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ABSTRACT 

 

 

 

 

An abundance of research has focused on clients’ expectations regarding psychotherapy, yet 

there is still little consensus regarding the implications of that research.  One of the primary 

problems associated with past research on therapy expectations is related to the development and 

validation of the measures of expectations that were used in the various studies.  For many of the 

studies, questionnaires were developed solely for the purpose of one study, and questionable 

measurement of validity was utilized.  This study attempted to be an initial step towards 

empirically developing a measure of client expectations about psychotherapy.  This was done 

utilizing an analogue design and exploratory factor analysis.  Results demonstrated some limited 

initial support for the proposed three factor measure of therapy expectations (Therapy 

Expectations Form-TEF) based upon the previous literature in this area.  Facilitative Conditions, 

Directive Expectations, and Collaborative Expectations factors emerged; these factors 

demonstrated good internal consistency, but limited interpretability.  In an attempt to address the 

concurrent validity of the TEF, predictions were made based on various personality variables, as 

measured by the California Personality Inventory (Gough, 1996).  These predictions were not 

supported by the results of the current study.  One major limitation of the study was the item 

content of the TEF, which affected the factor structure and interpretability.  Future research 

should include refining the items of the TEF, collecting data with a new sample, and 

reexamining the resultant factors in order to potentially refine the construct of therapy 

expectations.
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INTRODUCTION 

 

 
 
 
Psychotherapy Process Research 

  

The value of psychotherapy process research is rooted in the assumption that 

psychotherapy works.  There are seemingly limited benefits to understanding the process of 

psychotherapy if psychotherapy is not effective in general.  Eysenck (1952) reviewed reports on 

the effectiveness of psychotherapy for the treatment of neurosis and concluded that therapy did 

not aid in symptom reduction above and beyond what was the estimated rate of improvement 

without treatment.  However, subsequent to Eysenck’s (1952) review, great changes were made 

in the development and evaluation of therapies.  More recent evidence points to the conclusion 

that a broad range of therapies can produce substantial improvement in clients’ symptoms for a 

variety of disorders (Nathan & Gorman, 1998).  Given this conclusion about the general 

effectiveness of psychotherapy, psychotherapy process research seems to be a justified and 

valuable domain of exploration.  One primary benefit of investigating the process of therapy is 

the potential for identifying the more salient components of therapy that can affect outcome.  

Expectations about therapy is one process variable that has a long history, and will be the focus 

of this study.  

 

Expectations Theories 

 

Freud (1948) wrote about the influence of therapist expectations for the client, and 

recommended that the therapist be positioned behind the client in session, so that the client 

cannot see the therapist.  Freud believed that the patients’ verbalizations might be influenced by 

the facial expressions of the therapist, which could be indicators of the therapist’s expectancies 

for the client (Freud, 1948; Goldstein, 1962).  Frank (1959) conceptualized the effect of 

therapists’ expectations on the clients’ responses as a process comparable to operant conditioning 

(Goldstein, 1962).  This would occur when the clients’ verbalizations are “rewarded” when the 

verbalizations match the therapists’ expectancies for the client (Frank, 1959). 

Some researchers have hypothesized that cognitive dissonance (Festinger, 1947) plays a 

primary role in maintaining the strength of a client’s expectations.  Cognitive dissonance is the 

psychological state when two cognitions held by an individual are inconsistent with each other, 

or incompatible with the individual’s past experiences.  This incompatibility creates a sense of 

discomfort that leads to behaviors that will restore the sense of consistency or compatibility.  To 

address this issue, some studies have used a model of disconfirming the expectations of clients to 

induce cognitive dissonance (Aronson & Carlsmith, 1962).  One example of this type of study 

found that when the subjects in the study experienced cognitive dissonance as a result of their 

disconfirmed expectations, the tendency was to try to reduce the dissonance by making cognitive 

and behavioral changes that corresponded with their initial expectations.  As a result of the 

changes the participants made, the subjects’ initial expectations became “self-fulfilling 

prophecies” (Gladstein, 1969; Severinson, 1966, Kirsch, 1990).  In essence, what the subjects 

expected would happen did happen, largely due to their own behavior and cognitive changes.   
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Newcomb’s (1956) theory of attraction has also been utilized to explain the general effect 

of expectations.  The theory states:  If A likes B, A is likely to give B a more favorable appraisal 

and be more accepting of B’s influence than if A dislikes B (Overall & Aronson, 1962; 

Newcomb, 1956).  The applicability of this theory to expectations within psychotherapy might 

be explained as such:  if a client “likes” his or her therapist (in part because of a congruence of 

expectations), then the client is more likely to be open to the therapists’ interventions. 

