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In the current milieu of health care, diagnoses are often a requirement for 

receiving mental health services. More specifically, insurance companies require 

diagnoses for reimbursement, and oftentimes a certain threshold of mental illness needs 

to be met for the insurance company to approve the treatment. Additionally, newer 

models of health care, such as care management clinics, also prefer clients to be 

diagnosed to help indicate which evidence-based practice of care should be employed 

(Unützer et al., 2006).  As a result, psychologists have become accustomed to offering 

more severe diagnoses than a client may warrant (Pomerantz & Segrist, 2006). Due to 

cognitive errors and biases that are inherent to cognitive processing, such as the 

negativity bias (Rozin & Royzman, 2001), labeling clients with pathologies may 

influence psychologists to hold less accurate and more negative views of their clients. In 

order to better understand the effects of using diagnoses, an experiment was conducted in 

which psychologists were either required or not required to assign a diagnosis to a 

hypothetical client based on written simulated therapy vignettes. It was hypothesized that 

participants required to diagnose would: 1) be more likely to diagnose that client at the 



 x 

end of the experiment; 2) have less of a desire to work with the client; and 3) hold more 

negative opinions of the client than psychologists who were not required to diagnose.  

Multiple regression models were run to test these hypotheses, and the results 

demonstrated that psychologists who were required to diagnose held a more negative 

opinion of the client, and the more often psychologists were diagnosing in their own 

practice, the more likely they were to diagnose the client in the study. Supplemental 

analyses also revealed that participants with Ph.Ds. from Clinical Psychology programs 

tended to be more likely to diagnose the hypothetical client and to use CBT techniques. 

All of these findings advance research and practice by demonstrating that the use of 

diagnoses has an effect on the therapeutic relationship, treatment, and the psychologist 

over time, and highlight the need for future research to explore the degree to which 

diagnosing may detrimentally affect client care. 
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CHAPTER ONE: INTRODUCTION 

The concept of bias is defined at its most basic level as a prejudice or an 

unreasoned judgment (“Bias” n.d., para. 3b). From a psychological viewpoint in regards 

to interpersonal relationships, as noted by Perloff, Padgett and Brock (1980), inaccuracies 

and errors in thinking are due to each individual’s subjective decision-making system and 

perception, and biases occur regardless of one’s values or ethics. Biases often foster one-

sided, frequently erroneous points of view, inhibiting people from impartially considering 

the facts and ultimately leading to unsound evaluations of others. Although some biases 

may be innocuous, such as a preference for one’s neighborhood restaurant over another 

town’s local eatery, it has been discovered that other biases can have deleterious effects 

on human interactions and behaviors. One such error in thinking is known as the 

negativity bias, which denotes that people are more apt to evoke, be persuaded by, and 

hold onto negative experiences and interpretations as opposed to positive ones (Rozin & 

Royzman, 2001). Additionally, attributional theory attests that bias sways individuals to 

view others’ negative behaviors as more indicative of their overall dispositions than any 

positive behaviors to which they may also be exposed. Since this bias often inaccurately 

influences one’s perception of another person in a negative fashion, it can lead to a 

myriad of potentially harmful outcomes (Baumeister et al., 2001).  

A plethora of research has been conducted to document individuals’ tendency to 

focus on negative attributes, and then develop and hold onto potentially damaging errors 

in thinking. For example, a research study by Reeder and Spores (1983) demonstrated 

that people make attributions about others’ integrity in a distorted fashion. In their study, 
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participants assumed that a person who stole from a charitable fund one time had an 

overall unethical disposition regardless of mitigating factors, such as later donating the 

stolen money to another charity. Conversely, when participants read about someone 

donating to a charitable fund, they did not readily assume that person had a morally 

sound disposition based on that one act alone. These results suggest that individuals tend 

to ascribe dispositional morality asymmetrically: assumptions of immorality occur 

quickly and regardless of extenuating circumstances after a single event, while 

assumptions regarding an overarching positive moral disposition do not follow as a result 

of one ethical behavior. Further studies have uncovered similar findings that a single 

dishonest behavior can supplant prior beliefs that a person is honest, yet not the other way 

around (Reeder & Coovert, 1986). Rothbart and Park (1986) also discovered it takes 

people far fewer negative observations to assume negative traits in another individual 

than for positive interactions to indicate positive attributes. Corroborating this idea, 

Gilbert, Trafarodi, and Malone (1993) found that people are initially more wary and 

skeptical about an individual’s positive qualities as opposed to their negative ones, 

indicating that negative imprints are more easily internalized than positive ones. Given 

these findings, the tendency to form and hold onto negative opinions of others comes 

more naturally to humans than developing and retaining positive associations.  

Once people have formed a negative opinion, they tend to be more confident in 

that assessment as compared to a situation in which they had formed a positive opinion 

(Carlston, 1980), and oftentimes are less attentive to further evidence that may contradict 

their initial negative opinion (Ybarra & Stephan, 1996). This leads to difficulty in 
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challenging or disconfirming damaging and deleterious impressions of others once the 

negative viewpoints are solidified. Some theorists suggest that as biased perceptions 

become part of an individual’s cognitive schema, that person will become more 

aggressive about his or her biased views and more competitive with others who disagree. 

This often results in more destructive outcomes between groups and between persons 

(Wilcox, 2011). Moreover, the literature review by Baumeister, Bratslavsky, Finkenauer, 

and Vohs (2001) regarding cognitive negativity biases found “bad to be stronger than 

good in a disappointingly relentless pattern...[and] given the large number of patterns in 

which bad outweighs good…reversals [of opinions] are likely to remain as mere 

exceptions. The lack of exceptions suggests how basic and powerful is the greater power 

of bad…and may be one of the most basic and far reaching psychological principles”     

(p. 362).  

However, what makes this bias more powerful is that it does not only stem from a 

learned cognitive process, but it also has an evolutionary basis. Survival of the species 

depends on our ability to pay particular attention to the things that might cause us harm. 

For example, research has shown that monkeys are able to discriminate in-group and out-

group faces by viewing only a static photograph. Once they made the determination 

regarding which monkeys were part of their in-group, they devoted more vigilance and 

negative bias against out-group individuals as compared to in-group members (Mahajan 

et al., 2011). Even at the most primal level, bias is part of animal, and subsequently 

human, nature. Moreover, the survival of any species depends on that species being able 

to quickly and easily distinguish between friend and foe. From this evolutionary 
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perspective, it is easier to understand why people fill in missing data by drawing 

inferences that are not always completely dependable. Biases are not “constraints or 

mysterious irrationalities”; rather, they are mechanisms of our rationality that help us 

adapt and survive as a species (Haselton et al., 2005, p. 725). These mechanisms are 

aided by the use of cognitive shortcuts, or heuristics, which lower resource costs and aid 

the mind by filling in the blanks to make survival-aiding decisions faster and easier 

(Haselton et al., 2005). Specializations in problem-solving, as opposed to a general-

purpose problem-solving ability, can actually make our mind more efficient and rational 

and assists in the process of natural selection (Cosmides & Tooby, 1994); in other words, 

one could say humans have a natural bias towards being biased.  

Moreover, as societies have changed, human behaviors towards the pursuit of 

survival have also changed. It is now less important for individuals to be able to outrun a 

predator, yet the instinctual ability to identify threats quickly and easily still exist. In the 

modern Western world, people have developed more complex heuristics that reinforce 

various social constructions. These socially constructed heuristics form the basis for 

racism, sexism, and other forms of prejudice, rather than any realistic, inherent survival 

threat. As an example, societal notions of the importance of whiteness can be framed as 

biased social-meaning-making encouraged by political and cultural forces (Guess, 2006). 

Over time, these biases become engrained in our unconscious. This process is acutely 

demonstrated by the Race Implicit Association Test (IAT), which demonstrates that even 

people who believe themselves to have overcome such prejudices are still under its deep-
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seated influence (Banks & Ford, 2008). This example demonstrates just how powerful 

survival biases, albeit ones in the modern world, can be. 

Social biases, however, are not the only way in which inherent survival tendencies 

manifest in our current society; behaviors relating to access to resources are also present-

day survival tendencies playing out. In the United States, money is the most common 

denominator when it comes to resources; consequently, motivations to obtain and retain 

money have become the modern day representations of prehistoric attempts to access 

food, water, and shelter faster and more efficiently than rival tribesmen.  In today’s 

world, employment directly links to monetary resources: the modern-day means for 

survival. From this perspective, it follows that many individuals become inextricably tied 

to their work and/or career, and develop professional identities and cultural practices that 

are unique to their professions. Additionally, being satisfied in one’s work contributes to 

overall happiness, comfort, and connectedness (Duffy & Sedlacek, 2007; Hirschi, 2001; 

Zelenskiet et al., 2008), which from an evolutionary perspective, increases the chances 

someone will remain employed and able to access important resources. Each of these 

views reinforce the idea that survival instincts and biases still play a major role in our 

more modern world. 

 As such, the strength of the aforementioned negativity bias commingled with 

survival behaviors in a modern world provide a ripe environment for humans to 

systematically fall prey to making cognitive errors and erroneous assumptions about 

others. These everyday biases, however, present a precarious dilemma for individuals 

whose livelihood is based on diagnosing and labeling others, such as those working in 
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health professions. More specifically, mental health professionals (MHPs) are often 

required to offer a mental health diagnosis shortly after meeting a client to ensure 

treatment for that individual and payment for themselves. Research has shown that MHPs 

will offer a diagnosis, and often over-diagnose their clients, in order to ensure payment 

for services (Pomerantz & Segrist, 2006). While it would be admirable to assume that the 

majority of the motivation for over-diagnosing is to ensure services to clients, the reality 

is that not giving a diagnosis does not preclude a client from receiving services, it simply 

precludes MHPs from being paid. Therefore, the question remains: how do required 

diagnoses impact mental health treatment? Given what is known about bias and its often 

negative influence on our perceptions of others, it is unclear what effect this modern-day 

survival practice of MHPs has on treatment, the therapeutic relationship, and outcomes. 

The current research is aimed at beginning to answer these unknowns.  
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CHAPTER TWO: INTEGRATIVE ANALYSIS 

CHANGES IN U.S. HEALTH CARE 

In order to begin to explore the impact of required diagnoses on mental health 

care, it is important to introduce a basic understanding of the current and shifting health 

care model in the United States. Over the past fifty years, the landscape of the health care 

system in America has changed dramatically. The greatest shift in the health care milieu 

came with the Health Maintenance Organization Act (HMOA) of 1973, which inundated 

the system with an influx of managed health care firms. This modification ultimately 

allowed insurance companies to almost unilaterally control the business aspect of the 

mental health field for those psychologists who did not wholly subsist on private pay 

clients (Dorsey, 1975).  

The HMOA of 1973 was enacted to facilitate the proliferation of managed care 

companies known as health maintenance organizations (HMOs). An HMO is akin to a 

prepaid health plan in which a monthly premium is paid to help cover all care. However, 

the client’s choice of health care providers and facilities is limited to those willing to 

follow the HMO’s policies and fee restrictions. The HMOA of 1973 helped HMOs 

proliferate by: a) requiring employers with 25 or more employees to offer federally 

certified HMO options if that employer typically offered other traditional healthcare 

options; b) offering government grants and loans to HMOs to start up or expand their 

businesses; and c) lifting state-imposed restrictions on federally certified HMOs (Dorsey, 

1975, p. 1 – 2).  
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In the early seventies, the government believed HMOs would alleviate the rising 

costs of medical bills, as people would pay a fixed periodic payment for services instead 

of paying for costly individual services (Dorsey, 1975). The government hoped the 

comprehensive range of benefits offered through providers associated with HMOs would 

allow for less expensive fees and a broader range of coverage, as well as positively 

impact the entire health delivery system in America. Furthermore, it was assumed that 

health care would fare well in the free market, due to the influx of 150 million adult 

health care shoppers who would dramatically bolster and transform the medical 

marketplace (Bartlett & Steele, 2004). The predictions that people would flock to these 

companies were correct: between 1976 and 1991, the number of those enrolled in HMOs 

soared from 6 million to 38.6 million people (Igelhart, 1992), and continued to rise 

exponentially, with an estimate of more than 70 million people associated with HMOs as 

of July 2011 (State Health Facts, 2011).  

Nevertheless, the question of whether managed care is the best approach to health 

care remains a continuous debate. Proponents of HMOs believe they have increased 

efficiency, improved overall standards, and led to a better understanding of the 

relationship between costs and quality. Critics argue the HMO movement was defined 

mostly by its organizational structure rather than its focus on patient care and overall 

performance, and that restrictions on one’s choice of providers and perceived 

inaccessibility to specialists did not offset the monetary reduction. Additionally, the 

system overestimated the savings attached to proper preventive care and many believe the 
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reliance on for-profit managed care companies has served as an unsuccessful health 

policy for the past three decades (Berwick et al., 2008).  

Managed care companies are also known for attempting to keep costs down by 

offering financial incentives to primary care physicians for limiting expensive services. 

As an example, a study conducted by physicians in California in 1996 found that more 

than forty percent of the doctors surveyed reported that their contracts with managed-care 

organizations included financial incentives for restricting referrals to specialists and 

hospital services and encouraging patients to increase their use of prescription drugs. 

Many of the physicians also reported that the pressure to abide by these restrictions 

compromised the quality of care they were able to provide (Grumbach et al., 1998). 

Although incentives kept expenses down for managed care companies, according to the 

National Committee for Quality Assurance, HMOs have contributed to higher health care 

costs for the consumers, increased the number of uninsured citizens, driven away health 

care providers, and applied downward pressure on overall quality (Himmelstein et al., 

1999).  

In 2002, America was spending $1.7 trillion on health care every year, roughly 

15.3% of the gross domestic product (GDP), which was an amount that was abundantly 

higher than any other country and a figure that had tripled in less than twenty years 

(Bartlett & Steele, 2004, p. 94). The most current figures, as reported by The Centers for 

Medicare & Medicaid Services, show America spends a little over $2.7 trillion each year, 

with an estimate that health care spending will keep increasing 4% each year. This means 

that the U.S. will spend more than 20% of the GDP on health care costs by 2021 
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(National Health Expenditure Projections, 2011). Additionally, when the U.S. spending 

was just beginning to increase exponentially in 2002, the World Health Organization 

created a formula to categorize countries around the world by subtracting years spent in 

poor health from the traditional life expectancy; using that formula, the U.S. ranked 29th – 

between Slovenia and Portugal. The U.S. also spends 75% more per capita on health care 

than Canada (a country with single-payer health care), yet U.S. citizens live 2.5 fewer 

years, on average, than Canadian citizens (Bartlett & Steele, 2004, p. 12 - 14).  It would 

seem that the U.S. has yet to find a cost effective way to deliver state-of-the-art medical 

procedures to the vast majority of people in ways that enhance the status of its citizens’ 

overall health (Bartlett & Steele, 2004). It has also been found that although HMOs may 

function well in communities with more than 360,000 people, they are not sustainable in 

smaller communities, which account for 27% of the population. Smaller communities are 

not able to afford the medical services or retain providers, many of whom have to share 

hospital facilities with other communities many miles away (Kronick et al., 1993, p. 150). 

This dearth of available services contributes to chronic illnesses and increased mortality 

rates (Bartlett & Steele, 2004).  

CARE MANAGEMENT AS A SOLUTION 

 Due to the aforementioned imperfect system that managed care companies have 

created in the U.S. health care arena, over the past decade a new system of health care 

management has started to emerge that uses quality of care as the basis for 

reimbursement. Furthermore, research has demonstrated that at community-based health 
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care clinics, the integration and collaboration of medical and mental health care has 

greatly increased the efficacy of health care. Collaborative chronic care models (CCMs) 

typically include a staff who provide education, advocacy, and links to other community-

based services, and the care the clinics offer tend to be more flexible, allowing nuances 

and connections between medical and mental health care to be considered 

simultaneously. Furthermore, patients tend to receive more personalized treatment 

because risk management and better overall functionality are often the litmus tests for 

determining quality of care. A meta-analysis by Miller et al. in 2013 found that 

depression outcomes improved significantly across 53 trials of CCMs, mainly due to the 

following four elements: “self-management support to help patients take a more active 

role in their care; clinical information systems, such as provider feedback and electronic 

registries; delivery system redesign to support prevention-oriented clinical care; and 

decision support, such as the use of treatment guidelines or expert consultants” (p. 922). 

Similarly, The Primary Care Access, Referral, and Evaluation (PCARE) study, a 

population-based, care management intervention that focused on using evidence-based 

preventive medical services for those with severe mental illnesses, found that after 

implementing a two-year clinical trial of this model, patients tended to report better 

physical functioning and less overall pain, as well as greater social functioning, general 

health, and mental health (Druss et al., 2010, Druss et al., 2011). Given the results of the 

PCARE study and the positive results from the meta-analysis, a continued trend towards 

care management models will likely allow for better medical and mental health care for 

patients. 
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Although CCMs are offering a new wave of health treatment that may dictate 

better outcomes, at present, CCMs still rely on those using their services to have health 

insurance to cover most of the costs. As noted in the Druss et al. 2011 article, after 

analyzing PCARE’s study, it was found that the program was not financially sustainable 

given current reimbursement conditions. In other words, if a greater proportion of 

patients using the clinic has been privately insured, it would not have had to shut down 

after year two. This example demonstrates that the main barrier to wholly implementing 

these more viable and functional systems are the financial constraints due to a lack of 

participants who have the means (i.e., insurance coverage) to populate these programs. 

