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ABSTRACT 

This study questions whether it is possible to show greater 

interviewer agreement on client's problems as a result of training. The 

study examined the comparison of the behavioral assessment interview, 

the psychodynamic assessment interview, and a no-training control inter

view. Additionally, four other dependent variables were examined which 

related to effectiveness of interview format: proportion of problems 

identified of those mentioned by the client, number of problems mentioned 

by the client, total number of problems identified by the interviewer, 

and number of interviewer errors per interview. The results demonstrated 

that behavioral interviewers had significantly higher agreement than the 

psychodynamic and no-training control. Behavioral interviewers were 

also significantly comprehensive in that they better identified a higher 

proportion of the problems mentioned by clients than the other two 

groups. Consistently, although not significantly, the behavioral inter

viewers identified more problems overall than the other two groups, 

although the number of problems mentioned by clients did not vary by 

group. The surprising finding of the study is that behavioral inter

viewers made significantly more errors per interview than the others, 

despite their effectiveness in obtaining interviewer agreement on client 

problem reports. 

vii 



INTRODUCTION 

The goal of researchers in behavioral assessment is to improve 

the identification and measurement of dependent variables, to increase 

the probability of selecting successful treatment techniques, and to 

refine the 'evaluation of those intervention procedures. When behavior 

therapy emerged 50 years ago, assessment was done informally with the 

primary focus on the intervention. Within the last decade behavioral 

assessment has been defined as a research area in its own right. Be

havioral assessment grew from dissatisfaction with the techniques for 

measurement of individual differences and with diagnostic assessment 

tools. The approach was characterized by a shift to direct assessment 

of observable actions in line with the change in theoretical models of 

personality and the treatment of behavior disorders (Kanfer, 1979). In 

its early stages behavioral assessment was characterized mainly by a 

rejection of measurement approaches that incorporated theoretical con

structs in their rationale, and of test instruments that derived their 

meaning from a personality theory. However, the disregard of psycho

metric principles of test development by behaviorists has been most 

apparent in areas of behavior assessment most relevant to the selec

tion of an optimum treatment strategy, including clarification of 

problem behaviors and the evaluation of context variables (Hartman, 

Roper, & Bradford, 1979). In general, the data used by behavior 
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therapists has been severely criticized because the accuracy, reliabil-

ity, and validity are often either unknown or inadequately established 

(Johnson & Bolstad, 1973). As Hartman et al. (1979) recently pointed 

out, behavior assessment procedures replaced projective techniques, not 

because of demonstrated effectiveness of the newer procedures, but be-

cause the previous techniques didn't work. Behavior assessors can 

respond to the requirements of sound methodology by utilizing what is 

relevant from established psychometric principles and by subjecting 

their instruments to the same demands for description and investigation 

as other assessment devices. 

The aim of all assessment is to provide information for the 

purposes of making decisions. These decisions may involve selection 

and/or classification of persons, evaluations of treatments, or verifi-

cation of scientific hypotheses (Cronbach, 1970). Many of the decisions 

of concern to behavioral assessment include the identification of 

problem behavior, the selection of treatment strategies, and the evalu

ation of treatment outcome (e.g., Ciminero, 1977; Hartman et al., 1979; 

Mash & Terdal, 1976). Therefore. the value of behavior assessment 

procedures must be based ultimately on their utility in making treat-

ment related decisions. However, the utility of behavior assessment 

procedures for making treatment related decisions has not been 

adequately evaluated (Wiggens, 1973). Mash and Terdal (1976) state 

that behavior assessors have generally neglected to make explicit the 

procedures used to establish whether a behavior is a problem. Further, 



they indicate the reliability with which decisions are made is also 

unknown. 

3 

The interview is probably the oldest and most frequently used 

of the behavioral assessment procedures. Despite the increasing empha

sis in behavior assessment on the need for multi-methods of assessment, 

standardization of methodological procedures, and the focus on observ

able behavior, the interview remains one of the most convenient and 

integral features of clinical behavior assessment. Wade, Baker, and 

Hartman (1979) found that almost half of all behavior therapists who 

responded to a national survey used traditional interviews. Although 

there is agreement on the importance of the interview, particularly in 

developing treatment programs, little has been done to provide a con

ceptual or methodological framework to assist practitioners in 

utilizing interview derived data (Kanfer & Grimm, 1977). In contrast 

to the detailed and explicit descriptions of behavioral treatment 

procedures, practical guidelines for the use of the behavioral inter

view as assessment have only recently appeared. Further, behavioral 

interview procedures have not been subjected to substantial empirical 

investigation. Procedures unique to a behavioral interview require 

specific attention. 

The behavioral interview should be conceptualized and subjected 

to the same demands for adequate description and empirical investiga

tion of reliability and validity as other assessment devices. However, 

the research literature indicates a lack of investigation on the 
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effectiveness of the components, procedures, and strategies of the 

behavioral interview (Haynes, 1978; Haynes & Jensen, 1979; Mash, 1979; 

O'Leary, 1979). Despite the lack of empirical support for the use of 

the behavioral interview, the literature clearly indicates that signifi

cant therapeutic decisions and inferences are made on the basis of . 

information derived from the interview and the validity of these deci

sions is dependent upon the validity of the interview. 

The interview as behavioral assessment has as its objective to 

elicit data from the client which will serve as a basis for making 

decisions about specific therapeutic interventions, regardless of the 

presenting problem. Frequent uses of the behavioral interview include 

selecting clients for inclusion in intervention programs, as an instru

ment for developing intervention programs, and as program evaluation 

instrument. At this time, the research literature contains few studies 

which evaluate the clinical use of the pre-intervention interview. If 

used in conjunction with psychotherapy, the interview is typically em

ployed as a global measure of motor, cognitive and/or emotional 

functioning and to assess specified behavioral targets (Lichtenstein, 

1971). 

Behavioral assessment is idiographic in nature. Therefore the 

identification of behavior(s) in need of change and the variables con

trolling the occurrence of that behavior are critical. The 

interdependence of problem identification and intervention has been 

well emphasized by many behavioral researchers (Azrin, Naster, & Jones, 
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1973; Kanfer & Grimm, 1977; Kanfer & Saslow, 1969; Patterson & Hops, 

1972). Bergan and Tombari (1976) have presented empirical evidence 

that the identification of problem behaviors is important in solving 

problem behaviors. Problem identification is also important in helping 

the client conceptualize problems (Meichenbaum, 1976). Often the be

havioral analysis and problem identification will lead to an increase 

in the client's expectations regarding the possibility of improvement, 

a change which is therapeutic in and of itself (Goldstein, 1962; 

Meichenbaum, 1976; Tombari & Bergan, 1978). Psychologists lacking in 

problem identification skills may fail to identify client behavior 

problems and, as a result, never reach the stage of treatment develop

ment and implementation (Bergan & Tombari, 1976). As Kazdin (1973) 

and Lazarus (1973) have noted, inadequate specification of controlling 

variables, along with inadequate identification of target problems may 

be the most common reason for failure of intervention programs. 

Research is lacking on the reliability and validity of the 

interview as a preintervention assessment. If the behavioral assess

ment interview is not empirically validated, treatment procedures 

cannot be meaningfully selected, evaluated, or improved. Reliability 

issues are important in that the demonstration of the reliability of 

the assessment instrument contributes to the treatment decision. The 

question of the reliability of problem identification in the behavioral 

interview lacks substantial investigation. Other than attention given 

to interobserver agreement, certain other aspects of reliability have 
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been neglected in behavioral research. This neglect may be due to the 

underlying assumptions about behavior and to the inadequate development 

of computational and operational procedures for assessing reliability 

in ways that are congruent with behavioral methodology. The conse

quences have lead to inadequate evaluation of the reliability of su'ch 

instruments as the behavioral interview and this limits efforts to im

prove or replace it. Further, unreliable instruments reduce the 

probability of detecting functional relationships between environ

mental events and behavior. Standardization in behavior assessment has 

been stressed for some time (Kanfer, 1972). However, behavioral 

assessors still tend to produce idiosyncratic assessments. This, in 

part, reflects the unavailability of behavior assessment precedures 

(Mash, 1979). 

Adequate behavioral assessment requires the reliable measure

ment of all responses to the issue at hand in ways which quantify their 

important dimensions, reveal their complexity and interrelationships, 

and identify the temporal, situational, organismic, and consequent 

variables of which they are a function (Nelson & Hayes, 1979). To 

date there has been no study in the literature which demonstrates that 

different behavioral interviewers arrive at the same statement of 

client problem behaviors. 

This study proposes to investigate interviewer problem identi

fication agreement; that is, the amount of agreement that two 

interviewers, trained identically, have about client problems after 
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interviewing the same client separately. The principal concern of this 

study is the reliability or amount of agreement of the basic data 

acquisition process--the interviewer. The importance of this kind of 

interviewer agreement lies in that it indicates the adequacy of the 

interview model's (e.g., behavioral, psychodynamic) definition of 

client problem and the thoroughness of interviewer training in the 

identification of client problem statements. Without a reasonable de

gree of interviewer agreement, a diagnostic statement about a client's 

problems may not be interpretable because of ambiguous meaning of the 

basic data. 

This study investigated interviewer problem identification 

agreement under three conditions: 1) the behavioral assessment inter

view; 2) the psychodynamic jnterview; and 3) a no-training control 

interview. The question of interest here is which of the training 

models produce interviewers with the highest level of agreement on 

client problems identified during an initial diagnostic interview. 



REVIEW OF RESEARCH 

This review focuses on the significant research efforts to 

investigate the components. procedures. and strategies of the behav~oral 

interview. These areas include methodological issues. the general for

mat of the behavioral interview. and interviewer skills. 

The interview is often referred to as the backbone of assess

ment and is a significant component of preintervention assessment in 

most therapy approaches. In the non-behavioral approaches. the inter

view is often the primary source of information about the client. 

Numerous articles and books have been written about nonbehav

ioral intervie\'Jing as an assessment and evaluation device (Babbie. 

1973; Bingham. Moore. & Gustad. 1959; Burdock & Hardesty. 1969; Davis. 

1971; Fear. 1973; Gill, Newman. & Redlich. 1954; Gordon. 1975; Hariton. 

1971; Kahn & Cannell. 1957; Kerlinger. 1973; Matarazzo & Weins. 1972; 

Richardson. Dohrenwend. & Klein. 1965; Shoulksmith. 1968; Ulrich & 

Trumbo. 1965). This review. however. is restricted to the function and 

structure of the behavioral assessment interview. 

This review will focus on interview research results and the 

implications of those studies for assessment interviews. Interviewer 

skills and their relationship to problem identification agreement will 

be emphasized. This review will also focus with particular detail on 
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Bergan's (1977) model of behavioral consultation, specifically the 

Problem Identification component. 

The Behavioral Assessment Interview 

The behavioral assessment interview is one of the most fre

quently used measurements of cognitive-verbal behavior with clinical 

populations. It shares the usual goals of behavioral assessment in 

9 

the identification of behavior in need of change and the variables con

trolling the occurrence of that behavior. After the identification of 

the behaviors to be changed, the interviewer begins the identification 

of the two major classes of controlling variables: current environ

mental variables (antecedent and consequent stimuli) and organismic 

variables (individual differences produced by physiological and past 

learning). In the particular case, the controlling variables in need 

of further assessment are frequently suggested by the kind of behaviors 

that have been identified to be changed. For example, the identifica

tion of insomnia as the behavior to be changed, leads the interviewer 

to investigate environmental variables such as presence or absence of 

sounds, lights, etc., and such organismic variables as the effect of 

certain types of food ingested on the sleep process. 

The interview as an assessment device has certain advantages 

over other self-report strategies (linehan, 1977). These advantages 

include: 1) flexibility in regard to scope and details of the inter

view; 2) the opportunity to observe the client's nonverbal versus 

verbal behavior; 3) the basis for establishing a therapeutic relation

ship; and 4) greater confidentiality. 
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Although the use of the behavioral interview for information 

gathering and for hypothesis testing has been well documented (Ciminero, 

1977; Linehan, 1977) there is relatively little empirical support for 

the interview as behavioral assessment. As Haynes and Jensen (1979) ob

servied, support for the utility and validity of interview assessment 

is frequently assumed from the successful intervention plan that fol

lows the pre-intervention interview or problem identification stage. 

Several authors have contributed suggestions about the factors which 

may account for the lack of research (Hay et a1., 1979; Haynes, 1978; 

Linehan, 1977). These include researcher preference for direct samp

ling of behavior; the suspect nature of self-report measures; lack of 

existing research on reliability and validity of behavioral interview

ing; and the absence of standardized behavioral interviewing proce

dures. 

Functions of the Behavioral Interview 

The behavioral assessment interview is generally used for 1) 

diagnosis and screening, 2) for developing intervention programs or 

for 3) program evaluation. The use of the behavioral interview for 

selecting clients for inclusion in intervention programs and for 

classifying clients has been employed in the treatment of insomnia, 

smoking, headache, and sexual dysfunction (Epstein & Able, 1977; 

Haynes et al., 1977; Lichtenstein & Glasgow, 1977; Mathews & Shaw, 

1977; Eisler et al., 1978; Wincze, Hoon, & Hoon, 1978). The use 

of the behavioral interview for screening or placing subjects 
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in diagnostic categories has occurred without sufficient evaluatio~ of 

the val idity of the instrument for making such decisions (Haynes &. 

Jensen, 1979). What is required in this area to evaluate the interview 

as assessment is for researchers to 1) report the specific elements or 

questions used in the interview; 2) to specify the criterion levels for 

various diagnostic categories; and 3) to assess the reliability of the 

diagnostic decision. The result of inadequate description and lack of 

evaluation of interview procedures is that validity of the construct 

being identified cannot be assumed. 

The use of the behavioral interview for the development of in

tervention programs is frequently reported (Bergan, 1977; Bergan & 

Tombari, 1976; Kratochwill & B~rgan, 1978; Marziller & Winter, 1978; 

McGullough, Huntsinger, & Nay, 1977; Vogler, Weissback, & Compton, 

1977). Because the variables maintaining problem behavior are highly 

idiosyncratic, preintervention assessment is critical for the implemen

~ation of optimally effective behavior therapy. Therefore the inter

view as a problem identification device is of central importance. 

Also, as has been pointed out, decisions regarding treatment strategies 

frequently occur during the preintervention interviews. The clinical 

use of problem identification, or preintervention, interviews has been 

little evaluated by empirical research. No outcome studies on behavior 

therapy have been found where the interview was used as the sole data 

collection instrument for a behavior (Linehan, 1977; Haynes & Jensen, 

1979). The behavioral literature indicates that if used in conjunction 
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with psychotherapy, the interview i~ typically employed as a global 

measure of motor, cognitive and/or emotional functioning and to assess 

specified behavioral targets (Lichtenstein, 1971; Cone & Hawkins, 1977). 

Given that the clinical use of the interview has not been evalu

ated by research, it is not surprising that research is lacking on the 

psychometric properties of the behavioral preintervention interview 

assessment. Specifically, the extent to which different interviewers 

are able to make the same assessment about client problems indepen

dently given the same interview format (reliability) and the validity 

of interview derived information (e.g., whether it is concurrent 

validity, discriminant validity, content validity, etc.) has not at

tracted research efforts, particularly among behavioral investigators. 

The preintervention assessment interview, or problem identification 

interview, can have a major influence on the clinician's decision 

making process with regard to the client. Therefore, the content, 

style, format, and structure of the interview, which channel and char

acterize the data derived from the interview, require investigation if 

clinical users are to understand how their information is affected by 

these elements individually or in combination. For example, what type 

of interview structure will provide the greatest amount of and most 

valid information? Will the type of client problem require the inter

viewer to adjust that format in some way? Or, to what extent do 

changes in interview information (e.g., inquiring about the conditions 

under which a problem occurs) covary with the type of intervention 
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that is implemented? And again, what would a comparison of interview 

versus non-interview sources of data for treatment planning yield in 

terms of treatment outcome? Finally, to what extent do different inter

viewers trained identically agree on client problems? 