Generalized expectations have been described by learning theorists as a function of the 

reinforcement of an individual’s expectancies regarding the outcome of his or her behavior in 

specific situations (Rotter, 1954; Hull, 1943).  From a social learning perspective, based on our 

previous experiences in life we all have certain beliefs about the likelihood of certain outcomes 

resulting from our behaviors, as well as the behaviors of others within a certain context (Rotter, 

1954).  The determinants of an individual’s behavior include the relative value of his or her goals 

or reinforcements as well as the expectation that the objectives or goals will occur (Goldstein, 

1962; Rotter, 1954).  Therefore, the expectations an individual has regarding the outcome of his 

or her behavior in a particular situation is one of the major predictors of that individuals’ 

behavior (Goldstein, 1962).  Inasmuch as the therapy relationship can be conceptualized as a 

one-to-one social learning relationship, it follows that the therapist’s and the client’s expectations 

are important determinants of his or her behavior in the therapy situation.   

 

Research About the Effect of Expectations on Behavior 

 

Research on how expectancies shape behavior has stemmed from a variety of disciplines 

in psychology.  A study by Eden and Ravid (1982) examined the effect of induced expectations 

about the success in a clerical course on the subjects’ performance in the class.  Randomly 

assigned groups were primed for high versus moderate levels of expectancies for success in the 

course.  The subjects in the high expectation group did significantly better in the class than those 

in the moderate group (Schul & Benbenisty, 1985; Eden & Ravid, 1982).  A series of studies 

based on Rosenthal’s (1973) work on teacher expectations for student performance demonstrated 

that teachers behaved differently towards students they anticipated would do well in class. 

Other evidence for the effect of expectations on behavior comes from laboratory 

experiments.  Feather (1966) and Feather and Saville (1967) conducted experiments in which 

previous success or failure on an anagram task were manipulated.  The manipulated belief about 

prior success or failure led to modifications in the expectancies regarding future performance as 

well as actual performance on the task (Feather, 1966; Feather & Saville, 1967).  In addition, the 

learned helplessness model posited by Seligman (1975) is one of the most well known examples 

of the proposed link between expectations and behaviors.  The theory of learned helplessness 

was first developed from animal experiments.  In these experiments, dogs were subjected to 

inescapable shocks, and after repeated exposure over time the dogs eventually became passive 

and submissive, and no longer tried to escape the shocks.  Even when escape was possible again, 

the dogs did not attempt to escape.  Essentially, the association that formed between the dogs’ 

behavior (escape attempts) and outcome (inability to escape) led to a change in behavior 

(discontinuation of escape attempts).  This behavior was seen as consistent with the behavior and 

symptoms of humans suffering from depression.  Abramson, Seligman, and Teasdale (1978) 

proposed that people who believe that enduring personal traits are the cause of inescapable 

negative events in their lives develop generalized expectancies of helplessness.   These are just a 
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few examples of research that has investigated the general relationship between expectations and 

behavior. 

 

Early Psychotherapy Research Involving Expectations 

 

Goldstein (1962) was one of the earliest scholars to classify expectancies and expectancy 

research into two primary categories, prognostic expectations and participant role expectations.  

Prognostic expectations are expectations about the anticipated effectiveness of the therapy and 

the general outcome.  Participant role expectancies have been described as expectations about the 

in-session behavior and personality of their future therapist (Apfelbaum, 1958).  Role 

expectancies will be the primary focus of this study. 

Much of the research that has focused on therapy expectations has been based largely on 

the body of work reported below.  Investigators have used the following studies and resulting 

theories as the basis for developing expectations measures for a variety of studies.  The recent 

research has primarily focused on either more “prognostic” expectations (Evans, Kiolet, & 

Smith, 1985), or on utilizing measures (e.g., Expectations About Counseling-Brief Form, 

Psychotherapy Expectancy Inventory-Revised) based on the original role expectations research 

(Al-Darmaki & Kivlighan, 1993; Berzins, 1971; Carter & Akinsulure-Smith, 1996; Hardin & 

Subich, 1985; Kunkel & Williams, 1991; Richmond, 1984; Tinsley, 1982) to investigate 

differences in expectations based on gender, age, or client status, to name a few. 