The hope is that with the expansion of insurance coverage as a result of current health 

care reform, some of these problems may be alleviated over time; as of now, however, 

there are still major barriers to CCMs becoming the standard in U.S. health care.  

FINANCIAL HEALTH CARE CONCERNS IMPACT MENTAL HEALTH  

Given that health care insurance companies have been and still are some of the 

largest players in the health care market today – and will remain part of the landscape for 

the foreseeable future until CCMs become financially self-sustaining – the impact they 

have had and continue to have on mental health care should be examined. Prior to 

managed care, psychologists would set their appropriate fees, and health insurance 

companies would reimburse clients a portion of that amount.  With the arrival of 

managed care, access to psychologists became restricted to those in the individuals’ 

HMO network who were willing to accept reduced fees. According to George Northrup, 
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a past president of the New York State Psychological Association, “a psychologist 

working with managed care today receives a total fee about equal to what I charged in 

1987. Adjusted for inflation, per session fees have declined 47% over that period of time” 

(Northrup, 2011, para. 5). Northup noted that the mental health field was particularly 

susceptible to the pitfalls of finances dictating services because its clients represent a 

vulnerable population. He remarks they tend to be less assertive about their right to 

treatment due to their emotional distress and/or acute crises, making it easier for 

insurance companies to deny or restrict their treatments without clients organizing or 

advocating effectively against such practices (Northrup, 2011).  

Practitioners have also been concerned by what they consider to be an impersonal 

and regimented approach to mental health treatment. Under the “utilization management” 

system, which is still in place today, psychotherapists must contact case managers with a 

client diagnosis. That information is then plugged into algorithms based on a decision 

tree analysis that determine the “medical necessity” of each case (Metzl, 1998, p. 334). 

After a decision regarding the necessity of therapy has been made by a computer system 

and the number of sessions are allotted by the insurance company, reviewers then 

continually check in on the treatment to ensure the sessions are being utilized efficiently; 

most often, these reviewers are not MHPs nor do they have specialized knowledge about 

mental health disorders. It is often the objective of the managed care company to attempt 

to restrict the accessibility and duration of psychotherapeutic treatments. This stringent 

and impersonal system often denies clients the treatment they greatly need, and reinforces 
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clinicians concerns that the current system of care does not take into account the inherent 

value of psychotherapy (Metzl, 1998).  

THE GROWTH OF DIAGNOSING 

Over the past four decades, these insurance company protocols have compelled 

clinicians to embrace the practice of labeling psychopathologies in order to remain a 

viable field. However, concerns about pigeonholing people into a classification of mental 

illness has been a topic of unease for many years, beginning with Thomas Szasz’s famous 

work, The Myth of Mental Illness. In his re-edited work of 1974, he chided the mental 

health community for falling prey to the desire of political interests who wanted to label 

people as “ill” to deprive them of liberty and responsibility on the grounds of a 

“nonexistent disease,” which he argued was “a grave violation of basic human rights” (p. 

xviii). He also noted that “in modern medicine new diseases are discovered, in modern 

psychiatry they were invented” (Szasz, 1974, p. 12). Szasz undoubtedly believed in the 

validity of mental health problems, yet he believed that categorizing individuals as “ill” 

or “diseased,” especially those who exhibited behaviors simply judged as undesirable by 

others, led the field of psychiatry down a dangerous path. It is clear that Szasz is on an 

extreme end of the spectrum in regards to using diagnoses, and few in the current field 

would agree with his level of zealousness. Today, most contemporary MHPs see the 

utility in categorizing illness for the sake of communicating information to other 

professionals and informing treatment (as is the intent of The Diagnostic and Statistical 

Manual of Mental Disorders); however, it is hard to argue that the use of such 
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categorizing and labeling for the purpose of selecting who may receive reimbursable 

treatments does begin to mirror Szasz’s concerns.  

As an example, in the state of Texas, indigent mentally ill individuals are only 

entitled to receive treatment if they have one of the following identifiable diagnoses: 

schizophrenia, bipolar disorder, or severe clinical depression. This disease management 

model, which aimed to prevent acute episodes from occurring, was instituted on 

September 1, 2004. Even though Texas ranked 46th nationally in mental health spending 

in 2004, it was introduced as a way to further reduce budgets for all adult Mental Health 

Community Care Centers by 5% statewide (Hughes, 2004). Although this may have 

helped Texas cut costs and tend to individuals with very severe episodes of mental 

illness, the new law left roughly 12% of mentally ill Texans without one of these three 

mental health diagnoses with no options for treatment unless they could provide evidence 

of being in an “acute crisis,” which was defined as an intent to harm themselves or 

someone else (Pyle, 2004).  

These aforementioned concerns are compounded by the imperfect existing 

diagnostic system. Not every client fits neatly into a diagnosis from The Diagnostic and 

Statistical Manual of Mental Disorders, 5th edition (DSM-5) (American Psychiatric 

Association, 2013), because each individual’s mental health problems are unique to his or 

her developmental history and cultural upbringing (Kirk & Kutchins, 1988). However, it 

has been argued that escaping DSM-5 labeling is an impossibility due to the disturbing 

trend of “pathologizing everyday behavior” in the current system of mental health care. 

Many proponents of a mental health care system overhaul believe that with each new 
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iteration of the DSM, “political negotiation and advocacy, as well as personal interest of 

those in power” is what drives the research conducted and chosen to inform the manual. 

Those looking for a new mental health approach believe DSM diagnoses are predicated 

on cultural biases and created to pathologize the “undesirable and powerless,” making 

them seem weaker and less capable (Kutchins & Kirk, 1997, p.16). Yet without an 

alternative method to diagnose clients, MHPs have little choice but to be complicit in 

perpetuating the current system so they can, in the very least, continue to practice in order 

to offer care to their clients.   

Adherence to a system focused on diagnosing, especially with the previously 

mentioned concerns regarding diagnostic imprecision, is highly problematic when 

program development and policy-making in the mental health care field depend on 

reported rates of treated disorders. Therefore, when diagnoses are made to appease third-

party insurance companies, noise was and will continue to be introduced into data used 

for mental health advancement and funding (Kirk & Kutchins, 1988). Also, even in the 

more impartial system of CCMs, diagnoses are still required in order to choose a specific 

evidence-based practice for treatment. Although the hope is that there is less of a focus on 

the intersection of diagnosing and financial reimbursement in CCMs, the question of 

whether an individual ever truly fits into a distinct label and very structured treatment still 

remains. 
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OVER-DIAGNOSING BECOMES A STANDARD PRACTICE 

As a result of the mixed messages MHPs have received over the past three 

decades regarding diagnosing in-theory versus in-practice, researchers have begun to 

explore some of the ramifications of these inconsistencies. Previous research has found 

that psychologists will tend to over-diagnose clients, especially when clients are using 

health insurance. In a Kielbasa et al. (2004) study, a written vignette of a client presenting 

with subclinical symptoms was sent to practicing psychologists to help determine if a 

client’s payment method – managed care vs. private pay – influenced the diagnosis that 

was provided for that client. Results of this study demonstrated the method by which a 

client was paying for psychological services affected their diagnosis. Specifically, 

relative to private pay clients, those who were paying via managed care were more likely 

to be labeled with a DSM–IV diagnosis, most often receiving a diagnosis of adjustment 

disorder (Kielbasa et al., 2004). Similarly, Pomerantz and Segrist (2006) followed up the 

Kielbasa et al. study by presenting a client with milder symptoms than the individual in 

the 2004 study, to further demonstrate that over-diagnosing was a product of the client’s 

payment method as opposed to other factors, such as lack of expertise on the part of the 

psychologist. As hypothesized, their findings demonstrated once again that even when a 

client’s presenting concerns fell well below diagnosable levels, those who were 

categorized as paying via managed care were far more likely to be given a DSM–IV 

diagnosis (Pomerantz & Segrist, 2006) than those presented as private pay.  

There is evidence that the shift towards managed care has also had some impact 

on psychologists’ diagnostic process. Not only are psychologists more likely to diagnose 
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an insured client than someone paying out-of-pocket, but Peck and Scheffler (2002) 

believe that clinicians also engage in “intentional upcoding,” a practice in which 

therapists exaggerate symptoms and diagnoses to increase the reimbursement amount 

offered by insurance companies (Peck and Scheffler, 2002, p. 1094). Given the financial 

incentives for these diagnostic practices and the financial disincentives for failing to use 

these practices, it is not surprising that a professional bias to over-diagnose clients may 

be developing in the mental health profession.  

Furthermore, as Braun and Cox state, regardless of some changes being made in 

the system, “managed health care is here to stay, and it will continue to have both 

positive and negative effects on providers and consumers...counselors may be tempted to 

intentionally misdiagnose mental disorders so that clients can receive services and 

counselors can receive reimbursement. This is especially true when clients cannot afford 

treatment without insurance reimbursement” (2005, p.426). MHPs are facing more and 

more legal and ethical dilemmas due to the current system of mental health delivery, 

especially in regards to underserved populations, which has made and continues to make 

the process of accurately diagnosing even more complicated. In effect, if MHPs do not 

produce a diagnosis serious enough to fall into a reimbursable category, many clients 

may be unable to receive treatment at all. 

POTENTIAL COSTS OF EXCESSIVE DIAGNOSING  

Although diagnosing may be a necessity in the current environment, it creates 

many costs to clients, practitioners, and the mental health system as a whole. First, over-
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diagnosing someone who presents with subclinical symptoms may contribute to a client 

holding an inaccurate view of him/herself, which could actually intensify existing 

psychological concerns due to the anxiety and stigma attached to being labeled as 

mentally ill (Caplan, 1995). Second, Szasz made the argument that labeling someone as 

“ill” makes it easier for both the client and the MHPs to accept a certain level of 

complacency that the situation is not likely to improve since the person has a “real” 

illness. He went on to argue that humans have a fundamental need to order the world, and 

since “people tolerate uncertainty poorly, [they] insist that misbehavior must be classified 

either as sin or sickness” (Szasz, 1974, p. 39). So excessive diagnosing may make people 

believe they are more ill and less treatable than they truly are. Third, since policy-making 

and mental health support are often dependent on accurately reported rates of disorders, 

diagnoses offered primarily for managed care reimbursement or to fit into a category in 

order to use evidence-based practices may affect mental health advancement and funding 

(Kirk & Kutchins, 1988). Fourth, the presence of a mental health disorder on a client’s 

permanent medical record, which may or may not be truly confidential, is often beyond 

the MHPs’ control. A breach of confidentiality or having a diagnosis on a permanent 

record could affect that client’s future employment or future medical insurance coverage, 

as well as contribute to stigma and shame (Murphy et al., 1998). Fifth, when MHPs 

excessively or erroneously diagnose clients, the treatment plan for that client may follow 

a more prescriptive form based on that diagnostic categorization (Caplan, 1995). Since 

the diagnostic categories in the DSM were created to efficiently impart information 

among MHPs and other providers, if the client is truly presenting with a milder disorder – 
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or no disorder at all – inconsistencies may arise in the future. For example, if a 

manualized plan for improvement is chosen based on the proffered DSM label, it may not 

be the most viable treatment option, resources may be wasted, and the client may not 

ultimately improve over time (Murphy et al., 1998). Sixth, some evidence suggests that 

MHPs treat their clients less empathically if a severe diagnosis has been made, often 

losing objectivity and leading to “condescension [towards] and biased interpretation of 

[the client’s] behavior” (Wahl, 1999, p. 467). 

DIAGNOSING AND MENTAL HEALTH STIGMA  

The stigma attached to mental illness further complicates the issues surrounding 

excessive diagnosing. Rosalyn Carter, an active advocate for mental health care reform, 

notes that stigma – feelings of disgrace imposed by others that leads to devaluation and 

discrimination – attached to a diagnosis is insidious. She comments that people believe 

those who are experiencing mental illnesses are “considered to be lacking in judgment or 

weak-willed…seen as incompetent, unreliable, and unable to make decisions for 

themselves…can’t work, hold public office…are dangerous, unpredictable, and 

violent…have brought these problems on themselves…and will never get better” (Carter 

et al., 2010, p. 4). In the late 1990’s, Martin et al. conducted a national study regarding 

mental health stigma and found that, on average, 70% of people interviewed were 

unwilling to have individuals with a mental disorder marry a family member and 60% 

were unwilling to work closely with them (Martin et. al, 2000). However, given that it is 

estimated by the Martin et al. study that one in four people in the U.S. has a mental 
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illness, these statistics suggest the possibility that at least a portion of the 60 – 70% either 

have a mental health disorder or have a close friend or family member that does. Given 

this, it is apparent that individuals with a mental health concern likely experience stigma 

even with people to whom they feel closest.  

Stigma remains, in part, due to the flawed impression that those with mental 

illnesses are violent, a stereotype that is perpetuated by popular media. As Carter (2010) 

notes, media depictions of the mentally ill suggest that these individuals are 10 – 20 times 

more likely to behave violently than those with actual mental illness. She also asserts that 

only 2% of all violence in America can be attributed to those with mental illness, while 

those who have mental illnesses are four times more likely to be the victims of violent 

crimes. It has also been demonstrated that stigma can create a self-fulfilling prophecy for 

clients. Once labeled with a diagnosis, clients will oftentimes view themselves through 

that lens, which can ultimately hinder their improvement or even worsen their condition 

due to stress caused by the stigma (Link & Phelan, 2006). Research has shown that any 

kind of psychological diagnosis increases the stigma people attach to being “sick” and 

“crazy,” which already detrimentally plagues the mental health field; thus the more 

clinicians are required to diagnose their clients, the less interest the general public has in 

seeking the help they desperately need for fear of feeling stigmatized (Wahl, 1999). 

Therefore, the problem of over-diagnosing – or of making diagnoses at all – warrants 

further examination. 
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MENTAL HEALTH CARE AND THE AFFORDABLE CARE ACT 

 Recent debates over the Affordable Care Act (ACA) have reignited discussions 

about mental health parity and managed care reimbursement. Prior to the ACA, about 

33% of individuals with health insurance covered in the individual market had no access 

to substance use disorder services and almost 20% had no coverage for mental health 

services, which included outpatient therapy visits and inpatient crisis intervention and 

stabilization. Additionally, even when mental health benefits were offered, they were not 

comparable to covered medical services and often left people in need of services with no 

way to pay for them. However, in 2008, The Paul Wellstone and Pete Domenici Mental 

Health Parity and Addiction Equity Act was passed, which required group health plans 

and insurers to offer benefits for mental health and substance use disorders that are 

comparable to coverage for general medical and surgical care (Beronino et. al, 2014). 

Although this change was a major addition to the current policy and offered many 

benefits that people had previously been denied, it did not require every health plan to 

offer mental health services. It also further entrenched mental health care into the sphere 

of managed care, which meant the practice of excessive diagnosing would persist.  

On the other hand, the passing of the ACA in 2010 has some advocates of mental 

health care parity more optimistic that coverage will be easier to use and navigate. 

Current expectations surmise that an additional 3.7 million people with severe mental 

illnesses will gain access to care through Medicaid and Medicare (Mechanic, 2012).  

Moreover, beginning in 2014, a new law will require all individual market plans to cover 

the ten Essential Health Benefit categories, which includes mental health and substance 
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use disorder services; every company will also be required to cover them at parity with 

medical and surgical benefits (Beronino et. al, 2014).  

In some ways, these changes are encouraging and greatly needed. Yet they also 

further imbed mental health care into the diagnostic landscape, as the determination of 

eligibility for treatment through any system other than private pay (e.g., managed health 

care plans, Medicaid or Medicare) still begins with a diagnosis. Therefore, many people 

believe new policies attached to the institution of the ACA will: a) further medicalize 

mental health via the perpetuation of using diagnostic labels; b) mainly aid those with 

severe mental illnesses who are currently finding difficulty in receiving treatment; and c) 

continue to offer truncated care to individuals with milder symptoms. Given that the 

ACA has both positive and negative predictions attached to its implementation, it remains 

to be seen how the mental health care system will be affected. Unquestionably, as more 

people are required to enroll in health insurance plans in the next few years, diagnosing 

will remain a standard practice for the foreseeable future, and the effect of labeling 

mental health disorders warrants further exploration.  

PROPOSED HYPOTHESES 

            RESEARCH QUESTIONS AND HYPOTHESES 

The current study seeks to extend previous research findings by attempting to 

uncover any negative impacts of requiring psychologists to diagnose. Psychologists, as 

opposed to all MHPs, were chosen as the population of interest to decrease concerns 

about variation in training level across participants. While research has begun to examine 
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the relationship between required diagnoses and the impact on psychologists and their 

clients, more information is needed concerning negative effects on both attitudes towards 

clients and the therapeutic relationship, especially from the vantage point of the 

psychologist.  

More specifically, this study aims to examine the following hypotheses and 

research questions: 

            QUESTION 1. 

When a psychologist is required to diagnose his/her clients, does the process of 

requiring a diagnosis make him or her more apt to continue to diagnose that client over 

time? 

            HYPOTHESIS 1A. 

It is hypothesized that psychologists who are required to diagnose the client 

throughout the study will be more likely to diagnose the client at the end of the study. 

The rationale is that the requirement to diagnose will cause participants to reinforce their 

schema of the client and diagnosis and more fully rely on and trust it. 

            HYPOTHESIS 1B. 

