederates all were released, 
I 

though only after periods ranging from 7 to 52 days, with f 

an average stay of 19 days. They were all released with 

diagnoses of schizophrenia in remission. The confederates 

all reported that, while hospitalized, they only infre

quently had interpersonal contact with hospital physicians, 

nurses, or attendants. 

Rosenhan interpreted the protracted time to release as 

indicating that mental health professionals were unable to 

distinguish the same from the insane. He also concluded that 

contexts (in this case the fact that confederates were inpa

tients in mental hospitals) can have a significant effect 

upon diagnosis. Rosenhan saw the release of the confederates 

with diagnoses of schizophrenia in remission as indicating 

that diagnostic labels are "sticky" or difficult to eliminate 
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once they have been acquired. He saw the lack of interper

sonal contact between patients and staff members as repre

senting depersonalization in hospitals that are supposed to 

help people with interpersonal problems. 

Rosenhan's conclusions have met with severe criticism 

from several authors (Farber, 1975; Millon, 1975; Spitzer, 

1976; Weiner, 1975). These authors made several common 

points about Rosenhan's study. First, they maintained that 

Rosenhan did not demonstrate that the sane cannot be dis

tinguished from the insane since the confederates were all 

released within what these critics considered to be reason

ably short periods of time. In addition, they saw the 

diagnosis of schizophrenia in remission as a relatively rare 

discharge diagnosis. Rather than representing the "sticki

ness" of labels, its choice demonstrated that the hospital 

staffs recognized that the confederates were behaving nor

mally when discharged. Among other weaknesses of the study 

noted was the fact that the confederates were aware of the 

study's hypotheses and may have been affected by experimenter 

bias. 

These criticisms notwithstanding, Rosenhan's study 

powerfully pointed out that clinicians' subsequent percep

tions of patients may be heavily influenced by their initial 

impressions of those patients. He also succeeded in pointing 

out that mental hospitals sometimes do very little in an 
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interpersonal sense to help people with interpersonal . 

problems. 

Barley (Note 1) asked graduate and undergraduate stu

dents in psychology to observe a videotape of a simulated 

interview that utilized Temerlin and Trousdale's "healthy 

man" script. All of the subjects were then asked to rate 

the degree of mental health or mental illness attributed to 

the interviewee and the graduate students were asked to 

diagnose him. In one experimental condition, the inter

viewee was described as a "self-referred prospective psycho

therapy patient" being interviewed by a psychology intern. 
\ 

In the alternate condition, the interviewee was described as \ 
\ 

a paid participant in a sociological study who was being ] 

interviewed by a sociology graduate student. The inter

viewee was also described in one condition as having been 

diagnosed as having "a severe personality disorder," while 

in the alternate condition he had no such label. Barley 

found that status as a prospective patient or as a paid par

ticipant had no effect on graduate students' diagnoses. He 

also found that the diagnosis attributed to university psy

chologists and psychiatrists resulted in ratings of greater 

psychopathology, though undergraduates were affected by the 

presence of the diagnostic label to a much greater extent 

than graduate students. Since the graduate students had 

varying levels of clinical experience while the undergraduates 
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did not have clinical experience. Barley interpreted the 

results as indicating that the labeling bias effect was 

diminished by the presence of clinical experience. 

Langer.and Abelson (1974) employed a similar design in 

which clinicians filled out diagnostic questionnaires after 

viewing a videotaped interview with a well-adjusted man. 

One group was told that the interviewee was a patient, while 

the other group was told that he was a job applicant. The 

experimental groups were further divided according to orien

tation (behavioral or psychodynamic). They found that psy-

chodynamically oriented clinicians saw the interviewee as \ 

I 
significantly more disturbed when described as a patient J 

than when described as a job applicant. Behaviorally oriented 

clinicians, though, described the interviewee as fairly well 

adjusted regardless of how he was labeled. The results were 

interpreted as supporting a labeling bias effect in psycho-

dynamic clinicians but not in behavioral clinicians. 

Snyder (1977) has reanalyzed data from Langer and Abel-

son's study to examine the clinicians' attributional locus 

of the interviewee's problems. He had judges rate clini

cian's descriptions of the interviewee according to the locus 

of the problem on a scale that ranged from person-based to 

situation-based. He found that the psychodynamically ori

ented clinicians perceived the interviewee's problems as 

significantly more person-based when the interviewee was 
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described as a patient. This effect was not present in the 

behavioral clinicians' descriptions. Snyder argued that 

these results indicate that labels can also influence clini

cians' perceived locus of problems. These results, however, 

are certainly not surprising since psychodynamic clinicians 

typically see psychopathology as involving problems within 

individuals and not within the environment. Thus, it follows 

logically that when psychodynamic clinicians perceive psy

chopathology, they will perceive it in terms of person-based 

rather than environmental problems. 

Langer and Abelson's (1974) study is important in its 

examination of how professional orientation influences sus

ceptibility to the labeling bias effect. Behavioral and 

psychodynamic clinicians have very different attitudes to

ward diagnostic labels and classification in general. Psy

chodynamic clinicians make inferences about internal states 

that they believe may cause behavior and often use labels 

such as "neurotic" to describe those inferred states. Be

havioral clinicians are generally more stringent and con

servative in drawing inferences from clinical material, 

preferring instead simply to describe behavior and delineate 

observable contingencies when describing people. Because of 

their discomfort with inferential labels and their preference 

for dealing with what can be observed directly, it makes 

sense that behaviorists are less susceptible to the labeling 

bias effect than are psychodynamically oriented clinicians. 
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A case can be made that these results demonstrate the 

superiority of behavioral assessment over psychodynamically 

oriented assessment that relies heavily upon inferential 

thinking. In fact, all of the labeling bias literature can 

be interpreted as indicating that assessment procedures that 

rely heavily upon inferences about internal states are sus

ceptible to being distorted and biased by extraneous informa

tion. However, before abandoning inferentially based assess

ment, it would be wise to examine further the kinds of 

inferential processes for which the labeling bias literature 

has demonstrated a susceptibility to distortion and bias. 

Davis (1979) and Weiner (1975) have published critiques 

of labeling bias studies that are relevant to this issue. 

Davis criticized Langer and Abelson's study from a Bayesian 

statistical perspective. He said that Langer and Abelson 

lacked an adequate basis for examining the effects of the 

patient-job interviewee variable, since they did not take 

into consideration the relative base rates of psychopathol

ogy among psychiatric patients and nonpatients. Since it is 

likely that psychopathology occurs more frequently among psy

chiatric patients than nonpatients, the label "patient" was 

an important source of data for the psychodynamic clinicians. 

From this perspective, the psychodynamic clinicians' greater 

susceptibility to the labeling bias effect may simply be an 

indication that they responded appropriately to a label that 
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was falsely attached to the interviewee in the experimental 

setting. 

Weiner discussed Rosenhan's 1973 study in a similar 

light. He discussed psychodiagnosis as an attributional 

process in which the diagnostician is involved in making 

attributions concerning the causes of a person's behavior. 

He described this attributional process as usually following 

a logical sequence, and he discussed the logical inferences 

made by clinicians about Rosenhan's confederates. 

Weiner noted that, in describing the voices they sup

posedly heard, Rosenhan's confederates said that the voices 

were "often unclear." It could be logically deduced from 

the confederates' hearing voices that they were hallucinat

ing at the time of admission. It could also be concluded 

from their describing the voices as "often unclear" that 

the hallucinations were relatively enduring and consistent. 

Furthermore, because most people do not experience hallu

cinations, it could be concluded that the locus of causality 

for them was within the confederates. 

Another conclusion that could have been made about 

Rosenhan's confederates is that they would not have sought 

admission to a mental hospital if they were not experiencing 

an uncomfortable degree of emotional disturbance. In the 

face of relatively enduring hallucinations and emotional 

disturbance of such severity to cause the confederates to 

1 
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seek hospitalization, diagnosing them as schizophrenic was 

not at all unreasonable. 

Having been diagnosed as schizophrenic, the confederates 

immediately ceased reporting any hallucinations. This change 

in the confederates' behavior occurred so quickly as to make 

it unlikely that enduring change had taken place. Schizo

phrenia usually is not considered to be amenable to quick 

therapeutic remedies. A more likely inference was that the 

confederates' behavior changed because of a change in envi

ronments since the behavioral changes apparently correlated 

with admission to the hospital. If this was indeed the case, % 

it would be quite possible that hallucinations might occur 

again after the confederates returned to their prehospitali-

zation environments. With this in mind, discharge diagnoses 

of schizophrenia in remission were appropriate because they 

acknowledged the changes in the confederates' behavior with

out reaching the unreasonable conclusion that the confeder

ates had been serendipitously cured overnight. 

Thus, it would seem that the clinicians in Rosenhan's 

study made logical attributions concerning his confederates. 

Yet, none of their diagnoses were accurate since none of the 

confederates were schizophrenic. Weiner, though, has made 

the important point that "unfortunately, in this particular 

instance, any causal inference must be objectively incorrect, 

inasmuch as the consequent event (the symptom) is illusory" 
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(p. 437). The clinicians in Rosenhan's study have been 

criticized for making faulty inferences when important data 

upon which they based their inferences was falsified. Any 

study that provides an inferring clinician with false data 

on which to make inferences places him/her in a highly dis

advantageous position. 

Since most of the studies of labeling bias have in

volved staging and some kind of misrepresentation, they may 

have predisposed clinicians to make mistaken inferences. At 

the same time, these studies have pointed out that inferen

tially based diagnosis is vulnerable to distortion when ^ 

identifying cues are given precedence over the observation 

of actual behavior. While this can again be seen as support

ing the contention that behavioral assessment is superior to 

inferentially based assessment, this interpretation should 

be made with caution. It is, in fact, the belief of many 

psychodynamically oriented and integrative theorists that 

the biggest weakness of behaviorism is its tendency to ignore 

the inferential exploration of the causes of behavior (Wach-

tel, 1977) . Occasional attributional mistakes may be the 

price that clinicians pay for reaping the benefits of infer

ential thinking. From this perspective, the labeling bias 

literature remains important because it can help clinicians 

to learn more about their attributional processes and errors. 
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Summary of Research on the 
Labeling Bias Effect 

The labeling bias literature has identified several 

kinds of descriptive information that can influence clini

cian's diagnostic judgments. These include diagnostic 

labels, status as a patient, suggestions from prestigious 

sources, referral information, and socioeconomic class. It 

has been theorized that the labeling bias effect may operate 

through the creation of an expectancy that affects the sub

sequent perception of the client. While many of the label

ing bias studies may have predisposed clinicians to make 

inferential errors by providing them with false information, 

they have also highlighted the vulnerability of inferential 

diagnosis to distortion through the overemphasis of certain 

attributional cues. 

Psychologists and Mental Retardation 

The label "mentally retarded" has received little atten

tion in the examination of how diagnostic labels can affect 

the clinical perception of psychologists and other mental 

health professionals. Gottlieb (1974) was unable to locate 

even a single study that examined the attitudes of psychol

ogists toward the mentally retarded. Thus, while psycholo

gists play a central diagnostic role in labeling people 

"mentally retarded," their reactions to that label have not 

been perceived as affecting their work with the retarded. 
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Bialer and Sternlicht (1977) have said that the primary 

role that psychologists have traditionally filled in the 

field of mental retardation has been to act as a psycho-^ 

metrician, with particular emphasis on the assessment of 

intelligence and basic skills. They suggested, though, that 

psychologists who work with the retarded should take on a 

wider role which includes the assessment of personality and 

emotional disorders as well as the practice of counseling 

and psychotherapy. It is a hypothesis of this study that 

the tradition of relative neglect of the assessment and 

treatment of psychopathological states in the retarded is, V 
j 

to a significant extent, a result of how psychologists re- ; 

spond to the label "mentally retarded." 