The last function of the interview cited in the literature is 

that as program evaluation instrument. A number of studies have used 

the interview to generate information to measure therapy outcome 

(Epstein & Able, 1977; Foa, Blau, Prout, & Latimer, 1977; Hall, Baker, 

& Hutchinson, 1977; Jehu, Morgan, Turner, & Jones, 1977; Mathews & 

Shaw, 1977; Obler, 1973; Rekers & Varni, 1977; Vogler, Weissback, & 

Compton, 1977; Vogler, Weissback, Compton, & Martin, 1977; Wincze et 

al., 1978). Unfortunately, in none of these studies was the interview 

described in sufficient detail to evaluate any factors such as concur

rent or content validity, reliability, biasing factors, or other 

sources of error (Haynes & Jensen, 1979). 

Format of the Behavioral Interview 

Some mention of the importance of the interview format has 

been made above. A variety of interview assessment strategies have 

been proposed in recent years (Goldfried & Pomeranz, 1968; Kanfer & 

Saslow, 1969; Wolpe, 1969; Stuart, 1970; Lazarus, 1971; Mischel, 1973; 

Meyer, Liddell, & Lyons, 1977; Morganstern, 1976). 

In early reviews behavior therapists were criticized for in

adequate assessment of the client's problems (Goldfried & Pomeranz, 

1968). In response to those criticisms a number of broad-spectrum, 
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multi-faceted assessment guidelines were proposed (Fensterheim, 1972; 

Lazarus, 1971; Mischel, 1973; Morganstern, 1976; Stuart, 1969; Wolpe, 

1969). Published examples of behavioral interviews, initial sessions 

include: Fensterheim (1972); Lazarus (1971); Meyer, Liddell, & Lyons 

(1977); Rirrm & Masters (1974); Wolpe (1969, 1970). Other investigators, 

responding to the unsystematic application of interviews in behavioral 

assessment, have stressed the standardization of the interview (Kanfer, 

1972). Hay et al. (1979), in their unsuccessful study of the reliabil

ity of problem identification in the interview, suggested that 

structured interviewing instruments could be one means to improve reli

ability. 

Several standardized interviews have appeared in the literature. 

In these structured interviews the interaction between the interviewer 

and the client follows a prearranged format and is designed around spe

cific behavior problems. Structured interviews have been used to 

assess sexual performance problems (Anon, 1975; Kaplan, 1974; Masters & 

Johnson, 1970); marital dysfunctions (Stuart, 1969); and psychiatric 

inpatients (Farina, Arenberg, & Guskin, 1957; Spitzer & Endicott, 1978). 

The proponents of structured interviews suggest that standardization of 

the interview is one of the key factors in controlling sources of error 

in the use of the interview as assessment (Haynes, 1978; Haynes & 

Jensen, 1979; Hay et al., 1979). 

Although not a behavioral interview, the Schedule for Affective 

Disorders and Schizophrenia (SADS) (Endicott & Spitzer, 1978) in con

junction with the Research Diagnostic Criteria (Spitzer, Endicott, & 



Robins, 1978) warrants notice here for outstanding effort to increase 

reliability among clinicians on psychiatric diagnoses given to 

patients. 

15 

Endicott and Spitzer (1978, 1979) identify two major sources of 

unreliability on psychatric diagnoses as criterion variance and infor

mation variance. Here criterion variance refers to differences in the 

inclusion and exclusion criteria that clinicians use to assign psychi

atric diagnoses. To reduce criterion variance the Research Diagnostic 

Cri teri a (RDC) \'Jere developed. Informati on vari ance, they observed, 

occurs when clinicians have different amounts and kinds of information 

about patients. Since the major source for making diagnostic judgments 

is the interview, the Schedule for Affective Disorders and Schizophre

nia (SADS) was developed specifically for eliciting information 

relevant to the diagnostic categories contained in the RDC. For each 

disorder within the RDC, there are both inclusion and exclusion cri

teria. The specific.criteria refer to either symptoms, signs, duration 

or course of illness, or levels of severity of impairment. In select

ing the specific criteria for a given diagnostic category, an attempt 

was made to operationally define the category. 

The SADS is unique among rating scales in that it provides for 

(1) a detailed description of the features of the current episode of 

the patient's illness when it was at its most severe; (2) a descrip

tion of the level of the severity of manifestations of major dimen

sions of psychopathology during the week preceding the diagnostic 
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interview; (3) a progression of questions and criteria, which provides 

information for making diagnoses; and (4) a detailed description of 

past psychopathology and functioning relevant to an evaluation of diag

nosis, prognosis, and overall severity of disturbance. The organiza

tion of the interview and the item coverage is designed to elicit 

information necessary for making diagnoses using the ROC as well as to 

describe the patient's symptoms and levels of functioning. 

The reliability of the RDC categories with psychiatric inpa

tients was reported from the results of three studies (Spitzer, 

Endicott, and Robins, 1978). The first two involved joint interviews 

whereby one rater conducted the interview and the other observed. 

Both made independent ratings. The third study involved two indepen

dent raters who interviewed the patient at different times. The kappa 

coefficients of reliability for these three studies indicate that the 

reliability of the ROC categories is very high, even under test-retest 

conditions. 

The SADS and ROC are being used in a large number of studies 

to investigate a wide variety of research questions having to do with 

genetics, psychobiology, response to treatment, and clinical descrip

tion of different mental disorders (Spitzer, Endicott, and Robins, 

1978). 

The last function of the behavioral interview cited in the 

literature is that as program evaluation instrument. Anumberofstudies 

have used the interview to generate information to measure therapy out

come (Epstein & Abel, 1977; Foa et al., 1977; Hall et al., 1977; Jehu et al., 
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1977; Mathews & Shaw, 1977; Obler, 1973; Rekers & Varni, 1977; Vogler, 

Weissback, & Compton, 1977; Vogler, Weissback, Compton, & Martin, 1977; 

Wincze et al., 1978). Unfortunately, in none of these studies was the 

interview described in sufficient detail to evaluate any factors such 

as concurrent or content validity, reliability, biasing factors, or 

other sources of error (Haynes & Jensen, 1979). 

Interviewer Skills 

Interviewer skills are equally as important as the interview 

format. In a behavioral interview situation, the assumption is that 

the behaviors of the interviewer are significant determinants of the 

validity, reliability, and reinforcing properties of the interview 

(Haynes, 1978; Matarazzo & Weins, 1972). Interviewer skills include 

the use of reinforcement, reflection, non-verbal behaviors, and inter

viewer activity level in addition to those behaviors directly related 

to information gathering. While_ certain therapist behaviors relate 

to openness, accuracy, and content of interviews (cf. Goldstein, 1975; 

Kanfer, 1968; Krasner, 1962; Marsden, 1971; Matarazzo, 1965; Salzinger, 

1959; Traux & Carkhuff, 1967), the extent to which therapist variables 

affect the accuracy and completeness of assessment information, al

though not presently well known, has been well investigated in two 

cases: training for the use of the Schedule for Affective Disorders 

and Schizophrenia (SADS) (Gibbon, McDonald-Scott, & Endicott, 1981) 

and the work done in the area of behavioral consultation (Bergan, 

1977). 
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As mentioned above, the SADS, while not a behavioral assessment 

device, warrants notice in that the specific purpose of training is to 

reduce critical sources of unreliability in standard clinical assess

ment procedures. In attempts to reduce rater variability, the investi

gators employed joint training, testing, and calibration of the raters/ 

interviewers who used the same standard interview procedures. The 

training for the SADS consists of four phases: use of written case 

vignettes, videotaped interviews, in-person training interviews, and 

on-going monitoring to maintain reliability. 

Work done in the area of the Behavioral Consultation Model 

(Bergan, 1977) provides evidence regarding the specific interviewer be

haviors necessary in the interview in order to identify problem 

behaviors (Bergan & Tombari, 1976). Additionally, the Behavioral 

Consultation interview model appears to be the standardized format for 

training interviewer skills. This model incorporates the principles of 

applied behavior analysis to be delivered throughout a series of inter

views, provides a method of analyzing interviewer verbalizations during 

the interview, and has been tentatively validated (Bergan & Tombari, 

1975). Due to the unique contribution of the Behavioral Consultation 

model to the relevant literature on interviewer skills, it is reviewed 

with some detail below. 

Behavioral Consultation Interviews 

Behavioral Consultation was designed as a procedure for train

ing psychologists in applying experimental analysis of behavior (Bergan, 
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1977; Bergan & Tombari, 1976; Kratochwill & Bergan, 1978). Behavioral 

Consultation is a problem solving process designed to assist consul tees 

(parents, teachers, mental health workers, etc.) to define the problems 

they face in dealing with client~ (children, patients, etc.), to formu

late and implement plans to solve those problems, and a method for 

evaluating the achievement of those goals of the consultation process. 

The principal element of the consultation process is the structured in

terview format which evolves through four stages: the problem 

identification interview; the problem analysis interview, the plan im

plementation by the consultee, and the evaluation interview. The 

problem identification interview (PII) has the objective of describing 

and measuring the problem to be solved. The PII establishes not only 

the behavior to be changed but the desired behavior as well. In 

addition to gathering data, the interviewer assists the consul tee in 

determining the procedure by which the consul tee will collect behavioral 

data on the behavior of concern. 

The second phase, the problem analysis interview (PIA), in

volves a review of the behavioral data collected by the consultee (e.g., 

number of temper tantrums per day by child), the identification of 

variables which might facilitate problem solution, and the specifica

tion of a plan to solve the problem. In phase three, the consultee 

implements the agreed upun plan, with the assistance of the behavioral 

consultant. The final phase, the problem evaluation interview (PEl), 

is the review of the intervention. If the desired change has been 
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achieved. consultation is terminated. If not. the focus shifts back to 

further problem analysis. 

These stages contain the necessary steps to move from an 

initial specification of the problem(s) of concern through the develop

ment and implementation of a plan designed from the behavioral data 

collected during the process. to the evaluation of the plan effective

ness and resolution of the problem. The consultation interview was 

primarily designed to be employed for academic and adjustment problems 

in which specific behaviors are targeted and careful monitoring of per

formance is established. The single most distinctive feature of the 

consultation interview is that specific and detailed coding systems 

have been developed to categorize the verbal interactions occurring 

during the interview (Bergan & Tombari, 1975). The interview analysis 

technique enables the investigator to assess the types of verbaliza

tions emitted by the interviewer and interviewee during the interview. 

This unique feature will be described in further detail in the method 

section of this paper. 

Research Studies on the Consultation Model 

Studies have been conducted by Bergan and his associates to 

investigate the specific processes and skills involved in the applied 

use of the consultation interview model. Bergan and Tombari (1976) 

have presented a comprehensive discussion and data of their method for 

analyzing the effect of interviewer statements on the outcome goals of 

the ,three interview stages of the consultation model. They discuss 
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the behavioral criteria necessary for an interviewer to be successful 

in achieving the purposes of the particular interview stage, e.g., 

problem identification. The interview criteria, referred to as effec

tiveness criteria, require the interviewer's verbal behavior to contain 

a high percentage of statements (elicitors) requesting descriptions of 

the problem behavior, the conditions under which the behavior occurs, 

and a summarization of facts, and an agreement of the facts that were 

discussed during the interview. In the reported study (1976) they 

examined 806 cases referred for psychological services in 10 communi

ties participating in a federally funded program under contract with 

the Department of Health, Education, and Welfare. They investigated 

specific interviewer behaviors (e.g., focus of content, control of 

interview process) as predictors of successful implementation and out

comes of therapeutic plans. Eleven psychologists providing 

psychological services made audio tapes of problem-identification and 

problem-analysis interviews which were used to compute effectiveness 

indices. The indices were then correlated with the occurrence of 

problems identified during the interview, the implementation of a 

therapeutic plan, and the effectiveness of the implemented plan in the 

806 cases examined in the study. Three multiple-regression analyses 

were performed. Briefly stated, the consultant variables studied had 

their greatest impact on the problem-solving process during the 

problem identification interview stage. They accounted for almost no 

variation in the plan implementation and problem solution. The authors 
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concluded that when a consultant lacked skills and/or was inefficient, 

there was a substantial possibility that problem/therapeutic interven

tion would never be initiated. 

This study indicates that successful therapeutic interventions 

within the consultation model are highly dependent upon the interview

er's verbal behavior during the initial interview. These skills are 

imparted through training and developed through applied clinical 

experience. While the principles and techniques of behavior therapy 

have been emphasized in the professional literature, the specification 

of assessment techniques, until recently, was given little importance. 

In any mental health service to a client the clinician's verbal be

havior is key in determining an individual's problems. Therefore, 

clear information describing the behavioral interviewing process is of 

special importance. 

Methodological Issues in Behavioral Interviewing 

The quality of behavioral assessment is determined by its con

tribution to our ability to make descriptions of behavioral events 

with clarity, to make treatment decisions with confidence, and by an 

increased ability to produce beneficial outcomes for the client. The 

behavior assessment field has developed enough for investigators to 

begin to consider the psychometric characteristics of the most popular 

assessment device, the behavioral interview.· The focus of the inter

view is the client verbal report. The clinician/assessor often does 

not observe the clinically relevant behavior directly. The interview, 



generally, renders more information than direct observation but the 

quality of the interview derived information is usually less than di

rect observation. These conditions, therefore, give the interview 

structure and question content more importance as variables affecting 

the interview derived information. 
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"It is customary," states Cone (1977), lito view the accuracy of 

measurement question as primary to the validity one. That is, within 

limits, only accurate scores will have any validity, i.e., permit pre

dictions from one sample of behavior to another, independently obtained 

sample." 

Issues of reliability in the behavioral interview usually refer 

to agreement between observers who independently score the same verbal 

behavior of a subject, that is, make the same assessment given the same 

information. The question, reframed in another way, concerns the level 

of consistency of the interviewers. The research goal in examining the 

reliability of the behavioral interview is to be able to obtain at 

least two independent but interchangeable measurements on each inter

viewee and examine the agreement (Cronbach et al., 1972). Interviewer 

agreement, therefore, rather heavily reflects the interview structure 

and question type used by the interviewers as well as quality and level 

of interviewer training. To date these issues have received little 

investigation (Hay et al., 1979; Kanfer & Grimm, 1977; Linehan, 1977). 

Hay, Hay, Angle, and Nelson (1979) reported a single unsuccess

ful attempt to describe the reliability of problem identification in 
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the behavioral interview. They investigated interrater reliability of 

four interviewers who conducted comprehensive behavioral interviews 

with the same four clients. The interviews were audiotaped and tran

scribed. Each interviewer dictated a summary following each interview. 

Analyses of variance measures were calculated on the number of areas 

identified as problems by each interviewer for each client on tran

scriptions and dictations. These analyses indicated that clients 

differed significantly as to the numbers of areas identified as 

problems by the interviewers on both interview transcriptions and on 

dictations. Analyses were computed to determine the agreement between 

pairs of interviewers with respect to the specific areas identified as 

problems for each client. The inter-interviewer agreement (agreements/ 

agreements + disagreements) for the identification of problem areas in 

the transcriptions ranged between .25 and .76 with a mean of .55. For 

problem items, agreement ranged from .10 to 1.00 with an average agree

ment per problem area of .40. Inter-interviewer agreement for the 

identification of problem areas on the dictations ranged between .22 

and .80 with a mean of .48. Generally, the best obtained agreement 

(55%) was on areas identified as problems (e.g., family, employment) 

but not on the specific problems, e.g., mother-daughter quarrels over 

household chores. Hay et al. suggested that variations among the 

interviewers in the manner in which they questioned the clients 

(labeled as input variables) as the loss of interview data through in

formal recording (output variables) likely contributed to attenuated 
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reliability. Standardization of interview assessment was suggested as 

one possible solution to the poor reliability estimates obtained. 