Apfelbaum (1958) conducted one of the landmark studies in the area of therapy 

expectations research.  He asked outpatients at a university clinic to classify the expected 

personality and behaviors of their therapists by utilizing a card sort method.  Patients did the card 

sort to identify their pre-therapy expectations, and a cluster analysis was performed on the 

expectations, which yielded three categories of expectations for therapist roles; nurturant, model, 

and critic.  The nurturant therapist can be described as one who is expected to be a guide, a 

protective therapist who would give, and not expect much from the client.  The model therapist is 

one who is expected to be diplomatic and a tolerant listener, one who is not judgmental or 

critical.  The critic is the therapist who is expected to be analytical and critical, one who is not 

lenient with the client and expects him or her to take responsibility for his or her life 

(Apfelbaum, 1958).   

Two types of client role expectations about the therapist emerged from research by Heine 

and Trosman (1960).  The investigators developed a questionnaire for the purpose of their study 

that inquired about the patients’ reasons for initiating psychiatric help, their expectations 

regarding the type of help they would receive, and their opinion about how the help was going to 

be administered.  Patients expectations of the therapists’ role fell into two general categories; 1) 

guidance model, in which therapists were primarily believed to be an information source and a 

source of advice and 2) collaborative model, in which the therapist is thought to be less directive.  

Outpatients more frequently adopted the expectation of the guidance model, while therapists 

were more likely to hold the expectation for the collaborative model (Heine & Trosman, 1960). 

Utilizing a version of the measure developed by McNair and Lorr (1964), Begley and 

Lieberman (1970) classified client role expectations into two types.  The first type of role 

expectancy was described as an anticipation of a therapist who is active, directive, and warm, 

and the second type was an anticipation of a therapist who is passive, detached, and objective 

(Begley & Lieberman, 1970). 
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 The studies by Apfelbaum (1958), Heine and Trosman (1960), and Begley and 

Lieberman (1970) resulted in a variety of categories of therapist role expectations.  Despite the 

differences in methodologies utilized, the studies produced similar types of expectations that 

clients hold regarding the therapist’s role.  Results generally included expectations of a more 

directive therapist, and an expectation of a more passive or collaborative therapist.  Duckro, 

Beal, and George (1979) found that the results of studies on client expectations for the therapist 

role indicate a trend that clients most often expect a therapist who is more directive than 

collaborative.  The Heine and Trosman (1960) study produced results that were consistent with 

this trend, although a study by Garfield and Wolpin (1963) found that their subjects had slightly 

different patterns of expectations.  They investigated the pre-therapy role expectations of novice 

clients, those with no previous therapy experience.  In general, clients expected that a moderate 

portion of the therapy would be devoted to receiving advice from the therapist.  Overall, 

approximately two-thirds of the sample emphasized the importance of the effort of the client, and 

one-third of the sample emphasized the significance of the expert and directive role of the 

therapist (Garfield & Wolpin, 1963).  However, results suggested that clients preferred to be 

given advice, even if they did not expect to be given advice.  This result emphasizes the 

importance of clarifying the meaning of expectation to the research subjects, an issue that will be 

addressed later in this paper.  Early research focused on client expectations has yielded 

expectations for collaborative therapists as well as expectations for more directive therapists, 

with clients more likely to have expectations for a directive therapist.  This bias in expectancy 

may be somewhat related to the layperson’s understanding or perception of the nature and 

process of therapy based upon secondhand information or even how therapy is portrayed in the 

media. 

 

Relationship of Expectations to Therapy Process and Outcome 

 

Implicit in the research that has previously been done in the area of therapy expectations 

is the assumption that disconfirmed therapy expectations will lead to negative process and 

outcome in psychotherapy.  Intuitively, this conclusion seems legitimate, given the previously 

mentioned social learning theory of behavior.  This theory suggests that the expectations the 

individual has are based on the outcome of that individual’s behavior in previous experiences 

(Goldstein, 1962; Rotter, 1954).  Researchers have tended to accept the assumptions about the 

negative impact of disconfirmed therapy expectations on process and outcome without much 

evidence to support this view.  Perhaps this acceptance is related, in part, to the “logical” nature 

of the argument.  However, a comprehensive review by Duckro, et al. (1979) reported that the 

research that had been done prior to their review that focused on the effects of disconfirmed 

expectations had not resulted in a preponderance of evidence supporting this conclusion. 