Psychopathology does seem to constitute a significant " 

problem for the mentally retarded (Chess, 197 0; Menolascino, 

1965; Phillips, 1967; Phillips & Williams, 1975; Szymanski, 

1977; Webster, 1970). These studies have mainly involved 

children, and the percentages of retarded children in which 

psychopathology was found to occur range from 24.5% to 100%. 

It is difficult to compare these percentages meaningfully. 

There were differences in the classification criteria used 

for both mental retardation and psychopathology as well as 

in the kinds of settings in which children were evaluated. 

A representative conclusion about this issue is Russel 

and Tanguay's statement that "there is ample evidence in 
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the literature that retarded persons have a considerably 

higher rate of psychiatric disturbances than do nonretarded 

persons" (1981, p. 570). 

The cause of these high rates of psychopathology are 

not entirely clear. Several authors (Phillips & Williams, 

1975; Tarjan, 1977; Wills, Note 2) have described the re

tarded as being highly vulnerable to emotionally stressful 

experiences. This susceptibility has been attributed pri

marily to the relatively limited coping abilities of the 

retarded. 

Psychopathology constitutes a major problem for all 

levels of retardation. Psychopathology in the mildly and 

moderately retarded often results in failures in social 

adaptation. Sternlicht (1978) has described unacceptable 

behavior as the most frequent cause of failures to maintain 

placements in foster homes. Other causes of failure in

cluded poor health, IQ level, and length of institutionali

zation prior to placement. In a similar light. Wills 

(Note 2) has said. 

Nearly all of the mildly retarded people I have 
seen who are still in institutions are there 
primarily because of functional or organic psy
chotic, severe neurotic, or personality disorder 
behavior patterns, rather than because of their 
retardation. (p. 1) 

While psychopathology also seems common in the severe 

and profound ranges of mental retardation, it presents some 

'Si., 
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specific problems in terms of assessment. Traditional 

classifications such as neurosis or character disorder do 

not seem appropriate for people with limited or no expres

sive language and very limited intellectual capacity. Sim

ilarly, thought disorders (i.e., psychoses) are hard to 

diagnose in people who are unable to communicate their 

thoughts. As a result, maladaptive behavior is often sim

ply described for the lower levels of retardation (e.g., 

self-abuse or aggressive behavior). Some investigators 

have nonetheless maintained that severe disorders such as 

psychoses can be diagnosed in the profoundly retarded 

through careful observation of behavior (Reid, 1976; Wills, 

Note 2). Manic-depressive psychosis, with its observable 

mood swings, seems to be the most frequently diagnosed 

psychosis at the lower levels of retardation. 

Numerous reports have appeared indicating that psycho

therapy can be effective in the treatment of psychopatho

logical states in the mentally retarded (reviewed by Albini 

& Dinitz, 1965; Loft, 1970; Sternlicht, 1977; Szymanski, 

1980). These reports have ranged from anecdotal case studies 

to experimental studies of responsiveness to psychotherapy 

and they have primarily involved mildly or moderately re

tarded clients. Most of these studies have suffered from 

methodological problems, such as the lack of matched con

trol groups and measurable criteria for improvement. In 
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general, though, most of these reports have expressed the 

conviction that traditional, individual psychotherapy can be 

effective in working with the retarded. In addition, other 

common forms of psychotherapy, such as play therapy, group 

therapy, and family therapy have been discussed as being 

useful in clinical work with the retarded. Besides express

ing optimism concerning psychotherapy with the retarded, 

most of these studies have also expressed the concern that 

psychotherapy is underutilized with the retarded and that 

the emotional problems of mentally retarded people are neg

lected by many clinicians. Possible causes of this neglect 

are discussed in the next section. 

Clinicians' Biases Concerning the 
Mentally Retarded 

Menolaseino (1977) has described as a common bias of 

psychiatrists towards the retarded "the excessive focus on 

the severely retarded and their families, in contrast to 

the mildly retarded" (p. 51). While approximately 75% of 

the retarded are mildly retarded (Zigler, 1978), Menolascino 

contended that most psychiatrists see the retarded as se

verely impaired and as functioning at a very low level rela

tive to the general population. Interestingly, these 

hypothesized attitudes of psychiatrists are very similar 

to some of the misconceptions of the general public described 

in a previous section. 
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A similar misconception is the belief among many clini

cians that psychopathology in the mentally retarded is usu

ally the result of organic brain damage (Phillips, 1967). 

Since 75% of cases of mental retardation have no known or

ganic basis (Zigler, 1978), it seems highly unlikely that 

psychopathology in the retarded is usually the result of 

organic brain damage. 

Another problem is the tendency to attribute behavioral 

deviance simply to the state of being mentally retarded 

rather than to the presence of psychopathology. As Sarason 

and Doris (1969) have pointed out, the diagnosis of mental 

retardation is often used to explain unusual behavior that 

may not be at all typical of retarded people. Understand

ably, attributing disturbed behavior simply to the state of 

being mentally retarded often leads to pessimism concerning 

treatment, since retardation itself is commonly considered 

to be irreversible. 

Menolascino (1977) has said that most psychiatrists 

are pessimistic about treating the emotionally disturbed 

mentally retarded. He suggested that this pessimism results 

mainly from a lack of knowledge concerning the viability of 

treating the retarded with psychotherapy. Wills (Note 2) 

has similarly described clinicians as being pessimistic 

about treating the retarded with psychotherapy. He sug

gested that this pessimism results from the belief that the 
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retarded are so different and difficult to work with that 

extensive training is necessary in order to be able to treat 

them successfully. While Wills warned that some adjustments 

are necessary in conducting therapy with the retarded, he 

discounted the belief that the retarded are very different 

and difficult to work with as being inaccurate and a deter-

rant to treating the retarded for many clinicians. 

When the retarded are treated by psychologists, they 

are often treated with reinforcement-based behavior modifi

cation techniques that directly manipulate the consequences 

of behavior. Bialer and Sternlicht (1977) have pointed out 

the tremendous popularity that these techniques have achieved 

in recent years in the mental retardation field. While these 

techniques have certainly allowed psychologists to treat 

problems at all levels of retardation, their popularity may 

also reflect a bias against using other psychotherapeutic 

techniques with the retarded. Biases against treating the 

retarded with traditional individual therapy have also been 

discussed. It is interesting to note that behavioral tech

niques utilizing more than the manipulation of environmental 

variables (i.e., cognitive-behavior therapy, self-monitoring, 

self-reinforcement, etc.) also seem to be utilized infre

quently with the retarded. This may reflect the belief that 

the retarded are not capable of being active participants in 

psychotherapy and that they can best be treated by manipulat

ing the consequences of their behavior. While this belief 
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may be accurate for the lower levels of retardation, the 

literature on psychotherapy with the retarded has suggested 

that it is inaccurate for the mildly and moderately retarded. 

Another problem discussed by Wills was the common mis

conception among clinicians that the simultaneous occurrence 

of mental illness and mental retardation is extremely rare. 

Besides resulting in a constriction of the diagnostic pro

cess, this misconception has probably also contributed to 

the development of mental health and mental retardation 

services along essentially separate lines. Most institu

tions for the retarded do not have resources for treating 

severely disturbed clients, and most mental hospitals are 

similarly ill-equipped for treating the psychotic retarded. 

Lewis, Wood, and Pezzia (Note 3) have, in fact, described 

the psychotic retarded as suffering from a tragic lack of 

appropriate programming because of the failure to integrate 

mental health and mental retardation services. Even among 

community mental health - mental retardation centers, services 

to the two areas are often delivered along separate lines. 

While this may be appropriate in regard to educational and 

vocational training, it is essential that retarded individ

uals suffering from emotional disorders have access to appro

priate assessment and psychotherapeutic services. As Bern

stein (1970) has pointed out, the number of retarded adults 

living in the community has been increasing sharply, and 
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they will require at least the same treatment resources as 

do nonretarded people. 

The most commonly cited causes of clinicians' biases 

concerning the retarded have been the lack of both training 

and experience in working with the retarded (Menolascino, 

1977; Tanguay & Szymanski, 1980; Wills, Note 2). Because 

of this, it has been suggested by Menolascino that training 

programs for psychiatrists (and presumably for psychologists 

as well) should provide more training in work with the re

tarded. With such training, even clinicians who do not 

regularly work with the retarded might be better prepared 

for their occasional contact with retarded clients. 

Summary of Psychologists and 
Mental Retardation 

Psychopathology appears to occur at least as frequently 

among the mentally retarded as among the nonretarded. De

spite this, the assessment and treatment of psychopathology 

in the retarded appears to be neglected by many clinicians. 

This neglect may be the result of a number of commonly held 

misconceptions concerning the prevalence of psychopathology 

in the retarded, the feasibility of treating the retarded 

with psychotherapy, and the nature of mental retardation 

itself. 
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The Present Study 

The present study was intended as an examination of 

how the presence or absence of the label "mentally retarded" 

affects the diagnostic judgments of psychologists. In a 

preliminary study, Locke and Alford (Note 4) found that 

clinical psychology graduate students chose less severe 

diagnoses for a client labeled "mentally retarded" than for 

a client who was not so labeled. In addition, the graduate 

students recommended more behaviorally oriented treatment 

strategies when the client was labeled "mentally retarded" 

and more psychodynamically oriented strategies when the 

client was not so labeled. 

The present study involved the manipulation of three 

variables that the literature suggested might be related 

to bias among psychologists, both for diagnostic labels in 

general and the "mentally retarded" label in particular. 

These variables included the presence or absence of the 

"mentally retarded" label in the presentation of case 

material, the presence or absence of clinical experience 

with the retarded, and the professional orientation of the 

subjects (behavioral vs. nonbehavioral). 

Reiss and his colleagues have recently reported on the 

results of two studies that examined the effects of two of 

these variables. In the first study (Reiss, Levitan, & 

Szyszko, in press), psychologists were asked to read 
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one of three case histories. One case history was sugges

tive of neurosis, another was suggestive of a personality 

disorder, and the third case history was suggestive of 

schizophrenia. For all three case history conditions, 

psychologists provided lower ratings of severity of psycho

pathology when the client in the case history was labeled 

"mentally retarded" than when the client was not so labeled. 

In a subsequent study (Reiss & Szysko, in press), 

psychologists were grouped as subjects according to whether 

they had had high, low, or moderate amounts of experience 

with the retarded. The subjects were asked to rate the 

severity of schizophrenia after reading a case history that 

was suggestive of schizophrenia. Each of the groups of 

psychologists rated the client lower for schizophrenia when 

the client was labeled as "mentally retarded" than when the 

client was not so labeled. These results did not support 

the contention of Menolascino (1977), Tanguay and Szymanski 

(1980), and Wills (1980) that diagnostic bias associated 

with the "mentally retarded" label often results from a 

lack of experience with the retarded. 

Reiss and his colleagues have described diagnostic bias 

to the "mentally retarded" label as diagnostic overshadowing 

It is their hypothesis that "intellectual subnormality is 

such a salient feature of mental retardation that accompany

ing emotional disturbances are overshadowed in importance by 
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the presence of intellectual retardation" (Reiss, Levitan, & 

Szyszko, in press, p. 567). 

In the present study, subjects (doctoral level psychol

ogists) were presented with an excerpt from a therapy tran

script in which the client being interviewed was described 

either with or without the label "mentally retarded." In 

order to insure that the experimental results would not be 

a function of some unique aspect of a therapy transcript, 

subjects were presented with one of two transcripts. These 

transcripts were different from each other in that they in

volved separate clients who dealt with different issues in 

therapy. It should also be noted that the transcripts were 

based on actual therapy sessions with mentally retarded 

clients. As'a result, the presence or absence of the label 

"mentally retarded" did not involve false information. This 

is an issue of importance, since Weiner (1975) has suggested 

that false identifying information may predispose clinicians 

to make erroneous diagnostic judgments. 