The results of this study point to several areas which require 

consideration prior to attempting· research in this area. First, there 

is a lack of information about the training program of the interviewers 

and the 1 evel of competency obtained. Stating that "All intervi ewers 

had a minimum of 1,000 hours of clinical experience and had advanced 

training in behavioral interviewing procedures" guarantees riothing 

about adherence to the behavioral modeling of interviewing. Second, 

this suggests that more information about the form and sequence of 

questions used is necessary in order to determine how similar the in

terviewers actually are during the interviews. Third, it is unclear 

from the study the extent to which problem areas were elicited from 

the client and/or were presented by the interviewer to be explored 

with the cl ient (e.g., "How do you and your husband get along?"). 

This item is especially important in that, under the first condition, 

all information is supplied by the client while under the second condi

tion the interviewer assumes the responsibility for canvassing areas of 

interest, possibly to the interviewer only. Hay et al. speculate 

briefly that when interviewers ask clients questions which are areas 

of interest for the interviewer (e.g., marital dysfunction, substance 

abuse, early childhood and family, etc.) rather than allowing the 

client to provide the complete content regarding problems, reliability 

on problem identification is lowered. This means that the interviewer 



who is free of special therapy interests is more open to depending on 

the client to establish the problem areas which will be the focus of 

the the rapy. 
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A last area of critical importance is the loss of interview 

content from the end of the interview to the time of the summary dicta

tion. Hay et al. found a 28% loss of information when transcripts of 

the interview were compared with the problem identification summary. 

This may be the result of a lack of interviewer strategy for retaining 

the information presented during the interview as much as a function of 

what the interviewer chose to write down during the interview. 

The results of this study tend to point out how difficult it is 

to obtain precise measurements of inter-interviewer agreement without 

attending to precise descriptions of interviewer verbalizations during 

the interview. It is not possible to say that interview reliability is 

obtainable because the interview can never be a controlled situation 

and such factors as the complexity of language, interview-client inter

action, body language, and client history variables, contribute a large 

body of error to any interview study. It is, however, possible to 

formulate strategies to minimize interviewer errors during the inter

view. That is, 'it may be possible to show greater reliability as a 

result of-training. 

When considering the reliability of problem identification in 

studies such as the one cited above, two other aspects of reliability 

are of importance: temporal stability and situational consistency of 



27 

the interview instrument. When assessing temporal consistency, the re

searcher questions whether the information obtained from the interview 

is stable over time. That is, whether the interview instrument dis

plays the property of temporal stability. The behavior of the client 

is often found to be temporally consistent for the following reasons: 

1) the individual lives in a stable environment vlith repetitive dis

criminative, eliciting, and reinforcing stimuli (Mischel, 1968), 2) 

durable behavior is maintained by intermittent reinforcement (Bandura, 

1969; Mischel, 1973) and 3) learned cognitive encoding strategies may 

remain constant (Meichenbaum, 1976; Mischel, 1973). Given these 

factors relating to client behavior, test-retest reliability of the 

interview process is a reasonable research goal. 

Closely related to temporal stability is situational consis

tency. Given the same client and the same interviewer, to what extent 

does the interview information vary when the place of the interview 

changes? For example, to what extent would the information change if 

the interview location were in the client's home versus in a clinic? 

How similar the behavioral interview situations need to be and what 

the effects are of minor differences among interview replications are 

important questions in research on problem identification reliability. 

Validity of interview derived information bears on the extent 

to which the interview data actually reflects the client's true 

problems. Validity of interview derived information can be evaluated 

by face validity, criterion-related validity, content validity, and 
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construct validity. Validity of information is a function of many 

variables inherent in the interview process, e.g., interviewer charac

teristics, interviewing style, length of interview, social sensitivity 

and type of information elicited, etc. Research on the factors 

influencing the reliability and validity of verbal reports has mostly 

been carried out in the context of the research interview (Cannell & 

Kahn, 1969). They report that factors which increase accuracy include 

liking the interviewer, prestige of the research agency, and the 

person's self-label as a compliant, helpful individual. The extensive 

research on social desirability, demand characteristics (Orne, 1970), 

evaluation apprehension (Rosenthal, 1969), and impression management 

(Sherman, Trief, & Sprafkin, 1975) however has not been carried out to 

investigate the influence of these same variables in the clinical in

terview. Research on motivational and relationship factors in the 

clinical interview has been primarily in terms of their effects on 

variables such as verbal productivity and fluency, client responsive

ness, self-disclosure, and related variables (Linehan, 1977). 

A number of investigators have noted that the status of the 

interviewer affects the type and validity of information resulting from 

interviews. Race and cultural background of the interviewer can influ

ence the outcome of an interview (Abramowitz & Dokecki, 1977; Fein, 

1970). Differences in speech patterns, mannerisms, dre~s, as well as 

sex and age have also been cited (Haynes, 1978). However, because em

pirical demonstration is lacking, the extent to which these variables 

are operative and under which conditions is speculative. 
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The primary function of research on the validity of the inter

view process, then, is to suggest whether or not interviewing 

procedures can generate valid data and to evaluate the determinants of 

interview validity (Haynes, 1978). 

Face validity of the behavioral assessment interview cannot be 

measured but rests with the clinical judgment of clinicians in the 

field. For example, clinical experts in marital therapy would be ex

pected to determine whether an interview had face validity for marital 

therapy. Content validity is concerned with the extent to which the 

actual questions are what they should be to measure client problems. 

Research on the type of questions used would attempt to see which type 

of question elicits the most accurate information about client 

problems. In other words, what questions should be asked of a dysfunc

tional married couple who have come for therapy. According to Haynes 

(1978) the content validity of an interview would be judged on the 

basis of the extent to which the interviewer included the elements 

suggested as relevant by the behavioral constructs associated with 

marital disharmony. 

Criterion-related validity is the most often used way of estab

lishing validity. Although construct validity is the most powerful 

approach, it is extremely difficult to demonstrate. Therefore 

criterion validity is employed by comparing data derived from the inter

view with the data derived from other measurement instruments, e.g., 

self-report measures. Several studies have reported that information 



derived from interview procedures corresponds to information derived 

from other sources. Kleinman et al. (1977) interviewed hypertensives 

about life stressors and found significant correlation between amount 

of stress reportedly experienced by the subjects and their blood 

pressure level. Herjanic et al. (1977) found that children's verbal 

responses to a wide range of questions agreed in 80% of the cases 
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with the reports of parents. Beiman et al. (1978) found that self

reported avoidance behavior significantly related to other criterion 

measures of fear. Wincze et al. (1978) reported that women IS reports 

of sexual arousal were correlated with their responses on a question

naire measuring arousability. While there is no demonstrated validity 

of the behavioral assessment interview, it is possible to correlate 

the interview with a self-report inventory that has demonstrated 

va 1 i dity. 

The goal of the behavioral assessment, or any, interview is 

to be able to identify those aspects of the client's true problem. 

To the extent that it can be shown that the behavioral interview does 

render a "true" representati on of the client I s real problem, construct 

validity has been demonstrated. However, it is not possible to know 

all aspects of the client's problem environment, thereby making it 

impossible to demonstrate construct validity. Therefore, the most 

useful approach to demonstrating the validity of the behavioral assess

ment interview lies in criterion-related validity. 
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Summary and Conclusions 

In summary, many behaviorists advocate the use of interviewing 

alone or in combination with other methods of data collection. As has 

been clearly pointed out, little work has been done to specifically 

outline a conceptual scheme for conducting interviews or for objec

tively and systematically scoring data derived from interviews. Bergan 

and his associates (Bergan, 1977. Bergan & Tombari, 1975) are notable 

exceptions and their carefully detailed system for conducting inter

views within a behavioral consultation model appears to be the most 

sophisticated procedure available. 

It is evident that behavioral interview format and procedures 

have not been subjected to substantial empirical investigation regard

ing the properties of reliability and validity, yet the clinical 

therapy and professional training literature show that significant 

therapeutic decisions are made on the basis of the data collected 

during interviews. The interdependence of problem identification and 

therapeutic intervention has been well recognized yet interviewer 

agreement regarding the determination of the client1s problems has yet 

to be demonstrated. If the behavioral interview cannot be empirically 

substantiated, thp. selection, evaluation and/or modification of treat

ment procedures will continue to rest on clinical judgment. 

The present study was designed to examine agreement between 

independent interviewers. Comparison of interviewer summaries on a 

single client1s statements of problems was the target of investigation. 
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Interviewer agreement was examined under three conditions: 1) the be

havioral assessment interview; 2) the psychodynamic assessment inter

view; and 3) a no-training control. The question of interest to this 

study is whether behavioral interviewers achieve significantly higher 

levels of agreement on client problem identification than the other two 

interviewing groups. 

A second objective of this study is the examination of 

interviewer errors occurring during an interview which attenuate inter

viewer pair agreement on a particular client's problems. A specific 

source of error examined is that created by the interviewer when s/he 

deviates from the interviewing style under study. That is, any verbal

ization that was delineated as an error during training continues to be 

considered an error during the real client interviews. Errors may con

cern the function, content or type of interviewer question as they vary 

from respective training models. The second source of error to be 

examined is the loss of interview data from the actual interview to 

the problem identification dictated summary. The problems that the 

client mentions during the interview are compared with the problems 

that the interviewer dictates into the summary at the end of the inter

view after the client has left to determine how much information may be 

lost. 

This study addresses several issues raised by the Hay et al. 

study (1979). First, level of interviewer competency will be clearly 

established prior to the client interviews. Secondly, the specific 
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interview format for each group is described comprehensively with ex

plicit descriptions of necessary interviewer behavior for identifying 

problems according to interview model. Third, error will be analyzed 

according to the interview analysis system developed by Bergan and 

Tombari (1975) to detect differences in the process and content of 

verbalizations emitted by the interviewers during the problem 

identification. By using this analysis observations can be made about 

the amount of discrepancy that exists between interviewer's Y'equired 

performance at the end of training and actual interview performance 

with a client as well as which group has the highest rate of error. 

Results of this study have implications for the use of the be

havioral assessment interview as a clinical preintervention assessment 

device, for research on the psychometric properties of the behavioral 

assessment interview, and for the training of students studying the 

various mental health disciplines. 



METHODOLOGY 

Methods 

Thirty-six clients were sought through community outpatient 

mental health services, principally from the University of Arizona. The 

clients, male and female, ranged in age from twenty to forty years in 

age. The number of clients sought was based on design and power con

siderations which are elaborated in the section under Experimental Design. 

Subjects were randomly selected from the population of individuals 

currently in therapy (individual or group) for their personal difficul

ties. Clients were initially contacted by an announcement calling for 

volunteers through their mental health clinic and later by follow-up 

phone calls giving specific details about the nature of the project and 

the procedure for volunteering as a client (Appendix A). The require

ments for participation in the study included listening and comprehension 

skills necessary to maintain an interview of up to one hour in length. 

Each client was screened in a telephone interview by a specially trained 

research assistant who used a telephone screening checklist (Appendix B). 

The screening checklist contained ten items including such areas as 

evidence of difficulties with speech (e.g., accelerated speech), bellig

erence or hostility, inability to commit to specific date or time, etc. 

Clients who evidenced none of the difficulties indicated by the ten items 

were scheduled for two interview appointments. 

34 
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Interviewers 

The interviewers were 30 individuals who had equivalent experi-

ences to each other in terms of academic/educational training, experience 

in practicum settings, and work experiences. The interviewers were 

students enrolled in the undergraduate psychology program at the Univer-

sity of Arizona who were preparing for graduate work in some area of 

mental health service. Interview trainees were selected according to 

responses to an interview questionnaire (Appendix C) and an interview 

with the dissertation director. The interview questionnaire contained 

questions concerning the student's course work in psychology, complete 

description of all work experience, prior training in interviewing or 

assessment, past research experience, and their University references. 

Individuals were eligible for training who had no history of direct or 

observational learning in interviewing techniques. After the screening, 

the trainees were randomly assigned to one of three training groups. 

Training Groups 

Group 1: Behavioral Assessment 
Interviewing 

This condition was based in part on Bergan's (1977) behavioral 

consultation interviewing model described above. The specific portion 

of the consultition model which was employed was the problem identifica

tion phase. The goal of this interview is the specification of the 

client's problems. A problem is defined as the need to eliminate the 

discrepancy between the observed behavior and the desired behavior. A 

precise description of the specific behaviors includes a behavioral 
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description of the ·problem behavior, the antecedent events, and the 

consequent events to that behavior. Throughout the problem identifica

tion interview the verbal behavior of the client was controlled by the 

interviewer's verbal behavior so that the client's report was confined 

to the description of problems and the conditions which maintain those 

problems. 

Instructional Program 

The 10 individuals assigned to this group received 5 hours of 

training per week for 6 weeks in behavioral assessment interviewing in 

individual and in group meetings. The instructor for this group was 

required to be trained in behavioral assessment interviewing with clin

ical experience using behavioral assessment and therapy with mental 

health clients. The experimenter served this function. Before training 

began for the group, each individu·al conducted a basel ine interview with 

a trained simulated client. Each individual was told that the purpose 

of their interview was to identify all of a client's current problems 

and difficulties. The simulated clients belonged to a pool of 20 espe

cially trained to represent the major diagnostic categories described in 

the Research Diagnostic Criteria (Spitzer & Endicott, 1978). In the 

preinstructiona1 interview the trainee was introduced to the simulated 

client and given verbal instructions from the experimenter to conduct a 

comprehensive interview to determine all the client's problems. The 

objective of this preinstructional interview was to determine how many 

of the required verbal interview behaviors might already be in the 
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trainee's repertoire. The focus of training then concentrated on the 

missing skills, e.g., the use of behavior specification elicitors, while 

reinforcing the existing required skills, e.g., the use of validating 

statements. After the preinstructional interviews were completed for 

all 10 trainees, the instructional program was presented. This program 

is described below. 

A. Preparation for Training. 

1. Verbal Description of the Interview Purpose 

An introductory lecture in which the nature and purpose of the 

behavior assessment interview was described. The trainees were told 

that they were to be trained in a problem identification interview which 

would be used with real clients to identify all personal difficulties 

experienced by the clients at the time of the interview. 

2. Written Model Form 

A sequenced outline of the problem identification interview 

with examples of interviewer verbalizations and client problem complaints 

(Appendix D). 

3. Written Model Form II 

A sequenced outline of the problem identification interview 

without examples of verbalizations. This form was used dur~ng the inter

view to serve as an interview guide and to provide a form on which the 

interview could write down client responses (Appendix E). 

4. Model Interview Videotape 

A videotape shown to trainees demonstrating a behavioral 
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assessment problem identification interview conducted by a psychologist 

exemplifying the behavioral approach with a simulated client. 

5. Role-Play Script 

A description of adult clinical problems with instructions to 

the role-player to reply to the interviewer trainee questions initially 

with broad general responses and become more specific as the interviewer 

begins to specify problem behaviors. The script was used by the trainees 

when practicing interviewing skills away from the training setting 

(Appendix F). 

B. Training Format. 

1. Simulated Clients 

A pool of 20 individuals were trained according to the Research 

Diagnostic Criteria (Spitzer & Endicott, 1978) to represent the mental 

health clients to be encountered by the interviewers after completion of 

training. The simulated clients represented a wide range of disorders 

(e.g., depression, anxiety, phobia) with the exception of acute psychotic 

episodes, as individuals unable to maintain a conversation for one hour 

were excluded from the study. The simulated clients were given instruc

tions to be in role as long as they were in contact with the interviewer. 

At no time were they to break role during a training session and they 

were instructed not to socialize with any interviewer as long as they 

were associated with the project, to preserve the integrity of their 

clinical persona(s). A simulated client had up to three clinical per

sonas, complete with appropriate past histories. 
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2. Training Interview 

An interview conducted by the trainee during which the trainee 

rehearsed behavioral assessment interviewing skills demonstrated by 

video tape modeling and by live model demonstration with a simulated 

client. 