Previous studies that have attempted to measure the effects of disconfirmed expectations 

on the process and outcome of therapy have resulted in mixed conclusions.  The studies that have 

attempted to identify what effect disconfirmed client expectations have on outcome have utilized 

a variety of dependent variables (Duckro et al., 1979).  One subgroup of these studies examined 

the effect of expectations on client satisfaction (Isard & Sherwood, 1964; Severinson, 1966).  

The hypothesis that disconfirmed expectations negatively affect client satisfaction was not 

supported by the majority of the studies (Duckro et al., 1979).  In addition, psychotherapy 

outcome was used as the dependent variable in a number of studies (Dougherty, 1973; Goldstein, 

1965 as cited in Duckro et al., 1979; Gulas, 1974 as cited in Duckro et al., 1979).  The review by 
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Duckro et al. (1979) reported that a majority of previous studies that tested the effect of 

disconfirmed expectations on therapy outcome found that disconfirmed expectations led to 

poorer outcome.  Psychotherapy process was also a dependent variable of interest in some of the 

reviewed experiments.  Of the studies that examined the effect of disconfirmed expectations on 

psychotherapy process, half supported the hypothesis that disconfirmed expectations lead to a 

disruption in the process of psychotherapy (Duckro et al., 1979).  Some of the variables that were 

identified as representative of the “process” were measures of in-session anxiety (Clemes & 

D’Andrea, 1965), self-report relationship measures (Warren, 1973), verbal behavior of the client 

(Pope, Siegman, Blass, & Cheek, 1972), and behavioral measures from laboratory research such 

as switch pressing, i.e., responding by depressing a lever (Klepac, 1970 as cited in Duckro et al, 

1979). 

In a more recent study, Joyce and Piper (1998) examined the relationship between client 

expectancies about the “typical” therapy session and alliance between the therapist and the client.  

In addition, the relationship between expectancies and outcome was explored.  A stronger 

relationship seemed to be demonstrated between expectancies and quality of the alliance than 

between expectancies and outcome (Joyce & Piper, 1998).  This study utilized a measure of 

expectancies that focused on general qualities of the therapy session (eg. “good-bad”, “easy-

difficult”), not on role expectations.  Gaston, Marmar, Gallagher, and Thompson (1989) 

investigated the prediction of therapy outcome from expectations about change processes.  They 

reported findings that indicate that, after controlling for initial levels of the dependent variable, 

subjects’ expectations about the change processes of therapy were unrelated to outcome.  

However, on outcome measures of interpersonal functioning and symptom severity, the results 

supported the hypothesis that there is a positive influence that results from confirming client 

expectations for change processes in therapy (Gaston et al., 1989).  One design problem the 

authors reported was that they utilized a measure with very few items, but with many categories 

of expectations.  The authors’ critique articulates one of the primary problems with previous 

expectations research, inadequacy of the measures utilized.  Other problems associated with the 

previous research on expectations are summarized below. 

 

Limitations of Previous Expectations Research 

 

Duckro et al. (1979) speculated as to why there was ambiguity in the expectations 

research findings.  Based on work by Klepac and Page (1974), he outlined three main areas of 

concern in the body of research that had been reviewed up until that time.  First, the independent 

variable, expectations about therapy, frequently has not been operationalized in an accurate or 

reliable manner.  Often, researchers produced measures of expectations for the sole purpose of 

one study, utilizing only rational methods of measure development.  Insufficient reliability of the 

measures is a major concern (Duckro et al., 1979; Tinsley, Workman, & Kass, 1980).  In 

addition, much of the more recent research studies have either used “one-time” measures, or 

have settled for using the few expectations measures that are used most often, despite the 

problems associated with the development or generalizability of these measures.  Second, the 

definition of “expectation” has not been explicitly articulated for the experimental subjects or for 

the consumer of the research.  This issue is addressed below, in detail.  Third, the theoretical 

underpinnings of the role expectations research may not adequately capture the scope of 

expectations that may arise in psychotherapy.  Specifically, Duckro et al. (1979) and Tinsley & 
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Harris (1976) have questioned whether the most important dimensions along which client 

expectations may vary have yet been determined by the majority of expectations research. 

As previously mentioned, there has been some controversy over the term “expectation”, 

as it is used in research in this area.  Critics of expectations research have taken issue with 

researchers’ use of the term “expectation” when attempting to describe an anticipated behavior, 

event, or outcome.  Previous research on therapy expectations has not always clearly defined 

what was being measured, so the problem arose as to whether the subjects were indicating what 

they anticipated would happen in therapy, or what they preferred for therapy.  There has been 

minimal research that has focused on the issue of determining whether individuals differentiate 

their expectations from their preferences in expectations research. 