The subjects were asked to rate the severity of psycho

pathology of the client in the transcript. They were then 

asked to choose their first, second, and third treatment 

choices from a list of nine treatment choices. They were 

also asked to rank those nine treatment choices from most 

behavioral to least behavioral. This allowed the first 

treatment choice of each subject to be scored according to 

its "behavioralness." 
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The subjects were also asked to respond to a series of 

attribution questions that asked them to rate the importance 

of each of seven factors in their process of responding to 

the severity of psychopathology question. One of these 

attribution questions asked the subjects to rate the impor

tance of the client's apparent level of intellectual func

tioning in their diagnostic processes. This variable was 

included in order to determine if the presence of the "men

tally retarded" label resulted in greater attributions of 

importance to the client's level of intellectual functioning, 

The variable was included in the expectation that if assess

ments of severity of psychopathology varied according to the 

presence or absence of the mentally retarded label, greater 

attributions of importance to the client's intellectual 

functioning would indicate that subjects were to some extent 

aware that the "mentally retarded" label had a significant 

effect on their clinical judgment. 

Hypotheses 

Hypothesis 1 

It was hypothesized that psychologists' ratings of 

severity of psychopathology would vary with the presence or 

absence of the "mentally retarded" label across all experi

mental groups. The "mentally retarded" label was expected 

to result in less severity in psychopathology ratings than 

the absence of the label. This hypothesis reflected the 
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basic contention that psychologists are less responsive to 

indications of psychopathology when a client is labeled 

"mentally retarded." The hypothesis was also consistent 

with the results of a preliminary study (Locke & Alford, 

Note 4) . 

Hypothesis 2 

It was hypothesized that ratings of severity of psy

chopathology would be influenced less by the "mentally 

retarded" label among behavioral psychologists than among 

nonbehavioral psychologists. This hypothesis was based on 

Langer and Abelson's (1974) findings that behavioral cli

nicians were less affected by diagnostic labels than were 

psychodynamic clinicians. 

Hypothesis 3 

It was hypothesized that ratings of severity of psycho

pathology would be affected by the "mentally retarded" label 

to a lesser extent among psychologists with experience with 

the retarded than among psychologists lacking such experi

ence. This hypothesis reflected the contentions of several 

authors (Menolascino, 1977; Tanguay & Szymanski, 1980; Wills, 

Note 2) that clinical biases towards the retarded often 

result from a lack of experience with the retarded. 
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Hypothesis 4 

It was hypothesized that first treatment choices would 

be more behavioral when the client was labeled "mentally 

retarded" than when the client was unlabeled. This effect 

was expected to occur across all experimental conditions, a 

speculation derived from the results of a preliminary study 

(Locke & Alford, Note 4). 

Hypothesis 5 

It was hypothesized that ratings of the importance of 

the client's apparent level of intellectual functioning 

would vary according to the presence or absence of the 

"mentally retarded" label. This effect was anticipated 

across all experimental conditions with the client's intel

lectual functioning being rated as more important when the 

client was labeled as "mentally retarded." These expected 

ratings were assumed to reflect the psychologists' aware

ness that the "mentally retarded" label affected their 

clinical judgment. 



CHAPTER II 

EXPERIMENTAL DESIGN 

4 
The study used a 2 factorial design. The four 

independent variables were Transcript (transcript A or B), 

Label (presence or absence of the label "mentally retarded"), 

Experience (presence or absence of clinical experience with 

the retarded), and Orientation (behavioral or nonbehavioral 

orientation) . The study utilized three dependent variables. 

These were Severity (assessment of severity of client's psy

chopathology), Behavioralness (ranking of first treatment 

choice on a scale ranging from most behavioral to least be

havioral) , and Attribution (rating of importance of the 

client's level of intellectual functioning in the process 

of assessing the severity of the client's psychopathology). 

Because of the presence of unequal cell frequencies , the 

significance of the dependent variables' effects were evalu

ated with least-squares solution analyses of variance. 

Subjects 

Subjects were 372 doctoral level psychologists. On 

the basis of their descriptions of their professional orien

tations, 172 of the subjects were classified as behavioral and 

200 of them were classified as nonbehavioral. The orienta

tions of the subjects are further described in Table 2 while 

56 
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TABLE 2 

FREQUENCIES OF SUBJECTS' ORIENTATION 

Orientation Number of Subjects 

Classified as 
Behavioral 

Behavioral 

Eclectically Behavioral 

Cognitive-Behavioral 

95 

52 

25 

172 

Classified as 
Nonbehavioral 

Eclectic 

Psychodynamic 

Humanistic-Experiential 

Cognitive 

Other 

140 

44 

4 

2 

10 

200 
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their graduate degrees and major fields are summarized in 

Tables 3 and 4. 

Materials 

Cover Letter 

The mailings to potential subjects included a cover 

letter that sought their participation in the study (see 

Appendix A) . The cover letter stated that the author was 

an advanced graduate student in clinical psychology at 

Texas Tech University conducting a study in pursuit of his 

Ph.D. degree. The letter told subjects that they would be 

asked to read a brief therapy transcript and then respond 

to several questions about it. In addition, it was indi

cated that descriptive information would be solicited con

cerning their degrees, major fields, and the kinds of 

clients with whom they had clinical experience. Finally, 

the letter assured that their responses and participation 

would be held in confidence. 

Transcripts 

The cover letter was followed by one of two therapy 

transcripts. The transcripts were fictionalized excerpts 

from therapy sessions. They were loosely based on therapy 

sessions with clients whom the author had seen in individual 

therapy while working at a state institution for the mentally 

retarded. Both transcripts were introduced as involving a 
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TABLE 3 

FREQUENCIES OF SUBJECTS' DEGREES 

Degree Number of Subjects 

PhD Clinical Psychology 255 

PhD Counseling Psychology 45 

PhD General-Experimental Psychology 18 

PhD Psychology 7 

PhD Educational Psychology 7 

EdD School Psychology 6 

PhD Developmental Psychology 6 

PhD Clinical Child Psychology 4 

PhD Learning Psycho'logy 3 

EdD Counseling Psychology 3 

PhD Developmental Disabilities 3 

PhD Child Psychology 2 

PhD Social Psychology 2 

PhD Personality Psychology 2 

Other degrees with frequency = 1 9 

372 
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TABLE 4 

FREQUENCIES OF SUBJECTS' MAJOR FIELDS 

Major-Fields Number of Subjects 

Clinical Psychology 296 

Counseling Psychology 20 

Clinical Child Psychology 14 

Administration 9 

Academic 4 

School Psychology 4 

Developmental Disabilities and 

Mental Retardation 4 

Research 3 

Educational Psychology 2 

Applied Behavior Analysis 2 

Neuropsychology 2 

Child Psychology 2 

Forensic Psychology 2 

Other major fields with 
frequency = 1 8 

372 

Major fields of psychotherapy or private practice 
were classified as Clinical Psychology. 



61 

client who was being seen in individual therapy at a commun

ity mental health center. In one experimental condition, 

the description of the client included the label "mentally 

retarded" while in the alternate condition the label was not 

included. No other descriptive information about the clients 

was provided except for their ages and sexes. 

Transcript A involved a client who was described as a 

20-year-old female (see Appendices B & C). The transcript 

was 510 words in length. In the transcript, the client com

plained about a friend who had been "bugging" her. She also 

said that she was upset because her friend had been making 

fun of her to another friend. The therapist made some in

terpretive comments and therapeutic suggestions to which 

the client was fairly unresponsive. 

Transcript B involved a client who was described as 

a 17-year-old male (see Appendices D & E). This transcript 

was 480 words in length. In the transcript, the client 

talked at length about being upset and angry that various 

unspecified people were not allowing him to live his life 

as he wished. The therapist made some suggestions about 

the manner in which the client was dealing with his concerns. 

The client responded to these suggestions and a later com

ment by speaking in what was described parenthetically in 

the transcript as a "higher pitched voice that is noticeably 

higher than his normal speaking voice." 
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Both of these transcripts were intended to involve 

issues typically encountered by adolescents that would hope

fully be of interest to either child or adult psychologists. 

The second transcript, with the client's change in speaking 

voice, was intended to convey more severe psychopathology. 

Questionnaire 

The individual therapy transcript was followed by the 

same three-page questionnaires in all experimental condi

tions (see Appendix F). Subjects were first asked to rate 

the severity of the client's psychopathology on a 7-point 

scale. They were then asked to choose three treatments 

which they saw as being most appropriate for the client 

from a list of nine treatments. They were also asked to 

number their treatment choices according to their order of 

preference. After having made their treatment choices, sub

jects were asked to rank all nine treatment options from 

the most behavioral to the least behavioral treatment. 

The subjects responded next to a series of seven attri

bution questions about factors of potential importance in 

their assessment of the severity of the client's psychopa

thology. One of these factors was the client's apparent 

level of intellectual functioning. 

Subjects then indicated their professional orientation, 

graduate degree, and current major field. Finally, the sub

jects indicated on a list of 11 client populations those 
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with whom they had had the equivalent of at least 3 months 

of full-time clinical experience. One of the 11 client 

populations was "mentally retarded clients." 

Procedure 

Prospective subjects were chosen from the members and 

fellows of three divisions within the American Psychological 

Association (APA) and from the members of the American Asso

ciation on Mental Deficiency (AAMD). The sources of this 

information were the 1981 edition of the APA Directory (APA, 

1981) and the 1977 edition of -the AAMD Directory (AAMD, 

1977) . 

Those subjects targeted as having clinical experience 

with the mentally retarded were chosen from the memberships 

of the APA Division of Mental Retardation (Division 33) and 

the AAMD. All members and fellows of Division 33 who indi

cated that their major field was either clinical or counsel

ing psychology were chosen as prospective subjects. Simi

larly, all AAMD members with Ph.D.'s and a major field of 

psychology were chosen as prospective subjects. In this 

manner, 358 members and fellows of APA Division 33 and 122 

members of AAMD were sent questionnaires. 

Those subjects targeted as not having experience with 

the retarded and being behavioral in orientation were chosen 

from among the members of the APA Division for the Experi

mental Analysis of Behavior (Division 25). Only psychologists 
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with major fields of either clinical or counseling psychol

ogy were selected. Initially, this group of subjects was 

chosen by entering the Division 25 membership roll at random 

and choosing every nth name, using a new n for each choice 

based on a random niombers table. Two hundred seventy-two 

prospective subjects were chosen in this manner and ques

tionnaires were sent to them. Because of difficulty in fill

ing all four of the behavioral-inexperienced with the retarded 

cells, a second mailing of 155 was undertaken to Division 25 

members who had not been initially contacted. The second 

mailing exhausted virtually all of the remaining Division 25 

members and fellows with major fields of either clinical or 

counseling psychology. 

Those subjects who were targeted as not having clinical 

experience with the retarded and as being nonbehavioral were 

chosen from members and fellows of the APA Division of Psycho

therapy (Division 29). These prospective subjects were 

chosen in the same manner as were those from Division 25, 

though the population of clinical and counseling psycholo

gists in Division 29 was not exhausted by the sampling pro

cess. An initial mailing of 268 resulted in sufficient 

numbers of respondents for three of the four nonbehavioral/ 

inexperienced with the retarded cells. The returns from a 

second mailing to 4 5 other prospective subjects completed 

the requirements for the cell that initially was not filled. 
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While the subjects were targeted in regard to their 

likely orientation and experience with the retarded, they 

were assigned to experimental groups only on the basis of 

their own responses to the orientation and experience ques

tions in the questionnaire. Classification on the experi

ence with the retarded variable was straightforward and 

depended only on whether or not the subject indicated that 

he/she had the equivalent of 3 months of full-time experi

ence with this population. Subjects were classified on the 

orientation variable in the following manner. If they did 

not indicate anything that could be construed as behavioral 

in the description of their orientation, they were classi

fied as nonbehavioral. If they described themselves as 

behavioral or cognitive-behavioral, they were classified 

as behavioral. If their description of their orientation 

included two orientations (e.g., behavioral-relational), 

they were classified as behavioral so long as one of the 

two orientations was behavioral in nature. If their 

description of orientation integrated three or more orienta

tions, they were classified as behavioral only if a major

ity of those orientations were behavioral in nature. In 

cases with an orientation that integrated three or more 

orientations in which at least one but less than a majority 

were behavioral in nature, the orientation was classified as 

unscorable, and the subject was not included in the data 

analysis. 