3. Feedback Session 

Review of a training tape by the project trainer with the inter

viewer trainee in which the trainer indicates the trainee's progress 

toward mastery by indicating examples of criterion performance. 

4. Descriptive Praise 

A verbal statement by the project trainer to a trainee indicating 

approval and encouragement of interview verbalizations paired with a 

trainee verbalization for which approval is given. 

5. Corrective Feedback 

A verbal statement by the project trainer indicating that a 

trainee's interview verbalization was incorrect, including a description 

of the correct response. 

6. Observational Learning 

A trainee's experience of observing a fellow trainee rehearse 

interviewing skills while tallying correct and incorrect verbalizations 

which s/he uses later as feedback. 

C. Criterion-Test Interview. An interview with an unknown 

simulated client by a trainee in which the trainee demonstrates no more 

than 5 errors per 100 statements. The trainee demonstrates the required 

problem identification of all client problems in no more than 1 hour. 
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The Written Form II was used as a cue and for note taking while con

ducting the interview. After the interview was complete, the inter

viewer dictated a Problem Identification Summary onto the audio tape. 

The Criterion-Test was repeated after further rehearsal when necessary, 

until the trainee demonstrated interviewing skills to criterion. 

D. Criterion Skills. A trainee has reached criterion when 95% 

of his/her interviewer verbalization during the criterion-test interview 

can be scored completely in the following categories on the Verbal 

Analysis Record (Appendix G): Behavior, Behavior-Setting, Specification, 

Summarization, or Valid9tion. This means that during the interview the 

content of the interviewer's verbal messuges will focus on the behavior 

being assessed and the conditions under which the behavior occurs. The 

function or process of the interviewer's verbal behavior will focus on 

specifying the client's problems, summarizing the information obtained 

during the interview, and validating matters of fact established during 

the interview. The majority of verbalizations should be utterances that 

call for information or request information. The experimenter scores 

each interview using the Verbal Analysis Record. Out of the entire 

verbal exchange between the interviewer and simulated client, 95% of 

the interviewer's verbalizations fell into the categories listed above. 

Each interviewer verbalization was tallied according to the appropriate 

category, e.g., behavior specification elicitor. 

E. Training Sequence. Each week the behavioral interview 

trainees met as a group. In the first meeting after all of the prein

structional interviews were complete the trainees were shown the 
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behavioral assessment interview videotape described above. A discussion 

followed, comparing what had occurred in their simulated interviews with 

that demonstrated on tape. The written model forms I and II were distri

buted and discussed. At the end of the first group meetings, role-play 

scripts were distributed with instructions to practice interviewing 

skills with friends at home. In all group meetings the purpose of the 

behavioral assessment interview was reviewed and illustrated. During all 

meetings after the first, behavioral interviewing was demonstrated by the 

project director and was practiced with peers by the trainees. 

In addition to group meetings, each trainee scheduled one train

ing interview per week and was assigned to a different simulated client 

for each interview. The training interviews were audiotaped as well as 

observed by the project director. After each training interview the 

trainees performance was reviewed in terms of progress toward mastery of 

the correct interview skills. 

Training sessions were also observed by other trainees who used 

the session to make observations about correct and incorrect verbaliza

tions of the interviewer which were recorded on the Interview Checklist 

(Appendix H). 

When the trainee determined that s/he was ready, a criterion

test interview was scheduled with an unknown simulated client. When a 

trainee demonstrated an interview with no more than 5 errors, the train

ing was complete. 



Group 2: Psychodynamic 
Assessment Interviewing 

This interview is based on the interview model suggested by 

Korchin (1976) and by Gill, Newman and Redlich (1954). This initial 

assessment interview includes four stages: 
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1. Introduction and rapport building: The client is allowed time 

to develop themes relevant to him without restriction. The 

interviewer follows the leads that the client presents for dis-

cussion. The interviewer encourages the flow of the transaction 

by communicating sympathy and understanding as the client dis-

closes personal material. 

2. Chief complaint: The interviewer gathers information necessary 

for a tentative formulation of the nature of the client's 

current difficulties and personal stresses, including knowledge 

of the client's physical state, social environment, precipitating 

stresses and the current efficacy of habitual coping mechanisms. 

3. Major developmental landmarks: Included here are early family 

circumstances, illnesses and accidents, friendships, losses of 

significant others, educational successes and failures, marriages, 

children, and work successes and failures. Essentially, the 

interviewer explores these areas throughout the interview in 

order to establish the historical antecedents of the client's 

current difficulties. 

4. Conclusion: The interview is terminated by restoring the client's 

composure if necessary and by the interviewer communicating 



empathetic understanding of the difficulties that the client 

may have experienced during the interview. At this time the 

interviewer summarizes the interview. 

Instructional Program 
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The 10 individuals assigned to this group received 5 hours of 

training per week for 6 weeks in psychodynamic assessment interv'iewing 

in group and individual sessions. The instructor for this group was 

required to have training in a psychodynamically oriented clinical 

assessment interview and to have had clinical experiences using dynamic

ally oriented therapy approaches with mental health clients. The experi

menter served in this function. Before the training began the inter

viewers were told that the purpose of the interview style they were to 

learn was to identify all current complaints of a client in an initial 

interview. Before the training program began each trainee conducted a 

preinstructional interview with a simulated client just as the behavioral 

interviewers had done. Each psychodynamic interview trainee was intro

duced to a simulated client and was given verbal instructions by the 

experimenter to determine all the client's problems. As with the 

behavioral assessment group, the purpose of the preinstructional inter

view was to determine how many of the required criterion interview 

behaviors existed in the trainee's repertoire. After the preinstruc

tional interview were completed for all, the instructional program began. 

The instructional program used to teach interviewing skills 

necessary to conduct a psychodynamic assessment interview was the same as 
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that of the behavioral assessment interview group in terms of meeting 

place, number of meetings, use of simulated clients, written materials, 

and video training tape. The content, of course, was built upon the 

psychodynamic model of personality and assessment (Korchin, 1976) but 

the instructional treatments were identical. 

The psychodynamic interview which was taught stressed the fol

lowing interviewer behaviors which were present throughout the program: 

(1) reflection of client feelings and emotions to communicate empathy 

and understanding; (2) utilization of a majority of open-ended questions 

to encourage a spontaneous flow of information from the client; and (3) 

reinforcement of the client's disclosure of personal information 

(Appendix I). A description of the program and content is given below. 

A. Training for Preparation. 

1. Verbal Description of the Interview Purpose 

An introductory lecture in which the nature and purpose of the 

psychodynamic assessment interview is described. The interview was 

described as an initial problem identification interview to be used with 

actual clients in therapy for the purpose of eliciting from the client 

a complete description of all problems which the client is currently 

experiencing. 

2. Written Model Form I 

A detailed outline of the sequence of the problem identification 

interview with examples of interviewer verbalizations (Appendix I). 

3. Written Model Form II 

A sequenced outline of the problem identification interview 
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without examples of interviewer verbalizations. This form is to be used 

during an interview to serve as a cue for the interviewer and to provide 

a form on which to note client problems (Appendix J). 

4. Modeled Videotape 

A videotape shown to a trainee depicting a Psychodynamic Problem 

Identification interview conducted by an experienced clinical psycholo

gist with a simulated client. 

5. Role-Play Script 

A description of adult clinical problems with instructions to 

the role-player to respond to interviewer questions initially with broad 

general responses and then with appropriate information when asked. The 

script was used by the trainees when practicing interviewing skills away 

from the training setting (Appendix F). 

B. Training Format. 

1. Simulated Clients 

The Psychodynamic training group shared the same pool of 20 

trained simulated as did the Behavioral training group and the No 

Training groups. The simulated clients were given the information that 

interviews would be different at times and that they were simply to 

respond from their fabricated histories when appropriate. 

2. Training Interview 

An interview conducted by the trainee with a simulated client 

during which the trainee rehearses psychodynamic interview skills demon

strated by videotape and live modeling. 
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3. Feedback Session 

Review of a training interview by the project trainer with the 

trainee in which the trainer indicates the trainee's progress toward 

mastery by indicating examples of criterion performance. 

4. Descriptive Praise 

A verbal stateme.nt by the trainer to a trainee indicating 

approval and encouragement of interview verbalizations paired with a 

trainee verbalization for which approval is given. 

5. Corrective Feedback 

A verbal statement by the project trainer indicating a trainee's 

interview verbalization was incorrect, including a description of the 

correct response (Appendix K). 

6. Observational Learning 

A trainee's experience of observing a fellow trainee rehearse 

interviewing skills while tallying correct and incorrect verbalizations 

which s/he uses as feedback for the one rehearsing the interview. 

C. Criterion-Test Interview. An interview with an unknown 

simulated client by a trainee in which the trainee demonstrates no fewer 

than 5 errors per 100 statements. The trainee demonstrates the re

quired problem identification of all client problems in no more than 

hour. The Written Form II was used as a cue and for note taking while 

conducting the interview. After the interview was completed the inter

viewer dictated a Problem Identification Summary onto the aUdiotape. 

The Criterion-Test was repeared after further rehearsal when necessary, 

until the trainee demonstrated interviewing skills to criterion. 
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D. Criterion Skills. A trainee reached criterion when 95% of 

his/her interviewer verbalizations during the criterion-test interview 

were completely scored in the following categories: Background Envi

ronment, Individual Characteristics, Evaluation, Inference, Specifica

tion, and Summarization. The interviewer verbalizations were scored on 

the Verbal Analysis Record (Appendix G). This meant that during the 

interview the content of the interviewer's verbal messages were focused 

on the client's chief complaints, general environment, personal charac

teristics, past history and developmental landmarks, and implied or 

expressed emotion. The function or process of the interviewer's verbal 

behavior was to focus on specifying the client's (1) chief complaints, 

(2) current general environment, (3) personality description, and (4) 

past history and developmental landmarks. Further, the interviewer was 

to infer emotional content of client's report and to summarize the 

client's problems in the context of past and current history. 

The majority of the interviewer verbalizations were utterances 

that called for information. The experimenter scored each interview on 

the Verbal Analysis Record. Out of the entire verbal exchange between 

the interviewer and simulated client, 95% of the interviewer's verbali

zation fell into the categories listed above. Each interviewer verbali

zation was tallied according to the appropriate category, e.g., back

ground environment specification elicitor. 

E. Training Sequence. The sequence was the same as that of 

the behavioral group, with the first meeting including a videotape of a 

psychodynamic interview, followed by a discussion comparing what had 
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occurred in the interviews with simulated clients with what was demon-

strated on the training tape. The written model forms I and II were 

distributed and discussed with role-play scripts distributed for home 

practice. During successive meetings interviewing was modeled by 

trainees or the experimenter. Weekly individual training interviews 

were scheduled with simulated clients, and these were observed by trainee 

peers, the experimenter, and were audiotaped for use during feedback 

sessions. The test interview was scheduled, as with the behavioral 

group, when it was determined by the experimenter and trainee that the 

trainee was prepared. 

Group 3: No-Training Control 
Interviewers 

This group was composed of ten individuals randomly assigned to 

the no-training control condition. These individuals had prior training 

and educational· experiences equivalent to those in Groups 1 and 2. Each 

individual in this group conducted two interviews with different simulated 

clients and participated in two discussion groups during the training 

period for Groups 1 and 2. The purpose of the discussion groups was to 

give support and encouragement to the trainees who had expressed concern 

and anxiety after being told that they would interview clients without 

training. While these interviewers were not expected to know how to 

interview a client, it was expected that they were skilled in initiating 

and maintaining a conversation with another person. These interviewers 

were told that the purpose of the interviews was to find out about the 

personal difficulties that the client experienced currently in his/her 
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life. After the interview each interviewer was instructed to dictate 

a problem identification summary onto the aUdiotape. The objective of 

these simulated interviews was to provide the experimenter with a sample 

of the interviewer's interactional and conversational behaviors to 

insure that clients would have a positive conversational experience. 

Secondly, they were used to observe the interviewer's ability to follow 

instructions. These two interviews were conducted according to the same 

instructions given to Groups 1 and 2 prior to those preinstructional and 

postinstructional interviews. 

After the ten interviewers completed Simulated Interview #1, 

they participated in a discussion group led by the experimenter. The 

objective of this was to promote general discussion among the inter

viewers regarding their discomfort about interviewing. The interviewers 

as a group expressed their concern about their lack of strategies for 

interviewing real clients. They were reassured that they were not 

expected to demonstrate interviewing skills and were encouraged to allow 

themselves to talk to each client in any way that they thought appro

priate. 

After the completion of the discussion group, all interviewers 

conducted Simulated Interview #2. Any interviewer unable to conduct an 

interview with the simulated client during this interview was dropped 

from the study. 



Training in Confidentiality and 
Professional Behavior 

Prior to conducting Simulated Interview #1, all interviewer 
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trainees attended a special two-hour training session during which they 

were presented with the professional guidelines for the project. Each 

interviewer was given a pamphlet which thoroughly described the conduct 

expected of all interviewers during their participation in the Clinical 

Interviewing Study. Instructions reviewed basic professional behavior, 

the client's rights to confidentiality, ethical behavior, and the Arizona 

Revised Statutes appropriate to these matters. Next they were presented 

with several descriptions of common situations which mental health 

workers frequently encounter during which confidentiality could be vio-

lated. In each depicted situation the issue in question, the action to 

be taken by the interviewer, and the rationale for that action were 

illustrated and explained until each interviewer expressed understanding. 

At the end of the training session each interviewer was required to sign 

a confidentiality agreement statement (Appendix M). Consequences of any 

violation of the confidentiality were fully explained. 

Interview Validation 

Nine of the trainees final audio tapes (Simulated Interview #2 

for the No-Training Control and Criterion Test interview for G\oups 

and 2) were randomly selected, three from each group, and were given to 

three Ph.D. clinical psychologists who are experienced, established 

clinicians. These judges were asked to rate 7 randomly selected inter-

views as behavioral, psychodynamic, or other on a check sheet· especially 



provided. The judges were given the training descriptions for each 

group prior to rating the tapes (Appendix L). The outcome of their 

evaluation is reported under the Results section. 

Conditions of the Experiment 

Experimental Design 
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The experiment consisted of three conditions of interviewer 

training previously described: behavioral assessment interview, psycho

dynamic assessment interview; and no-training control assessment inter

view. The interviewers trained within each method were randomly paired 

(unknown to them). Each interviewer pair saw three clients. Therefore 

each client was interviewed twice and was only interviewed by one pair 

of interviewers. Clients were randomly assigned to interviewer pairs. 

The order in which clients were seen for a given pair was the 

same for all clients and was determined by the toss of a coin. 

The appropriate analysis for this experiment was the completely 

hierarchical ANOVA and is described in Dunn and Clark (1974, pp. 94-114) 

and in Myers (1972, pp. 226-242). 

Additionally, demographic information for each client was col

lected as well as identified problems in order that comparability of the 

clients was assured. Such factors as age, sex, marital status, etc. 

were examined to insure equal distribution of these factors among the 

three groups. This was done to determine factors which might have had 

a potential to confound group differences. 
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Procedure 

Mental health clients were randomly assigned to Groups 1, 2 or 

3. Each group had four interviewer pairs who interviewed three clients 

per pair. Each client was interviewed twice by one interviewer at a 

time. All interviewers were given the same instructions per client: to 

conduct a comprehensive interview lasting up to, but no longer than, one 

hour in which the current difficulties in the client's life are identi

fied. Immediately after each interview, the interviewer dictated a 

problem identification summary specifying the client's problems. Each 

interviewer had a clock and appropriate note-taking materials during the 

interview. 

All interviews were monitored by the experimenter so that should 

any seriously distressing event occur for client or interviewer, the 

interview would be stopped. The clients were informed prior to the 

interview that the interviews would be audiotaped and that the tapes 

would be coded later without reference to the client's name. 