Psychologists who are consistently diagnosing their clients will become 

accustomed to continually diagnose clients as times goes by. Therefore, it is hypothesized 

that those who are more often diagnosing clients in their everyday practices will be more 
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likely to diagnose the client in the experiment, regardless of whether or not they are 

required to diagnose the client throughout the study. 

            QUESTION 2. 

 Does requiring a psychologist to diagnose a client negatively alter his or her 

overall attitude towards that client? 

            HYPOTHESIS 2A. 

Due to the natural tendency of humans to have a negative bias and attach value 

judgments to those who have been labeled with a pathology, it is hypothesized that 

participants who are required to diagnose the client throughout the study will have a more 

negative opinion of the client. 

            HYPOTHESIS 2B. 

It is hypothesized that psychologists who are required to diagnose the client 

throughout the study will have less of a desire to work with the client in the future. 

            ADDITIONAL RESEARCH QUESTIONS. 

Oftentimes psychologists will follow a prescribed treatment plan if they have a 

specific diagnosis in mind, which could potentially set them up to disregard specific 

nuances of a client that may be integral to helping that person. It follows that if a 

psychologist is required to label a client with a diagnosis, the estimated length of 

treatment for that client may differ as compared to those who did not offer a diagnosis. 
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This study aims to explore this question, as well as whether those who diagnose tend to 

estimate a longer or shorter length of treatment. Information about a proposed treatment 

plan will also be gathered for exploratory purposes.  
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CHAPTER THREE: METHODOLOGY 

STATEMENT OF PURPOSE 

Given the tendency of humans to make cognitive errors when they only have 

partial information available (such as during an intake session) commingled with the 

current health system in which a diagnosis is often a requirement for receiving mental 

health services – for both managed care reimbursement and adherence to choosing an 

evidence-based practices at CCMs – the purpose of this study was to better understand 

the impact that required diagnoses have on psychologists. As a result of inherent 

cognitive errors and evolutionary biases in psychologists, it is unknown whether quickly 

formulated (after the first session) and consistently reinforced diagnosing problematically 

triggers and expresses these biases. More specifically, given the human tendency towards 

holding onto negative perceptions of others when minimal information is available (such 

as when first diagnosing a client), this research sought to better understand if 

psychologists ultimately treat clients differently due to current diagnostic obligations. 

While research has begun to examine the relationship between required diagnoses and the 

impact on psychologists and their clients, more information was needed concerning: (1) 

whether psychologists are becoming accustomed to excessively offer diagnoses; and (2) 

whether this negatively impacts the therapeutic relationship and/or alters their attitude 

towards and opinion of the client in a harmful way. The methodology employed in this 

study was designed to present realistic written vignettes of client sessions in order to 

achieve the following main goals: (1) to assess the tendency of psychologists to be more 

apt to diagnose clients in a setting simulating one that requires a diagnosis and the impact 
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that had on their perception of their clients; and (2) to explore if prior experience in 

settings which require diagnoses affected psychologists' responses, including their 

attitudes towards the client and diagnostic tendencies.  

METHOD 

In order to assess the potential problems with using diagnoses for therapy clients, 

an experimental design with a post-study questionnaire and demographic survey was 

employed. The experiment attempted to capture how psychologists may form a more 

negative and rigid opinion about a client when required to diagnose the client after each 

session. Participants were comprised of post-doctoral and early-career psychologists 

around the United States. Participants were asked to read three written vignettes of 

progressive client sessions over the course of two weeks. Participants were randomly 

selected to be a part of one of the two following scenarios: diagnosing group 

(experimental) or non-diagnosing group (control). Both groups for each scenario were 

identical, except the diagnosing group was required to diagnose the client after reading 

each of the written sessions, while the non-diagnosing group was not required to make a 

diagnosis at any point throughout the study. The experimental group was intended to 

simulate the environment in which diagnoses are required, such as when therapists are 

filing a claim with a managed care company or offering a diagnosis in care management 

settings to help choose an evidence-based practice, while the control group was intended 

to simulate a scenario in which diagnoses are not required to conduct therapy, such as a 

private pay environment.  



 29 

VIGNETTE CREATION 

Both vignettes were written as dialogue, depicting three therapy sessions of a 28-

year-old female named Mary. The vignettes portrayed this client with symptoms that 

most closely align with a DSM-V diagnosis of Generalized Anxiety Disorder (GAD). 

The client disclosed information about the majority of her symptoms, which included: 

excessive worry, racing thoughts, insomnia and irritability due to a recent break up with 

her fiancé, and career concerns. The first vignette included background information about 

the client’s current situation and history, and therefore slightly longer than the subsequent 

two vignettes. Additionally, the first vignette was accompanied by an intake form in 

order to offer the amount of information typically gathered during an initial session. 

Mary also demonstrated some personality characteristics that align with a Cluster 

B personality disorder, such as: dramatic and dependent behaviors in regards to 

relationships and interactions; being overly emotional when speaking about her career; 

past desires to hurt herself when she was angry and emotional; and a tendency to think of 

people as all good or all bad. Those traits were well below the threshold for a diagnosis of 

a personality disorder, and the inclusion of the aforementioned personality traits were 

intended to make her resemble a more complex and authentic client. The intake form and 

vignettes included dialogue that explored some of the client’s background information 

(e.g., gender, sexuality, relationship status, work concerns, etc.) to develop her character 

and make her seem more like an actual client rather than an abstraction or mere list of 

symptoms.  
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In order to more fully engage participants, during the two week period that they 

were reading the vignettes, they were under the impression that they would be asked to 

develop a treatment plan based on their clinical interpretation at the end of the study. To 

enhance the sense of authenticity, participants were under the impression that the 

dialogue in each vignette was from transcripts of actual client sessions; it was not until 

the debriefing portion of the experiment that participants were informed that the vignettes 

were written by the researcher. All three vignettes were reviewed by two psychologists 

currently in practice to ensure they met the research objectives. Several edits took place 

before vignettes were finalized to ensure they were adequately representing the 

aforementioned criteria. The final scripts for the written vignettes can be found in 

Appendix B. 

PARTICIPANTS AND RECRUITMENT PROCESS 

Participants were comprised of post-doctoral and early-career psychologists who 

have been working fewer than five years as a psychologist (years spent practicing after 

internship: M = 1.63, SD = 1.10). This sample of psychologists was chosen because they: 

a) have a variety of practicum, internship, postdoctoral, and career experiences in their 

otherwise similar training backgrounds; b) have been recently educated in diagnosing 

clients in both classroom and professional settings; c) have been working consistently 

with clients as a means to accrue hours during their training in order to get their degree 

and/or license; and d) have been working within systems that often require diagnoses in 

order to offer services to clients (i.e., they will have few private pay clients who do not 
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require diagnoses to obtain services). It was a requirement that they were currently 

conducting therapy or assessment (hours worked per week: M = 38.70, SD = 6.186); 

however, the type of site they were working at – public or private – was unimportant, as 

long as they were engaging in therapy or assessment practices for at least 20 hours per 

week. The participants did not need to be licensed if they were currently working under 

someone else’s license (currently licensed: yes = 45.95%, no = 54.05%). They were 

recruited via emails sent to the APA early-career psychologist listserv, as well as Clinical 

Psychology Ph.D., Clinical Psychology Psy.D., and Counseling Psychology Ph.D. 

Program listservs from around the country. The link to the study was also posted in 

groups on Facebook that identified as those catering to early career psychologists from 

around the United States. Additionally, to ensure equality in training, the participants 

were required to have taken at least one course in psychopathology during their Ph.D. or 

Psy.D. training that covered an understanding of the DSM-IV, DSM-IV-TR or DSM-V. 

They also had to have already completed their internship year. No other exclusion or 

inclusion criteria was required.  

Using G Power to assess sample size, it was determined that with a power level of 

.80, a medium effect size (f = .25), an alpha level of .05 in a Multiple Regression model 

with one predictor variable and two control variables, a total of 34 participants were 

required to participate. A total of 37 people completed the study, with 19 in the control 

group and 18 in the experimental group. Participants ranged in age from 27 to 42 years 

(M = 32.95, SD = 3.937), and there were 83.8% that identified as women and 16.2% that 

identified as men. Approximately 64.9% of the sample identified as Caucasian, 10.8% as 
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Black or African American, 8.1% as Hispanic/Latino, 13.5% as Asian American, and 

2.7% as Multiracial. Additionally, 29.7% of the participants completed a Clinical 

Psychology Ph.D, 29.73% completed a Clinical Psychology Psy.D., and 40.54% 

completed a Counseling Psychology Ph.D. See Table 1a for full participant demographic 

breakdown, and Table 1b for the demographic breakdown by experimental group versus 

control group. As can be found in Table 1b, the demographics in each group closely 

resembled the overall demographic breakdown. Chi-square tests and a t-tests were run to 

ensure there were no significant differences between the groups for each demographic 

variable; all p values were well above .40. Therefore, there was not a failure in the 

randomization process. 
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During the recruitment phase, participants were informed via email that the 

researchers were interested in examining how post-doctoral (i.e., not yet licensed) and 

early-career psychologists integrate their clinical impressions with their treatment plan. 

They were told that the present study involved reading transcripts of three progressive 

client sessions. Though it was not explicitly stated that the vignettes were transcriptions 

of therapy sessions, the participants were led to believe they were genuine client sessions 

as opposed to being created for the experiment. As noted earlier, the participants were 

informed during the debriefing stage that the sessions were created for the purpose of this 

study. The debriefing statement for the experiment can be found in Appendix E. 

As an incentive for involvement, participants were informed that if they 

completed the entire study, they would receive a $25 Amazon gift card. They were 

instructed that they needed to complete all portions of the study, and as they completed 

each step, a reminder of the $25 gift card was used to encourage participants to finish the 

entire study. Additionally, each participant had the choice whether or not to receive the 
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Amazon gift card; this guaranteed that no identifying information was collected if the 

participant wanted to remain completely anonymous. Of the 37 participants, only one 

person opted not to offer his/her email address in order to receive the gift card.  

PROCEDURE 

All participants received a link via email that directed them to a Qualtrics survey. 

The first page of the survey was a consent form (Appendix A) that all participants needed 

to read and then click either: “Yes, I agree to participate in this study.” or “No, I do not 

agree to participate in this study.” in order to continue the survey. Qualtrics then 

randomly assigned participants to be in the diagnosing group (experimental) or the non-

diagnosing group (control) as they logged into the survey.  

Both groups were then directed to a page of text explaining the basics of the 

experiment and participant expectations, which included: reading three written transcripts 

of client sessions every 3 to 7 days, answering a brief post-study questionnaire, and 

completing a short demographic survey. The participants were told the entire study 

should take approximately 45 to 60 minutes to complete over a two-to-three week period 

of time. They were reminded that if they completed the entire study, they would receive a 

$25 Amazon gift card. Once they clicked through and acknowledged the basics of the 

experiments, they viewed the following statement: “We will use your email address to 

link your responses over the course of the study and to send you reminder emails to log 

back into the survey three and seven days after your prior log in. If you have concerns 

about remaining completely anonymous, please feel free to use an email address without 
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any identifying information. However, you MUST remember which email address you 

used, as the researchers will not have access to your information.”  

After reading the initial text explaining the experiment and entering their email 

address, the participants read the following statement: “Please click on each of the links 

below to access an intake form for Mary, as well as a partial transcript from her first 

therapy session. Each link will open a new window. In the box below, feel free to 

document anything you think may be important to help you remember Mary for next 

week when you will read a subsequent session, as you will need to rely on your memory 

and previous notes to recollect Mary’s previous session. Your notes should be akin to 

what you would typically write after seeing your own clients.” At this point, all 

participants could access the intake form and the vignette for the client’s first session.  

After reading the first vignette, those in the non-diagnosing group (control group) 

read the following statement: “Thank you for participating in this study today. Please 

make sure you return to the study once you receive the email prompt in three days to read 

the subsequent vignette. Hit the next button below to record your answers, and then close 

your browser to fully log out of Qualtrics.” Alternatively, the participants in the 

diagnosing group (experimental group) were prompted with the following statement: 

“Mary will be using her insurance today as her form of payment. You are an in-network 

provider on her plan. As a requirement for Mary’s insurance reimbursement, please list 

any relevant diagnosis/diagnoses for her. You do not need to include any DSM or ICD 

codes.” These participants were required to enter a diagnosis for the client, and once they 
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submitted their response, they read the statement regarding logging out of Qualtrics and 

returning to the study when prompted through email.  

Consistency was established among the participants’ experiences by asking them 

to read the subsequent vignette at least three days after reading the first one, but no more 

than seven days later. This was to offer an experience akin to traditional therapy in which 

clients are typically seen about once a week. The window of three to seven days was 

offered to allow some flexibility to ensure a lower rate of attrition. Each participant 

received an automated email to remind him or her to log back into Qualtrics three days 

after he or she read the previous vignette, with a second reminder on day seven to read 

the subsequent vignette by midnight (PST) that day.  

At the beginning of each successive session, participants in the diagnosing group 

were directed to a page that offered the following statement: “Welcome back! As a 

reminder, after the last session, you wrote the following notes: [previous notes written]. 

You also gave Mary the following diagnosis [previous diagnosis given]. Below, you'll 

find the fifth session for Mary. Once again, after reading the session, please type up any 

relevant notes in the space provided to help you recall information about Mary for next 

week.” The non-diagnosing group was not prompted with information about a previous 

diagnosis for Mary, though they had access to their previous notes and were reminded to 

take relevant notes after reading the session. After reading vignette two and vignette 

three, only participants in the diagnosing group were asked (again) to provide a diagnosis 

for Mary. 
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Immediately after reading the final vignette, all participants were asked to 

complete a demographic survey and a post-study questionnaire. The demographic survey 

gathered information about each participant’s age, sex, race, previous practicum 

experiences, current job, time spent practicing since completing his/her internship year, 

and percentage of the time he/she has been required or chosen to diagnose his/her clients 

since starting his/her training. The full demographic survey can be found in Appendix D. 

The questionnaire assessed the following: attitude towards the client, including emotional 

reactions to the client, likability of the client, and connectedness to the client; likelihood 

to diagnose the client, with a place to offer a suggestion for a diagnosis; and desire to 

work with the client. Additionally, participants were asked to note the number of sessions 

they would recommend for Mary, as well as a brief treatment plan (in four or fewer 

sentences). The full questionnaire can be found in Appendix C.  

Once participants fully completed the study, they were directed to debriefing 

information that outlined the true nature of the study and explained that the vignettes 

were created by the researcher. As a result of the minor deception used in the study, 

participants were required to re-consent to the study and either clicked: “Re-consent” or 

“Withdraw from study” after reading the debriefing information. Every participant re-

consented to the study. The debriefing statement can be found in Appendix E.  

After reading the debriefing statement, participants were then directed to a 

separate webpage with the following statement: “Please enter the email address to which 

you would like your $25 Amazon gift card to be sent. It can be the same one that you 

used throughout the study or a different one. Your gift card will be sent to that email 
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address within 2 weeks of completing the study. If you do not want to enter your email 

address to receive a gift card, please just click the arrows below to exit the survey. Thank 

you again for your time and help with this study!” Only one participant opted not to enter 

his/her email address to receive the gift card. 

MEASURES 

            POST-EXPERIMENT SURVEY.  

A questionnaire was created to statistically assess participants’: (a) attitude 

towards the client, including emotional reactions to the client, likability of the client, and 

connectedness to the client, as measured by three scales: Ratings of Emotional Attitudes 

to Clients by Treaters (REACT); the Reysen Likability Scale, and the Therapist Personal 

Reaction Questionnaire (TPRQ); (b) likelihood to give a diagnosis to the client; (c) desire 

to work with the client; and (d) estimated number of sessions the client would benefit 

from treatment. Study outcomes were chosen to help evaluate whether being required to 

diagnose clients – as is the case with clients who use insurance or those receiving 

services within a larger organization that requires diagnoses – impacts how psychologists 

view their clients in comparison to those not required to diagnose their clients. 

Additionally, these outcome variables helped to assess whether participants who are 

required to diagnose the client throughout the study are: (a) more likely to diagnose a 

client at the end of the study; (b) less likely to want to work with a client; and (c) more 

likely to offer a different number of sessions for the length of treatment, as compared to 

those participants who were not required to diagnose the client throughout the study. 
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            RATINGS OF EMOTIONAL ATTITUDES TO CLIENTS BY TREATERS (REACT).  

The scale is a 40-item self-report measure used with therapists to rate their 

attitude towards clients on a 5-point Likert scale, ranging from 1 (never) to 5 (very often). 

The full measure is comprised of four factors: Therapist Conflict with Self, Therapist 

Conflict with Client; Therapist Focus on Meeting Own Needs; and Positive Connection 

to Client. Nineteen items from the original 40 items on the REACT scale were selected 

for use in the present study based on their plausibility to be answered after reading 

vignettes, as opposed to actually working with a client. More specifically, the Therapist 

Conflict with Self subscale rated how participants felt in relation to Mary, with some 

items reverse-coded (marked by an *), and included the following items: Optimistic 

about client’s future; Overwhelmed by the severity of the client’s problems*; Frustrated, 

Confused about the patient*; Disappointment with the patient or the patient’s treatment*; 

Worried about the client; and Thought about the client outside of sessions. The subscale, 

Therapist Focus on Meeting Own Needs, included the items: “Burned out” with this 

patient*; Provoked or angered by the client*; and Bored with the client*. The Positive 

Connection to Client subscale included the items: A sense of connection or attachment to 

the client; Empathy, Sympathy, or Compassion, Tolerant and Understanding; and Liking, 

fondness, affection for the client. 