CHAPTER III 

RESULTS 

Questionnaire Returns 

Of the 1220 questionnaires that were sent in the first 

and second mailings, 4 8 were returned by the post office as 

undeliverable because current addresses of the psychologists 

were not known. Two other questionnaires were returned by 

agencies that a targeted psychologist had left. Of the 1170 

remaining questionnaires, 511 were returned. Of the 511 re

turned questionnaires, 374 were completed in the manner that 

was requested. Two of those completed questionnaires were 

unusable because the subjects did not have a Ph.D. in psy

chology. Twelve questionnaires were returned without being 

filled out. Explanations for their not being filled out 

included disagreement with the nature of the study and pro

spective subjects' being retired from clinical practice. 

The remaining 125 questionnaires were either incorrectly 

completed or they were filled out in a manner that was 

unscorable. 

The percentages of returned questionnaires for the 

three targeted populations are presented in Table 5. As 

has been mentioned previously, difficulty was encountered 

in filling the four behavioral/inexperienced with the 

retarded cells. One cause of this difficulty was that 

66 
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TABLE 5 

PERCENTAGES OF QUESTIONNAIRES THAT WERE RETURNED 

Targeted Population Percentage of Returns 

All Returns 

Experienced with the retarded, 
behavioral and nonbehavioral 44 

Nonexperienced with the retarded, 
behavioral 37 

Nonexperienced with the retarded, 
nonbehavioral 45 

Complete Returns Only 

Experienced with the retarded, 
behavioral and nonbehavioral 32 

Nonexperienced with the retarded, 
behavioral 30 

Nonexperienced with the retarded, 
nonbehavioral 34 
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return rates for subjects targeted for those cells were some

what lower than for the other two targeted populations. How

ever, a more significant cause of this difficulty was that 

33% of the complete returns for subjects targeted as behav

ioral and inexperienced with the retarded indicated that 

the subjects, in fact, had clinical experience with the re

tarded. In addition, 19% of complete returns from subjects 

targeted in this manner included nonbehavioral descriptions 

of professional orientation. Besides resulting in diffi

culty in filling the behavioral, inexperienced with the 

retarded cells, these untargeted returns also contributed 

to a relative inflation of the other cell frequencies in 

the study. 

Preliminary Statistical Operations 

In the questionnaire, psychologists chose and ranked 

the three treatment choices deemed most appropriate for the 

client. They then ranked all nine potential treatment 

choices on a 1 - 9 scale, with 1 representing most behav

ioral, and 9 representing least behavioral. The first treat

ment choice for each psychologist was converted into a 

Behavioralness score in the following manner. Each psychol

ogist's first treatment choice was assigned the rank on the 

least behavioral- most behavioral scale that the subject 

had assigned to that treatment. For example, a psychologist 

whose first treatment choice was behavior therapy and who 
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had assigned a rank of 2 to behavior therapy on the 1 - 9 

scale would receive a score of 2 for his/her treatment 

choice. The ranking of the first treatment choice for each 

subject was then converted to a standardized c scale value 

(Guilford, 1954) . The rationale for this conversion was to 

achieve a normalized distribution of rankings. The result

ing c scale values ranged from 2 - 8 , with 2 representing 

least behavioral, and 8 representing most behavioral. The 

c scale values assigned to each psychologist's first treat

ment choices were designated as Behavioralness scores., 

In order to provide information about psychologists' 

actual first treatment choices, the percentages of psychol

ogists who chose each of the nine treatment choices as a 

first treatment choice are present in Table 6. Percentages 

are presented for both the labeled and unlabeled conditions. 

The mean rankings of the nine treatments on the unconverted 

least behavioral - most behavioral scale are presented in 

Table 7. 

Prior to the analyses of the data, the three dependent 

variables (Severity, Behavioralness, and Attribution) were 

evaluated for homogeneity of error variance with Cochran's 

test (1941). The ratios of the largest of the cell treatment 

variances to the sum of treatment variances was computed for 

each of dependent variables. These ratios were as follows: 

Severity - 0.094, Behavioralness - 0.1085, Attribution -

0.086. These ratios were within the acceptable range as 
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TABLE 6 

PERCENTAGES OF FIRST TREATMENT CHOICES 

With Label Without Label 
Treatment Condit ion (n=192) Condit ion (n=180) 

Behavioral Program 11 3 

Behavior Therapy 9 7 

Social S k i l l s and/or 
Asser t iveness Tra in ing 44 28 

Cognitive-Behavior 

Therapy 12 24 

Group Therapy 4 10 

Supportive Ind iv idua l 
Therapy 16 12 

Cl ient-Centered 
Therapy 2 6 

Psychodynamically 
Oriented Individual 
Therapy 2 10 

Psychoanalysis 0 0 
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TABLE 7 

MEAN RANKINGS OF TREATMENTS FROM MOST BEHAVIORAL 
(SCORED AS 1) TO LEAST BEHAVIORAL 

(SCORED AS 9) N = 372 

Mean 
Treatment Ranking 

Behavioral Program 1.56 

Behavior Therapy 1.84 

Social Skills and/or 
Assertiveness Training 3.34 

Cognitive-Behavior 

Therapy 3.48 

Group Therapy 5.54 

Supportive Individual 
Therapy 5.99 

Client-Centered Therapy 6.73 

Psychodynamically Oriented 
Individual Therapy 7.68 

Psychoanalysis 8.86 
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defined by Cochran's test. It was therefore concluded that 

adequate homogeneity of variance was present for all three 

dependent variables. Table 8 presents means and standard 

deviations for the three dependent variables. Cell fre

quencies are also included in Table 8. 

Dependent Variables 

Hypothesis 1 

As defined in Chapter II, the Severity dependent vari

able refers to psychologists' assessment of the severity of 

the client's psychopathology. On a 1 - 7 scale, 1 repre

sented normal adjustment and 7 represented severe psycho

pathology. Hypothesis 1 predicted that psychologists' 

Severity scores would vary according to the presence or 

absence of the "mentally retarded" label. It was expected 

that the presence of the "mentally retarded" label would 

result in significantly lower Severity scores. This hypoth

esis was evaluated with a four-way analysis of variance for 

the Severity dependent variable. That analysis is summa

rized in Table 9. Examination of this table reveals that 

the main effects of the Transcript and Label independent 

variables were significant. Main effects for the Experi

ence and Orientation variables were not significant. None 

of the interactions between the independent variables were 

significant. An examination of the cell means in Table 8 

reveals that the presence of the "mentally retarded" label 
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Ĉ  O 

H 

o 
w 

W 
W 

&H 

o 
2 W W 
o H 
EH 
< 
H 

2 U 
h^ 

S 
o 

2 
< 
EH 

K 

o 
•H 

3 

•H 

4J 

< 

W 
W 
(U 
c 

1-1 

o 
•r-t 
> 

CQ 

•P 

•H 

> 

Q 

W 

H 

to 

> 

-p 
G 
<U 

TJ 
C 
dJ 

0) 

C 

I 
C 
<U 

o 

O -P 

I o 

I c 
rtJ 

EH 

(d 

- P 

• H 

U 
CO 

u 

00 

CM 

O 
CN O CN 

in 
o CN 

LD 

m 
CN 
CN 

CN 
CN 

cr« 
CTi CN 

O 
o 

00 

o 

m CM m m m n n ro 

pq 
CQ PQ 

1 3 OQ 

W 01 
CU OJ O 

JH >^ S 
O 
2 

OJ a; o 0 OJ 0 0 
en 
0) 

en w w 
0) <u <u 

JH > l >4 

en 
(U 

>H 
0 
2 

O 
2 

0 
2 

O 
2 

en en en 
<u 

en 
(U 

>H 
o 
2 

0 
2 

< 

(N ro i n K^ CO <T> (N ro 

o 
o 

o 

rH 

CN 

iH 

CT> 

H 

<3̂  

rH 

00 
ro 

iH 

CO 

o 

CO 

iH 

00 

H 

in 

H 

in 
CM 

o 

o 

iH 

CN 
CM 

rH 

in 

iH 

in 

rH 

in 
in 

H 

oa 
2 CQ 

PQ 
2 CQ 

PQ 
2 CQ 

CQ 
2 

en 
(U 0 
>H 2 

O 
2 

O 
2 

O 
2 

< < < e Q C Q p Q C Q C Q C Q C Q C Q 

in 
CM 

00 
CM 

VO 
rH 

iH 
CM 

Ch 
CN 

CN 
ro 

in 
<-{ 

CN 
CM 

r̂i 
ro 

CN 
ro 

in 
iH 

no 
CN 

O 
CM 

CO 
CM 

O 
CM 

(Ti 

m vD 



74 

fal 

(0 

.1
65
 

CO 

<0 

.5
42
 

00 
CM 

.9
25
 

i H 

.6
39
 

rn 

.7
16
 

o 

.1
29
 

o 

0
3
4
 

CN 

11
7
 

r-{ 

77
6
 

i H 

19
5
 

CN 

7
0
8
 

o 

05
1
 

o 

5
9
5
 

o 

19
9
 

CN 

10
9
 

CN 

w 

< 

EH 
H 

Pi 

> 

w 

o 
CM 
W 
U 
% 
H 

CM 
O 

W 
H 

>H 

< 
2 
< 

I 
« 
D 
O 
fa 

SI 

M-l 

wl 

(U 

u 

O 

00 
in 
o 
vo 
•H 

CO 

o 
o 
CO 

n 

** 
VO 
in 

CN 

in 
• ^ 

CO 

^ 

m in 
<T\ 

o 

00 

o 
r^ 

r^ 
00 
^ 

^ 
^ 
CO 

CN 
CN 
<y\ 

ro 
'^r 
(T> 

00 
KD 
o 

CN 
<y> 
r-

[^ 
CN 
<J\ 

<y\ 
o 
CO 

t H 
ro 
ro 

CN CN CN O O CN CN 

1—1 

<T\ 
i n 
o 

vo 
rH 

i—l 

ro 
o 
o 

CO 
ro 

i—i 

'^r 
V£> 
i n 

CN 

r H 

i n 
'sr 
CO 

" i ^ 

r-\ 

ro 
i n 
a\ 

o 

r-i 

<-\ 
r^ 
r-i 

o 

r-\ 

00 
O 
r» 

CN 

rH 

r^ 
00 
^ 

r-\ 

r-{ 

^ 
vo 
ro 

CN 

^-^ 

CN 
CN 
<r> 

CN 

r H 

ro 
' ^ 
<y> 

o 

rH 

CO 
vo 
O 

O 

r^ 

CN 
<J^ 
r* 

o 

r-i 

r^ 
CN 
<r> 

CN 

r-\ 

<y\ 
o 
00 

CN 

*^ 
i n 
ro 

r^ 
o 
o 

^ 
r^ 
^ 

r-{ 
r^ 
ro 

CN 
ro 
C7̂  

'sr 

-P 
OA 

•H 
J^ 
O 
CO 
G 
fd 
>H 
EH 

r-i 
Q) 

^ 
fd 
Hi 

Q) 
U 
G 
(U 

•H 
U 
Q) 

a X 
CLI 

G 
0 

•H 
-P 
fd 
-p 
G 
(U 

•H 
5H 
O 

rH 
Q) 

Xi 
fd 

1 ^ 

> i 
^ 

-P 
Q< 

• H 
SH 
U 
W 
G 
(d 
^ 
EH 

i
e
n
c
e
 

h 
(U 
CU 

x cq 
> 1 

Xl 

-p 
a 

• H 
5H 
O 
to 
G 
fd 
5H 
i^ 

t
a
t
i
o
n
 

G 
(U 

•H 
U 
O 

> i 
^ 

-P 
CU 

•H 
5H 
U 
CO 
G 
fd 
M 
EH 

0) 
U 
G 
OJ 

•H 

Q) 
CU 
X 
CLI 

> i 
XI 

rH 
Q) 

XI 
fd 
yA 

G 
0 

• H 
-P 
(d 
-p 
G 
0) 

• H 

u 
o 
> 1 

XI 

rH 
Q) 

Xi 
fd 
i-:i 

t
a
t
i
o
n
 

G 
(U 

•H 
^ 
O 

> i 
X3 

<U 
O 
G 
Q) 

•H 
V̂  
(U 
O i 
X 
CLI 

by
 
E
x
p
e
r
i
e
n
c
e
 

rH 
(U 

^ 
fd 
h:̂  

> i 
Xi 

4J 

a •H 
VH 
U 
cn 
G 
fd 
}H 
^ 

by
 
O
r
i
e
n
t
a
t
i
o
n
 

rH 

<u 
XI 
td 
yA 

> i 
^ 

+J 
CU 

•H 
5H 
0 
CO 
G 
fd 
M 
EH 

G 
0 

"H 

i
e
n
c
e
 
b
y
 O
r
i
e
n
t
a
t
 

SH 
Q) 
CU 
X 
CLJ 

> 1 
X! 