Interview Outcome Measure 

Interviewer Agreement. A measure of agreement on a client's 

problems was ascertained from each pair of interviewers. Problem iden

tification agreement was computed according to the exact agreement 

method (agreements/agreements + disagreements). Agreement was only 

computed on problems identified by interviewers versus those mentioned 

by the clients. 
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The measure of verbalized content by interviewers was derived 

from the dictated problem identification summaries. Research assistant 

raters, psychology students from the University of Arizona who were 

blind to the hypotheses of the study, coded the content of the summaries 

for all problems specified. Raters used a coding system entitled "Life 

Areas Problem Identification Coding Manual" (Appendix N) which was devel

oped by the experimenter for this clinical interviewing research study. 

It is similar in part to the Mooney Problem Check List (Gordon & Mooney, 

1950). The "Life Areas Problem Identification Coding Manual and Check 

List" is divided into major life areas (e.g., marital, employment, social 

interattion, etc.) with specific items listed within each area. The 

interviewer-dictated summaries were transcribed and coded into the areas 

with as complete as possible description of the client's problems. An 

area, e.g., marital, was considered identified when the name of the area 

or an item with the area, e.g., fights with spouse, was named in the 

problem identification summary. Interviewer agreement was then calcu

lated using the agreement method described above. 

The coding system was designed such that specificity of areas 

and sub-areas did not favor either of the groups. That is, it did not 

favor the behavioral by requiring specificity nor the psychodynamic by 

favoring generality of description. The'coding system was specifically 

designed to control for the higher reliability estimates that can be 

achieved by interviewers using broad, general categories in problem 

identification. 
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Interviewer Error Type I. This is defined as deviation from 

the kind of statements required by the respective training model. Type 

I interviewer error may be in the function, content, or type of inter

viewer question. For example, the question "How did you feel about 

losing your father at age three?" is an error for a behavioral inter

viewer in that the content is past rather than present, and because it 

calls for an evaluation about feeling rather than specification of cur

rent behavior. 

In order to determine the presence and type of error, the inter

viewer verbalizations during the real client interviews were coded from 

the audio tapes and were analyzed using the message classification system 

developed by Bergan and Tombari (1975). This system provides for the 

three-way classification of each interviewer statement into the process, 

content, and control of each statement. For example, the term process 

refers to the function performed by an interviewer question. The func

tion of the interviewer question, "How often do you have suicidal 

thoughts?" is to elicit specific information from the client. Other 

functions of interviewer questions could be evaluation, inference, 

summarization, or validation in addition to specification. 

An interviewer could make an error in content without making an 

error in the function of his/her question. For example, a behavioral 

interviewer could ask questions about the behavior of others (e.g., a 

mother-in-law) which occurs outside of the setting in which the behavior 

of concern occurs, e.g., fights with spouse. The control category 

separates all interviewer statements into two subcategories depending 
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upon whether they request information or provide information. In the 

example given above, the interviewer is requesting or eliciting infor

mation from the client. It was a requirement in both interviewing 

models that the interviewers at times provide or summarize i~formation 

for the clients. The control category gives exact information about the 

ratio of number of questions to summary statements, an index of the 

flow of information from the client. 

The coding was done on an interview-analysis record form (Appen-

dix G). 

Interviewer Error Type II. This error is defined as the loss of 

interview data from the client report during the interview to the dic

tated interviewer summary at the end of the interview after the client 

had left. The research assistant raters coded from audio tapes the 

responses that the client made during the interview using the Life Areas 

Coding Manual described above. This was the source of data on the true 

nature and number of problems that the client reported during the inter

view. A problem was coded according to the following criteria: (1) any 

mention of the problem, (2) the problem must contain aversive or stress

ful properties, (3) the problem is a current experience or an expected 

occurrence, and (4) it has some relation to the client's therapy issues 

or personal distress. 

Type II error is the comparison of the number of problems iden

tified by the client during the interview (as coded by research assistant 

raters) with the number of problems mentioned by the interviewer in the 
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dictated summary (also coded by research assistant raters). In every 

case, the coding was done according to the same system described above. 

Training for Research 
Assistant Raters 

Coder training was organized into two phases: (1) the assignment 

of client problems to the correct life problems category; and (2) verbal 

analysis of interviewer verbalizations during the interview. 

Training in the assignment of client problems to the correct 

life problems category included modeling of the assignment process by 

the experimenter, coding practice using segments of tape from the simu-

lated client interviews, individual coding assignments using the coding 

manual with corrective feedback from the experimenter to each coder after 

every coding exercise. After the training phase, interrater reliability 

-in assigning a problem to the correct category was esta~ished by having 

raters code all the problems presented in six randomly selected audio-

taped segments, each containing from five to ten problems, from the 

three interview groups. The required interrater agreement was set at 

97%. 

Coding for interview analysis required coders to determine what 

messages to code, to determine how to code them, and the establishment 

of the reliability of the coders. Determining what messages to c?de 

required that the interviewer's verbal interactions be divided into a 

set of discrete units of observation, each of which may be assigned a 

series of coding responses. A unit of observation was defined as an 

independent clause or as an implied independent clause. For example, 
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"Tell me about the problems you are having with overeating" would be a 

unit of observation. Training in what messages to code included written 

guidelines for what to code, verbal instructions and modeling by the 

experimenter of correct determination of units of observation, group and 

individual practice by the coders with audio tape segments, and correc

tive feedback given by the experimenter on the coders' performance. 

After the coders demonstrated 97% accuracy in determining the 

units of observation, training in how to code interview messages followed. 

Each unit of observation was coded three times, once for each of the mes

sage classification categories. Coding was done on the Interview Analysis 

Record (Appendix G). For examples, the question "When during the day do 

you have these fights with your husband?" would be coded for content, 

process, and control. Training how to code messages- was identical to the 

training for the identification of units of observation, e.g., instruc

tions, experimenter modeling, corrective feedback, etc. 

Interrater reliability was established both for the task of 

assigning utterances to units of observation and for the task of coding 

units of observation in terms of the three message classification cate

gories. In order to assess reliability in assigning verbalizations to 

units of observation, two raters coded verbalizations into fifty units. 

Agreement in assigning verbalizations to units of observation was set at 

97%. Interrater reliability for the message classification categories 

was determined by having two coders code 50 statements selected from each 

of the three interview groups into the correct categories. Agreement 

was set at 97%. 
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Data Analysis 

The outcome measure, interviewer agreement, discussed in the 

previous section was combined as appropriate to test the following null 

hypothesis: The mean agreements among interviewing methods are equal. 

Differences were expected between the interviewing groups with the 

Behavioral Interviewing grou~ having the highest mean agreement. Dif

ferences between interviewers were also tested. 



RESULTS 

This experiment consisted of three conditions of interviewer 

training: behavioral assessment interview, psychodynamic assessment 

interview, and a no-training control assessment interview. The inter

viewers trained within each method were randomly paired and saw three 

clients. Each client was interviewed two times; that is, separately by 

each member of the interview pair. Five different dependent variables 

were analyzed using a completely hierarchical analysis of variance. 

This design is characterized as clients within interviewer pairs within 

training methods of interviewing. In this design the total variability 

among clients has three potential sources. Interviewer agreement may 

differ because of (1) training/treatment effects; (2) interviewer pair 

effects; and (3) residual client differences. A hierarchical ANOVA was 

performed on give dependent measures: (1) interviewer agreement on 

client's problems; (2) the proportion of problems identified of those 

mentioned; (3) problems identified by the interviewer; (4) number of 

problems mentioned by the client; and (5) interviewer errors. 

Table 1 presents the mean performance by training group on each 

of the dependent variables, while Table 2 presents the mean performance 

of interviewer pair or interviewer by dependent measure. 

On the first dependent variable for group effect on interviewer 

agreement, it was found that the interviewers who received a behavioral 

training program were able to achieve higher agreement with their pair 
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Table 1. Training Group Means by Dependent Measure. 

Dependent Measure 

1. Interviewer Agreement*** 

2. Proportion of Problems 
Identified** 

3. Number of Problems Identified 
by Interviewer* 

4. Number of Problems Mentioned 
by Cl i ent (NS) 

5. Interviewer Errors Per 
Interview** 

Summary of F Tests: 

*** p < .001 

** p < .025 

* P < .05 

NS nonsignificant 

Mean 
Behavioral Group 

.5048 

Mean 
Psychodynamic Group 

.2558 

Mean 
No Training 

Control Group 

.2281 
*-----------------------* *-----------------------------------------------* 

.8644 .6511 .6940 
*-----------------------* *-----------------------------------------------* 

5.2917 3.1997 3.3750 

6.1667 5.0000 5.0833 

13.2500 2.8333 

Summary of Scheffe's ssd Procedure: 

*---* indicates significant comparison (p < .05) for means 

indicated. (Note: measure 3 was not significant though 

obtained F was. See Meyer's 2nd Ed., pp. 363-4.) 

0'1 
o 



Table 2. Interviewer Pair or Interviewer Means by Dependent Heasure. 

Pai r: 
Interviewer Number: 

Dependent Measure 

1. Interviewer 
Agreement** 

2. Proportion of 
Prob 1 ems 
Identified (NS) 

3. Number of 
Problems 
Identified** 

4. Number of Prob
lems Mentioned 
by Cl ient (NS) 

Interviewers: 2 

Behavioral Ps~chod~namic No-Training Control 
1 2 3 4 1 2 3 4 2 3 4 

2 3 4 5 6 7 8 2 3 4 5 6 7 8 2 3 4 5 6 7 

* ----------* .83 .17 .51 .51 .28 .56 .14 .05 .11 .22 .29 .29 
*-----* *--------------------------* *--------------------------------------* *--------------------------------------------* *----------------------------------------------------* *----------------------------------------------------------* *----------------------------------------------------------------* *----------------------------------------------------------------------* 

.97 .68 .91 .89 .68 .58 .64 .70 .65 .70 .70 .73 

6.0 3.17 7.0 5.0 3.33 2.83 3.0 3.5 2.33 3.67 4.33 3.17 
*----------------------------------------* 

6.16 5.17 7.67 5.67 5.17 4.83 4.67 5.33 3.83 5.67 6.33 4.5 

Behavioral Psychodynamic 
3 4 5 6 7 8 9 10 11 12 13 14 15 16 

8 

5. ~nterv~;wer 6.00 14.33 19.0 31.67 9.67 7.33 8.00 10.0 6.33 0.334.00 6.33 1.67 2.00 0.67 1.33 rrors * _______________________________ * 
*----------------------------------------------* *---------------------------------------------------------* *--------------------------------------------------------------* 

Summar~ of F Tests: *** p < .001 
** P < .025 
* P < .05 

NS Nonsignificant 

Summary of Scheffe's ssd Procedure: 
*---* indicates significant comparison 
p < .05 for means indicated 

0"1 
-' 
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mate on the average (.50) than those interviewers who received psycho

dynamic training (.26) or no training at all (.23). The ANOVA results 

showed that the three groups differed significantly (F = 12.72; df = 

2/9; MS error = .1299; P < .001) and a Scheffe post hoc test indicated 

that the Behavioral group was significantly different from both the 

Psychodynamic and the Control group (ssd = 0.2147; K = 2). The inter

viewer pairs on the agreement measure were significantly different from 

each other, e.g., one behavioral pair had X = .83 agreement while another 

behavioral pair had .17. This was the same for the Psychodynamic group 

in which one pair had X .56 and another had X = .05. The ANOVA results 

showed that interviewer pairs significantly differed on the agreement 

measure (F = 4.64; df = 9/24; MS error = .028; P < .0025). Nine 

comparisons of the two highest agreement pairs (8 comparisons for 

behavioral pair #1 and 1 comparison for psychodynamic pair #2) of all 

possible comparisons of the sixteen means were significantly different 

from the lowest agreement pairs (ssd = .4576; K = 11). This surprising 

finding among interviewer pairs on agreement, despite the significant 

results for the training effect, may be a function of the length and 

intensity of training and will be discussed further in the Discussion 

section. 

The group effect on the second dependent measure" proportion of 

problems identified by the interviewer out of the total number of prob

lems mentioned by the client during an interview, showed that the Beha

vioral group identified more of the problems mentioned by the clients on 

the average (.8644) than those who received psychodynamic training (.6511) 
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or no training at all (.6940). In the ANOVA on this variable it was 

found that the three groups differed significantly (F = 7.46; df = 2/9; 

MS error = .0409; p < .025). The mean proportion of problems identi

fied by the interviewer out of the total number of problems mentioned 

by the client during an interview was significantly higher for the 

Behavioral group than the Psychodynamic and the Control groups (ssd 

0.1704; K = 2). There was no significant difference among the groups 

on the interviewer pair effect. 

On the third dependent variable, the total number of problems 

identified, the mean total number of client problems identified by the 

Behavioral group (5.29) was substantially higher than the mean total 

number of problems identified by the Psychodynamic group (3.19) or the 

group which received no training at all (3.37).' The ANOVA indicated 

again that the three groups differed significantly (F = 4.738; df = 

2/9; MS error 6.95; p < ,05); however, the group differences were not 

borne out as significantly different using the Scheffe post hoc test. 

On the number of problems identified, the interviewer pairs differed 

significantly (F = 3,175; df = 9/60; MS error = 2,18; P < .01). In 

fact, the Scheffe post hoc test indicated that Behavioral pair #3 was 

significantly different from all the others (ssd = 4.046; K = 23). 

The training groups did not differ in the ANOVA on total prob

lems mentioned by the client. While the mean number of problems men

tioned by the clients was higher in the Behavioral group (6.16) than the 

Psychodynamic group (5.00) and the no-training control (5.08), the 

difference between the training groups was not significant. The 
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differences among interviewer pairs on this variable were also not 

significant nor remarkable. Given that neither effect was significant 

on this variable, it suggests that clients will report the same number 

of problems regardless of the training of the interviewer, an interesting 

finding in and of itself. 

On the interviewer errors measure, both effects were significant. 

It was found that the number of interview errors committed by each of the 

two trained groups was different. On the average the Behavioral group 

made many more errors (X = 13) than the Psychodynamic group (X = 3). The 

number of errors is so 1 arge that the. two groups are barely overl appi ng, 

e.g., the most errors found in the Psychodynamic group was 6.33 while the 

least number of errors found in the Behavioral group was 6.03. The AN OVA 

on interviewer error showed the difference between the Psychodynamic and 

Behavioral groups to be significant (F = 10.99; MS error = 118.51; 

df = 1/14; P < .01). Individual interviewers were also substantially 

different from each other on the number of errors (X = 31.67) from four 

other interviewers, all of whom were from the Psychodynamic group 

(X = .33; X = 1.67; X = 0.67; X = 1.33). The ANOVA on this dependent 

measure indicated that the difference was significant (F = 4.09; MS 

error = 28.96; df = 14/32; P < .01). That is, the Behavioral inter

viewer made significantly more errors than the lowest scoring interview

ers according to the Scheffe post hoc test (ssd = 27.68; K = 15), 

suggesting that interviewer differences exist regardless of training. 
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Pattern Between Analyses 

The pattern of results demonstrates a marked effect of inter

view training. Four of the five dependent measures clearly indicate a 

significant difference between the behaviorally trained group and the 

psychodynamic and the no-training control group. On the fourth depen

dent measure, the number of problems presented by the client during an 

interview, though nonsignificant, the results were consistent with the 

other measures (e.g., Behavioral X = 6.16; Psychodynamic X = 5.0; 

Control = 5.08). Of special import is the validation of the hypothesis 

that behavioral training facilitates greater reliability or consistency 

in the inierviewing technique. This was clearly established by the 

significantly greater agreement exhibited by the behaviorally trained 

interviewer pairs (viz., X = .51 for the behavioral group versus ~ = .26 

for the psychodynamic group and X = .23 for the control). 