Pulling from the nineteen items used for this study from the REACT scale, as 

noted above, seven were from the eleven-item Therapist Conflict with Self subscale, 

three were from the seven-item Therapist Focus on Meeting Own Needs subscale, and 

four were from the six-item Positive Connection to Client subscale. There was only one 
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item related to the Therapist Conflict with Client scale, due to the fact that participants 

did not interact with the client, and “power struggles and/or feelings of manipulation” 

would have been difficult to rate by participants simply reading vignettes (Najavits et al., 

1995). Also, five of the items used in the study did not map onto any of the subscales. 

Therefore, for this analysis, only three of the clusters had an adequate number of items to 

assess for specific predictive value. Higher scores on the first three factors indicate 

stronger negative reactions to the client, whereas higher scores on the fourth factor 

indicates stronger positive feelings.  

Internal consistency of the full REACT measure is high, with Cronbach’s alphas 

ranging from .80 to .82 for overall scores. The REACT is also correlated with measures 

of therapeutic alliance, which range from .53 to .73 (Najavits et al., 1995). In order to 

create an overall composite score for the variable, nine of the items were reversed coded 

so that a higher score on this scale indicated more positive feelings towards the client. 

Then the nineteen items were added together to create an overall composite score. A 

higher final composite score indicated more feelings of alliance and a more positive 

opinion of the client. The Cronbach Alpha using the data collected with this shortened 

measure is .81. See Tables 2 and 3 for descriptive statistics of this variable. The full list 

of items, with asterisks denoting the reverse-coded items, can be found in the first 

question of the Post-Study Questionnaire in Appendix C.  
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            REYSEN LIKABILITY SCALE.  

The scale is comprised of 11 questions. The questions are on a 7-point Likert 

scale, ranging from 1 (very strongly disagree) to 7 (very strongly agree). The items are 

positively scored, with higher scores denoting higher likability of the client. The entire 

measure has a high internal consistency, with Cronbach’s alphas ranging from .90 to .91 

for overall scores (Reysen, 2005). For the purposes of this study, seven of the items were 

used. Any item that was inappropriate for a therapist to answer in relation to a client was 

excluded, such as: I would like this person as a coworker; I would like this person as a 

roommate; This person is physically attractive. All of the items were positively scored, so 

a composite was created by summing the seven items. A higher final composite score 
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denoted a higher likability of the client. The Cronbach Alpha using the data collected 

with this shortened measure is .81. See Tables 2 and 3 for descriptive statistics of this 

variable. The full list of items can be found in the second question of the Post-Study 

Questionnaire in Appendix C. 

            THERAPIST PERSONAL REACTION QUESTIONNAIRE (TPRQ).  

The measure is comprised of two separate scales (negative versus positive 

feelings towards the client) with a total of 70 items. All items are measured on a 5-point 

Likert scale, from: 1 (not characteristic) to 5 (highly characteristic), and each item is 

related to feelings and/or the level of connectedness a therapist feels towards a client. 

Test-retest correlations for the negative scale were found to be .85 (p < .001), and the 

positive scale had a test-retest correlation of .81 (p < .001) (Ashby et al., 1957). Only 

appropriate items to this study were used from this scale, which totaled 24 items (12 

positively-worded and 12 negatively-worded items). Items that did not relate to a study 

that uses vignettes instead of an actual client were excluded, such as: “I think I'm doing a 

pretty competent job with this client.”; “I think we have a pretty relaxed, understanding 

kind of relationship.”; “I have to exert more self-control and self-restraint with this client 

than with most.”; and “Sometimes I wish some other therapist had this client.”  

For the purposes of this study, the 12 negatively-worded items were reverse coded 

so that a higher score on this measure indicated more connectedness towards the client. 

Once the negatively-worded items were recoded, a composite score was created by 

summing all of the items. The Cronbach Alpha using the data collected with this 
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shortened measure is .90. See Tables 2 and 3 for descriptive statistics of this variable. The 

full list of items, with asterisks denoting the reverse-coded items, can be found in the 

third question of the Post-Study Questionnaire in Appendix C. 

            LIKELIHOOD OF PARTICIPANT OFFERING A DIAGNOSIS.  

This variable consisted of a single score based on each participants’ rating on a 7-

point Likert scale in relation to the question: How likely would you be to give Mary a 

diagnosis?  The range of scores is 1 – 7, with a 7 denoting a higher likelihood of offering 

a diagnosis to the client.  

            DESIRE TO WORK WITH THE CLIENT.  

This variable consisted of a single score based on each participants’ rating on a 7-

point Likert scale in relation to the question: How much would you like to work with 

Mary? The range of scores is 1 – 7, with a 7 denoting a greater desire to work with the 

client.  

CONTROL VARIABLES  

            PERCENTAGE OF TIME ONE DIAGNOSES IN OWN PRACTICE. 

The participants reported to the nearest whole percentage point (out of 100) the 

approximate percent of time they have diagnosed clients during their training and practice, 

including during graduate school, internship, postdoctoral work, and their current practice. 

It has been hypothesized that prior diagnosing tendencies may affect one’s desire to 



 44 

diagnose in the future, so this control variable was chosen to ensure differences in 

participants’ accustomed diagnosing practices did not affect the experimental condition. 

See Tables 2 and 3 for descriptive statistics of this variable. 

            NUMBER OF YEARS OF THERAPY AND ASSESSMENT EXPERIENCE.  

This variable was calculated by combining practica experiences (each semester 

reported was calculated as one-third of a year) and the number of years of post-graduate 

school practice, including internship, in both therapy and/or assessment as reported by 

participants. It was hypothesized that individuals more heavily entrenched in a diagnostic 

system will become more prone to diagnosing clients in the future. Although it was not 

further hypothesized that any specific length of experience in practice will make people 

more or less prone to diagnose, it was prudent to include this control to ensure that those 

who have been practicing for a longer period of time (and may have become more 

accustomed to diagnosing) did not affect the experimental manipulation in any way. See 

Tables 2 and 3 for descriptive statistics of this variable. 
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CHAPTER FOUR: RESULTS 

The data analyses included descriptive statistics, assumption testing, and 

regression analyses conducted with SPSS 22. A detailed description of the analyses will 

be provided, including the scale choices, statistical techniques, and reasons for choosing 

the specified models and variables. 

PRELIMINARY DATA ANALYSIS 

A total of 39 participants started the survey and 37 completed all three 

components of the study. All 37 met the requisite criteria and adequately completed all 

questions. No missing values were found, although some responses had to be changed 

from words to numbers. All 37 participants’ responses were used.  

            TESTING OF ASSUMPTIONS. 

The data were screened for outliers and for violations of assumptions of 

normality, linearity, homoscedasticity, and multicollinearity. Normality was determined 

using histograms and boxplots, as well as calculating the standardized scores for each 

dependent variable. After running these analyses, it was verified that 99% of the 

standardized scores fell within -3.29 and +3.29 standard deviations of the mean, and 

therefore, all of the scores were used for this study (Field, 2009). Additionally, all of 

Cook’s values were less than 1, and therefore, no cases had undue influence on the 

model.  For two of the variables, the kurtosis of their distributions was significantly 

different from the kurtosis of the normal distribution – the REACT scale and Desire to 
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Work with Mary; however, because each participants’ responses for these variables were 

consistent within each measure and across the variables, there was no justification for 

removing any extreme scores. Scatterplots were examined, and no curvilinear 

relationships were detected. Additionally, homoscedasticity was observed in each of the 

residual scatterplots. Multicollinearity was not observed in the regression analyses, as 

Tolerance for all variables was approaching 1.0 (ranged from .313 to .945). In addition, 

the Durbin-Watson statistics were all approximately 2.0 (ranged from 1.645 to 2.351), 

indicating that the residuals were independent from one another (Field, 2009). 

            DESCRIPTIVE STATISTICS. 

After ensuring all of the assumptions for Multiple Regression were met, analyses 

were completed to characterize the data and uncover any mean differences between or 

among the levels of the demographic variables on the dependent and control variables. 

Mean differences for the levels of the demographic variables were assessed using a one-

way ANOVA for program type and race, whereas t-tests were used for the sex variable. 

As seen in Table 4, only one test attained statistical significance: Program Type on 

Likelihood to Offer a Diagnosis. When a Tukey post-hoc test was run, it was found that 

there was a significant difference only between participants who received a Clinical 

Psychology Ph.D. and those who received a Counseling Psychology Ph.D. More 

specifically, Clinical Psychology Ph.D. graduates were more likely to offer a diagnosis 

for Mary regardless of their group (experimental versus control) than Counseling 

Psychology Ph.D. graduates.  
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HYPOTHESIS TESTING 

Hierarchical multiple regression analyses were used to compare psychologists’ 

responses between the two experimental groups to answer the research questions. For 

each of the models, the percentage of the time participants reported diagnosing clients in 

their own practice and the number of years of experience in therapy and/or assessment 

practices for each participant was controlled for by entering both variables into the model 

as the first step. Although the control variables did not significantly add to the models, 

they were left in each model to demonstrate that they did not impact the findings. The 

second step included the experimental grouping factor and an interaction term. This same 

analysis was conducted for each of the following DVs: (a) likelihood of diagnosing the 

client; (b) Ratings of Emotional Attitudes to Clients by Treaters (REACT) score; (c) 

Reysen Likability Scale score; (d) Therapist Personal Reaction Questionnaire (TPRQ) 

score; and (e) overall desire to work with the client. An additional model was created to 
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determine if the estimated recommended length of time for treatment differed between 

the groups.  

            QUESTION 1. 

When a psychologist is required to diagnose his/her clients, does the process of 

requiring a diagnosis make him or her more apt to continue to diagnose that client over 

time? 

            HYPOTHESIS 1A. 

It is hypothesized that psychologists who are required to diagnose the client 

throughout the study will be more likely to diagnose the client at the end of the study. 

The rationale is that the requirement to diagnose will cause participants to reinforce their 

schema of the client and diagnosis and more fully rely on and trust it. 

            FINDINGS FOR 1A. 

The dependent variable used for this regression model was Likelihood to 

Diagnose Client. As noted, it consisted of a single score using participants’ ratings on a 

7-point Likert scale in relation to the question: How likely would you be to give Mary a 

diagnosis? All participants answered this question during the survey portion of the study. 

The possible range of scores was 1 – 7, with a 7 denoting a higher likelihood of offering a 

diagnosis to the client.  

For this model, the control variables (percentage of the time participants report 

diagnosing clients in their own practice and the number of years of experience in therapy 
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and/or assessment practices) were entered into the model as the first step. The second 

step included the grouping factor and an interaction term: Group by Percentage of Time 

One Diagnoses in Own Practice. The interaction was included to determine if 

participants’ diagnostic tendencies would moderate the relationship between the grouping 

variable and the Likelihood to Diagnose Client variable. The interaction term was created 

by first centering each variable and then multiplying them. As seen in Table 5, neither the 

participants’ group nor the interaction term significantly contributed to the overall model. 

Therefore, the hypothesis that diagnosing throughout the study would make individuals 

more likely to diagnose the client at the end of the study was not supported. Additionally, 

the interaction term was not significant. 

 

            HYPOTHESIS 1B. 

Psychologists who are consistently diagnosing their clients will become 

accustomed to continually diagnosing clients as times goes on. Therefore, it was 

hypothesized that those who are more often diagnosing clients in their everyday practices 

will be more likely to diagnose the client in the experiment, regardless of whether or not 

they are required to diagnose the client throughout the study. 
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            FINDINGS FOR 1B. 

As seen in Table 5, the percentage of time one diagnoses in his or her everyday 

practice significantly contributes to the model. This supports the hypothesis that, 

regardless of one’s group in this study, if one diagnoses more often in his or her own 

practice, he or she will be more likely to diagnose the client at the end of this study. The 

variance accounted for by the relationship between the Likelihood to Diagnose Client at 

the end of the study and the Percentage of Time One Diagnoses in Own Practice is 

14.4%. As seen in Table 5, the interaction between the grouping factor and Percentage of 

Time One Diagnoses in Own Practice is not significant, and therefore, the difference 

between the significance levels from one group to the other is likely due to chance 

factors.  

            PROGRAM TYPE AND LIKELIHOOD TO DIAGNOSE CLIENT FINDING. 

After determining during the preliminary data analysis that there was a significant 

difference in Likelihood to Diagnose between participants who have a Clinical 

Psychology Ph.D. versus those who have a Counseling Psychology Ph.D., a supplemental 

two-way ANOVA was conducted to explore interactions between the grouping factor and 

program type. For this exploratory model, no control variables were entered into the 

model, as neither variable proved to be significant in the previous model. Therefore, the 

one and only step included Group and Program Type. As seen in Table 6, the only 

predictor that approaches significance (p = .06) is Program Type. As noted previously, a 

Tukey Post-hoc analysis was conducted and the results show that participants with a 
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Clinical Psychology Ph.D. tend to be more likely to diagnose Mary than those with a 

Counseling Psychology Ph.D. (mean difference = 1.448, p = .049), regardless of their 

group in the study. The interaction term is not significant, which indicates that the 

participants’ program type does not moderate the relationship between the experimental 

manipulation factor and the Likelihood to Diagnose Client score. 

 

            QUESTION 2. 

 Does requiring a psychologist to diagnose a client negatively alter his or her 

overall attitude towards that client? 

            HYPOTHESIS 2A. 

Due to the natural tendency of humans to have a negative bias and attach value 

judgments to those who have been labeled with a pathology, it is hypothesized that 

participants who are required to diagnose the client throughout the study will have a more 

negative opinion of the client. 
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            FINDINGS FOR 2A. 

            Ratings of Emotional Attitudes to Clients by Treaters (REACT) Scale. 

For this model, the control variables were again entered into the model as the first 

step, and the second step included the grouping factor and an interaction term: Group by 

Percentage of Time One Diagnoses in Own Practice. As seen in Table 7, the group factor 

was a significant predictor of the REACT score; participants in the control group (M = 

71.68, SD = 4.71) gave Mary a higher rating on the REACT scale than those in the 

experimental group (M = 67.28, SD = 7.68), indicating stronger feelings of therapeutic 

alliance with her, as well as a more positive emotional attitude towards her. In other 

words, this finding supports the hypothesis that participants in the experimental group 

who were required to diagnose throughout the study felt less therapeutic alliance towards 

the client and a more negative emotional attitude towards her. The non-significant 

interaction term of Group by Percentage of Time One Diagnoses in Own Practice 

indicates that the percentage of time spent diagnosing in participants’ own practice does 

not moderate the relationship between the grouping factor and the REACT score. 
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            REACT Subscales.   

Further analysis of the REACT (emotional rating) scale was conducted in order to 

see if any of the four factors previously found within the overall REACT scale by 

Najavits et al. had a greater impact than the others. The four clusters include: “conflict 

with oneself over the degree to which one is performing therapy adequately…conflict 

with the patient…and a focus on meeting one's own personal needs. A fourth factor 

contained only positive items” (Najavits et al., 1995). As a reminder, 19 items from the 

original 40 items on the REACT scale were selected for use in the present study, and 

seven were from the 11-item Therapist Conflict with Self subscale, three were from the 

seven-item Therapist Focus on Meeting Own Needs subscale, and four were from the six-

item Positive Connection to Client subscale. Also, five of the items used in the study did 

not map onto any of the subscales. Therefore, for this analysis, only three of the clusters 

had an adequate number of items to assess for specific predictive value.  

As in previous analyses, the control variables were entered into the model as the 

first step, and the second step included only the grouping factor. An interaction term was 

not included for the subscales due to the lack of significance for the interaction term in 

the previous model for the overall REACT variable. As displayed in Table 8, the 

Therapist Conflict with Self subscale accounted for the largest share of the group 

differences within the REACT scale. The subscales, Therapist Focus on Meeting Own 

Needs and the Positive Connection to Client, were not significant. 
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            Reysen Likability Scale.  

For this model, the two control variables were entered into the model as the first 

step, and the second step included the grouping factor and an interaction term: Group by 

Percentage of Time One Diagnoses in Own Practice. As seen in Table 9, the group factor 

was not a significant predictor of the Reysen Likability Scale score; participants in the 

control group (M = 28.68, SD = 3.79) gave Mary a slightly higher rating on the Reysen 

Likability Scale than those in the experimental group (M = 27.94, SD = 4.26), though the 

difference was not statistically significant.  Additionally, the interaction term was not 

significant.  
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            Therapist Personal Reaction Questionnaire (TPRQ). 

For this model, once again the control variables were entered into the model as 

the first step, and the second step included the grouping factor and an interaction term: 

Group by Percentage of Time One Diagnoses in Own Practice. As seen in Table 10, the 

group factor was not a significant predictor of the TPRQ scale score; participants in the 

control group (M = 80.58, SD = 11.03) gave Mary a slightly higher rating on the TPRQ 

scale than those in the experimental group (M = 75.50, SD =12.65), though the difference 

was not statistically significant. Additionally, the interaction term was not significant. 
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            HYPOTHESIS 2B. 

It was hypothesized that psychologists who are required to diagnose the client 

throughout the study would have less of a desire to work with the client in the future. 

            FINDINGS FOR 2B. 