4J 

a •H 
5H 
O 
W 
G 
td 
U 
^ 

by
 
O
r
i
e
n
t
a
t
i
o
n
 

(U 
u G 
OJ 

•H 
u Q) 
CU 
X 
Ct3 

>. 
X5 

rH 
(U 

^ 
fd 
yA 

by
 
E
x
p
e
r
i
e
n
c
e
 

rH 
(U 

X! 
fd G 
^^ 0 

"H 
> i - P 

-Q td 
4-» 

+J G 
Cl̂  (U 

•H -H 
5H JH 

u o 
m G > i 
fd XI 
u 
^ 

H 
fd 
3 

^3 
• H 
03 
0) 
« 

H 
(d 
-p 
0 
b^ 

td 

in 
o 

V 



75 

generally resulted in lower Severity scores. Thus, Hypoth

esis 1 was supported by the results. The cell means in 

Table 8 also reveal that Severity scores were higher for 

Transcript B than for Transcript A. 

Table 10 presents eta statistics that provide estimates 

of the strength of association between each of the indepen-
2 

dent variables and Severity. The eta statistics in Table 10 

provide estimates of the percentage of the total variance on 

the Severity measure that was accounted for by each of the 

independent variables. 

TABLE 10 

eta AND eta^ STATISTICS FOR SEVERITY 

2 
Independent Variable eta eta 

Transcript 0.43 0.18 

Label 0.24 0.06 

Experience 0.09 0.01 

Orientation 0.08 0.01 

Hypothesis 2 

Hypothesis 2 predicted that the Severity scores of 

behavioral psychologists would differ less between the two 

Label conditions than would the Severity scores of nonbe

havioral psychologists. Hypothesis 2 was evaluated with 

the four-way analysis of variance summarized in Table 9. 
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As has been noted, the main effect for Orientation and the 

interaction between Orientation and Label did not reach 

significance in regard to Severity. Thus, Hypothesis 2 was 

not supported by the results. 

Hypothesis 3 

Hypothesis 3 predicted that Severity would vary less 

between the two Label conditions for psychologists with 

clinical experience with the retarded than for psychologists 

lacking in such experience. Hypothesis 3 was evaluated with 

a four-way analysis of variance for the Severity dependent 

variable. That analysis is summarized in Table 9. As has 

been noted, the main effect of Experience and the interaction 

of Label and Experience did not reach significance in regard 

to Severity. Thus, Hypothesis 3 was not supported by the 

results. 

Hypothesis 4 

Hypothesis 4 predicted that Behavioralness scores would 

be significantly higher when the client was labeled "mentally 

retarded" than when the client was not so labeled. It was 

predicted that this effect would be present across all ex

perimental conditions. Hypothesis 4 was evaluated with a 

four-way analysis of variance for the dependent variable 

Behavioralness. The results of this analysis are summarized 

in Table 11. Examination of Table 11 reveals that the Label 

and Orientation variables exerted significant influences on 
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the Behavioralness measure. The main effects for Transcript 

and Experience did not reach significance, nor did any of 

the interactions between the independent variables. 

The significance of the main effect of Label indicates 

that Behavioralness scores varied significantly according to 

the presence or absence of the "mentally retarded" label. 

An examination of the cell means in Table 8 reveals that 

Behavioralness scores were higher when the "mentally re

tarded" label was present. Thus, Hypothesis 4 was supported 

by the results. 

2 
Table 12 presents eta and eta statistics for each of 

the independent variables relative to the Behavioralness 

measure. 

TABLE 12 

eta AND eta^ STATISTICS FOR BEHAVIORALNESS 

2 
Independent Variable eta eta 

Transcript 

Label 

Experience 

Orientation 

0 . 0 5 

0 . 2 1 

0 . 0 2 

0 . 3 3 

0 . 0 0 

0 . 0 4 

0 . 0 0 

0 . 0 9 
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Hypothesis 5 

As described in Chapter II, Attribution scores were 

psychologists' ratings of the importance of the client's 

level of intellectual functioning in the assessment of the 

severity of the client's psychopathology. Hypothesis 5 

predicted that Attribution scores across all experimental 

conditions would be significantly greater in the presence of 

the "mentally retarded" label than when the label was absent. 

Hypothesis 5 was evaluated with a four-way analysis of vari

ance for the dependent variable Attribution. This analysis 

is summarized in Table 13. An examination of Table 13 re

veals that main effects for the Label and Orientation inde

pendent variables were significant. Main effects for the 

Transcript and Experience independent variables did not 

reach significance. None of the interactions between the 

independent variables reached significance. 

The significance of the main effect for the Label inde

pendent variable indicates that Attribution scores did vary 

significantly across the two labeling conditions. An exam

ination of the cell means in Table 8 reveals that Attribution 

scores were generally higher when the "mentally retarded" 

label was present, as predicted by Hypothesis 5. Thus, 

Hypothesis 5 was supported by the results. 

The significance of the main effect of Orientation on 

the Attribution variable was not predicted. An examination 
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of cell means in Table 8 reveals that Attribution scores 

were generally lower for behavioral psychologists than for 

nonbehavioral psychologists in equivalent stimulus condi

tions. The lack of a significant interaction between Label 

and Orientation indicate that the effect of behavioral psy

chologists having generally lower Attribution scores was 

independent of the effects of the Label variable on Attri

bution scores. 
2 

Table 14 presents eta and eta statistics for each of 

the independent variables relative to the Attribution 

measure. 

TABLE 14 

eta AND eta STATISTICS FOR ATTRIBUTION 

2 
Independent Variable eta eta 

Transcript 

Label 

Experience 

Orientation 

0 . 0 0 

0 . 1 3 

0 . 1 0 

0 . 1 5 

0 . 0 0 

0 . 0 2 

0 . 0 1 

0 . 0 2 

Correlations Between 
Dependent Variables 

Table 15 presents correlation coefficients for each of 

the three dual combinations of the dependent variables. 

These correlation coefficients provide estimates of the 
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strength of association between the dependent variables. 

Separate coefficients are presented for each of the two 

transcript conditions. In addition, correlation coeffi

cients between Behavioralness and Attribution scores were 

calculated after subjects had been classified on the basis 

of having chosen low or high Severity scores. These coef

ficients are also presented in Table 15. 

TABLE 15 

CORRELATION COEFFICIENTS BETWEEN DEPENDENT VARIABLES 

Dependent Variables r Value 

Severity and Behavioralness 
(for Transcript A) 

Severity and Behavioralness 
(for Transcript B) 

Severity and Attribution 
(for Transcript A) 

Severity and Attribution 
(for Transcript B) 

Behavioralness and Attribution 
(for Transcript A) 

Behavioralness and Attribution 
(for Transcript B) 

Behavioralness and Attribution 
(for low Severity scorers) 

Behavioralness and Attribution 
(for high Severity scorers) 

-.156 

-.233 

.128 

-.057 

.113 

.112 

.085 

.023 
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The strongest correlation coefficient was found between 

Severity and Behavioralness scores in the Transcript B con

dition (-.233). The weakest correlation coefficient was 

found between Severity and Attribution scores in the 

Transcript B condition (-.057). 

Summary of the Results 

The presence or absence of the "mentally retarded" 

label was found to have a significant effect on all three 

dependent measures. The presence of the "mentally retarded" 

label resulted in lower Severity scores, higher Behavioral

ness scores, and higher Attribution scores. All of these 

effects were predicted by experimental hypotheses. 

Two predicted effects were not supported by the results 

Severity scores did not vary according to the presence or 

absence of experience with the retarded, or according to the 

behavioral or nonbehavioral orientation of the subjects. 

None of the interactions between the dependent vari

ables were found to be significant. 



CHAPTER IV 

DISCUSSION 

Overview of the Results 

The present study was undertaken to examine the effects 

of the label "mentally retarded" on clinical judgment. Five 

hypotheses were derived from relevant results and are re

viewed below. In addition, significant results that were 

not predicted are also reviewed. 

Hypothesis 1 

Hypothesis 1 predicted that Severity (severity of psy

chopathology) scores would vary significantly according to 

the presence or absence of the "mentally retarded" label. 

Specifically, it was hypothesized that the presence of the 

label would result in lower Severity scores. This hypothe

sis was supported by the results. 

Hypothesis 2 

Hypothesis 2 predicted the Severity scores of behavioral 

psychologists would vary less between the two labeling con

ditions than would the Severity scores of nonbehavioral 

psychologists. Hypothesis 2 was not supported by the re

sults. It was found that behavioral psychologists were just 

as vulnerable to the effects of the "mentally retarded" label 

as were nonbehavioral psychologists. 

84 



85 

Hypothesis 3 

Hypothesis 3 predicted that Severity scores would vary 

less between the two labeling conditions for psychologists 

experienced with the retarded than for psychologists lacking 

in such experience. Hypothesis 3 was not supported by the 

results. Experience with the retarded provided no immunity 

from the effects of the "mentally retarded" label. 

Hypothesis 4 

Hypothesis 4 predicted that treatment choices would be 

more behavioral in nature when the "mentally retarded" label 

was present than when the label was absent. It was pre

dicted that this effect would be present across all experi

mental conditions. Hypothesis 4 was supported by the 

results. 

Hypothesis 5 

Hypothesis 5 predicted that Attribution scores (attribu

tions of the importance of the client's level of intellectual 

functioning for the assessment process) would be higher when 

the "mentally retarded" label was present than when the label 

was absent. Hypothesis 5 was supported by the results. 

Transcript 

Severity scores varied significantly according to the 

Transcript independent variable. Transcript B consistently 
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resulted in higher severity of psychopathology ratings than 

Transcript A. While this effect was not predicted in a 

formal hypothesis, it was certainly not surprising. Tran

script B was constructed so as to convey psychopathology of 

greater severity than Transcript A. Thus, these results 

help to confirm that the transcripts did indeed convey the 

intended levels of psychopathology. 

Orientation 

The orientation of psychologists was found to have a 

significant effect on the extent to which treatment choices 

were behavioral or nonbehavioral in nature. Across all 

experimental conditions, the treatment choices of behavioral 

psychologists were more behavioral in nature than those of 

nonbehavioral psychologists. This effect was certainly not 

surprising, since it simply indicated a preference for be

havioral treatments among behavioral psychologists. In this 

light, the effect can be seen as providing validation for 

the manner in which psychologists were classified on the 

behavioral-nonbehavioral dimension. 

It is important to note that the effects of the "men

tally retarded" label on treatment choice did not interact 

with the effects of professional orientation. Thus, while 

they were relatively behavioral in all conditions, the treat

ment choices of behavioral psychologists became more behav

ioral in the presence of the "mentally retarded" label. 
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Attribution scores varied according to psychologists' 

orientations. Behavioral psychologists generally rated the 

client's intellectual functioning as less important than did 

nonbehavioral psychologists. This effect was not predicted, 

and it shall be discussed further later in this chapter. 