One relevant study by Dreman and Dolev (1976) specifically examined the relationship 

between non-client participants’ expectations and preferences for counseling services.  In 

general, the expectations and preferences of the participants were significantly correlated, except 

on one dimension of therapist activity.  Participants generally preferred a more active and 

directive therapist than they expected they would encounter.  This study lends some support to 

the notion that within expectations research, subjects respond similarly to therapy expectations 

questionnaires whether they are interpreting the word “expectation” as anticipation or as 

preference.  However, one area in which subjects expressed differences between anticipation and 

preference is within the important area of therapist behavior. 

As was demonstrated by the Dreman and Dolev (1976) and Schul and Benbenisty (1985) 

studies, preferences and expectations are correlated.  The correlation between these two 

constructs may contribute to the seemingly interchangeable use of these words within 

expectations research literature.  However, it seems beneficial for researchers to clarify the 

intended definition of the words to participants, in order to increase the likelihood that 

participants will consistently report either their anticipation or preference.   

Schul and Benbenisty (1985) also hypothesized about a variable that may affect how well 

expectations and/or preferences predict subsequent behaviors.  They proposed that expectations 

tend to be related to reality and actual behaviors, while preferences are associated with wishes, 

which may not be based in “reality”.  If an individual is in a situation where they have “control” 

over reality, then that individual’s preferences and expectations may be more congruent.  

However, the authors reiterate their finding that expectations generally predict behavior better 

than preferences (Schul & Benbenisty, 1985). 

How does the relationship between expectations, preferences, and control over reality 

proposed by Schul and Benbenisty (1985) generalize to expectations research in psychotherapy?  

The perception of control over the reality of therapy process or outcome may vary depending 

upon the type of therapy, therapist personality variables, as well as client personality variables.  

In addition, independent of the expectations/preferences relationship, the perception of control 

over therapy process and outcome can be viewed as a type of client personality variable, and as 

one that may affect client expectations. 

One issue that is relevant to the present study is the dated nature of the previous 

expectations research on role expectations.  The studies that constitute the foundation of most of 

the expectations research were conducted during the 1950’s through the 1970’s, and the trends in 

psychotherapy have changed since that time.  The focus seems to have shifted from therapists 

previously utilizing more psychodynamically- oriented therapies to an increase in the use of 

more cognitive and/or behaviorally focused treatments (Nathan & Gorman, 1998).  Over the 

years, there also seems to have been somewhat of a decrease in the stigma formerly associated 
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with psychotherapy.  Psychotherapy seems more commonplace, and as more people utilize 

psychotherapy, information about the nature and process of therapy is more likely to be 

disseminated.  This increase in knowledge about therapy may facilitate the process of potential 

therapy clients developing more accurate expectations.   

 

Personality Correlates of Client Expectations  

 

A variety of correlates of client expectations have been investigated (Duckro et al., 1979), 

and Apfelbaum (1958) examined patients’ pre-therapy psychopathology as measured by the 

MMPI pattern, and related that level of psychopathology to the patients’ expectations.  He found 

that the patients who expected a therapist who was nurturant evidenced a greater level of 

psychopathology than the patients who expected either the critic or the model, respectively. 

Caine, Wijesinghe, and Wood (1973) attempted to identify patterns of personality styles 

that were correlated with the client’s expectations for the therapist role.  Subjects who held 

expectations of a more directive therapist were compared to subjects who expected a more 

collaborative therapy process.  The authors found that subjects who held expectations for a more 

directive therapist were significantly more “externally directed” and scored higher than those 

who expected a more collaborative process on a measure of conservativism, which was thought 

to indicate a preference for a more traditional, hierarchical therapy relationship (Caine et al., 

1973). 