For this model, once again, the control variables were entered into the model as 

the first step. The second step included the grouping factor and an interaction term: 

Group by Percentage of Time One Diagnoses in Own Practice. As seen in Table 11, the 

group factor was not a significant predictor of the Desire to Work with Client score; 

participants in the control group (M = 5.68, SD = 0.89) gave Mary a higher rating on the 

Desire to Work with the Client scale than those in the experimental group (M = 5.06, SD 

=1.55), though the difference was not statistically significant. Additionally, the 

interaction term was not significant. 

 

            ADDITIONAL ANALYSIS. 

It was hypothesized that MHPs who were required to diagnose the client in the 

study would suggest a different length of treatment for that client as compared to those 
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who did not offer a diagnosis. It was not hypothesized if the length of treatment would be 

shorter or longer. 

            FINDINGS FOR ADDITIONAL ANALYSIS. 

A t-test was run to determine if there was a significant difference between the 

control and experimental group in the mean number of sessions each group suggested for 

the client. As seen in Table 12, the group means did not differ significantly; participants 

in the control group (M =18.37, SD = 11.33) suggested a very similar number of sessions 

than those in the experimental group (M = 18.06, SD = 8.62).  

 

            EXPLORATORY ANALYSIS OF QUALITATIVE DATA REGARDING TREATMENT              

            PLANNING. 

 Although no formal hypotheses were made about the type of treatment plan 

offered by the participants, a very preliminary analysis was conducted to see if there were 

any tendencies within the grouping factor or any other variables. This analysis was 

included to try to highlight whether the experimental group gave more cursory or rigid 

treatment plans, due to focusing more wholly on the diagnosis as opposed to the nuances 

of the client. Data was analyzed by looking for keywords, acronyms, or phrases, such as 

CBT (cognitive-behavioral therapy), manualized treatments/protocols, ACT (acceptance 

and commitment therapy), attachment style, mindfulness, relationship dynamics, and 
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interpersonal style. These were chosen to see if there were any clusters of treatment plan 

types offered or if themes arose that could be quantitatively analyzed. Additionally, the 

specificity of the treatment plan was analyzed by looking at the length of treatment, the 

details offered about the techniques chosen, and the explicitness of employing the plan.  

            FINDINGS FOR EXPLORATORY ANALYSIS. 

 All but one participant offered a treatment plan; of the plans offered, although 

they varied in modality and specificity, each plan was between one to five sentences and 

a viable treatment for an anxiety disorder. Some of the treatment suggestions included the 

following: “…work with Mary on helping her to restructure maladaptive thinking 

patterns…”; “…use EFT (Emotional Freedom Technique) to help her develop skills for 

more effectively coping with her ruminative thought patterns and affective liability…”; 

“…mindfulness exercises, assertiveness training, relaxation techniques, cognitive 

restructuring…”; “…build rapport through showing empathy and unconditional positive 

regard…help Mary understand her thought patterns and relationship patterns in a safe 

environment…”; and “…work on dysfunctional thoughts (i.e., black and white thinking) 

and patterns of behavior (changing patterns to increase mood and outcome)…including 

mindfulness to assist with physical arousal in response to worrying with CBT.”  

In order to try to analyze the treatment plans in a quantitative manner, a simple 

coding approach was developed after reviewing the data for patterns or trends. The 

approach that stood out as most consistently suggested was Cognitive-Behavioral 

Therapy (CBT); many treatment plans specifically used the term CBT, while others 
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named one or more techniques very specific to CBT (e.g., help with black and white 

thinking, work on thinking errors). Therefore, the treatment plans were coded into two 

groups: 1) participants who referred to Cognitive Behavioral Therapy (CBT) or specific 

CBT techniques in their treatment plan (47.22%); and 2) participants who did not 

specifically refer to CBT in their treatment plans (52.78%). When a Chi-square test of 

independence was calculated comparing the frequency of using CBT techniques for Mary 

for those in the experimental group (52.78%) versus control group (47.22%), no 

significant differences were found (χ² = 1.739, p = .19).  

Due to the significant results regarding those with a Clinical Psychology Ph.D. 

being more apt to diagnose a client than those with a Counseling Psychology Ph.D., a 

Chi-square test of independence was calculated comparing the frequency of using CBT 

techniques for Mary by doctoral program (i.e., Clinical Psychology Ph.D., Clinical 

Psychology Psy.D., and Counseling Psychology Ph.D.). A significant result was found  

(χ² = 8.035, p = .02) that demonstrated that those with a Clinical Psychology Ph.D. were 

three times more likely to employ CBT-oriented treatment plans than those with a 

Clinical Psychology Psy.D., and twice as likely to use CBT as compared to those with a 

Counseling Psychology Ph.D. The breakdown of percentages can be found below in 

Table 13.  
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 Lastly, a Chi-square test of independence was calculated comparing the frequency 

of using CBT techniques for Mary by diagnostic tendency in one’s own practice. 

Everyday diagnostic practices were dichotomized by splitting the variable at its median; 

the cutoff scores for how often one diagnoses in one’s everyday practice was 80% of the 

time or less for one group and 81% of the time or more for the other. A significant result 

was found (χ² = 3.951, p = .047) that demonstrated that those who diagnose more often in 

their everyday practice were two times more likely to employ CBT-oriented treatment 

plans than those who diagnose less often. The breakdown of percentages can be found 

below in Table 14. 
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CHAPTER FIVE: DISCUSSION 

GENERAL FINDINGS 

The main purpose of this study was to examine the impact that required diagnoses 

have on psychologists to further the understanding of any negative effects the use of 

diagnoses have on both psychologists’ attitudes towards clients and the therapeutic 

relationship. Specifically, the current study sought to examine the possibility that when 

psychologists are required to diagnose their clients, they will: be more apt to continue to 

diagnose that client over time, have a more negative opinion of the client, and have less 

of a desire to work with that client in the future. This study also examined whether 

psychologists who consistently diagnose their clients in their everyday practice would be 

more apt to diagnose the client in the study, regardless of the experimental condition. 

Multiple regression models were run to test these hypotheses, and the results supported 

two of the proposed hypotheses: 1) psychologists who were required to diagnose the 

client in the study held a more negative opinion of the client; and 2) the more often 

psychologists diagnosed in their own practice, the more likely they were to diagnose the 

client in the study, regardless of experimental group.  

This study helps to advance research and practice by pointing out that the use of 

diagnoses has an effect on the therapeutic relationship and the psychologist over time, as 

well as highlighting the need for future research to explore the degree to which diagnoses 

may detrimentally affect client care. It is hoped that this study will contribute to a better 

understanding of factors that might be important to address in future iterations of the 
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DSM, and highlight matters that may need the attention of policy makers and health 

insurance companies as they continue to revamp systems of coverage and reimbursement.  

Broadly speaking, the significant results emphasized that the act of diagnosing 

negatively impacts the way in which psychologists view their clients, which may make 

for a less objective and weaker therapeutic alliance (Wahl, 1999). Although this study 

revealed that assigning a diagnosis leads to a more negative view of the client, additional 

research is needed to determine in what specific ways a more negative opinion of a client 

due to diagnosing ultimately impacts therapy and client care. Given the tendency of 

individuals to hold onto more negative views and believe them to be true over time even 

with disconfirming evidence (Baumeister et al., 2001), it is not unlikely that a negative 

opinion could manifest in a psychologist’s affect and nonverbal behaviors. Consciously 

or unconsciously, a psychologist may demonstrate less warmth, compassion, and/or 

concern for the client. This may, in turn, make the psychologist less engaged with the 

client, which could greatly affect the therapeutic alliance. Then, once the therapeutic 

relationship is marred, it could likely follow that the therapy would become less effective. 

As an example, Milmoe et al. found in their 1967 study of physicians working with 

substance abusers that the attitude and feelings communicated by the doctors – measured 

by the tone of their voice and content of what they conveyed – made a big difference in 

treatment outcome for their patients. Physicians who were deemed as less angry and less 

judgmental were more successful in referring substance abusers to further treatment. This 

helps demonstrate the idea that the interaction between providers and their clients – in 
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regards to both content and affect – is very important in treatment, and ultimately plays a 

role in the longevity and efficacy of the outcome. 

The results also demonstrated that psychologists’ own tendencies in regards to 

how much they diagnose in their own practice helped predict whether they diagnosed the 

hypothetical client, regardless of whether a diagnosis was required. Although diagnoses 

can help providers choose a treatment plan and/or help a client better understand his/her 

struggles, there can also be downsides to diagnosing. For example, it can have a negative 

impact on how clients view themselves and their “illness” (Caplan, 1995; Szasz, 1974); 

and in the case of excessive diagnosing, the statistics used to determine funding for 

further mental health research may ultimately be skewed (Kirk & Kutchins, 1988). 

Therefore, further research should focus on whether those psychologists who offer 

diagnoses more often due to their own preferences and training tend to offer harmful, 

unwarranted, or excessive diagnoses.  

SPECIFIC FINDINGS 

            FINDINGS RELATED TO PSYCHOLOGISTS BECOMING ACCUSTOMED TO  

            DIAGNOSING. 

Results from the study indicated that psychologists who tend to diagnose more 

often in their own practice were more likely to diagnose the client in this study, 

regardless of whether they were in the experimental or control condition. Although this 

study did not attempt to uncover whether psychologists are “intentionally upcoding” 

(Peck and Scheffler, 2002) or over-diagnosing their clients simply to ensure payment for 



 64 

services (Kielbasa et al., 2004, Pomerantz & Segrist, 2006), it did uncover that 

psychologists are prone to become more accustomed to, and perhaps more rigid in, their 

diagnostic tendencies as time goes on. It is possible that this diagnosing tendency is 

simply a cognitive shortcut, or heuristic, which helps psychologists quickly make 

decisions and fill in the blanks (Haselton et al., 2005). In some ways, a cognitive aid such 

as this one may be helpful for a psychologist who is working in a fast-paced medical 

setting or crisis care center; the ability to quickly diagnose and treat a client is incredibly 

useful and efficient, and the provider may be able to help more individuals each day. 

However, it has been found that once people have created a negative opinion about 

something, they become more confident in that assessment (Carlston, 1980), and they are 

then less attentive to further evidence that may contradict their initial negative opinion 

(Ybarra & Stephan, 1996). So the question remains: is this quick-decision making style 

as accurate and/or as therapeutic for the client? Also, diagnoses are not always warranted 

for every client, and it is unclear if those who are more prone to diagnosing are 

potentially diagnosing excessively. Further research on the accuracy and extent of 

diagnoses made by those more habituated in the practice of diagnosing should be 

conducted.  

Additionally, this research begs the question of whether these shortcuts, in turn, 

become biases that become engrained in providers’ unconscious when they are not 

working in a fast-paced setting (Haselton et al., 2005). Also, these findings bring up the 

queries of whether client care is affected in the long-term by this diagnostic proclivity, as 

well as whether psychologists who are more prone to diagnosing differ in their treatment 
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plans in any way. As noted above, a very preliminary exploratory analysis was conducted 

on the qualitative data collected regarding treatment planning. The data was collected to 

begin to explore the question: did the individuals who were required to diagnose the 

client offer a more prescribed treatment plan that focused more on the diagnosis than the 

actual client? When the qualitative data were analyzed, no obvious differences were 

found between the treatment plans offered by the experimental group versus the control 

group; both groups were very comparable in the treatment plans they offered – in terms 

of the modality of treatment, treatment goals, and specificity and explanation of the 

treatment.  

The one finding that was uncovered and mentioned above, however, was that 

participants who hold a Clinical Psychology Ph.D. more often suggested a CBT-oriented 

treatment than those who hold a Counseling Psychology Ph.D. or Clinical Psychology 

Psy.D. This study did not intend to demonstrate that one modality is more appropriate 

than another for Mary, and conclusions should not be drawn from this finding in terms of 

efficacy in treatment types. However, given this significant result, in combination with 

the result that those with a Clinical Psychology Ph.D. tend to diagnose more often than 

those with a Counseling Psychology Ph.D. regardless of the experimental condition, 

further research should focus on gaining a better understanding of the intersection of 

treatment planning, diagnostic tendencies, training programs, and long-term practice.   
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            FINDINGS RELATED TO DIAGNOSTIC PRACTICES BY PSYCHOLOGY TRAINING  

            PROGRAMS. 

Results from the study indicated that the participants who were trained in Clinical 

Psychology Ph.D. programs were more likely to diagnose the client than those trained in 

Counseling Psychology Ph.D. programs, regardless of their group in this study. Although 

this was not an original hypothesis that was being tested, the significant findings are 

noteworthy. According to Norcross et al. (1998), understanding the differences between a 

Ph.D. in Counseling Psychology and a Ph.D. in Clinical Psychology “has become 

decidedly more complicated for students and their advisors of late” (p. 609). Given that it 

is difficult for those within the field to fully understand the differences, it is likely that 

when an individual seeks out therapy, he or she will be unaware that there may be a 

difference in diagnostic tendency or treatment modalities simply due to the provider’s 

training background. Although it has been found that there is “considerable overlap in 

these programs” (p. 613), further research on practitioners’ training, clients’ level of 

awareness about these differences, and the interaction with therapeutic outcomes should 

be explored.  

Moreover, although modality may not play the only role in the efficacy of 

treatment, Devine and Fernald (1973) found that individuals who received a preferred 

therapy modality – as opposed to a randomly assigned or non-preferred therapy style – 

had more significant improvement in the outcome of their therapy. Miller and Duncan 

(2000) also found in their overview of research on therapeutic outcomes that better 

therapeutic efficacy occurred when clients were informed of the process and even helped 
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to direct their own treatment using a client-centered and directed, outcome-informed 

therapy style. Therefore, if a true difference in therapeutic orientation and diagnostic 

tendency exists for those with a Clinical Psychology Ph.D., Counseling Psychology 

Ph.D., and/or Clinical Psychology Psy.D., it would be prudent to begin the process of 

better educating the public about the differences in training, modalities, and diagnostic 

tendencies to help improve treatment outcome. 

            SIGNIFICANT FINDINGS RELATED TO PSYCHOLOGISTS HOLDING A MORE  

            NEGATIVE VIEW OF THE CLIENT AFTER DIAGNOSING. 

Results from the study indicated that psychologists who were required to diagnose 

the client throughout the study held a more negative view of the client at the end of the 

study. The Ratings of Emotional Attitudes to Clients by Treaters (REACT) scale, a 

measure that assesses therapists’ emotional reactions to a client, demonstrated that simply 

diagnosing Mary throughout the study made participants feel more negativity towards 

her. In 1999, Wahl found that clients with severe diagnoses stated that therapists 

oftentimes did not treat them with enough empathic understanding; in the study, those 

with severe mental illnesses reported experiences in which they received disparaging 

remarks and rejecting behavior from their mental health caregivers, and wished “not to be 

judged by their labels” (p. 476). Given the findings in this current study, it appears the 

severity of the diagnosis is not the only deciding factor in regards to changing 

psychologists’ attitude towards their clients. The majority of participants – in both the 

experimental group and control group – chose a diagnosis of Anxiety Disorder NOS or 
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Generalized Anxiety Disorder (GAD) at the end of the study when all participants were 

asked for their diagnostic impressions; there were no significant differences between the 

groups in regards to the diagnoses they offered. Instead, these findings suggest it was the 

mere act of diagnosing itself that produced more negativity and distance towards Mary, 

not the severity of the diagnosis.  

Although three different measures were used to test the negativity hypothesis, 

only the REACT scale indicated significant results in this area. Both the Reysen 

Likability Scale and the Therapist Personal Reaction Questionnaire trended in the 

hypothesized direction: the psychologists who were in the experimental group (i.e., 

required to diagnose Mary) liked Mary less and had lower ratings in regards to their 

feelings of connection towards Mary, but neither reached statistical significance. Even so, 

neither of those scales pinpointed negativity towards Mary as well as the REACT scale. 

All three of the variables were highly and significantly correlated with one another, so it 

is even more telling that the participants were able to truly parse out their feelings of 

negativity towards Mary and not confound the three measures. For example, although 

likability may be related to feelings of negativity towards another person, one can feel 

indifferent to a person and still not have overtly negative feelings towards that individual. 

Likewise, one can feel indifferent in regards to their connectedness to another person, yet 

not necessarily have blatantly negative feelings towards that person. Additionally, the 

latter two scales had more face validity, and therefore may have been more prone to the 

social desirability bias. Also, the use of written vignettes made it more difficult to 

genuinely like (or dislike) Mary or feel authentic connection towards her. These two 
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constructs would likely be better captured with more numerous audio and/or video 

interactions in subsequent studies. 

A further exploratory analysis was employed to better understand the more 

negative attitude towards the client observed in the REACT scale for those in the 

experimental condition. It was found that a subscale within the REACT measure, which 

relates to a therapist’s conflict with his/herself in relation to the client, added the most to 

the regression model. This scale included items such as: feeling overwhelmed by the 

severity of the client’s problems; frustrated or confused about the patient; and feelings of 

disappointment with the patient or the patient’s treatment. As noted previously due to 

human biases, once a provider is viewing a client through the lens of a specific mental 

illness, he or she may hold onto that concrete label of illness, severity, and/or pathology 

more so than providers who are not using diagnoses; in turn, the items in this dimension 

of the REACT scale are especially sensitive to the effects of diagnosing. It then follows 

that if a psychologist is feeling disappointed, overwhelmed or frustrated with a client – as 

this subscale aims to pinpoint – it would not be unusual for negative emotions to develop 

into negative affect that could become apparent to his or her clients. Once again, as 

Milmoe et al. (1967) demonstrated, negativity towards a patient by a provider – often 

conveyed simply through tone of voice or nonverbal communications – can play a large 

role in the efficacy of treatment. In their 2001 article, Lambert and Barley also 

demonstrated that “the development and maintenance of the therapeutic relationship is a 

primary curative component of therapy…[and] relationship factors correlate more highly 

with client outcome than do specialized treatment techniques” (p. 359). Given these 
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previous findings, the prevalence of diagnostic practices in the current health care system, 

and the findings in this study, it is imperative that more research is dedicated to better 

understanding the relationship between diagnosing and negative feelings that arise 

towards clients due to this practice.  