The interaction of orientation and the "mentally retarded" 

label did not have a significant effect on Attribution 

scores. Thus, behavioral psychologists did attribute more 

importance to the client's intellectual functioning in the 

presence of the "mentally retarded" label. 

Correlations Between 
Dependent Variables 

None of the correlation coefficients between dependent 

variables were high enough to indicate a strong relationship 

between the dependent variables. As a result, responding on 

the dependent measures does not appear to have been a uni

tary process. Instead, responding to each of the dependent 

measures appears to have involved relatively separate 

decision-making processes. The correlation coefficients 

do provide some evidence of an inverse relationship between 

Severity and Behavioralness scores. However, this relation

ship is not strong enough to indicate that those variables 

resulted from closely related decision processes. 
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Strength of Effects 

This study provided clear evidence that the "mentally 

retarded" label had a significant effect on assessment and 

treatment choices. The F ratios for the main effects of 

the Label variable on the Severity and Behavioralness vari

ables were significant at the .001 level. Thus, it was 

very unlikely that the effects of the "mentally retarded" 

label were a function of chance. 

The strength of association coefficients (eta) between 

the Label independent variable and the Severity and Beha

vioralness dependent variables were not particularly high. 

2 

In addition, the percentages of total variance (eta ) on 

both these dependent variables that were accounted for by 

the Label independent variable were fairly small. It could 

be argued that the "mentally retarded" label did not have a 

particularly strong effect on assessment and treatment choice 

and that, instead, modest effects were exaggerated by a pow

erful experimental design. However, other factors must be 

considered in evaluating these strength of association and 

percentage of total variance measures. On both the Severity 

and Behavioralness dependent measures, variables other than 

Label accounted for relatively large amounts of the variance. 

The two therapy transcripts were constructed so as to convey 

different levels of severity of psychopathology and the Tran

script variable accounted for a relatively large amount of 
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the variance on the Severity measures. Similarly, the ten

dency of Behavioral psychologists to choose treatments that 

were highly behavioral accounted for a relatively large 

portion of the variance on the Behavioralness measure. In 

the absence of the experimental effects of Transcript and 

Orientation, the amount of variance accounted for by Label 

might have been somewhat higher. 

The nature of the therapy transcripts that were used 

as stimulus materials also must be considered in evaluating 

strength of effects. The transcripts were quite brief, and 

they contained limited information about the therapy clients. 

Because of the limited nature of the transcripts, there were 

probably wide individual difference among subjects' responses, 

and, as a result, high levels of error variance. These high 

levels of error variance helped to insure that the Label 

variable would account for a relatively small amount of the 

total variance on each of the response measures. 

Finally, the nature of the study must be considered in 

evaluating the strength of association measures. The study 

was intended as an experimental analogue of the psycho

diagnostic process. The 7-point Severity rating scale and 

the forced choice of treatments were designed to test the 

labeling effects per se. The nature and extent of the 

"mentally retarded" label's effects on the diagnostic pro

cess were not directly tested. This study has established 
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that the "mentally retarded" label did have a significant 

effect on an analogue of psychodiagnosis and treatment 

choice. It remains for further research to delineate the 

nature and extent of these effects in real-life diagnosis. 

Discussion of the Results 

In the present study, the "mentally retarded" label was 

found to have a highly consistent effect on both assessment 

and treatment choice. While the two therapy transcripts 

resulted in differing levels of Severity scores, the tran

scripts did not interact with the Label variable. This 

suggests that the same results were produced over two clini

cal cases, rather than deriving from some aspect of just one 

of the cases. 

The results are also consistent with the results of a 

recent study by Reiss, Levitan, and Szyszko (in press). 

Reiss et al. found that across three case history conditions 

suggestive of different levels of psychopathology, psycholo

gists provided lower ratings of severity of psychopathology 

in the presence of the "mentally retarded" label. 

Experience with the retarded had been hypothesized to 

reduce susceptibility to bias from the "mentally retarded" 

label. This hypothesis reflected the contention in the 

literature that such bias resulted from a lack of experience 

with the retarded (Menolascino, 1977; Tanguay & Szymanski, 

1980; Wills, Note 2). The effects of the label variable 
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though, did not vary according to the respondents' level of 

experience with the retarded. These results are consistent 

with a recent study that also found that experience with 

the retarded did not reduce the tendency to attribute less 

psychopathology to clients with the "mentally retarded" 

label (Reiss & Szysko, in press). 

Behavioral orientation had also been hypothesized as a 

factor that would diminish susceptibility to the effects of 

the "mentally retarded" label, since Langer and Abelson 

(1974) had found that behavioral clinicians were unaffected 

by a person being described as a patient or nonpatient. 

That hypothesis was not supported and the labeling effects 

were present regardless of professional orientation. Thus, 

while behavioral clinicians may be unaffected by some diag

nostic labels, behavioral orientation provided no immunity 

from the effects of the "mentally retarded" label. 

This study provided evidence that psychologists were 

to some extent aware that the "mentally retarded" label had 

an effect on their clinical judgment. On the Attribution 

measure, psychologists rated the client's level of intel

lectual functioning as more important when the "mentally 

retarded" label was present. This indicates that they had 

an accurate awareness that the presence of the label had a 

significant effect on their judgment. It also suggests that 

biases concerning the presence of psychopathology in the 
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retarded may be something of which psychologists are, to 

some extent, aware. 

Rating intellectual factors more important in the 

labeled condition occurred regardless of experience with the 

retarded or professional orientation. Behavioral psycholo

gists, though, did rate intellectual factors as less impor

tant than did nonbehavioral psychologists. This may mirror 

behavioral psychologists' tendency to place less importance 

on diagnostic labels. However, behavioral psychologists 

were just as affected by the "mentally retarded" label as 

were nonbehavioral psychologists. Despite rating intellec

tual factors as less important, behavioral psychologists 

were just as susceptible to the "mentally retarded" label, 

a finding at variance with earlier work (Langer & Abelson, 

1974) . 

The Present Study and the 
Labeling Bias Literature 

As discussed in Chapter I, studies on the effects of 

diagnostic labels have tended to find that those labels have 

a biasing effect on clinical judgment. The results of this 

study are generally consistent with the labeling bias liter

ature, since the "mentally retarded" label was found to 

affect clinical judgment. As has been noted, the present 

results are not consistent with Langer and Abelson's (1974) 

finding that labeling bias varied according to orientation. 
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The present study is most analogous to those labeling bias 

studies that manipulated identifying information in the 

presentation of clinical materials (Dinardo, 1975; Temerlin 

& Trousdale, 1969; Barley, Nole 1). 

Some important differences must be noted between the 

present study and previous studies on labeling bias. The 

present study and the recent studies of Reiss and his 

colleagues (Reiss, Levitan, & Szysko, in press; Reiss & 

Szysko, in press) are the first empirical examinations of 

the effects of the "mentally retarded" label on the clinical 

judgment of psychologists. While numerous studies have 

examined the effects of the "mentally retarded" label in 

education, it has received minimal attention in the area of 

clinical practice. This lack of attention may reflect the 

lack of consideration that traditionally has been given to 

the problem of psychopathology in the retarded. 

The present study is also different from several of 

the labeling bias studies in that it did not use false in

formation in the manipulation of diagnostic labels. While 

several studies (Dinardo, 1975; Langer & Abelson, 1974; 

Temerlin & Trousdale, 1969; Barley, Note 1) described an 

actor as a patient or person with psychopathology. The 

present study simply included or did not include the "men

tally retarded" label in the description of a client. Since 

the transcripts were based on actual therapy sessions with 
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mentally retarded clients, the presence or absence of the 

label did not involve the inclusion of false information. 

While it could be argued that the present study withheld 

important information in the unlabeled condition, it cannot 

be argued that the study utilized a false diagnostic label 

that provided clinicians with erroneous information upon 

which to draw inferences. Thus, the present study is not 

seen as susceptible to the criticism leveled at a previous 

labeling bias study (Davis, 1979; Weiner, 1975) that faulty 

clinical inferences resulted from inaccurate descriptive 

information. 

The present study and the recent studies of Reiss and 

his colleagues are seen as expanding the labeling bias lit

erature to include the effects of the "mentally retarded" 

label. The consistency between the results of the current 

study and the work of Reiss and his colleagues is seen as 

suggesting that the "mentally retarded" label has a robust 

effect on clinical judgment that is worthy of further study. 

The Present Study and the Literature 
on the Assessment and Treatment of 
Psychopathology in the Mentally Retarded 

In examining the effects of any diagnostic label, an 

evaluation must be made of whether the effects represent 

bias or an accurate response to the implications of the 

label. The tendency toward less severe diagnoses in the 
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presence of the "mentally retarded" label can be interpreted 

as representing bias. It has been reported consistently 

that the mentally retarded suffer from equal, if not greater, 

rates of psychopathology than the nonretarded (Chess, 1970; 

Menolascino, 1956; Phillips, 1967; Phillips & Williams, 

1975; Szymanski, 1977; Webster, 1970) . There is no evidence 

that has been reported that the severity of psychopathology 

is ever diminished by the state of being mentally retarded. 

In the absence of such evidence, the tendency to rate psycho

pathology as less severe under the "mentally retarded" label 

does not appear to be an accurate response to a clinical 

description. Rather, it seems a clear instance of bias. 

While the case can be made the emphasis upon behavioral 

treatment choice with the retarded also represents bias, the 

evidence is less definitive in this area. A number of 

authors have indicated that nonbehavioral psychotherapy can 

be effective with the retarded (Albini & Dinitz, 1965; Loft, 

1970; Sternlicht, 1977; Szymanski, 1980). These reports 

have tended to be anecdotal descriptions of clinical experi

ence and they have lacked methodologically sound outcome 

data. Watson (1977), in a review of behavior modification 

with the retarded, concluded that behavioral techniques are 

effective and widely applicable in the treatment of the re

tarded. Methodologically sound outcome data, though, is 

hardly routine in studies of behavioral treatment of the 

retarded. 
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In the absence of meaningful psychotherapy outcome data 

for the retarded, it is impossible to say whether prescrib

ing more behavioral treatment choices for the retarded 

represents bias or prescriptive accuracy. As is true of 

psychotherapy research in general (Frank, 1979), more work 

is needed to determine what treatments are effective under 

what circumstances for what kinds of retarded clients. Since 

the retarded constitute a very heterogeneous population that 

ranges from mild to very severe levels of impairment, it is 

especially important to define for what levels of retarda

tion specific treatments are appropriate. Until improved 

outcome data is available concerning psychotherapy with the 

retarded, the question of whether or not a behavioral treat

ment approach is most appropriate for them will remain a 

matter of opinion. 

As Reiss, Levitan, and McNally (1982) have pointed out, 

more work is also needed in developing new and innovative 

treatments for the retarded. The lack of attention which 

has traditionally been given to the treatment of psychopa

thology in the retarded has resulted in the development of 

few treatment strategies designed specifically for the re

tarded. Mentally retarded individuals with emotional prob

lems constitute a fairly unique population that may require 

innovative approaches to treatment. 
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Implications for Clinical Practice 

Several authors have suggested that the emotionally 

disturbed, mentally retarded constitute an underserved 

treatment population (Menolascino, 1977; Reiss, Levitan, & 

McNally, 1982; Tanguay & Szymanski, 1980; Wills, Note 2; 

Lewis, Wood, & Pezzia, Note 3). The results of this study 

suggest that such neglect may mirror the tendency to dis

count the severity of psychopathology in individuals with 

the "mentally retarded" label. It is important at this 

point to explore some of the consequences of discounting 

the severity of psychopathology in the retarded. 

An immediate consequence is that retarded individuals 

with emotional problems may not receive the treatment they 

need. If an individual is perceived as having less severe 

psychopathology, psychotherapeutic treatment will be seen 

as less of a priority and may not be recommended for that 

person. Wills (Note 2) has suggested that most mildly re

tarded individuals who remain in institutions do so because 

of emotional problems and not because of deficits in native 

abilities. If such individuals do not receive treatment 

for their emotional problems, it is unlikely that they will 

be able to leave the institution and successfully maintain 

community placement. 