 

Alliance 

 

The therapist-client relationship has been described as a fundamental part of therapeutic 

effectiveness (Bordin, 1979; Connor-Greene, 1993).  This relationship is commonly described as 

the therapeutic alliance (Horvath & Greenberg, 1989; Horvath & Luborsky, 1993; Luborsky, 

Crits-Cristoph, Mintz, & Auerbach, 1988).  The origin of the alliance can be traced back to 

Freud’s psychoanalytic theory, specifically his work focused on the positive transference 

between the client and the therapist and the client’s active collaboration in therapy (Connor-

Greene, 1993; Horvath, Gaston, and Luborsky, 1993).  Despite its roots in psychoanalytic theory, 

current attitudes in psychotherapy research reflect a belief in the presence and importance of the 

therapeutic alliance regardless of the therapy modality (Greencavage & Norcross, 1990).  The 

term “therapeutic alliance” has referred to a variety of behaviors, including the client’s verbal or 

emotional involvement in the therapy (Luborsky, Crits-Christoph, Alexander, Margolis, & 

Cohen, 1983), and the perception that the client and therapist agree as to the goals, tasks, and 

bonds of the therapy (Bordin, 1979; Pinsoff & Catherall, 1986; Marmar, Weiss, and Gaston, 

1989).  Bordin (1980) emphasized the fact that the client-therapist relationship is not a substitute 

for the therapy interventions, rather, that the alliance facilitates the process of the client accepting 

and following the treatment.  Specifically, Bordin (1979) posited that congruence between the 

client’s belief about change mechanisms in therapy and the actual therapeutic techniques utilized 

by the therapist would result in a stronger alliance and more “therapeutic gain”. 

 Psychotherapy research has repeatedly identified the therapeutic alliance as a strong 

predictor of outcome in psychotherapy (Gaston, 1990; Horvath & Greenberg, 1986; Luborsky, 

1984; Marmar, Horowitz, Weiss, & Marziali, 1986; Morgan, Luborsky, Crits-Christoph, Curtis, 

& Solomon, 1982).  Based upon Bordin’s (1979) description of the alliance as the agreement 

between client and therapist on goals, tasks, and bonds, the realm of client expectations about 
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therapy seems to encompass these three components.  Previous expectations research 

(Apfelbaum, 1958; Tinsley & Harris, 1976) has identified numerous types of expectations that 

clients hold, including expectations related to personal commitment to therapy, the conditions 

that facilitate the therapy process, the expertise of the therapist, the perceived nurturance of the 

therapist, and the relationship with the therapist.  These general expectations seem to reflect 

expectations about the clients’ goals for the therapy, what they expect to do and what they expect 

the therapist to do in therapy, and the perceived relationship with the therapist.  Therefore, client 

expectations may affect the formation and strengthening of the alliance in a positive or a 

negative way. 

 

Purpose  

 

This study was a first step toward developing an empirically validated measure of 

expectations individuals hold about therapist and client roles in therapy.  Based on previous 

research (Apfelbaum, 1958; Begley & Lieberman, 1970; Garfield & Wolpin, 1963; Heine & 

Trosman, 1960; Tinsley & Harris, 1976), three primary categories of expectations were predicted 

to emerge when the measure in development was factor analyzed:  expectations for a directive 

therapist, expectations for client commitment and/or a collaborative therapist, and expectations 

for behaviors or conditions that facilitate the therapy process.  The directive and collaborative 

factors are predicted to result from the factor analysis because they are hypothesized to be 

separate dimensions.  Support for these factors as separate dimensional concepts stems from the 

proposed existence of four “cells” that represent types of therapy or therapist style:  1) 

collaborative and non-directive, 2) directive and non-collaborative, 3) collaborative and 

directive, and 4) non-collaborative and non-directive.  The first cell, collaborative and non-

directive, is reflective of various “eclectic” therapies or client-centered approaches that de-

emphasize diagnosis and treatment planning, and emphasize general support of the client 

(Horvath, Gaston, and Luborsky, 1993).  The therapist may provide advice and interpretations 

only when requested by the client.  The second cell, directive and non-collaborative, 

encompasses various treatments that may utilize a strict behavioral approach, as in certain 

inpatient treatments for substance use, or it may reflect pharmacotherapy medication 

maintenance sessions.  The therapy may include a regime that is pre-selected by the therapist or 

facility, and participation in the therapy is mandatory (Marlatt, Baer, Donovan, & Kivlahan, 

1988).  The third cell, collaborative and directive, seems to include therapies such as Cognitive 

Behavioral Therapy and Interpersonal Therapy.  These approaches incorporate collaboration 

between the therapist and client, as well as a directive approach by the therapist.  The client and 

therapist must work together to develop goals, the therapist acts as an educator regarding the 

therapy and holds the client accountable for completing cognitive and behavioral homework 

assignments to attain the pre-determined goals (McCullough, 2000).  The final cell, non-

collaborative and non-directive, would likely include some psychoanalytic approaches.  Therapy 

of this type may include a therapist who talks infrequently, except to offer interpretations of the 

client’s verbalizations (Spence, 1993). 