Obtained results comparing the performance of the interviewer 

pairs and the interviewers demonstrates that while errors in interviewi~g 

in this study did not affect agreement, it does appear that the intense 

emphasis on information gathering (viz., the behavioral approach), does 

correlate with increased errors because of the numbers of questions being 

asked. The erro~s made could be a function of the length and intensity 

of training and, with more training, it could be expected that varia

bility among interviewers should decrease and errors decrease. In this 

sutdy it appears that enough training was done so that pairs tended to 

be similar within their groups and their groups are significantly 

different. However, there was not enough training so that the pairs 
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within a group were completely homogeneous. It. is even unlikely that 

this could be done in that interviewers, despite training, do retain 

their individual histories and individual characteristics with respect 

to training. It is interesting to note that the number of problems 

mentioned was not significantly different by interviewer. This indi

cates that clients were probably not affected by variability in the 

interviewing technique. That is, the client1s report of problems was 

not a function of the particular interviewer. This is supported by the 

nonsignificant interviewer effect for the proportion of problems identi

fied dependent measure. 

Training Validation by Clinical Experts 

Three expert judges, all of whom were clinical psychologists 

with no less than 10 years experience, eval~ated nine randomly selected 

criterion test interview audio tapes. Of the nine, they were each asked 

to randomly select seven tapes to listen to and assign a label of beha

vioral, psychodynamic, or no-training control interview. Each of the 

nine tapes were identical to each other in appearance except for being 

numbered by the experimenter. Twenty-six of the audio tapes were 

correctly identified. The twenty-seventy tape, a no-training tape, was 

assigned to the psychodynamic group. 



DISCUSSION 

The aim of all interview assessment is to obtain information for 

the purpose of making treatment-related decisions. This study has 

attempted to make explicit the procedures used to establish client 

problem behaviors and to examine interviewer agreement on client com

plaints under three training conditions: (1) the behavioral assessment 

interview; (2) the psychodynamic assessment interview; and (3) the no

training control interview. Further, this study incorporates two 

training programs which were effective in teaching the components, pro

cedures and strategies of the behavioral and psychodynamic interviews. 

The interviewer training was independently evaluated by experienced 

clinical psychologists. 

At the time of this research, no study existed in the behavioral 

literature which reported significant results from work on examining 

interviewer agreement on client problems. A single study was reported 

by Hay et al. (1979) which, while unable to report significant results, 

suggested key variables of concern in the undertaking of research on 

interviewer agreement in behaviural assessment. Further, no study 

existed in the literature which compared these two principal interview 

assessment approaches. 

The present study demonstrates that different behavioral inter

viewers arrived at the same statement of client problem behaviors with 

significantly higher levels of agreement than psychodynamic or untrained 
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interviewers. Moreover, training is the variable that affects inter

viewer agreement on client problem reports. In this study, training to 

specific interview criteria was obtained for all behavioral and psycho

dynamic interviewers and was independently validated. The significant 

results for the behavioral group points to the strength of the behavioral 

interview for assessment purposes. 

This study hypothesized that interviewers whose behaviors were 

restricted to a behavioral model of interview assessment would achieve 

significantly higher agreement on client problems. In keeping with the 

strong emphasis on training, the level of competency of the behavioral 

and non-behavioral interviewers was specifically documented, the nature 

and sequence of each interview format was described in detail, and all 

interviewers were instructed to report only problems elicited from 

clients. 

Since standardization of assessment procedures has been stressed 

in the literature, a key goal of this research was the standardization 

of the interview format without violating the idiographic nature of the 

client's individual life problem complaints. Standardization of inter

viewer verbal input was achieved in this study during training for the 

psychodynamic and behavioral interviewers by restricting the content, 

process, and control factors of the interviewers' verbalizations in 

keeping with their respective models. 

The results of this study clearly demonstrate that the behaviors 

of the interviewer do affect the client report, as well as interviewer 

agreement on the nature of the client report. This research has,demon-



strated that behaviorally trained interviewers do affect the accuracy 

and completeness of assessment information. The client report given 
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by the behavioral interviewers was significantly more specific and 

comprehensive than the other two groups, as indicated by the higher 

proportion of problems being mentioned by the client identified by the 

behavioral interviewers and by the substantially higher number of prob

lems identified by the behavioral interviewers despite the fact that 

there was not a significant difference in the number of problems men

tioned by the clients during their interviews in the three groups. 

The findings regarding the differences of training on inter

viewer agreement, proportion of problems identified, and number of 

problems identified are especially interesting in light of the fact that 

the behavioral group made significantly more errors than the psychody

namic group. That is, the psychodynamic group remained "purer" in their 

interviewing performance than did the behavioral interviewers. Not only 

were the behavioral interviewers different as a group, but they were 

also different interviewer to interviewer. Therefore, even though the 

behavioral client interviews were "contaminated" by the interviewer's 

individualization of the format, the key factor, interviewer agreement, 

remained significantly higher than the other two interview approaches. 

The explanation for the superiority of the behavioral interview as an 

assessment approach, despite interviewer error, rests, it appears, in 

the nature of the behavioral approach to gathering client data. The 

crucial point is that behavioral interviewers identify problems better 

and have better agreement. The source for the high rate of error is 
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perhaps due to the fact that the behavioral interview was, based on 

interviewer statements from both groups, much more difficult to learn. 

It seems that enough training was done so that interviewers were con

sistent in maintaining a clear behavioral interview with the clients, 

but not enough to enable the interviewer to feel comfortable and flex

ible enough in the application of the interview with the various clients 

and client reports. The amount of errors made by the behavioral inter

viewers had little to do with interviewer agreement and the problems 

identified. It appears that this phenomenon has to do with the greater 

emphasis on nature of behavioral information gathering. That is, more 

questions asked lead to more errors in verbalizations. 

In addition to examining the training effect on the five depen

dent variables, this study also investigated interviewer/interviewer 

pair effects on these same variables. Significant results were obtained 

on the agreement, number of problems identified, and number of errors 

made dependent measures. This finding indicates that enough training 

was done so that pairs/interviewers were similar enough within their 

groups so that the groups were significantly different in their ability 

to identify problems and have agreement on those problems. However, not 

enough training was done so that pairs/interviewers within a group are 

completely homogeneous. In the Results section it was reported that the 

interviewer pair effects were significant for the behavioral group. 

Within their group agreement ranged from .83 to .17 while the psycho

dynamic pairs fluctuated from low to moderate agreement (.05 to .56). 

The group which received no training at all was less variable with 
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respect to agreement on client problems (.11 to .29). The data suggests 

that psychodynamic training does affect agreement but does not assure a 

high degree of agreement. The behavioral training affects agreement 

even more, but given the length and intensity of training, cannot assure 

interviewer agreement due to the individual characteristics of the 

interviewers trained. A clear suggestion stemming from these findings 

is that trainees be given an extensive practicum experience with real 

clients before training is completed. Some informal data collected 

during the experiment on interviewers and clients suggest other factors 

which also may have contributed to the significant pair differences, 

particularly in the behavioral group. 

The first factor stems from informal client remarks after the 

first interview. Several clients remarked on the comprehensiveness of 

the behavioral interview and expressed a lack of desire to repeat their 

personal history with such comprehensiveness in a second interview. 

Frequently these individuals would change the focus, if not the entire 

content, of the second interview report. A few clients reported to the 

experimenter, who was present during all the interviews, that they had 

decided to talk about something other than that mentioned in the first 

interview. The implication drawn by the experimenter was that the 

clients were adjusting their reports during that forty-eight hour period 

to make the second interview more enjoyable to themselves. The effect 

of this type of client adjustment to the interview process lowered the 

agreement for the pair dramatically. This kind of client response was 

more peculiar to the behavioral interview than to the psychodynamic. 
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A second contributing factor contributing to the significant 

pair effect had to do with the lack of flexibility of the behavioral 

interviewers. The behavioral interviewers as a group reported how dif

ficult it was to change their normal conversational patterns as well as 

their word usage to meet the test requirements during the training. A 

common occurrence among the behavioral interviewers was to become too 

specific and detailed in gathering information about the client's 

problems. When an interviewer had been overly tedious in the first 

interview, the client adjusted by continuing the problem report with 

the second interviewer without repeating the information given in the 

first interview. This adjustment on the part of clients resulted in 

lowered agreement within interviewer pairs on the client's problems. 

As has been mentioned above, the behavioral interviewers expe

rienced the most change in language patterns, in comparison to the other 

two groups, during training. ' In terms of interviewer effect on the 

interviewer error dependent measure, it is not surprising that the 

behavioral interviewers were the highest in the number of errors made 

during client interviews. 

In summary, the interview goal was to identify those aspects of 

the client's true problems, thereby giving a true report. In this study 

the interviewers ' summaries were tallied against separate ratings (from 

audio tapes) on what the client actually reported. The behavioral 

interview not only achieved significantly higher proportion of problems 

identified but the evidence suggests that the behavioral interviewers 

were getting a truer measure of the client's problem situation. That 



is, it appears the behavioral interview report was a more accurate 

reflection of what the client's problems really were than either the 

psychodynamic or the control interviewers. 
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When examining the subject of assessment interviews, it is worth 

bearing constantly in mind that the assessment instrument is the inter

viewer asking certain kinds of questions. The interviewer agreement 

results from this study plus the proportion of problems identified, 

results in favor of the behavioral approach, very strongly point to the 

importance of the training, in addition to the particular approach used. 

That is, the manner in which the interviewers are taught to elicit infor

mation from the client, the internal processes by which the interviewer 

will organize and retain the information heard, and the method by which 

the information is accurately summarized and reported are the key ingre

dients for accurate information gathering and reporting. To the extent 

that these skills are uniformly taught, agreement among interviewers 

can remain high. 

As stated earlier in a variety of ways, good interviewer agree

ment is obtained by collecting two independent but interchangeable meas

urements on a client report and examining the agreement. The goal of 

assessment as measurement specializes in describing events in precise, 

quantifiable terms. The goal of assessment for the clinician is prac

tical approaches to treatment and good outcomes with the client. Often 

these two perspectives do not overlap in clinical practice. This study 

clearly demonstrates that it is possible to have more precise measure

ment data if precision of planning and time are invested in training the 
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practitioner. The beauty of the interviewer effect results is that 

these results point to the realism of training people. That is, while 

good results can be obtained, people will be people and respond to 

training according to their individual characteristics. The interview, 

by its very nature, can never be a controlled situation. On the applied 

level, an interview can never be precise: language is a powerfully 

complex element; the interaction between the two individuals is unpre

dictable; non-verbal communication is not only difficult to record but 

nearly impossible to interpret; and individual histories within the 

interview and without still add to the confounding nature of the process. 

In short, the interview is a living process, full of uncontrollable 

variables. Therefore, the focus of many practitioners, as cited earlier, 

has been to standardize what can be structured, e.g., the interview 

format, to minimize error. As this study has demonstrated, structuring 

can and does have a good effect despite the fact that scientific, pre

cise assessment is an unrealistic goal. 

Unlike other structured approaches to clinical interviewing, 

this study maintained that the client's problem report should be free 

of restrictions, giving the client every opportunity to report problems 

from their own perspective. This concern was a key element in deter

mining how structure would be applied to an assessment instrument wherein 

interviewer agreement was the main focus and goal. Therefore, the 

decision to structure the interviewer's verbalizations rather than 

restrict the client's selection of which problems to report. 
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The implications of this study for interview assessment is that 

the use of behavioral interview assessment produces a more comprehensive, 

accurate record of client problem complaints with better interviewer 

agreement than the psychodynamic or an untrained group. The importance 

of the untrained group is stressed here in view of the fact that many 

mental health workers are not formally trained in interview techniques. 

The results from the untrained group speak to the need to train those, 

especially those who work in public or community mental health centers, 

who render diagnostic reports based on the interview. Although inter

viewer training for the psychodynamic group was as rigorous as those of 

the behavioral group in respect to meeting criterion for their training 

style, the nature of the psychodynamic interview led to interviewer 

agreement which was not much better than the untrained interviewers. 

This does not rule out benefits contained in that model of client inter

action, but it does clearly suggest the limitations of assessment data 

using that interview approach. 
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APPENDIX A 

NOTICE FOR VOLUNTEERS AND CONSENT FORM 

Research in Clinical Interviewing at 
The University of Arizona 

The Mental Hygiene Clinic is helping us recruit volunteers for 
our research in interviewing. Through the Mental Hygiene Clinic we 
have reached you. We would like to have you participate in our 
research project. We would like to interview you two times at the 
Psychology Clinic at The University of Arizona. Our study looks at 
initial interviews. Each interview will take no more than 1 hour. 
In these interviews you may be asked about various areas of your life-
family, work, relationships, school, etc., as well as about the 
problems that you encounter in your everyday life. The interviews 
take place at the Psychology Clinic in the Psychology building on the 
main campus at The University of Arizona. All interviews will be kept 
strictly confidential. 

If you would like to participate in our research project, please 
sign your name and give us your address and phone numbers where you can 
be contacted during the day to arrange an appointment. We will contact 
you and give you the complete details regarding your participation. 
If you wish to participate, we will give you $5.00 to cover your 
transportation costs. If you would like to call us with questions you 
may reach us at 626-7265 or 888-5262 in the evenings. 

Thank you! 

Cobbie LeBlanc 

Yes, I am interested in participating in your interview project. 

Name Date ------------------------------------- -----------------
Phone n umbe r( s) __________________________ _ 

(Please leave the lower portion at the Mental Hygiene Clinic) 
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Consent Form 
Clinical Interview Project 
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This study deals with initial interviews. We are interested in 
looking at communication that takes place during these interviews. We 
are also interested in finding out whether different interviewers 
seeing the same client have similar perceptions of the information that 
the client has shared. To investigate this, each volunteer will 
participate in two interviews scheduled within a day or two of each 
other. Each volunteer will be interviewed by one of the research 
interviewers. The interview will take no more than one hour of your 
time. In this interview you may be asked about various aspects of your 
life--family, work, relationships, etc., as well as about any personal 
problems that you are currently experiencing. The interview will be 
kept strictly confidential. The only people who will be aware of your 
identity will be the persons who will interview you and the project 
director, Cobbie LeBlanc. After you have completed the first interview, 
you will be scheduled to see another interviewer within the next two 
days. 

Your interviewwiil be audiotaped so that we may code various 
verbal interactions between you and the interviewer. The coders will 
not know your name. The project director will also be monitoring the 
interviews through a one-way mirror. The only possible risk to you for 
participating in the experiment involves the possibility that you might 
be somewhat uncomfortable about meeting the interviewer for the first 
time, about having the interviews audiotaped, and about having the 
interview viewed through a one-way mirror. Other than these possi
bilities, we do not see any risks to you for participating in the 
research study. The benefits to you involve participating in two 
pleasant interviews and the immediate payment of $7.50 at the end of 
the second interview. 

"I understand that I am free to ask relevant questions of the 
experimenter at any point and that I am also free to withdraw from the 
experiment at any time without ill will. I have read the above 
information and agree to participate in the study under these condi
tions. I further understand that this consent form will be filed in 
an area designated by the Human Subjects Committee with access 
restricted to the principal investigator or authorized representatives 
of the parti cu1 ar department. II 

A copy of this consent form is available to subjects on request. 

Signed ___________________________________ Date __________________ _ 

Witness Date ----------------------------------
Cobbie P. LeBlanc 

Clinical Interview Project Director 



APPENDIX B 

CLIENT TELEPHONE INTERVIEW SCREENING 

Client Date ----------------------------------- -----------------
Interviewer -------------------------------

1. Does the client sound confused as to where s/he is, 
the date or appear to have any difficulty in 
scheduling an appointment? 

2. Does the client have difficulties with his/her 
speech, e.g., accelerated speech, abrupt changes 
from topic to topic, making it difficult to understand 
him/her? 

3. Does the client show any hostility or belligerence 
during the phone conversation? 

4. Does the client appear to have difficulty under
standing the nature of the interviews or any aspect 
of the project despite careful explanation? 