Another consequence of discounting the presence of 

psychopathology in the retarded is a lack of treatment 
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resources for the retarded. As Reiss, Levitan, and McNally 

(1982) have pointed out, psychological services in most com

munities tend to be divided between mental health services 

for emotional problems and developmental, training-based 

services for the retarded. There is little integration of 

these areas of service, and the services for the retarded 

only rarely have a mental health component. Until adequate 

mental health resources are developed for the retarded, they 

will remain an underserved population. 

Since psychopathology appears to be both relatively 

common and under-recognized in the retarded, it might be 

wise to expand the diagnostic criteria used in defining 

retardation to include emotional problems. The usual mea

sures of intelligence and social adaptive behavior could 

also include consideration of the ways in which psycho

pathology may lower a retarded individual's level of 

functioning. The third edition of the Diagnostic and Sta

tistical Manual of Mental Disorders (American Psychiatric 

Association, 1980) represents a step forward in regard to 

this issue, since it allows for the simultaneous diagnosis 

of both mental retardation and emotional disorders. 

Underlying Processes in the Effects 
of the "Mentally Retarded" Label 

This study demonstrated that the "mentally retarded" 

label had significant effects on clinical judgment. While 
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the results of this study are clear, the causes of those 

results remain open to speculation. Reiss, Levitan, and 

Szyszko (in press) have drawn upon the work of Bem (1972) 

to suggest that the diminished response to signs of 

psychopathology in the retarded may result from a tendency 

to attribute behavior to the most salient features of a 

person. Thus, since it is assumed that the description 

"mentally retarded" is very salient for most observers, 

disturbed or unusual behavior would tend to be attributed 

to the state of being mentally retarded, and not to other, 

less salient factors. Reiss et al. described this phenom

enon as diagnostic overshadowing, with mental retardation 

being seen as overshadowing other diagnostic indicators. 

Another possible cause of the results of the study 

might simply be that psychologists hold stereotyped and 

inaccurate views of the retarded. Such stereotyped and 

inaccurate attitudes might take several forms. One psychol

ogist responded to the questionnaire in the labeled condi

tion with the statement that, in his experience, emotional 

problems and mental retardation do not occur in the same 

person. His opinion is diametrically opposed to the liter

ature, and could be seen as representing a stereotyped view 

of the retarded as people who do not have emotional problems, 

His view also might simply reflect misinformation concerning 

the prevalence of psychopathology among the retarded. 
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Another stereotyped attitude that could affect clinical judg

ment might be the belief that the retarded often behave in 

an unusual manner so that unusual behavior would simply be 

taken as a manifestation of retardation rather than concur

rent psychopathology. Such speculation must be validated 

by further research on psychologists' attitudes and beliefs. 

While the results of this study are suggestive of clinical 

bias concerning psychopathology in the retarded, they pro

vide little information about the nature of this bias other 

than that it is not reduced by behavioral orientation or 

experience with the retarded. 

Needed Changes in the Training 
of Psychologists 

Since misinformation concerning the prevalence of psy

chopathology in the retarded may result in clinical bias, 

the training of psychologists must be examined in terms of 

its potential for eliminating such misinformation. Courses 

in mental retardation are not prescribed as being necessary 

for the American Psychological Association's approval of 

clinical training programs. Courses in psychopathology are 

a required part of clinical training, but mental retardation 

is typically only briefly discussed, and then only in the 

context of causes, incidence rates of retardation in general, 

and resulting behavioral deficits. The possibility that 

emotional disorders might occur in the retarded is not 
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covered in the most frequently utilized psychopathology 

texts. For example, Coleman (1976) does not include a dis

cussion of psychopathology in the retarded. It is the 

author's opinion that even brief psychopathology text and 

course coverage of the incidence rates and nature of psycho

pathology in the retarded would go a long way towards pre

venting clinical bias toward the retarded. 

While this study found that experience with the retarded 

did not reduce clinical bias, it is the author's opinion 

that some experience in the assessment and treatment of emo

tional disorders in the retarded should be a part of clinical 

training. Assuming that appropriate training in psychopa

thology would help to sensitize trainees to the possible 

presence of emotional disorders in the retarded, practical 

experience with the retarded in the context of training 

might have the effect of reducing bias. Hopefully, practi

cal experience with the retarded would also result in psy

chologists who would be more experienced in and open to 

treating emotional disorders in the retarded. 

Limitations of the Present Study 

This study established that the "mentally retarded" 

label had a significant effect on assessment, choice of 

treatment, and attributions concerning the diagnostic im

portance of the client's level of intellectual functioning. 
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It is necessary at this point to consider limitations to 

the generalizability of these results. 

As an analogue of clinical practices, the study asked 

psychologists to make clinical decisions on the basis of a 

brief written excerpt from a therapy session. In actual 

practice, psychologists would rarely, if ever, make clinical 

judgments on the basis of such limited information. In mak

ing clinical decisions, psychologists usually use informa

tion from a variety of sources, including behavioral history, 

psychological tests, and direct contact (interviews). While 

the results are suggestive of clinical bias, they were ob

tained under conditions differing from actual clinical 

practice. Commensurate with these differences are limits 

in the extent to which the findings apply to actual clinical 

activities. 

Subjects were recruited for the study by mailing them 

questionnaires and requesting their participation. Fewer 

than 50% of the questionnaires were returned and only 32% 

of all questionnaires that were mailed were returned in a 

manner that was usable in the data analysis. Unfortunately, 

no data are available concerning the nonrespondents and how 

they might have responded to the questionnaires. It is 

therefore possible that the results may be restricted to the 

type of psychologists willing to respond to questionnaires, 

while others who did not respond might have exhibited 
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different patterns. As a result, some equivocation would 

be present in generalizations of the results to all psy

chologists. 

The manner in which subjects were recruited also must 

be considered in examining the generalizability of the 

results. Subjects were recruited only from members of 

Divisions 25, 29, and 33 of the American Psychological 

Association, and from psychologist-members of the American 

Association on Mental Deficiency. As a result, the general

ization of the results to psychologists in general must be 

made with caution. 

Another factor that must be examined is the manner in 

which psychologists were classified as behavioral or non

behavioral. Over 20% of the subjects simply described their 

orientation as "eclectic." Such responses were classified 

as nonbehavioral. Unfortunately, there was no way of know

ing to what extent behavioral techniques were included in a 

given psychologist's eclecticism. As a result, it is pos

sible that some psychologists were classified as nonbehav

ioral who might have been classified as behavioral had more 

information been available. As has been mentioned, some 

evidence for the validity of the classification of orien

tation was found in the fact that behavioral psychologists 

in the study consistently chose treatments that were more 

behavioral in nature. Nonetheless, care must be taken in 
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drawing conclusions about the effects of the Orientation 

variable, since the classification process for orientations 

was less than optimally precise. Thus, the conclusion that 

behavioral orientation did not reduce clinical bias must be 

made in a conservative manner. 

Directions for Future Research 

As an analogue of clinical assessment, the present study 

represents a preliminary step for research in this area. In 

order to extend the generalizability of the current results, 

it is necessary to examine the effects of the "mentally re

tarded" label in real-life settings or at least closer 

approximations to real-life settings. Such research could 

utilize videotaped interviews in order to provide subjects 

with larger samples of behavior from which to make clinical 

judgments. Another study of interest would be to examine 

incidence rates of diagnosed psychopathology in institutions 

for the retarded. The results of the current study would 

suggest that such incidence rates would be lower than what 

would be predicted on the basis of the various incidence 

rate studies in the literature (Chess, 1970; Menolascino, 

1965; Phillips, 1967; Phillips & Williams, 1975; Szymanski, 

1977; Webster, 1970) . 

Another topic of potential research interest would be 

the actual attitudes of psychologists towards the retarded 

and the issue of psychopathology in the retarded. Such 
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research might help to account for the apparent bias found 

in the study. 

Summary of the Discussion 
of the Results 

The present study found that the following dependent 

variables varied directly with the presence or absence of 

the mentally retarded label: assessment of severity of 

psychopathology, behavioralness of treatment choice, and 

attributions concerning the importance of the client's level 

of intellectual functioning in the assessment process. The 

effects of the "mentally retarded" label did not vary accord

ing to orientation or level of experience with the retarded. 

The effects of the "mentally retarded" label on assess

ment were interpreted as representing diagnostic bias in 

response to the label. Interpretations were not made con

cerning the "mentally retarded" label's resulting in treat

ment choices that were more behavioral, since it is not 

clear at this time whether behavioral or nonbehavioral 

treatments are more appropriate for the retarded. The 

labeling effects on attributions concerning the importance 

of the client's level of intellectual functioning were seen 

as representing awareness on the part of subjects that the 

"mentally retarded" label affected their clinical judgment. 

The relationship of the present study to previous re

search was discussed, as were the implications of the study 
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for clinical practice. Limitations to the generalizability 

of the study were reviewed, and suggestions were made con

cerning future research in the area. 
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APPENDIX A; COVER LETTER 

TEXAS TECH UNIVERSITY 

Department of Psychology 

April 15, 1982 

I am an advanced graduate student in Clinical Psychology 
at Texas Tech University. The enclosed questionnaire is part 
of a research project that I am currently undertaking in pur
suit of my PhD degree. The research project is directed at 
evaluating clinical judgements made on the basis of limited 
amounts of clinical material. The enclosed questionnaire 
includes a transcript of a. brief excerpt from a therapy ses
sion. The transcript is followed by a few questions concern
ing the client in the session, as well as a request for 
descriptive information concerning your degree, your current 
major field, and the kinds of clients you have worked with 
professionally. I would appreciate it if you would take the 
few minutes required to respond to the questionnaire. A 
stamped and self-addressed envelope is included for your con
venience in returning the questionnaire. 

This research project has been approved for distribution 
without a consent form by the Texas Tech University Human 
Subjects Committee. It has been approved in this manner be
cause of the voluntary nature of questionanire research, and 
because of the professional status of the subjects. It 
should also be noted that steps have been taken to protect 
the identity of the client in the therapy transcript. 

Near the end of the questionnaire, a space is provided 
for you to write your name and address if you would like to 
receive a brief report of the results of the study. Whether 
or not you indicate such an interest, your identity and par
ticipation in the study will be held in strictest confidence. 

Once again, I would appreciate your participation in 
the study. 

Sincerely, 

Joe D. Alford 
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APPENDIX B: TRANSCRIPT A WITH LABEL 

The following is a transcript of an excerpt from a therapy 
session with a 20-year-old mentally retarded female client 
who was being seen in individual psychotherapy at a commun
ity mental health center: 

Therapist (T): So how have things been going? 

Client (C): Well, things were going pretty good until last 
night. 

T; What happened last night? 

C: Well, I was just working on a puzzle before I went to 
bed, and then Debbie started bugging me. And I think she 
was trying to get me upset because I was just minding my own 
business and she started bugging me. 

T: How was she bugging you? 

C: She came up and said, "What are you working on that dumb 
puzzle for anyway?" and I said, "I've got a right to work on 
my puzzle," and she just kept bugging me and I got real upset 
and I don't think that it's ri 
me like that and it upsets me. 
good till she upset me. And I 

T: O.K., I'm not sure I've got the whole picture here. 
Debbie made fun of you working on the puzzle. But then did 
she do something else that made you upset? 

C: She just kept looking at me and smiling at me and hanging 
around. And I think she told Judy, too, that I was dumb to 
be working on that puzzle. And I don't like her talking to 
Judy like that. I think she talks like that cause she knows 
that I like Judy and Judy likes me, and I think she wants Judy 
to like her, and I don't think it's right for her to be like 
that. 

T: So it upset you that Debbie was making fun of you to 
Judy. 

C: Yes, and I don't think it's right for her to be that way. 