The newly developed measure, the Therapy Expectations Form (TEF), was compared to 

the Expectations About Counseling-Brief Form (EAC-B) (Tinsley, 1982), the most frequently 

used measure in this type of research, in order to be able to briefly compare the factor structure 

of the new measure with those of the EAC-B.  Also, as an initial attempt to address the 

concurrent validity of the new expectations measure, personality variables that may be related to 
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the endorsement of certain types of expectations were evaluated.  Because this project was 

exploratory in nature, and because of the paucity of available data, predictions were made based 

on logic as well as on the limited data.  Based on the pattern of results from Caine, Wijesinghe, 

and Wood (1973), it was hypothesized that participants who are more “externally directed” or 

submissive on the personality measure (lower on Independence), and those who are more task 

oriented and self-confident, but likely to defer to the therapist to increase task efficiency (higher 

on Dominance) would demonstrate expectations for a more directive therapist, rather than for a 

collaborative therapist.  Those participants who are more “internally directed” and successful in 

situations requiring more independent effort on the personality measure (higher on Achievement 

via Independence) were expected to endorse somewhat more expectations for a more 

collaborative therapist.  Those participants who are lower achievers and dislike having demands 

put on them (lower on Achievement via Independence), might have more expectations for the 

general warmth, supportiveness, and facilitative conditions than of a collaborative or directive 

therapist because of their dislike for having demands put on them. 

In order to address the reliability of the measure being developed, the internal consistency 

of the TEF was estimated.  Because three scales were predicted to emerge as a result of the factor 

analysis, the internal consistency was assessed separately for each scale.  

Other secondary hypotheses that were evaluated are related to the demographic 

information that was collected.  No significant differences on expectations based on age were 

anticipated (Kunkel & Williams, 1991).  Previous research suggests that sex differences may 

emerge (Hardin & Yanico, 1983; Kunkel & Williams, 1991).  Female participants have been 

found to have higher expectations than males for a therapist who is genuine, and also have higher 

expectations that the clients’ role is to be responsible and motivated in therapy.  Responsibility 

and motivation may be captured in the general factor of “collaborative expectations.”  Finally, 

based on the study by Garfield and Wolpin (1963), novice clients, those with no previous therapy 

experience, have been found to have greater expectations for therapists who readily provide 

advice.  This characteristic may be captured in the general factor of “directive expectations.” 

This project was a preliminary step in the direction of developing a more valid and 

reliable measure of client expectations for therapy.  Once a valid and reliable measure of 

expectations is created, the effect of disconfirmed client expectations on the therapeutic alliance 

can be more accurately assessed in future research.  Developing a better measure, and using that 

to understand the relationship between disconfirmed expectations and alliance might better 

clarify this issue to determine whether an expectations measure would be beneficial to the 

research on process and subsequent outcome of therapy.  As previously mentioned, if there is no 

relationship between expectations and the process and/or outcome of therapy, there is little 

benefit to assessing expectations. 
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METHOD 
 

 

 

 
Participants 

  

Participants were 468 undergraduate students recruited from introductory psychology 

classes at Florida State University.  The determination of the sample size was based on the 

widely accepted practice of utilizing a minimum ratio of five to one up to a ratio of ten to one 

observations to number of variables analyzed for an exploratory factor analysis (Floyd & 

Widaman, 1995; Hair, Anderson, Tatham, & Black, 1998).  It was believed that the sample 

would include individuals who were in therapy at the time of the data collection, as well as those 

who have never sought therapy.  The benefit of this variety of therapy experience is that it may 

help capture the range of possible responses (Clark & Watson, 1995).  The student participants 

were required to participate in research as part of the course requirements.  Upon the 

participants’ completion of the study, they were given credit for two hours of research 

participation. 

  

Instruments 

 
 Demographics information.  Participants completed a demographic information form 

(See Appendix A.)  This form includes items that assess whether the participant is currently in 

therapy, or has ever been in therapy, how long have they been in therapy, as well as the type of 

therapy sought.    The therapy experience variable will be examined to determine if participants 

with therapy experience are systematically different from those with no therapy experience on 

the measure of expectations.  The presence of gender or age differences on the expectations 

scores will be analyzed, although with a sample of college students the age variable will likely 

have a restricted range, making generalization difficult. 