            NON-SIGNIFICANT FINDINGS RELATED TO DIAGNOSING OVER TIME. 

Results from the study did not indicate that participants who were diagnosing the 

client throughout the study were more likely to diagnose the client at the end of the study. 

It was hoped that the study would be able to demonstrate that when psychologists were 

required to diagnose, they would view the client through the schema of that diagnosis and 

believe it to be true without further analysis. This study, which was only able to employ 

three written vignettes, likely limited a true simulation of building this particular type of 

cognitive schema around the client. Further studies in this area would benefit from 

employing experimental designs with more and longer interactions with the client, as 

well as using audio or video vignettes that may better facilitate the generation of a 

schema about the client.  

ADDITIONAL AND EXPLORATORY FINDINGS 

            FINDINGS FOR DIFFERENCES IN TREATMENT PLANNING. 

Results from the study indicated that participants who were diagnosing the client 

throughout the study suggested an almost equal number of sessions for Mary as 

compared to those who were not required to diagnose her. It is interesting that the length 
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of treatment proposed was not affected by the act of diagnosing, especially since 

insurance companies often reimburse a certain number of sessions based on a given 

diagnosis (Metzl, 1998). It would be interesting to conduct future studies to better 

understand if a psychologist’s recommendation for the number of sessions is affected by 

other factors in the reimbursement schedule, even if the diagnosis is not the most relevant 

consideration. 

Additionally, an exploratory analysis was conducted to determine if the type of 

treatment plan offered by the participants would differ based on the requirement to 

diagnose. This analysis was included to try to determine whether the experimental group 

gave more perfunctory treatment plans, due to focusing more on the diagnosis as 

compared to the nuances of the client. The qualitative data showed no obvious 

differences in the treatment plan offered by the experimental and control groups. When 

very basic coding was used to review the treatment plans, the approach that was 

suggested about half of the time was the use of Cognitive Behavioral Therapy (CBT). 

Although no significant differences were found between the experimental and control 

groups, participants with a Clinical Psychology Ph.D. were three times more likely to 

employ CBT-oriented treatment plans as compared to participants with a Clinical 

Psychology Psy.D, and twice as likely to use CBT as compared to participants with a 

Counseling Psychology Ph.D. It was also found that individuals who diagnose more often 

in their everyday practice were also twice as likely to use CBT-oriented treatment plans 

with the client. Given these results, it would appear that the training program of the 
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psychologist and tendency to diagnose in one’s own practice helps to predict the 

suggestion of a more standardized treatment plan.  

STUDY STRENGTHS AND LIMITATIONS 

A primary strength of this study is that it covers a topic – whether or not 

diagnosing is altering the therapeutic relationship and psychologists’ diagnostic 

tendencies over time – that has not yet been studied. Although Kielbasa et al. (2004) and 

Pomerantz and Segrist (2006) found that psychologists were altering their diagnostic 

habits based on the client’s use of insurance, no researchers have attempted to better 

understand how the increased use of diagnosing may be impacting treatment. This study 

provides evidence that the mere act of diagnosing engenders more negative feelings about 

a client. Given what is known about how negative biases can become engrained as part of 

our schema, combined with the shift towards using diagnoses more often in the current 

health care system, these findings bring attention to the need to further explore the 

relationship between diagnosing and the impact it has on therapeutic practice. The studies 

conducted by Kielbasa et al. (2004) and Pomerantz and Segrist (2006) may have 

highlighted that excessive diagnosing is occurring in the current system; however, this 

study sets itself apart by beginning to examine how diagnoses affect the providers who 

use them and the treatment they offer. 

Moreover, no researchers have examined whether psychologists are becoming 

more accustomed to diagnosing with the recent changes in the health care environment. 

Given the aforementioned results, it is important that the field better understands 
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diagnostic proclivities and the possible impact of such policy decisions. This study also 

demonstrated that providers who diagnose more often in their own practice will be more 

likely to diagnose a client as time goes on, and those with a Clinical Psychology Ph.D. 

are more likely to diagnose clients as compared to those with a Counseling Psychology 

Ph.D. These newfound findings are additional highlights of this study. 

Another strength of this study is that it is an experimental design. Aside from the 

group condition differences (i.e., the experimental group was required to diagnose the 

client each time they read a vignette, while the control group was not asked to do so), the 

two conditions were identical to one another. Therefore, it is easier to establish causality: 

the finding that psychologists in the experimental group ultimately held a more negative 

view of the client results from their group association and not from other confounding 

factors.  

There are also several limitations to this study that warrant discussion. First of all, 

the study used written vignettes rather than audio or video recorded sessions, or better 

yet, actual clients. The vignettes were written as dialogue and participants were meant to 

assume they were actual transcripts of sessions, but it is unclear if participants held the 

impression that they were authentic. Additionally, in the interest of holding the attention 

of the participants and ensuring a lower rate of attrition, the vignettes were not full 

sessions, but instead the equivalent of six to ten minutes of a therapy session. Also, only 

three vignettes were used – for sessions one, five and twelve – so it would be interesting 

to see if using more vignettes in successive order would have made any difference to the 

connection the psychologist felt towards the client. The Likelihood to Diagnose variable 
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results might have been different if the participants had more and longer interactions with 

the client. In future studies, using video vignettes that could capture longer, more robust, 

and additional sessions would likely make the study more realistic and could increase 

external validity. The vignettes were also limited to anxious and depressive symptoms, as 

well as some Cluster B personality traits. It is unclear if the type or severity of symptoms 

the client was referring to would have altered the study in any way. Although only a 

limited number of symptoms could be employed for any one client, it would be 

interesting to set up a study in which the same groups of participants followed two clients 

with differing symptoms and severity of mental health concerns, and those results were 

compared to one another.  

Another limitation relates to the use of self-report measures used to capture the 

emotions and intent of participants. As with any study using self-report measures, the 

participants’ understanding, awareness, and compliance to accurately reflect their own 

experiences may affect the results. It is hoped that given the sample for this study – 

individuals who have been involved with research for many years and understand the 

importance of accurately reporting on self-report measures – mitigated some of these 

concerns; however, this is never a guarantee. In addition, two of the measures used to 

assess whether participants felt more negatively towards the client did not seem to 

accurately capture feelings of negativity towards the client, likely due to the constraints 

of this study. Measures that can more accurately assess one’s feeling towards a client 

who is being described on paper, as opposed to sitting in front of the psychologist, do not 
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exist. For future studies, using video vignettes and/or creating a validated measure that 

captures affect towards a fictional client may make the findings more precise.  

Another limitation of the study relates to the use of early career psychologists. 

The mean number of years of practice for the participants was 7.16 (including graduate 

school). Therefore, it is possible that the psychologists participating in this study may 

have different ways of practicing, been influenced by newer training models, or been 

affected by the current health care system more so than providers who have been in the 

field for a longer period of time. Using early psychologists impacts the generalizability of 

the findings, and so these results may not generalize to all psychologists. Future studies 

should examine the generalizability of these results with other psychologists, as well as 

other MHPs. Given that psychologists make up only a small percentage of the mental 

health field in this country, it is important that other populations of MHPs are studied, as 

well.  

IMPLICATIONS FOR PRACTICE 

As noted earlier, this study has several implications in regards to how diagnoses 

affect the therapeutic relationship and psychologists’ practice. Although diagnosing may 

be a necessity and help aid clinicians in the current health care environment, if 

psychologists end up with a more negative view of their client due to diagnosing (Wahl, 

1999), efficacy of treatment may also be affected (Milmoe et al., 1967). Combine these 

findings with what is known about the negativity bias, which dictates that people are 

more apt to hold onto negative experiences and interpretations as opposed to positive 
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ones (Rozin & Royzman, 2001), and it becomes clear that psychologists need to be more 

mindful of their use of diagnoses. Given that Collaborative Care Models (CCMs) focus 

more on accountability based on patient care and results going forward, it becomes even 

more imperative that providers understand how offering a diagnosis – an act that may be 

very responsible and necessary in some organizations – may affect treatment and 

therapeutic outcomes. Given that both the ever-changing health care market and training 

programs have leanings towards using diagnoses more often, the need to be more aware 

of the biases that accompany offering a diagnosis – severe or not – are more pressing than 

ever. 

Also, given that individuals who seek out mental health care often find it difficult 

to be their own advocates when seeking out and understanding the process of 

psychotherapy and reimbursement, it is very important that psychologists help guide 

them in the process. Therefore, the need for psychologists to understand their own 

diagnostic tendencies, how they arose and are maintained over time, and what effect they 

have on their clients, is essential. Psychologists who have been out of school for many 

years or who have been working in systems that regularly diagnose clients may not think 

about their tendencies every time they diagnose someone. However, if these providers 

were aware of the negative associations that may arise from diagnosing, each clinician 

might be more prudent and purposeful in using those labels. With the growing need for 

mental health care due to the changing health care milieu and parity acts being instituted 

(Beronino et. al, 2014), self-reflection and awareness of one’s diagnostic tendencies has 

become even more vital.  
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Additionally, this study highlights why psychologists need to be more attuned to 

the reasons they are diagnosing a particular client. This research uncovered that 

psychologists will differ in their tendency to diagnose the very same client based on how 

much they diagnose in their own daily practice. It is reasonable that quickly diagnosing a 

client may become a more standard practice for providers who are required to use them; 

as noted, mental shortcuts and quick categorization in a busy organization can be 

necessities when keeping up with the growing mental health demand (Haselton et al., 

2005). However, if those heuristics are unwarranted, inaccurate, excessive, or over-used, 

problems with care and treatment planning may arise. Moreover, if diagnoses are offered 

more often simply due to one’s preference or habit – as opposed to an objective need for 

the client – inconsistency and variation in care may also arise. Lastly, since statistics of 

the number of reported diagnoses are used to influence funding for future mental health 

research (Kirk & Kutchins, 1988), correctly reported rates are of the utmost importance. 

As the mental health care field advances within the shifting health care climate due to the 

Affordable Care Act and other industry changes, it is important that the costs and benefits 

of using diagnoses are better understood.  

FUTURE DIRECTIONS 

This study was designed to explore the effect diagnosing clients has on the 

therapeutic relationship and the psychologist. A negative change in attitude was 

demonstrated by those in the experimental group, and these findings should act as the 

groundwork to inspire additional research in similar and related areas. This study 
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demonstrated only that a more negative attitude towards the client exists; additional 

research should be dedicated to better understanding how that negativity arises and in 

which ways it manifests itself in therapy. To this end, further studies on this topic would 

benefit from using vignettes that are in audio and/or video format with longer interactions 

in order to enhance the authenticity of the psychologist/client interaction. The more 

realistic the relationship feels, the more accurate the emotions will be that are evoked 

from the participants about the client, and in turn, better simulate the therapeutic 

relationship. This will help researchers dig deeper into the negative feelings, and 

hopefully begin to better understand their overall effect on the relationship and treatment. 

Also, this study showed that the inclination to diagnose the hypothetical client 

was associated with the psychologists’ everyday practices. In regards to treatment, a more 

regimented data collection plan regarding treatment planning for those who are required 

versus not required to diagnose may help uncover differences in client care. This study 

helped to uncover that CBT is more often used by those with a Clinical Psychology 

Ph.D., as well as those who are more likely to diagnose, but it would be much more 

helpful to conduct a more nuanced study about how diagnosing specifically plays a role 

in treatment choices. Further research about the various types and modalities of 

practitioners and the interaction with therapeutic outcomes should be explored. If a true 

difference in therapeutic orientation and diagnostic tendency exists for those with a 

Clinical Psychology Ph.D., Counseling Psychology Ph.D., and Clinical Psychology 

Psy.D., it would be prudent to begin to explore the process of better educating the public 

about the differences in training, modalities, and diagnostic tendencies to improve 
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treatment outcome. It would also be interesting to conduct future studies to better 

understand if psychologists’ recommendations for the number of sessions they suggest 

are affected by other factors in the reimbursement schedule, even if the diagnosis is not 

the most relevant consideration.   

Future studies also need to examine the generalizability of these results with non-

early career psychologists, as well as other types of MHPs. In order to ensure consistency 

in training, only psychologists were used for this study. However, given the large number 

of licensed professional counselors, social workers, marriage and family therapists, and 

other MHPs who provide psychotherapy and use diagnoses in their work, it is very 

important that these findings are validated for more than Ph.Ds. and Psy.Ds. Also, further 

research should focus on whether psychologists who offer diagnoses more often due to 

their own preferences and/or training tend to offer unwarranted or excessive diagnoses. 

Research could be conducted to better understand the accuracy and quantity of diagnoses 

made by those more habituated in the practice of diagnosing. Given that statistics used to 

determine funding for further mental health research are based on reported rates (Kirk & 

Kutchins, 1988), learning more about this area would be helpful for the field as a whole.  

Lastly, although this study did not directly assess how receiving a diagnosis 

affects feelings of stigma for clients, it is also an area that needs further research. As 

noted, mental health disorders are pervasive in our society, and statistics suggest that 

most people either have struggled with a mental health disorder at some point or have a 

close friend or family member that is currently struggling or has struggled in the past 

(Martin et. al, 2000). Not only can stigma create a self-fulfilling prophecy for mental 
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health clients (Link & Phelan, 2006), but receiving a psychological diagnosis can also 

deter individuals from seeking the help they desperately need if they have a fear of being 

stigmatized (Wahl, 1999). Therefore, the act of diagnosing – and all of its benefits and 

costs – warrants further examination regarding the topics listed above. 

CONCLUSION 

Despite the limitations and need for further research, this study can inform future 

research directions and treatment interventions in regards to the impact of diagnosing. 

Overall, the findings of this study highlight the fact that the use of diagnoses has 

consequences. Their use can affect the therapeutic relationship, and in turn, may 

influence treatment. Also, diagnoses are not universally offered, and the proclivities of a 

psychologist – due to their training or previous practice – may play a larger role in 

whether someone is diagnosed than simply the presentation of a client. Taken together, 

these results highlight the importance of further examination into the act of diagnosing 

and its effect on care. This may ultimately help the mental health field better understand 

when and how to use diagnoses, as there can be great advantages to using them when 

they are offered objectively, appropriately, and prudently. The present findings provide 

the basis to begin the reflection process on the longstanding diagnostic system and bring 

more awareness to providers and policy makers about the pros and cons of the current 

system. Hopefully this study will also contribute to encouraging discussion and change as 

the next iteration of the DSM is developed and health insurance companies continue to 

revamp systems of coverage and reimbursement.  
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APPENDICES 

APPENDIX A 

CONSENT FORM 

Consent to Participate in Internet Research 

Identification of Investigator and Purpose of Study 

 

You are invited to participate in a research study, entitled “Using Vignettes to Better 

Understand the Integration of Clinical Impressions and Treatment Planning.”  The study 

is being conducted by Samantha Gaies in the Counseling Psychology Ph.D. Program in 

the Department of Educational Psychology of The University of Texas at Austin. She can 

be reached via email at: samanthagaies@utexas.edu; via mail at: Educational Psychology, 

The University of Texas at Austin, 1 University Station D5800, Austin, TX 78712; or via 

phone at: (202) 834-4956. 

 

The purpose of this research study is to examine commonalities and differences among 

psychologists’ clinical impressions and treatment plans for clients. In order to participate 

in this study, you must have graduated from a Ph.D. or Psy.D. program for either Clinical 

or Counseling Psychology and finished your year of internship, taken at least one course 

in psychopathology that covers the DSM-IV, DSM IV-TR or DSM-V, and currently be 

conducting therapy or assessment for at least 20 hours per week. You are free to contact 

the investigator at the above address and/or phone number to discuss the study.   

 

If you agree to participate, please note: 

 The entirety of the study will include: reading three vignettes over a one-to-two 

week period of time and completing a post-study questionnaire and demographic 

survey after you have read all of the vignettes. 

 After completing this consent form, you will read an intake form for the client and 

then read the first vignette, which is a transcript of a therapy session of a female 
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client. The subsequent vignettes will need to be read three to seven days after 

reading the previous one. You will only be allowed to read the vignettes one time, 

but you are welcome to write down notes and take as long as you would like to 

read each of them. Additionally, you will read a short blurb of text prior to 

reading each vignette, reminding you of the directions of the study. The time 

required to complete this portion of the study will be no longer than a total of 45 

minutes over a two-to-two week period of time. As a note, you will receive an 

email reminder to log back into Qualtrics three days after you have read a 

vignette; on the seventh day after reading the previous vignette, you will be sent a 

second reminder email asking you to read the vignette by midnight (PST) that 

day. If you have not read the next vignette within three to seven days after reading 

the previous vignette, you will be dropped from the study. 