5. Does the client appear to have difficulty maintaining 
the topic of conversation for the duration of the 
phone call? 

6. Does the cl ient make an'y unreasonable demands of the 
project, e.g., wish to have the project director meet 
with the client's lawyer to insure that the project 
protects the client's rights? 

7. Does the client refuse to commit him/herself to a 
date or t-ime? 

8. While talking with the client on the phone did you 
have any difficulty obtaining such information from 
the client such as age, occupation, telephone numbers, 
etc.? 
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Yes/No 



9. Did the client ask irrelevant questions, e.g., "Are 
you interviewers attractive?" or "Are the interviewers 
married women?" 

10. Comments on the phone conversation: 
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Yes/No 



APPENDIX C 

TRAINEE SELECTION QUESTIONNAIRE 

1. Name -----------------------------
2. Age ____________ _ 

3. Major Area of Study --------------------------
Minor Area of Study --------------------------

4. Semesters completed to date -------------------
5. Prior employment? 

( ) No 

( ) Yes If yes, please state all employment however temporary. 

6. Have you had any work experiences or projects in the area of mental 
health? If so, please give details. 

7. Have you had any formal or informal training in interviewing? If 
so, please describe your training and where it took place. 

8. Please list the courses that you have had in Psychology. 
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APPEtlDIX 0 

PROBLEM IDENTIFICATION INTERVIEW 

Interviewer Date ---------------------------- ----------------------
Client --------------------------------
1. General Description of Problem Behavior 

a. Tell me about the problems that you are experiencing in your 
1 i fe now. 

b. You mention having troubles in your marriage. Describe the 
difficulties that you are having. 

c. You said that you have alcohol problems? Tell me more about how 
alcohol is a problem for you. 

2. Behavior.Specification (a precise description of the behavior of 
concern to the client). 

a. You said that you and your husband fight a lot. Give me an 
example of a recent fight. 

b. Give me an example of It/hat "uptight" means for you. 

c. Tell me what happens \'Jhen your boss "chews you out." 

Guideline: Ask the client to specify the problem until the 
behavior referents are clear. Ask for examples. Do 
not assume to understand what general terms mean, 
e.g., anxiety, depression. 

3. Behavior Stren~th (Severity of the problem) 

a. Frequency: "How often do you " 

b. Duration: "How long has this been going on?," "How long does 
the headache usually last?" 

c. Extent or generalization of the problem behavior: "Vlhen does 
the problem usually come up?," "Do you feel that \'1ay at home, 
or just at work?" 
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4. Summarize and validate behavior and behavioral strength. 

a. You have said that for the past two months you have been 
experiencing negative thoughts about your life, saying things 
to yourself 1 i ke "Why try, nothing wi 11 ever work out right. II 
Is that correct? 
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b. What you have said is that you are afraid to challenge your 
boss's criticism. But when you think about it, you become angry 
at yourself for not being assertive? Have I understood 
correctly? 

5. Identify Antecedent Conditions (\'Ihat is going on right before the 
problem behavior occurs). 

a. Think back to the last time you had a headache. What was 
going on before the headache came? 

b. You say that you begin drinking sometime before lunch. 
Describe what has gone on in your day up until that point. 

6. Identify Consequent Conditions (what happens after the problem has 
occurred) . 

a. You say that you often break down and cry whenever your 
husband wants to be affectionate. What does he do then? 

b. You call your friend Sally whenever you are depressed. What 
does she say to you? 

7. Identify Sequential Conditions (occasions during the day [week, 
month] when the behavior occurs and/or the pattern of antecedent
consequent conditions across several occurrences of the problem 
behavi or) . 

a. When during the month do these episodes of depression occur? 

b. Describe the ways you try to get your husband's attention when 
you are at parties. 

8. Summarize and validate antecedent, consequent, and sequential 
conditions. 

a. You have said that you and your husband argue over household 
chores after you have asked him to do something, and he has 
refused. The arguement continues and becomes more heated each 
time you repeat your request. Is that right? 



b. You have said that your diet fails as a result of buying high 
calorie foods at the market, and that you are aware that you 
are often hungry when you go food shopping. Have I understood 
you correctly so far? 
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· APPENDIX E 

PROBLEM IDENTIFICATION INTERVIEW RESPONSE SHEET 

Interviewer Date -------------------------- --------------------
Client ------------------------------
1. General description of the client's problems. 

2. Behavior specification (examples). 

3. Behavior Strength (magnitude, frequency, duration, latency). 

4. Summarize and validate behavior and severity of problem. 

5. Antecedent Conditions. 

6. Consequent Conditions. 
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7. When during the day does the problem occur? 

8. Summarize and validate antecedent, consequent, and sequential 
conditions. 

9. Dictate a problem identification summary. 
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APPENDIX F 

ROLE-PLAY SCRIPTED RESPONSES 

Directions: Be vague initially about your problems, describing them in 
general terms. Allow the interviewer to draw the specific 
problem description from you. 

Client #1 

Problem Situation 

Generally: You are unhappy. You have been feeling that you are on the 
verge of losing control of your life. Your husband has been 
criticizing you and you fight often. 

Problems to be 
identified: You lack a specific schedule for getting your housework 

done. You avoid your work by talking on the phone, 
visiting the neighbors, and watching day-time television. 
You resent your husband for not letting you get a job, but 
you do not tell him directly. Soon after he comes home 
from work you complain about his failure to do household 
repairs. Lately you have been fighting more often. 

Client #2 

Generally: You are extremely anxious. Lately you have been 
experiencing something close to panic. You desperately 
need help. You are at your wits ends. Your family has 
not been helpful. 

Prob 1 ems to be 
identified: You are the mother of a 3 month old baby. You know 

nothing about taking care of babies. You have not 
sought out instruction. You do call your husband, your 
mother, and your mother-in-law each 3-4 times a day for 
advice or to share your concerns about the baby. You 
no longer leave the house because you are terrified of 
accidents such as fire and crib death. You often say 
such things to yourself as III III never make it as a 
mother II and IIHow can I do this all alone ll and visualize 
terrible things happening to your baby, such as illness 
or permanent disability. 
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Client #3 

Generally: You are a 69-year-old man who has come to seek therapy. You 
complain that you feel that your job performance is 
"slipping." 

Problem to be 
identified: 

Client #4 

You began to have trouble approximately 9 months ago. 
It was about that time that the personnel director came 
to ask you to fill out retirement papers. Prior to this 
event everything had been fine at work. You have begun 
to worry instead of work. Upon further questioning you 
reveal that you have been telling yourself such things as 
"Hhat good wi 11 I be when I can no 1 onger work?" You 
now spend a lot of time alone and brooding. The retire
ment is mandatory at age 70. Presently the brooding 
interferes with your productivity and you do not want to 
leave the company at retirement on this note. You wish 
to regain pride in your work. 

Generally: You are a young professor in a junior position at the 
university. You are extremely anxious, suffering from 
insomnia, and seriously doing damage to your teeth by 
night grinding when you do sleep. 

Problem to be 
identified: Hhen you first assumed this job some months ago you 

worked hard to please the head of the department. Upon 
receiving no praise or feedback for your work, you tried 
harder. You were given extra assignments and now find 
that you are working harder than your colleagues. You 
are very angry and resent the way in which you have been 
taken advantage of. However, you have never presented 
a complaint to the head of the department feeling that 
he must know that he is being unfair. You grumble and 
complain to yourself at work and to your wife at home. 
The stress is building and it is getting more and more 
difficult to sleep. In bed you review your grievances. 
You toss and turn most of the night. 
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APPENDIX H 

PROBLEM IDENTIFICATION CHECKLIST 

1. Behavior specification or individual 
characteristics specification elicitors (to 
introduce discussion). 

2. Behavior specification elicitors (to obtain 
description of client behavior). 

3. Behavior specification elicitors (to determine 
behavior strength). 

4. Behavior summarization emitters (to summarize 
information about behavior). 

5. Behavior positive-validation elicitors (to 
establish agreement regarding behavior and 
strength of behavior). 

6. Behavior-setting specification elicitors (to 
establish antecedent conditions). 

7. Behavior-setting specification elicitors (to 
establish consequent conditions). 

8. Behavior-setting specification elicitors (to 
establish sequential conditions). 

9. Behavior-setting summarization emitters (to 
summarize conditions under which behavior 
occurs). 

10. Behavior-setting positive validation elicitors 
(to validate conditions under which behavior 
occurs). 

89 

Frequency 



APPENDIX I 

PSYCHODYNAMIC ASSESSMENT INTERVIEW 

1. Introduction and rapport building 

a. Encourage the client to develop themes relevant to him/her 
through the use of open-ended questions beginning with what, 
how, when, where or who. 

(1) I would like to hear about any problems or difficulties 
you're having in your life right now. 

(2) What situations are not going well for you. 

(3) What are your concerns in your life now? 

b. Build trust in the interaction through the use of reflections 
of client feelings. 

(1) Your close calls with rape are making it hard for you to 
trust men now. 

(2) You're feeling discouraged about the lack of support from 
your friends. 

(3) You seem to feel useless to others and down on yourself 
n~. 

2. Assessment of current difficulties and client's chief complaint 

a. Gather information necessary for a tentative formulation of the 
nature of the patient's current problem. 

(1) What was it that brought you into therapy this time? 

(2) Did anything happen before you started feeling this way? 
Was there any big change in your life, like health, money, 
your work, or your family? 

b. Work from the current concerns to a consideration of 
surrounding and past events. 

(1) Tell me about your work (home life, friends, social 
activities, etc.). 
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(2) Describe yourself to me. What kind of person are you? 

(3) Describe yourself to me as others see you. 

(4) How long has this problem been going on? Were there times 
when you felt like you do now? 

(There is no structured sequence: the interviewer takes his 
cues from the client and pursues those themes which seem most 
important. 

Remember to continue the use of reflections.) 

c. Reinforce the client for disclosing personal information. 

(1) I can see this is something that is very difficult for you 
to talk about and I appreciate your telling me' about your 
experiences. 

(2) I can appreciate your discomfort in talking to a stranger 
about what has happened to you and your willingness to 
continue the interview. 

3. Assessment of past history and developmental landmarks 

a. Tell me about your early childhood. What was your family 
like? What was school like for you? 

b. What were some of the most important events that you recall 
from your childhood? 

c. How did you first learn about sex? Have you had much sexual 
experience? Is this your first marriage? 

d. What work experiences have you had? 

4. Conclusion 

a. Summarize the themes that the client has presented. 

(1) You1re aware of some of the ways that drinking is not very 
helpful to you. Your job performance is deteriorating, 
you1re less attentive to your family, and you1ve had a few 
accidents. Yet, you feel better, less overwhelmed after a 
drink. 

(2) You have told me you suffer from anxiety attacks. These 
anxiety att~cks seem to be related to long standing 
conflicts about whether to take chances and try new things 
or stay with the safe and familiar. 
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c. If necessary. restore the client's composure. Communicate to 
the client your understanding of any difficulties that the 
client may have experienced in relating his/her experiences to 
you. 

92 

"I understand how hard it is for you to talk about these things. 
Thank you for sharing your experiences with me." 

"You have had some difficult experiences and I appreciate your 
shari ng them with me today." 



APPENDIX J 

PSYCHODYNAMIC ASSESSMENT INTERVIEW FORM 

1. Beginning the Interview 

a. Encourage the client to information that is relevant to him/her 
about current difficulties using open-ended questions beginning 
with what, how, when, where, or who. 

b. Build trust in the interaction through the use of reflections. 

2. Chief Complaint 

a. What brought this person into therapy? What is his/her 
environment like? Support systems? What were the recent 
stressful events? 

b. What kind of person is he/she? 

c. Reinforce the client for disclosing personal information. 

3. Past History and Developmental Landmarks 
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4. Concluding the Interview 

a. Summarize the themes that the client has presented. 

b. If necessary, restore the client's composure and thank him/her 
for the interview. 

5. Dictate a Problem Identification Summary 
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APPENDIX K 

PROBLEM IDENTIFICATION CHECKLIST FOR PSYCHODYNAMIC 
ASSESSMENT INTERVIEWERS 

1. Open-ended questions to begin the interview and 
encourage client verbalizations (behavior 
specification elicitor or background environment 
evaluation elicitor) 

2. Use of reflective statements (individual 
characteristics inference emitter) 

3. Open-ended q~estions to establish chief complaint 
(behavior specification elicitor or background 
environment specification elicitor) 

4. Open-ended questions to survey client's general 
environment (background environment specification 
elicitor) 

5. Open-ended questions to survey personal 
characteristics (individual characteristics 
specification elicitor or individual 
characteristics inference elicitor) 

6. Use of reflective statements to reinforce client 
disclosure (individual characteristics inference 
emitter or individual characteristics evaluation 
emitter) 

7. Open-ended questions to survey past history and 
developmental landmarks (background environment 
specification elicitor) 

8. Summarize themes presented by client (behavior 
summarization emitter and/or background 
environment summarization emitter) 
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APPENDIX L 

EXPERT'S RATING OF INTERVIEW TRAINING 

To: Experts in Clinical Psychology 
From: Cobbie LeBlanc, doctoral dissertation researcher 
Re: Interview training evaluation 

I have asked for your expert evaluation of interviewers whom I 
assigned to and trained in one of three training modalities: behavioral 
assessment interview, psychodynamic assessment interview, or no 
training control interview. Your expert evaluation is requested as a 
validation that my interviel'l groups are what I have described them. 

Each tape represents an initial assessment interview with a 
client. Each interviewer in every group was given this instruction: 
In a one hour interview identify all of the problems and difficulties 
that this client is currently experiencing. 

The tapes which you have are a selection drawn from the three 
training groups. I ask that you listen to them sufficiently enough to 
designate them as either behavioral, psychodynamic, or other according 
to the attached descriptions. I have included a quick check sheet on 
which to indicate your designations. 

I grea.tly appreci ate your important contri buti on to my 
dissertation study. 

Very sincerely, 

sis 

Cobbie LeBlanc 
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Behavioral Assessment Interview 

Throughout the interview the interviewer elicits and confirms 

information about the client's problem behaviors, overt and covert. By 

specific use of questions, the interviewer elicits behavioral descrip

tions of the problem, some measurement of the behavior, the settings in 

which the problem occurs, and the ways in which the consequences 

influence the behavior. The interviewer is strictly interested in 

eliciting information about current problems. Important to the 

behavioral interview is the client's agreement that the interviewer has' 

a correct understanding of the client's problems and difficulties. 

Psychodynamic Assessment Interview 

During this interview the interviewer allows the client to 

introduce themes relevant to him/her and encourages the client's 

report through the use of the open-ended que~tion (introduced by How?, 

When?, Who?) and the reflection of stated or implied client emotion. 

In order to identify repeated themes and issues, the interviewer will 

guide the client report through 5 states (sequence, however, is 

flexible): (1) description of the current complaints; (2) survey of 

client's general environment now (work, marriage, friends, etc.); (3) 

client's personality description; (4) pertinent past history and 

developmental landmarks; and (5) summarization by the interviewer of 

client problems in light of past and current history. 

No Training Control 

This group of interviewers are without training in any 

interview technique. They were screened to insure that they could 



maintain a pleasant conversation with a client for an hour. They were 

told to elicit information about all the client's problems and 

difficulties in any manner which they considered appropriate. 
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Evaluation Sheet 

Expert ___________ _ 

Tape 

# 1 KVJ 

# 2 DC 

# 3 NH 

# 4 IN 

# 5 HF 

# 6 SL 

# 7 CR 

# 8 ~lN 

# 9 AD 

Behavioral 

Date ---------

Designation 

Psychodynamic Other 



APPENDIX M 

CONFIDENTIALITY AGREEMENT FORM 

Confidential ity 

"Safeguarding information about an individual that has been 
obtained by the psychologist in the course of his teaching, practice, 
or other investigation is a primary obligation of the psychologist. 
Such information is not communicated to others unless certain important 
conditions are not met." (APA Ethical Standards of Psychologists, 1977 
Revision) 

"The confidential relations and communications between a 
clinical or counseling psychologist registered under this chapter and 
his client are placed on the same basis as those provided by law between 
attorney and client." (A.R.S. sec. 32-2085) 

R4-26-50. Unprofessional Conduct 

Pursuant to A.R.S. sec. 32-2081.5 the following acts are 
defined as unprofessional conduct if performed by a certified 
psychologist .... 