T: Well, from what you've told me, Judy's your friend, and 
I don't think she'll pay much attention to Debbie saying 
stuff like that. 
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C: But then I tried to talk to Judy and she said that she 
was busy and couldn't talk to me and I think it was because 
of Debbie and it upset me. And I had trouble sleeping last 
night because I didn't think it was right for Debbie to be 
acting like that. 

T: It sounds like you decided that because Judy was too busy 
to talk to you, she doesn't like you. 

C; Well, it upset me because I didn't like Debbie talking to 
her like that. 

T: Did you let Debbie know how you felt about her bugging 
you like that? 

C: I just went and stayed by myself because I was upset and 
I just wanted her to leave me alone. 

T: If you want Debbie to act differently towards you, you 
may need to let Debbie know when she's doing something that 
bugs you. 

C: Well, it just made me real upset, and I don't think that 
it was right for her to be acting that way. 

T: Do you think that you could talk to Debbie and tell her 
what she did that bothered you? 

C: Well, I don't see why it should be up to me cause it 
wasn't right for her to be acting like that in the first 
place, and it just upset me. 

end of transcript 
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APPENDIX C; TRANSCRIPT A WITHOUT LABEL 

The following is a transcript of an excerpt from a therapy 
session with a 20-year-old female client who was being seen 
in individual psychotherapy at a community mental health 
center; 

Therapist (T): So how have things been going? 

Client (C); Well, things were going pretty good until last 
night. 

T: What happened last night? 

C: Well, I was just working on a puzzle before I went to 
bed, and then Debbie started bugging me. And I think she 
was trying to get me upset because I was just minding my 
own business and she started bugging me. 

T: How was she bugging you? 

C: She came up and said, "What are you working on that dumb 
puzzle for anyway?" and I said, "I've got a right to work on 
my puzzle," and she just kept bugging me and I got real upset 
and I don't think that it's right that she's always bugging 
me like that and it upsets me. And I had been doing real 
good till she upset me. And I don't tnink it's fair. 

T: O.K., I'm not sure I've got the whole picture here. 
Debbie made fun of you working on the puzzle. But then did 
she do something else that made you upset? 

C: She just kept looking at me and smiling at me and hanging 
around. And I think she told Judy, too, that I was dumb to 
be working on that puzzle. And I don't like her talking to 
Judy like that. I think she talks like that cause she knows 
that I like Judy and Judy likes me, and I think she wants 
Judy to like her, and I don't think it's right for her to be 
like that. 

T: So it upset you that Debbie was making fun of you to Judy 

C: Yes, and I don't think it's right for her to be that way. 

T: Well, from what you've told me, Judy's your friend, and 
I don't think she'll pay much attention to Debbie saying 
stuff like that. 
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C: But then I tried to talk to Judy and she said that she 
was busy and couldn't talk to me and I think it was because 
of Debbie and it upset me. And I had trouble sleeping last 
night because I didn't think it was right for Debbie to be 
acting like that. 

T: It sounds like you decided that because Judy was too 
busy to talk to you, she doesn't like you. 

C: Well, it upset me because I didn't like Debbie talking 
to her like that. 

T: Did you let Debbie know how you felt about her bugging 
you like that? 

C: I just went and stayed by myself because I was upset and 
I just wanted her to leave me alone. 

T; If you want Debbie to act differently towards you, you 
may need to let Debbie know when she's doing something that 
bugs you. 

C: Well, it just made me real upset, and I don't think that 
it was right for her to be acting that way. 

T: Do you think that you could talk to Debbie and tell her 
what she did that bothered you? 

C: Well, I don't see why it should be up to me cause it 
wasn't right for her to be acting like that in the first 
place, and it just upset me. 

end of transcript 
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APPENDIX D; TRANSCRIPT B WITH LABEL 

The following is a transcript of an exerpt from a therapy 
session with a 17-year-old mentally retarded male client 
who was being seen in individual psychotherapy at a commun
ity mental health center: 

Client (C): The thing is she won't let me live my own life. 
No one will let me live my own life. They're livin' it for 
me. They're tellin' me how to live my life. Footl I don't 
need their help. But they're tryin' to live it, live my 
life for me. And I'm not, I'm certainly not learning how to 
be responsible by livin' this way. If I need to learn how 
to be responsible by payin' bills and things like that, I'm 
not gonna learn that like this. I need to be on my own, or 
takin' care of my grandmother; she needs me. But I can't 
learn how to be on my own the way things are now. They're 
not givin' me a chance to use my brains. And why in the 
hell, why, why should I be wastin' my time doin' this dumb 
stuff when I could be doin' somethin' important. I mean 
that ain't worth, that ain't, that ain't helpin' me do 
nothin'. They ain't helpin' me one bit. I need to go and 
be on my own or be with my grandmother, and learn to do 
things without any problems. But I can't do it here. 

Therapist (T): It sounds like you're having trouble letting 
them know how much this really means to you, how serious you 
really are about wanting to be on your own. 

C: That's right. And I've had it about up to here with the 
whole dumb deal. 

T: How do you think you could go about letting them know 
how serious you are about this? 

C: I don't know. I'm lost. They don't want to listen. 
They just want to play their dumb games. 

T: I think it's important, though, to think about how you 
deal with them, and how you might be able to get them to 
take you more seriously. 

C: I don't want to mess with them any more. And I'll do 
things the way I want to and they can just go play their 
dumb games. And if they give me any trouble, I'll make 
them wish they didn't-. No brags, just facts. 

T: That's certainly one way to deal with this situation. 
I'm a little concerned, though, that may just get them 
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more angry at you and it may not get you what you really 
want. 

C; Who does he think he is? (Client is speaking in a 
higher pitched voice that is noticeably different from his 
normal speaking voice.) He's just like the rest of these 
dumb people. (Client returns to his normal voice.) Now, 
now. 

T: Sounds like you feel pretty angry when I say that. 

C: (Returns to high-pitched voice) Now he's really getting 
ridiculous. He doesn't know what he's talking about. 

Pause 

T: Sounds like things are pretty rough on you. People 
don't take you seriously and you feel like they're getting 
on you all the time. 

C: That's right. And I'm not gonna take it any more. And 
if they don't like it, they're gonna be sorry because I'll 
make them wish they never played their dumb games with me. 
No brags, just facts. 

end of transcript 
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APPENDIX E; TRANSCRIPT B WITHOUT LABEL 

The following is a transcript of an excerpt from a therapy 
session with a 17-year-old male client who was being seen 
in individual psychotherapy at a community mental health 
center: 

Client (C): The thing is she won't let me live my own life. 
No one will let me live my own life. They're livin' it for 
me. They're tellin' me how to live my live. Foot! I don't 
need their help. But they're tryin' to live it, live my 
life for me. And I'm not, I'm certainly not learning how to 
be responsible by livin' this way. If I need to learn how 
to be responsible, by payin' bills and things like that, I'm 
not gonna learn that like this. I need to be on my own, or 
takin' care of my grancimother; she needs me. But I can't 
learn how to be on my own the way things are now. They're 
not givin' me a chance to use my brains. And why in the 
hell, why, why should I be wastin' my time doin' this dumb 
stuff when I could be doin' somethin' important. I mean 
that ain't worth, that ain't, that ain't helpin' me do 
nothin'. They ain't helpin' me one bit. I need to go and 
be on my own or be with my grandmother, and learn to do 
things without any problems. But I can't do it here. 

Therapist (T): It sounds like you're having trouble letting 
them know how much this really means to you, how serious you 
really are about wanting to be on your own. 

C: That's right. And I've had it about up to here with the 
whole dumb deal. 

T: How do you think you could go about letting them know 
how serious you are about this? 

C: I don't know. I'm lost. They don't want to listen. 
They just want to play their dumb games. 

T: I think it's important, though, to think about how you 
deal with them, and how you might be able to get them to 
take you more seriously. 

C: I don't want to mess with them any more. And I'll do 
things the way I want to and they can just go play their 
dumb games. And if they give me any trouble, I'll make 
them wish they didn't. No brags, just facts. 

T: That's certainly one way to deal with this situation. 
I'm a little concerned, though, that may just get them 
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more angry at you and it may not get you what you really 
want. 

C: Who does he think he is? (Client is speaking in a 
higher pitched voice that is noticeably different from his 
normal speaking voice.) He's just like the rest of these 
dumb people. (Client returns to his normal voice.) Now, 
now. 

T: Sounds like you feel pretty angry when I say that. 

C: (Returns to high-pitched voice) Now he's really getting 
ridiculous. He doesn't know what he's talking about. 

Pause 

T: Sounds like things are pretty rough on you. People 
don't take you seriously and you feel like they're getting 
on you all the time. 

C: That's right. And I'm not gonna take it any more. And 
if they don't like it, they're gonna be sorry because I'll 
make them wish they never played their dumb games with me. 
No brags, just facts. 

end of transcript 
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APPENDIX F ; QUESTIONNAIRE 

1. Please r a t e the sever i ty of the c l i e n t ' s apparent psychopathology 
on the following sca le : 

normal -— -— severe 
adjustment 1 2 3 4 5 6 7 psychopathology 

(psychosis) 

2. Please choose the three of the following treatment choices that you 
consider to be most appropriate for this client, and number them 
from 1 to 3 according to your order of preference. 

Psychodynamically Oriented Individual Therapy 

Behavior Therapy 

Reinforcement-Based Behavioral Program 

Cognitive-Behavior Therapy 

Group Therapy 

Client-Centered Therapy 

Social Skills Training and/or Assertiveness Training 

Supportive Individual Therapy 

Psychoanalysis„ 

3. To facilitate the data analysis, please rank the following treatment 
choices from "most behavioral" to "least behavioral," with 1 repre
senting the "most behavioral" treatment choice, and 9 representing 
the "least behavioral" treatment choice. 

Psychodynamically Oriented Indiviciual Therapy 

Behavior Therapy 

Reinforcement-Based Behavioral Program 

Cognitive-Behavior Therapy 

Group Therapy 

Client-Centered Therapy 

Social Skills Training and/or Assertiveness Training 
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Supportive Individual Therapy 

Psychoanalysis 

4. Please rate each of the following factors in terms of their impor
tance in respect to your assessment of the severity of the client's 
apparent psychopathology. 

The client's affective style: 

Unimportant — - -•— • —— Very 

1 2 3 4 5 6 7 Important 

The client's cognitive style: 

Unimportant —•- —— Very 
1 2 3 4 5 6 7 Important 

The client's tendency to blame others: 

Unimportant Very 

1 2 3 4 5 6 7 Important 

The client's lack of responsiveness to the therapist's suggestions: 

Unimportant —— Very 

1 2 3 4 5 6 7 Important * 

The client's apparent level of intellectual functioning: 

Unimportant Very 

1 2 3 4 5 6 7 Important 

The client's apparent deficits in social skills: 

Unimportant - ~ Very 
1 2 3 4 5 6 7 Important 

The client's level of assertiveness: 
Unimportant — - Very 

1 2 3 4 5 6 7 Important 
Other (please specify) : 

Unimportant Very 
1 2 3 4 5 6 7 Important 
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5. Please describe your professional orientation (for example. 
Behavioral, Psychodynamic, Eclectic, etc.): 

6. What is your graduate degree and in what field was it earned? (for 
example, Ph.D. in Counseling Psychology): 

7. What is your current major field? (for example. Clinical Psychology) 

8. Please indicate with a check each of the following client groups 
with which you have had the equivalent of at least three months of 
full-time clinical experience: 

Adult long-term outpatient therapy clients 

Adult short-term outpatient therapy clients 

Adult long-term psychiatric inpatients 

Adult short-term psychiatric inpatients 

- Children (in any clinical setting) 

Adolescents (in any clinical setting) 

Family units (as in couples or family therapy) 

Mentally retarded clients 

Clients with alcohol or drug-related problems 

Adult criminal offenders 

Juvenile criminal offenders 

9. Please write your name and address in the space below if you are 
interested in receiving a brief report of the results of this study 

10. Please remove the cover letter and transcript before returning the 
questionnaire in the enclosed envelope. 

THANK YOU! 