 After reading the third vignettes over this one-to-two week period, you will be 

asked to complete a brief questionnaire regarding your thoughts about the client, 

as well as a short demographic survey. This portion of the study should take no 

longer than 15 minutes to complete. Once the questionnaire is finished, you will 

be de-briefed about the study.  

 If you complete the entire study, you will have the opportunity to submit your 

name and email address in order to receive a $25 Amazon gift card. You do not 

have to provide your name if you would like to remain anonymous; however, 

your name will not be linked to your results in any way. Also, if you withdraw 

from the study early, you will not be eligible to receive the $25 Amazon gift card. 

Please note, you will be responsible for any taxes assessed on the compensation. 

Risks/Benefits/Confidentiality of Data 

 

There are no known risks.  There will be no costs for participating. Your email address 

will be collected at the beginning of the study in order to send you reminder emails and to 

connect your results across the three times that you log onto Qualtrics. However, once the 
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data collection has been completed, your email address will not be linked to your final 

responses. A limited number of research team members will have access to the data 

during the collection phase. No identifying information will be part of the final dataset. 

 

If it becomes necessary for the Institutional Review Board to review the study records, 

information that can be linked to you will be protected to the extent permitted by law. 

Your research records will not be released without your consent unless required by law or 

a court order. The data resulting from your participation may be made available to other 

researchers in the future for research purposes not detailed within this consent form. In 

these cases, the data will contain no identifying information that could associate it with 

you, or with your participation in any study. 

 

Participation or Withdrawal 

 

Your participation in this study is voluntary.  You may decline to answer any question 

and you have the right to withdraw from participation at any time.  Withdrawal will not 

affect your relationship with The University of Texas in any way.  If you do not want to 

participate, you can stop participating by closing the browser window and not logging 

back in the following week.   

 

If you do not want to receive the subsequent reminder emails, you may email the 

principal investigator at  samanthagaies@utexas.edu. 

 

Contacts 

 

If you have any questions about the study, please contact the principal investigator, 

Samantha Gaies, at 202-834-4956 or send an email to samanthagaies@utexas.edu. This 

study has been reviewed by The University of Texas at Austin Institutional Review 

Board and the study number is: 2014-08-0048. 

mailto:%20samanthagaies@utexas.edu
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Questions about your rights as a research participant. 

 

If you have questions about your rights or are dissatisfied at any time with any part of this 

study, you can contact, anonymously if you wish, the Institutional Review Board by 

phone at (512) 471-8871 or email at orsc@uts.cc.utexas.edu.  

 

If you agree to participate, click "Yes, I agree to participate in this study." If you do not 

want to participate, click "No, I do not agree to participate in this study." Thank you.    

 

Please print a copy of this document for your records. 
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APPENDIX B 

 

CLIENT SESSIONS 

Mary’s First Session 

 

Dr. B:   Hello, Mary. It’s nice to meet you. (They shake hands.)  

 

Mary Nice to meet you too. I have to admit, I feel really nervous about 

being here.  

 

Dr. B:   That’s understandable. I can see from your intake form that you 

have  

never been to a therapist before. Do you have any questions about 

therapy, in general, before we get started with what brought you in 

today?  

 

Mary: Yeah, I guess I do. (long pause) Wow, I don’t even know where to 

begin. I guess…I am just really, really anxious right now about 

talking to you. Is that normal? 

 

Dr. B: People have all sorts of reactions to coming to therapy for the first 

time.  

 

Mary: Yeah, that makes sense, I suppose. I mean, honestly, I really want 

to know if you’re going to tell other people about what I say. And 

like, are you going to talk to other people about me? I hate when 

people talk behind my back. It makes me really freaked out just 

thinking about that.  

 

Dr. B: As psychologists, we have ethical codes and confidentiality 

standards we adhere to. I assume you read the confidentiality 

agreement that you signed before we started today? 

 

Mary: Yeah, I read it from the very first word to the very last. But I guess 

I just assumed you write that for people to feel better, yet you don’t 

really stick to it.  

 

Dr. B: We certainly do, Mary. It’s what helps people be very open and 

honest in therapy, and quell some of the very fears you’re referring 

to. Would you like to go over it together? 
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Mary: No, that seems really silly. I just have to take a leap of faith here, I 

guess. And as I’m sure you’ve figured out by now, I worry about 

things a lot. Like, a whole lot. That’s why I came in to see you. 

Well, that’s part of the reason anyway… 

 

Dr. B: Tell me a little more about why you’ve come in today.  

 

Mary: Well, I can never stop thinking and worrying and just over-

analyzing everything! All the time. Nonstop, you know? Seriously, 

it keeps me up at night. Sometimes I can even feel my heart racing 

when I think about certain topics. And then my face gets all red, 

and I get all sweaty and stuff, and my breath feels really short. It’s 

really hard sometimes.  

 

Dr. B: Has it always been this way for you? 

 

Mary: Actually, about six or seven months or so ago is when it started to 

get really, really bad. I mean, I’ve always been a worrier, but it’s 

just gotten impossible to control lately. And then, well…my fiancé 

and I broke up about two months ago, and it’s just gotten so much 

worse since then.  

 

Dr. B: Yes, I can imagine. Do you want to talk about what happened with 

your ex-fiancé? 

 

Mary: You’re sure you won’t tell all your friends about what I tell you?  

 

Dr. B: Absolutely not, Mary. Are you sure you don’t want to look at the 

confidentiality agreement together? It outlines the only times I 

would have to break our confidentiality, though I can assure you I 

would never tell my friends about anything you say. I’m more than 

happy to do whatever will make you feel most comfortable right 

now. 

 

Mary: No, no, it’s fine. I know I am being kind of paranoid. (Mary takes 

in three long breaths.) Sometimes I need to just sit and breathe 

deeply. It helps.  

 

Dr. B: Take your time.  

 

Mary: Okay, here goes…so I’m an aspiring actress. I know, I know, it’s a 

ridiculous business to try to break into, but it’s what I have loved 
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since I was like 6 years old, and it’s all I’ve ever wanted to do. But, 

I’m 28 years old now, and I freak out on a daily basis that I’m past 

my prime, so to speak. Like, if I haven’t made it yet, I never will, 

and then I start thinking about what a failure I am, blah blah blah. 

You know how that goes, right? Anyway, while waiting for my big 

break I’ve been working as an administrative assistant at a law 

firm. It’s good money and the people are pretty nice and all, but 

everyone is always on edge. Like, always. For instance, if I take an 

extra 20 minutes to finish something my boss gives me, she freaks 

out like a crazy person. And I am not talking about just being 

disappointed in me or something simple, I mean, she yells at me. 

Screams at me, actually. And in front of everyone! It’s so freaking 

embarrassing…. 

 

Dr. B: Yeah, that sounds really uncomfortable. Is this a job that is 

important to you? 

 

Mary: No! That’s the worst part. I only do the job to make enough money 

to live so I can go to auditions and whatnot. So it’s not like I have 

to stay there for my long-term career or anything, but at the same 

time, I feel like I would be such a disappointment to her, and I 

guess to myself, if I didn’t live up to her outlandish expectations. 

So I go back and forth and back and forth about how to handle her 

and whether I should even stay at that stupid company.  

 

Dr. B: So you feel compelled to stay at this job right now? 

 

Mary: Yeah, for sure. Like, I just feel stuck. And I feel so much pressure 

about something I don’t even want to care about. Honestly, as I am 

talking about it now, I am realizing I don’t even know why I care 

so much about something that means so little to me. It’s really 

frustrating, to say the least. But I think I’ve always been like this. 

Worrying about things I don’t even have a reason for caring about. 

But now, well, it’s just taking too much of a toll on me. I think it’s 

a big part of why my fiancé and I split up. I think he just got tired 

of me being stressed all the time, not to mention how exhausted I 

felt from my boss draining every ounce of my life force every 

single freaking day. So you know, I saved anything I had left for 

my auditions, and that didn’t exactly leave me with much time or 

energy for him. He never understood, though, that it was never 

about him. I never wanted to hurt him or make him feel unloved or 

unimportant. It just sort of happened, and he could never really be 

there for me. Instead, he just got mad at me for not being what he 
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wanted me to be, and then we’d fight and fight and fight. And I’d 

be even more exhausted. (pause) I realized I can’t remember the 

last time I wasn’t exhausted. 

 

Dr. B: That sounds really hard, Mary. How long have you been together? 

 

Mary: About three years total. Like, I can’t even remember what life was 

like before him. Wow, this all just sucks. And I’m just so tired I 

want to sleep for a long, long time. I don’t want to think about how 

much this all sucks anymore. 

 

Dr. B: Do you need to take a moment to breathe again? 

 

Mary: (Mary takes three deep breaths) Thanks. Sometimes I just get so 

overwhelmed with this stuff. Breathing really does help though. 

But sometimes I worry I look crazy for just sitting and breathing. 

Sorry if I am too much for you.  

 

Dr. B: It’s really no problem at all. Just take your time. When you’re 

ready, why don’t you tell me about your current status with him. 

 

Mary: Well, we’re totally broken up, I guess. I mean, I didn’t want to end 

our engagement, but he gave me an ultimatum: I either had to give 

up acting, which clearly I wasn’t doing, or I had to leave my job at 

the law firm so I had more time for us.  I mean, I get why he 

wanted that, but honestly, the mere fact that he gave me an 

ultimatum was enough for me to get fed up enough to walk away. 

But now, I am second guessing my choice over and over and over 

again. And every time I think about him, my heart starts racing, I 

get short of breath, and I can’t seem to think straight. I mean, I still 

get through most days alright, but I just feel worried I made the 

wrong decision all the time. And I’m sad about it. I just really, 

really miss him.  

 

Dr. B: How long ago did this happen? 

 

Mary: About two months ago. 

 

Dr. B: And you said the symptoms you’ve been experiencing have been 

going on for more than six or seven months? Did something else 

happen that brought on these more intense feelings of anxiety you 

referred to earlier? 
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Mary: Well, my first agent dumped me about nine months ago. At first, I 

was fine with that because he wasn’t all that attentive and hardly 

ever got me any good auditions or anything. And then I got a new 

one because my friend knew someone who knew someone and 

blah blah blah. You know, it’s how it works in the biz. This guy 

was definitely better, but I still just didn’t feel right about him. So 

after a few months with him, I couldn’t shake the feeling that he 

wasn’t doing enough for me, so I basically told him off one day. 

As you can imagine, he dropped me that day. And looking back I 

see how stupid I was to get all fired up because it’s really almost 

impossible to get a new agent when you don’t already have one. So 

at that point I started to worry a lot about my career and if I would 

ever become an actress. And even though I have a few people 

interested in me now, I’ve lost a lot of confidence in myself and 

don’t trust that anyone is really out there to help me. So I kind of 

feel like I’ve been hit with a huge double-whammy these past few 

months. 

 

Dr. B:   That sounds really disappointing.  

 

Mary: Seriously, it sucks. And if you saw me on stage, you’d understand 

why this feels so crappy. I mean, not to sound conceited, but I 

really, really light up a stage, and I can captivate my audience 

better than anyone else I know. And something about being on 

stage calms me down. I know, that’s so opposite from what most 

people experience on stage, but my anxiety actually goes down 

when I know my purpose. Like, in the moment when I’m on stage 

and the world appreciates me I feel less, like, empty, you know? 

 

Dr. B:   Talk to me a little more about your feeling of emptiness.  

 

Mary: I get really, really super lonely sometimes. It’s like this feeling of 

nothingness, or maybe it’s more of a hollowness, and it just feels 

awful. I can’t tell you exactly how it starts or where it comes from, 

but it’s just this intense feeling of utter and total emptiness. Like 

there is nothing inside of me, and I’m just sad. Like really, really 

sad in a way other people just can’t seem to understand. And then I 

start thinking to myself, if I don’t have someone to rely on or keep 

me company, life is just pointless and boring and empty. Yeah, I 

guess I do keep coming back to the word empty. Kind of like there 

is nothing inside of me that anyone could ever care about or love. 

And then I think, why keep living in this world if I’m not loved? I 

mean, that seems like a horrible and really awful and painful place 
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to exist, and then I start to think I don’t want to be a part of that 

world anymore. 

 

Dr. B:   Are you saying you want to end your life in those moments? 

 

Mary: Well, not lately. But yeah, I’ve thought about it in the past. A 

whole lot. Sometimes I just couldn’t see any reason to keep going 

when I felt so crappy and empty.  

 

Dr. B: Have you felt like that recently? Any time over the past few weeks? 

 

Mary: No, not recently. That was during my teenage years mostly. I think 

the last time I really considered it was my senior year in college, 

which was like 6 years ago.  

 

Dr. B: What’s prevented you from having those thoughts more recently? 

 

Mary: Well, now that I’m 28 years old, all my friends and family are like 

so consumed with their own lives that everyone would probably 

just treat me like I’m nuts. And I guess I’m able to see now that 

won’t actually solve anything for me. To be honest, I don’t get as 

sad these days. It’s more these feelings of uncertainty and the 

unknown that make me feel awful. And then my head starts going 

around in circles and I can’t stop worrying and thinking and 

thinking and worrying. Like, I just can’t calm down at night, and 

then my mind races and falling asleep is impossible. Then the next 

day I am so exhausted, but the cycle just keeps going. That’s 

mainly why I am here. I want to calm down and feel a little peace. 

Does that make sense? 
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Mary’s Fifth Session 

 

Mary: So this week has been utterly awful… (Mary goes silent) 

 

Dr. B: Did something happen in particular to make you say that? 

 

Mary: Well, the agent I told you about, the one I was supposed to sign 

with this week, has stopped returning my calls as of two days ago. 

So clearly she just thinks I’m terrible and has no interest in me 

anymore. I can’t even believe it though! I really thought she liked 

my work, and she seemed so confident that she could get me 

signed. So now I feel like I’m back to square one, and everything 

feels so freaking terrible again. The worst part is that I was feeling 

really great after our last couple of sessions. Like, I hadn’t been up 

all night worrying for two days! And for me, well, that’s huge. But 

now, well, this feels like it took me back like a bazillion steps.  

 

Dr. B: Have you considered the idea that this new agent went away for a 

couple of days, she’s really busy or she even just lost her phone? 

Any other option other than you being “terrible” and that she’s 

lost interest? 

 

Mary: No! You just listed excuses, not reality. I just have to assume she 

doesn’t want to sign me anymore. I mean, she’s usually so 

responsive, so I guess it seems a bit out of character for her to just 

flat out ignore me. But at the same time, I don’t want to be an idiot 

and not take a hint, you know? And after everything that’s 

happened over the past few months, my mind goes straight to the 

worst case scenario and I cannot stop thinking about it. Basically, I 

keep thinking that she hates me and thinks I’m an awful actress 

and wants nothing to do with me anymore.  

 

Dr. B: So if it seems out of character of her and you know your normal 

tendency of jumping to the worst outcome…would you consider 

any other explanations, even if they are not the ones I just laid out? 

 

Mary: I mean, I guess so? But I’m always worried I’m being stupid if I 

assume anything other than the worst outcome. It’s like, I don’t 

want the joke to be on me, you know? And it seems like people are 

either there for you or not. I don’t believe in that whole gray area 

thing people talk about. It just seems like they are trying to protect 

themselves. I want to face things head on. And I want to know the 

right answer. 



 92 

 

Dr. B: I understand that it’s hard to see a middle ground, but seeing 

people in very black and white terms seems to be causing you a lot 

of pain. And not just about your agent, but with work and your ex-

fiancé too.  

 

Mary: Well, I mean, yeah, you’re kind of right, I guess. You know, it’s 

not like I’ve been fired from my job at the law firm, even though 

that might be a blessing in disguise. And I have other agents who 

are still interested, I think, or at least they supposedly still want to 

sign me anyway... But I definitely see how my tendency may have 

been bad for my last relationship… (Mary gets lost in thought) Oh, 

speaking of, I spoke to him this week! Sorry, I feel bad I didn’t tell 

you sooner, but my mind is all over the place right now. (Mary 

takes in a few deep breaths) 

 

Dr. B: It’s absolutely fine. You’re welcome to talk about whatever feels 

most salient to you.  

 

Mary: Yeah, so I ended up feeling so much conflict over second guessing 

my decision, and I started to forget all of the bad stuff. Or put it out 

of my mind. Or I don’t know. But I just decided he’s not so 

horrible anymore, and so I finally reached out because I couldn’t 

stop thinking about how I made the wrong decision. I mean, it had 

been like four months since we had any contact, and I just felt like 

it was the right thing to do. Of course, I don’t know what I think 

about any of it now… 

 

Dr. B: Well, how did the conversation go? 

 

Mary: Well, at first he didn’t even answer, so my stomach dropped and I 

was trying to be calm and cool when I left the message, but that 

probably didn’t happen. I mean, I was rambling a bit, but tried not 

to let my voice shake and stuff. After I hung up, I was kind of 

freaking out that I called at all, thinking he would ignore me and 

then I’d feel like such a stupid idiot. So you know, then I start 

thinking about that over and over and my heart starts racing, my 

cheeks feel all hot and red, and my breathing tactic, you know, 

when I take deep breaths to calm down, well that was not working 

at all. So all in all, I was like seriously and totally freaking out. But 

luckily, he called back about an hour later, which of course made 

me kind of freak out, too. You know, like when I heard the phone 

ringing and saw his name pop up. Ugh, sometimes I wish I didn’t 
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have caller ID! But not really. Anyway, obviously it was better that 

he didn’t ignore me, right? So yeah, it felt super weird to hear his 

voice. We kind of just did the small talk thing and whatnot, which 

was totally freaky. But at the same time, it also felt really normal 

too, which totally threw me off. Does that make sense? 