7. Failing to obtain a client's informed and written consent 
to release personal or otherwise confidential or revealing 
information to another party, unless such release is other
wise authorized by law. (Board of Psychologist Examiners, 
Rules and Regulations, 1979) 

Confidentiality Agreement 

I understand that my participation as an intervieltJer in this 
project will mean that I will be exposed to confidential 
information. I will maintain confidentiality of any informa
tion given by a client during an interview. This means that 
any discussion about clients is restricted to discussions 
between me and the project supervisors. I will further protect 
the client's right to confidentiality by refusing to hear 
information given by individuals who violate that right. I 
clearly understand that only the client can release me from this 
obligation by giving expressed permission. 

Signature of interviewer trainee 
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APPENDIX N 

CODER'S GUIDELINES 

1. The client must claim the problem. It is assumed that the client 
is responding to the interviewer's request for problems when s/he 
describes his/her situation. However, do not code as problems a 
client's response (excuse) when s/he is being confronted by the 
interviewer. 

Example: "Hhy don't you go to the AA meetings?" 

C "I \'Jould but I don't have a car." 

In the above example the interviewer is asking the client to make 
explanations rather than elfciting problems from the client. 

2. See the interview and client problems from the client's point of 
view. It is important not to give the clients the problems that 
we think they have or to fail to include a problem because we do 
not think that it is problem material. Do not judge the sincerity, 
quantity or quality of client problems by your personal standards. 

3. Code only current problems and difficulties. 

4. Minimal criteria for determining the existence of a problem. 

a. any mention of a prob'lem 

b. must contain aversive or stressful properties such as: 

- client wants situation to change 
- problem brought client into therapy 
- client states concern, conflict, difficulty, or that it is 

an issue 
- that they are distressed, in discomfort, unhappy, bothered, 

confused, angry, sad, etc. 
- that the event interferes with an activity or desired goal 

or affects them physically 

c. that it is currently going on or an expected reoccurrence 

d. that it has some relation to their therapy issues or personal 
distress (for example, if the client hates housework, it is not 
scored as a problem unless it specifically interferes with some 
goal or has a relation to her therapy issues). 
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5. Each problem is either an overt (seen) or covert (unseen) event 
with 3 components: the occasion of the problem, the thought or 
behavior in the situation, and the outcome of the event. 

Example: Occasion Friend declines for third time a social 
invitation 

Response Client is upset, angry, hurt, broods about 
event 
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Outcome Client does not get any work done while upset 

From the client's point of view only 1 or perhaps all of the 
is a problem(s). However, you will be aware of these possi
bilities. Decide whether they are all problems or if one is the 
predominating factor. Usually the client will view the situation 
as the problem and will indicate anger as an appropriate response 
to the situation. 

6. Describing the problem. 

a. specify the problem using the information provided by the 
client and, in some cases, by the interviewer. 

b. include any dimensions of the problem 

- frequency (number of times or rate of frequencies, e.g., 
rarely, occasionally, frequently) 

- duration (e.g., of headache in minutes, hours, days) 

c. describe the occasion, £onditions, or setting in which 
problems occur (e.g., when is the client anxious? at home, 
before tests, when thinking about seeing her professor). 

7. Rules for codin emotion as a roblem (e.g., anger, sadness, 
loneliness, resentment, fear. 

the state of being emotional is seen as unpleasant or 
problematic to the client. 
the state of being emotional is interfering with the 
accomplishment of some other desired activity (e.g., 
studying, reading, working). 

Here the distinction to be made is between emotion as a problem and 
emotion as the by-product of an unpleasant or stressful situation. 

S. Rules for coding thoughts as a problem. The client complains about 
the things they think and expresses the desire to not have those 
thoughts. 
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Exampl e: II I know I shoul dn' t thi nk these negati ve, di strustful 
things about my husband but I just can't help it." 

The other general category of problem thoughts is worrying and 
brooding which causes the client distress. 

The key to coding any thought as a problem is whether the thought 
is stressful and/or causes the client to be unhappy. The problem 
thoughts must be seen as undesired, unpleasant, or problematic in 
some way or as interfering with the accomplishment of some other 
goal. This is distinguished from the client's evaluative thoughts 
about a situation. Often clients report their thinking about some 
problem situation. 

Example: My husband and children no longer want to do things 
with me. I think sometimes that I'm all alone in the 
world. 

9. Global terms used as problem statements. 

a. The following terms are very popular and often used as problem 
statements: depressed, bummed out, lonely, anxious, nervous, 
tense. These cannot be coded without at least 1 specific 
referent. What is coded then is the category to which the 
referent belongs and the referent then becomes the identified 
problem. 

Examples: depression + low self esteem = Th. Dep.,. low self 
esteem 

anxious + neck pain = Anx. Phy. Concom., neck pain 

b. If a specific referent is never mentioned, then the problem is 
considered unidentified. The specific referent is the 
identified problem when it is mentioned. 

c. Listen for answers to the following questions when vague, non-
specific terms are used: 

I'm anxious (about what? when?) 

I'm depressed (how, when, about what?) 

I feel unhappy (about what, what's missing?) 

10. How to write the problem statement. Problems are specified 
according to overt/covert behaviors, interactions with others, 
or lack of some desired goal or situation. 



Behavior 

Client fails to (respond to, initiate contact, study, take steps to, 
organize) 

Client is unable to (sleep, study, concentrate, prepare, take exam, 
write) 

Client tells herself that 

Cl i ent worri es tha t . . . 

Desired Goal 

(Client lacks) good grades 
a close interpersonal relationship 
contact with friends 
satisfying sexual relationship 
time to relax or recreate 

Interaction 

(Client complains of) unpleasant interactions with. 
unsatisfying interactions with 
quarrels \vith spo'use about .. 

Situat ion 

Annoying neighbor 
Difficult class 
In-laws' interference 
Therapy/therapist 

spouse's lack of attention to ... . 
spouse fails to support ... . 
spouse fail s to respond \vhen . . . . 
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CLIENT PROBLEMS CODE FORM 

Client code name Interviewer ------------------ -----------------
Date of interview Coder ---------------- ----------------------
Date tape coded -----------------

Problem Areas 

Anger 

Assertion 

Anxiety: Tension 

Anxiety: Physiological 

___ Child Management/Parenting 

Notes: 

Personal Organization 

Eating 

Fears 

Home and Family 

Economic Security 

Intellectual Performance 

Legal Problems/Antisocial 
Behavior 

Marital/Partnership 

Interpersonal Relations 

School 

Self-Injurious Behavior 

Health 

__ Sleep 

Sex 

Social Interaction 

Substance Abuse 

__ Thoughts: Gui lty 

__ Thoughts: Depressive 

Hork 

Therapy Related Difficulties 

Other 

Total # Areas involved 

Total # Client problems ----



Ang-l Subjective feelings or thoughts of anger, resentment, or 
annoyance directed at others whether expressed overtly or not 
which the client experiences as distressful or problematic. 

Ang-2 Overt expressions of irritability, annoyance, or anger (e.g., 
shouting, throwing things, assaultive). 

Ang-3 Anger directed at self for behavior or lack of behavior (e.g., 
lectures self, punishes self, "hard on self"). 
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Other: specify ----------------------------------------------,-----

Assertion 

Ang-l Fails to assert self when appropriate to do so (e.g., in 
restaurant situations, when waiting for service, when an 
injustice is done, when being taken advantage of). 

Other: specify ----------------------------------------------------

Anxiety: Tension Problems 

AnxT-l Inability to sit still, relax, pacing, fidgeting. 

AnxT-T Nail biting, tics, pulling on skin, movement of lips. 

Anxiety: Physiological Concomitants 

AnxP-l Panic attacks: circumscribed periods of intense anxiety with at 
least 2 physical symptoms. 

AnxP-2 One of the below which produces an inability to function in some 
way or moderate to severe physical distress. 

- shortness of breath (dyspnea) 
- palpitations 
- dizziness 
- stomach cramps or muscle tension 
- sweating 
- shaking 



Child Management/Parenting 

ChM-l Inability to control or manage child behaviors. 

ChM-2 Excessive use of physical force to control child behaviors 
(abusive) . 

ChM-3 Inability to express affection to child. 
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ChM-4 Fails to spend time with child/children during free time. 

Other: specify --------------------------------------------------

Personal Organization 

PO-l Inability to meet the requirements of 2 or more competing 
situations (e.g., school and work) separate from complaints of 
not enough time or over commitment to an individual project. 

Other: specify ________________________________________________ __ 

Eating 

Eat-l Inability to control eating to lose weight. 

Eat-2 Hungry all the time and eats without restraint. 

Eat-3 Decrease appetite or no appetite for food. 

Other: specify --------------------------------------------------

Fears 

Fr-l Agoraphobia: fear of leaving familiar setting of home. Fears 
include fear of traveling, crowds, closed spaces, stores, 
heights, etc. 

Fr-2 Social phobias: fear of situations involving other people. Most 
common: public speaking, blushing, eating in public, using public 
lavatories. 

Fr-3 Non-social phobias: fear of animals, particularly reptiles, 
insects, and rodents. 

Fr-4 Fearful thoughts of real impending situation (e.g., above) with 
some physical distress. 

Other: specify ________________________________________________ __ 



Home and Fami ly 

H&F-l Worried about member of family (child, parent, sister, etc.). 

H&F-2 Relatives interfering with family or personal matters. 
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H&F-3 Parental expectations or interference in personal and/or career 
goals. 

H&F-4 Not being understood/accepted by family. 

H&F-5 Fails to meet family expectations regarding household responsi
bilities, e.g., housework, grocery shopping, meals, cooking. 

Other: specify --------------------------------------------------

Economic Security 

ES-l Debts/financially dependent on others/needs financial assistance. 

ES-2 Difficulty budgeting money. 

ES-3 Horried about future employmenL 

Other: describe --------------------------------------------------

Intellectual Performance 

Int-l Indecisiveness: difficulty making simple, everyday decisions. 

Int-2 Diminished ability to think or concentrate. Inability to 
attend, mind constantly wandering in other than study situa
tions. Generalized inability to concentrate. 

Int-3 Memory deficits: inability to recall everyday events; complaints 
of forgetfulness. 

Legal Problems/Antisocial Behavior 

Leg-3 Not paid debts/failed to take care of financial responsibilities. 

Leg-3 Reckless driving. 

Leg-3 Arrests. 

Other: specify ________________________________________________ __ 



Marital/Partner~ 

Mar-l Lack of affection and/or attention from spouse. 

Mar-2 Do not engage in recreational activities with spouse/lack time 
together for intimate activities. 

Mar-3 Sexual relations with spouse unsatisfying. 

Mar-4 Frequent quarrels. 

Mar-5 Difficulties over money or handling of family finances. 

Mar-6 Spouse involved sexually outside of marriage. 

Mar-7 Difficult relations with in-laws/ex-spouse/step-children 
resulting in marital stress. 

Other: specify 
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-------------------------------------------------

Interpersonal Relations 

IR-l Not finding a suitable life partner or someone with whom to share 
an intimate relationship. 

IR-2 Having too few dates or contact with opposite sex. 

IR-3 Too deeply involved in unsuitable relationship or disappointed 
in outcome of relationship. 

IR-4 Difficulties in relationship with roommate. 

Other: specify ________________________________________________ _ 

School 

SHL-l Test taking difficulties (test anxiety): decreased performance 
or inability to perform during exam; inability to attend during 
exam. 

SHL-2 Study problems: inability to study effectively, poorly organized 
for studying; inability to attend (concentrate) while studying; 
distracted frequently or easily while studying. 

SHL-3 Poor grades; flunking a class; failing exams. 

SHL-4 College major/career goals not clear. 



SHL-5 Unsatisfactory relations with professors/instructors/teaching 
assistants. 
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SHL-6 Unable to attain academic goals for semester or college term: 
e.g., fails to make dean's list; unable to maintain grade point 
average; failed to accomplish school related objectives. 

Self-Injurious Behavior 

SIB-l Frequent thoughts of own death. 

SIB-2 Thoughts of suicide or specific method. 

SIB-3 Suicidal gesture not potentially medically harmful. 

SIB-4 Suicidal attempt with intent to die. 

Other: specify --------------------------------------------------

Health 

HLTH-l Feeling tired much of time, lacks energy. 

HLTH-2 Frequently sick with colds, flu, common ailments. 

HLTH-3 Migraine headaches. 

HLTH-4 Frequent aches and pains other than muscle tension. 

HLTH-5 Trouble with digestion or elimination. 

HLTH-6 Menstrual or female disorders. 

Other: specify --------------------------------------------------

Sleep 

SLP-l Sleep disturbance including initial, middle, and terminal 
difficulty in getting to sleep or staying asleep. 

SLP-2 Sleeps 2 or more hours than usual, including long naps during 
the day. 



Sex 

SX-l Feelings of attraction or sexual relations with members of own 
sex which client desires to end. 

SX-2 Loss of interest in sex, unable to enjoy sexual relations, 
inhibited about sex. 

SX-3 Unable to perform sexually, impotency, etc. 

SX-4 Afraid of contact with opposite sex, e.g., fears men and avoids 
contact with them. 
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Other: specify _____ ~----------------------------------------------

Social Interaction 

SocI-l Pervasive loss of interest or pleasure in family, friends, 
hobbies, etc. 

SocI-2 Social withdrawal: decreased contact or involvement with 
people or social situations compared to usual. 

SocI-3 No friends with whom to share similar interests and activities. 

SocI-4 Awkward in meeting people/making dates; lacking conversational 
skills; needing to improve social skills; worried about how 
people are impressed. 

Other: specify ----------------------------------------------------

Substance Abuse 

SubA-l Alcohol abuse: alcohol use that is excessive or compulsive, 
which causes physical symptoms, and/or social problems. 

SubA-2 Addiction to, dependency on, or abuse of drugs other than 
alcohol, tobacco, or ordinary caffeine-containing beverages. 
Dependence on medically prescribed drugs is also included. 
Drugs include narcotics and amphetamine like stimulants, 
cocaine, sedatives, hypnotics, and tranquilizers. 



Thoughts: Guilty 

ThG-l Client is disturbed by thoughts that their actions are not 
acceptable in some ",ay but they will not give up their actions 
(e.g., the student who takes money from his parents \'Ihile 
refusing to comply with his parents' suggestions to change his 
1 ifestyl e). 

Thoughts: Depressive 
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ThDp-l Worrying or brooding about unpleasant events/important events. 

ThDp-2 Frequent thoughts of failure or worthlessness/feelings of 
inadequacy or inferiority/"l o", self esteem." 

ThDp-3 Pessimistic thoughts about future. 

ThDp-4 Excessive self-reproach about present or past actions given the 
situation described. 

Other: spec ify --------------------------------------------------

Hork 

Wk-l Currently unemployed and/or unemployable. 

Wk-2 Excessive work commitments. 

Wk-3 Inadequate production (e.g., not getting assignments done on 
time) . 

Wk-4 Relations with co-workers unsatisfactory. 

Wk-5 Relat"ions with boss or supervisor unsatisfactory. 

Wk-6 Nature of current employment unsatisfactory. 

Wk-7 Tardiness or absenteeism. 

Other: specify ________________________________________________ __ 

Therapy Related Difficulties 

TRD-l Unable to specify source of personal stress or difficulties 

TRD-2 Dissatisfied with therapist or therapy situation. 
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TRD-3 Medication complaints, need to adjust dosage level, reactions to 
medications, etc. 

Other: specify 

Other 

This category is to be used for a client problem which does not appear 
or fall into the other categories listed. Describe the complaint or 
problem in detail. 
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