 

Dr. B: Very much so. 

 

Mary: Right, okay, good. So then we talked for like half an hour or so, 

not about anything too serious, but just like what we’ve been up to 

and doing and stuff. And yeah, it was good to hear his update and 

tell him about my life. I also told him I had started seeing a 

therapist, and he was really happy about that, which was kind of 

cool to hear. But then he started asking me questions about what 

you and I talk about and if I had figured out my stuff yet, and then 

I just started to feel, well, kind of terrible…like, I realized how 

much I hated how he always thought he knew what was best for 

me, and again, I started feeling my heart race and my breathing got 

really short and stuff…and honestly, I just wanted to get off the 

phone right then and there. So I told him I had to go, and he 

seemed kind of confused, but I just couldn’t keep talking. I just 

knew I couldn’t keep talking…so I sort of hung up on him. Not in 

like a mean way or anything. I mean, I said goodbye and then just 

hung up the phone. And that was on Monday, which was like two 

days ago now? Anyway, he texted me yesterday asking to see me 

in person, but I haven’t responded yet because I wanted to talk 

about it with you first. I mean, can you just please tell me what the 

heck to do?  

 

Dr. B: You know I can’t tell you what to do.  

 

Mary: Oh come on! I trust you. And I’ve told you how rarely that 

happens in my life too… 

 

Dr. B: Well, let’s start with this: how are you feeling about your 

interaction with him now? 

 

Mary: Honestly, I have no idea. Like, no clue at all, which is absurd since 

I’ve been thinking about it nonstop for the last two days. Seriously, 

I don’t think I’ve thought about anything else. I even forgot to eat 

for like ten hours the other day. Who does that? Who forgets to eat 

for goodness sakes!? (Mary takes two deep breaths) Okay, so I 

mean, I don’t regret calling him, but it sucks to be thinking about a 
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conversation every freaking second of downtime that I have, and 

still having no clue what I want. I keep running through the 

conversation wondering if I said too much or whether I should 

have said more. I mean, I’m really just second guessing everything 

I said in those measly little thirty minutes. And it’s been keeping 

me up for the past few nights. Plus, since I haven’t heard back 

from that other agent I was telling you about, so I just feel like 

everything is crashing down at once, you know? Like, someone out 

there has it in for me. Do you think that’s the problem? 
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Mary’s Twelfth Session 

 

Mary: So on my way here today, I was thinking to myself how I couldn’t 

believe we’ve been meeting for almost three months now. And the 

weird part is I don’t even know if I think that’s a long time or a 

short amount of time. Like, I was trying to think of what I wanted 

to talk about today, and then I realized that I never thought I’d ever 

see a therapist for such a long amount of time, and I got totally 

sidetracked thinking about that my whole drive over. I cannot 

believe how easily I get stuck on something. I know we’ve talked 

about it a lot, but it still baffles me every time I think about how 

much I can think and think and think. 

 

Dr. B: Do you want to talk about what you were thinking about on your 

drive? 

 

Mary: I don’t really know. I mean, I guess what’s on my mind now is 

really that I spent the entire half an hour drive over here thinking 

about what it means to me to be a “patient” of yours. And now, 

like I said, thinking back to my car ride I am kind of realizing my 

tendency to get completely wrapped up in a thought and not being 

able to let it go. So I don’t even care as much about being a patient 

in this moment, and I guess I care more about the fact that I can get 

stuck in a line of thinking and it feels almost impossible to let it go 

once I get started.  

 

Dr. B: Do you think it’s become any easier since we started meeting? 

 

Mary: That’s a good question actually. And there have been times when 

I’ve tried to think about how I’ve changed and what habits have 

shifted, but I don’t actually know. Like, I’m more aware that I’m 

doing it sometimes, so that’s a good thing. But then sometimes I 

can get caught up thinking about how I am thinking about 

something, and my awareness is completely gone. Like, I’m 

thinking about thinking and then I get all lost and feel helpless all 

over again. It’s ridiculous, isn’t it? Like, who thinks like this? And 

who thinks about thinking so much? I feel kind of crazy just 

admitting that.  

 

Dr. B: Actually, a lot of people get caught up in their thoughts. The 

question to ask yourself may be: is this affecting me as much as it 

used to affect me? 
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Mary: I’ll have to give that some thought…though not too much, of 

course! (Mary laughs) But really, I’ve always been secretly 

debilitated by my thoughts in a way no one else would notice. 

Like, it’s more about how much my over-thinking kind of drives 

me batty or keeps me up at night or makes me second guess myself 

so much that I get paralyzed from doing anything. I’m realizing 

how these traits of mine have affected me and my relationships for 

a long time, probably much longer than six or seven months like I 

originally told you. And it’s like good that I see that now, but also 

bad that I’ve been so screwed over by it for so long. And that is 

confusing too, like, having positive and negative thoughts about 

the same thing. It hurts my head to even think about. Does that 

make any sense? Or am I rambling again? I think I am rambling. 

Sorry. I didn’t get much sleep last night. (Mary takes three deep 

breaths) 

 

Dr. B: It’s alright. Have you been sleeping any better lately? 

 

Mary: Ehhh, I’m not sure. Like, some nights I fall asleep right when I get 

into bed. Those nights are amazing! But other nights, it can take 

me up to 2-3 hours to fall asleep. And it’s just because I start 

thinking about something that happened that day or something I 

have to deal with the next day, and I just cannot stop thinking 

about what I said or will say, or how people reacted or will react. I 

just wish I had a pause button for my mind sometimes. Everything 

else is digital these days, so why not my brain too, right? (Mary 

laughs) Like last night, I got maybe 4 hours of sleep, if that? And 

that’s because my ex and I had another conversation about meeting 

up this weekend earlier that night. You see, I kept telling him I’m 

not sure if I am ready to see each other again after the fight we got 

into last time we tried, and he just can’t seem hear me and 

understand why I feel so hesitant.  

 

Dr. B: Have you been direct with him about why you don’t feel ready to 

see him again after last time? 

 

Mary: Direct…ummm…I’m not sure, actually. I mean, I told him that I 

felt really cornered and hurt by his accusations and demands that I 

change in certain ways, but that’s about it. The thought of telling 

him I can’t see him because I am unsure about what I am thinking 

and feeling seems like way too scary. You know, the telltale signs 

for me start happening…I feel my heart racing, my cheeks get all 

hot and it gets kind of hard to breathe deeply...and so I just can’t 
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think straight. But I guess I need to find a way to be honest with 

him, because I really do want things to change in one way or 

another. 

 

Dr. B: I’ve noticed a pattern that those physical symptoms you just 

referred to seem to occur most often in relation to him.  

 

Mary: Hmmm, that sounds about right. Truthfully, everything else is 

going much better now that I signed with my new agent. I mean, I 

take my boss a lot less seriously, and let her evil comments just 

sort of go in one ear and out the other. And I have an audition 

tomorrow, which of course we need to talk about too. So I feel like 

I am making progress with that stuff. But yeah, with him, things 

just still feel really scary and hard, which always makes me feel 

sick and awful. So maybe he is a big part of why I still can’t sleep 

or feel okay right now? What do you think?   
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APPENDIX C 

POST-STUDY QUESTIONNAIRE FOR PARTICIPANTS 

1) Please fill out below how you currently feel about this client overall. Please note 

that no answers are viewed as “right” or “wrong.” 

1: Never; 2: Seldom; 3: Sometimes; 4: Often; 5: Very Often 

 

a. Optimistic about client’s future       

b. “Burned out” with this patient*   

c. Wishing to nurture, protect, take care of this client     

d. A sense of connection or attachment to the client     

e. Overwhelmed by the severity of the client’s problems*    

f. Intellectually stimulated by the client    

g. Empathy, Sympathy, or Compassion    

h. Frustrated* 

i. Tolerant and Understanding     

j. Helpless in relation to this client*    

k. Identification with the client   

l. Provoked or angered by the client *  

m. Confused about the patient*  

n. Disappointment with the patient or the patient’s treatment*    

o. Strong dislike or hate towards this client*    

p. Worried about the client 

q. Bored with the client*   

r. Liking, fondness, affection for the client    

s. Thought about the client outside of sessions  

*Items were reverse-coded for data analyses.  
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2) Please rate how strongly you agree with each statement.    

1: Very Strongly Disagree; 2: Strongly Disagree; 3: Disagree; 4: Neutral; 5: Agree; 

6: Strongly Agree; 7: Very Strongly Agree 

 

a. This person is likeable. 

b. This person is warm.  

c. This person is approachable.  

d. I would ask this person for advice.  

e. I would like to be friends with this person.  

f. This person is very similar to me.  

g. This person is knowledgeable.  

 

3) Please rate your responses in regards to Mary on the following items: 

1: Not Characteristic; 2: Slightly Characteristic; 3: Moderately Characteristic;  

4: Quite Characteristic; 5: Highly Characteristic 

  

a. I like this client more than most. 

b. I have a more warm, friendly emotional reaction toward this client than 

others. 

c. I am seldom in doubt about what the client is trying to say. 

d. I prefer working with this client more than others I've worked with. 

e. I think this client is trying harder to solve his (her) problems than others 

I've had. 

f. I sometimes wish the therapy sessions with this client would not end so 

soon. 

g. I am more confident this client will work out his problems than I've been 

with others. 

h. I think I'd like this client socially if I had met her first in that capacity. 
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i. It's easier for me to see exactly how this client would feel in the situations 

she describes than it is with others. 

j. I sometimes feel like congratulating this client for something she has done. 

k. When things are not going well for the client I feel upset too. 

l. Similarities between my own emotional experiences and some of this 

client's make me feel a little closer to her than to others I've had. 

m. I'm usually relieved when the interviews are over.* 

n. I get pretty bored in some of these interviews.* 

o. I would like to be able to feel more warmth toward this client than I now 

feel.* 

p. I don't feel the client is making as much use of therapy as she could.* 

q. I disagree with this client about some basic matters like religion, morality, 

etc.* 

r. It is really an effort to "stay with" this client.*. 

s. This client "hits me where it hurts" sometimes.* 

t. I can't seem to get very interested in this client.* 

u. I sometimes feel "pushed" by this client.* 

v. I doubt if any counselor could do much for this client.* 

w. I can't help but be annoyed to some extent by some of this client's 

behavior.* 

x. Sometimes I resent the client's attitude. 

*Items were reverse-coded for data analyses. 
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4) If Mary were to come in to your own work setting, how likely would you be to 

offer a diagnosis? 

1: Very Unlikely; 2: Unlikely; 3: Somewhat Unlikely; 4: Undecided;  

5: Somewhat Likely; 6: Likely; 7: Very Likely 

 

5) If asked, which diagnosis (or diagnoses) would you choose? 

______________________ 

 

6) If Mary were to come in to your own work setting, how much would you like to 

work with Mary? 

1: Very Unlikely; 2: Unlikely; 3: Somewhat Unlikely; 4: Undecided;  

5: Somewhat Likely; 6: Likely; 7: Very Likely 

 

 

7) How many sessions would you recommend Mary attends in order to complete her 

treatment? _____ 

 

8) In no more than four sentences, please describe the treatment plan you would 

employ for Mary: 

 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________  
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APPENDIX D 

DEMOGRAPHICS SURVEY 

1) What is your sex? 

 

Male 

Female    

Other  

 

2) What is your age (in years)?   _____ 

 

3) What is your race? 

 

Caucasian    

Black or African-American    

Asian  

Hispanic or Latino    

Multiracial  

Other   

 

4) Type of doctoral program completed:  

   Clinical Psychology PhD  

Clinical Psychology PsyD  

Counseling Psychology PhD  

 

5) Are you currently a post-doctoral psychologist?   

 

Yes 

No 

 

6) How long have you been a licensed psychologist (report in quarter years - e.g., 

0.75, 3.25, 4.5, etc...)? If you were recently licensed (3 months or fewer), please 

enter .25; if you are not currently licensed, please enter 0.  _____ 

 

7) How many hours a week are you currently practicing as a psychologist? _____ 

 

8) Where are you currently practicing? Click all that apply. 

 University/College Counseling Center 

 VA: Therapy  
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 Community Center (all ages) 

 Community Center (children/adolescents only) 

 Career Counseling Center 

 Hospital and/or Medical Center 

 In-Patient Facility/Treatment Center (all ages) 

 In-Patient Facility/Treatment Center (children/adolescents only) 

 Forensics (any facility/practice type) 

 VA: Assessment  

 Outpatient Facility: Hospital or Community Affiliation 

 Outpatient Facility: Private Practice 

 VA: Primary Care or Behavioral Health Track 

 Other 

9) Length of time practicing as a psychologist (therapy and assessment) after 

completing your internship year (report in quarter years - e.g., 0.75, 3.25, 4.5, 

etc...). _____ 

 

10) Number of semesters of therapy practicum experiences (include summer as a full 

semester). _____ 

 

11) Types of therapy practicum experiences. Click all that apply. 

University or College Counseling Center 

VA: Therapy 

Community Mental Health Center (all ages) 

Community Mental Health Center (children/adolescents only) 

Career Counseling Center 

Hospital and/or Medical Center 

In-Patient Facility/Treatment Center (all ages) 

In-Patient Facility/Treatment Center (children/adolescents only) 

Forensics (any facility/practice type) 

Outpatient Facility: Hospital or Community Affiliation 

Outpatient Facility: Private Practice 

VA: Primary Care or Behavioral Health Clinic 

Other 

N/A 

 

12) Number of semesters of assessment practicum experiences (include summer as a 

full semester). _____ 
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13) Types of assessment practicum experiences. Click all that apply. 

University or College Counseling Center 

VA: Assessment 

Community Mental Health Center (all ages) 

Community Mental Health Center (children/adolescents only) 

Career Counseling Center 

Hospital and/or Medical Center 

In-Patient Facility/Treatment Center (all ages) 

In-Patient Facility/Treatment Center (children/adolescents only) 

Forensics (any facility/practice type) 

Outpatient Facility: Hospital or Community Affiliation 

Outpatient Facility: Private Practice 

VA: Primary Care or Behavioral Health Clinic 

Other 

N/A 

 

14) Number of classes completed related to diagnosing (e.g., Psychopathology, Child 

Psychopathology, Assessment, Rorschach, etc…). _____ 

 

15) What percentage of the time do you diagnose your clients? Please think about 

your current practice, as well as your previous jobs and practicum experiences, to 

approximate a percentage of time.   

 

    0%    50%    100% 

Slide Scale to  

Desired Percentage     
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APPENDIX E 

DEBRIEFING STATEMENT 

Thank you again for participating in this study. Recent research has demonstrated 

psychologists are more likely to over-diagnose clients to obtain reimbursement if clients 

are using a managed health care plan. Although diagnoses are helpful in providing 

direction for treatment planning, incorrect or inflated diagnoses may affect psychologists’ 

opinion of their clients and subsequent treatment, as well as feel stigmatizing to clients, 

contribute to clients’ feelings that they may never improve, and ultimately result in 

flawed care. Given the increasing number of United States citizens joining managed 

health care plans with the implementation of the Affordable Care Act, there is greater 

need than ever before for understanding the relationship between requiring a diagnosis 

and its effect on mental health professionals’ attitude towards and treatment of their 

clients. 

 

In the current study, we presented you with three written vignettes meant to give the 

impression that they were transcripts of an actual client’s therapy sessions. In reality, they 

were transcripts written and reviewed by researchers and psychologists unaffiliated with 

the study. Additionally, you were randomly assigned to either the experimental or control 

group; every participant read the same written vignettes. However, the experimental 

group was meant to simulate what it is like to work within the current system in which 

diagnosing clients is often required, so each participant in that group was required to 

diagnose the client after each session; those in the control group were meant to simulate a 

non-diagnosing environment, such as private pay in which diagnoses are not required, so 

participants were not asked to diagnose the client. 

 

What we wanted to know was whether being required to diagnose the client would 

influence any of the following: a) your opinion of the client, b) your likelihood to 

diagnose the client, c) your desire to work with the client, and d) how long you believe 

the client should be in treatment. Specifically, we predict that participants who were 

required to diagnose the client throughout the study will likely have a more negative 

opinion of the client, be more likely to diagnose the client, have a lower desire to work 

with the client, and have a different estimated length of treatment time as compared to 

those who did not diagnose. If the results support our hypotheses, future research will 

explore implications attached to these findings, and in turn, the dialogue within the 

mental health field in regards to ensuring equality of care regardless of reimbursement 

methods or the provider system being utilized will be further developed. 

 

Thank you again for participating. As a reminder, please do not divulge the purpose of 

this experiment to other people. If you have further questions or concerns regarding this 

experiment, please contact Samantha Gaies at samanthagaies@utexas.edu. 
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Lastly, given that you have now been debriefed about the actual purpose of this study, on 

the following webpage, you will be asked to re-consent to being a participant in this 

study. You will have the option to either click the: “Re-consent” button to continue to 

allow your anonymous data to be used for this research or the “Withdraw” button if you 

no longer want to be involved with the study. As noted previously, this study is 

completely voluntary, and you have the right to withdraw from participation at any time; 

also, withdrawal will not affect your relationship with The University of Texas in any 

way.   
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APPENDIX F 

MARY’S INTAKE FORM
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