  

Expectations About Counseling-Brief Form (EAC-B; Tinsley, 1982).  This 71-item 

questionnaire is a shorter adaptation of the Expectations About Counseling (EAC; Tinsley & 

Harris, 1976) form that was developed to measure the strength of college students’ expectations 

about counseling (Tinsley & Harris, 1976).  For the purpose of this study, items 67 through 71 of 

the EAC-B were omitted because they are demographic information questions and overlap with 

the demographic information collected for this study (see Appendix B-1).  The EAC-B has 18 

scales, and the reported reliability indices for the scales range from 0.69 to 0.82, the test-retest 

reliability indices range from 0.47 to 0.87, and the median test-retest reliability is 0.71, with a 

two-month test-retest interval (Tinsley, 1982).  Tinsley (1982) reported that the majority of 

correlations between corresponding scales of the EAC and EAC-B are 0.85 or greater.  No 

validity data was reported by the author for this measure. 

The EAC has produced four factor scores in previous studies, Personal Commitment, 

Facilitative Conditions, Counselor Expertise, and Nurturance (Tinsley, Workman, & Kass, 1980; 

Tinsley, Holt, Hinson, & Tinsley, 1991).  The Personal Commitment factor includes scales that 

refer primarily to the clients’ expectations of his or her behavior in counseling or therapy.  The 

Facilitative Conditions factor refers to the scales that address the clients’ expectations of the 
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therapists’ genuineness and acceptance of the client.  In general, the Counselor Expertise factor 

measures expectancies about the therapists’ level of expertise and directiveness of the therapist.  

The Nurturance factor is thought to measure the general expectation about the therapist’s level of 

nurturance and understanding (Tinsley et al., 1980).  (see Appendix B-2 for a list of the scales 

that make up the factors)  However, there is conflicting evidence about the appropriateness of the 

four-factor model (Ægisdottir, Gerstein, & Gridley, 2000).  Some research has suggested that a 

three-factor solution including the Personal Commitment, Facilitative Conditions, and Counselor 

Expertise factors might be the most parsimonious model, because the Nurturance and Facilitative 

Conditions factors may be measuring the same construct (Ægisdottir et al., 2000). 

The EAC-B (Tinsley, 1982) is the most widely used measure of expectations in 

counseling research (Ægisdottir et al., 2000), and has also been used extensively in the area of 

psychotherapy research.  The EAC-B was derived from the EAC (Tinsley & Harris, 1976), 

which was developed using a primarily rational method of item selection.  The EAC-B seems to 

have demonstrated face validity; its items reflect a variety of expectations that clients might hold 

regarding their therapy experience and behaviors, as well as their counselor’s characteristics and 

behaviors.  Some of the research that has utilized the EAC-B has supported the measure’s 

predictive validity.  A study by Richmond (1984) compared students’ expectations for 

counseling based on counseling experience (clients versus non-clients), trait anxiety, and gender.  

A significant main effect was demonstrated for counseling experience.  Participants who had 

previously attended counseling scored significantly lower than non-clients on the genuineness, 

attractiveness, and trustworthiness scales.  In a similar study by Subich and Coursol (1985), non-

clients had more positive expectations about counselor acceptance and empathy than clients.  In 

addition, clients demonstrated greater expectations for counselor nurturance and acceptance of 

responsibility for progress in counseling.  Regarding gender, similar results were obtained in 

studies by Kemp (1994) and Carter and Akinsulure-Smith (1996).  Results from both studies 

suggested that men scored significantly higher than women on scales measuring expectations for 

counselor directiveness and empathy.  Because of the popularity of this measure in expectations 

research, and despite the problems associated with the development of the EAC-B (e.g., the 

rational nature of the item selection and the lack of validity data) it was included in this study in 

order to be able to compare the scores and factor structure of the new measure with those of the 

EAC-B. 

  

California Psychological Inventory-Form 434 (CPI; Gough, 1996).  This 434-item form 

is the most recent update of the questionnaire.  The CPI is intended to measure a variety of 

“normal” personality characteristics in order to be able to estimate an individual’s behavior in 

certain types of situations.  Gough (1996) describes the CPI as a measure of “folk concepts”; 

concepts that have an interpersonal basis and can be generalized to all social situations in any 

society.  The entire CPI was administered, but only the three validity scales, and three other scale 

scores of interest were utilized as part of this study.  The scales of the CPI were reviewed, and 

the three scale scores (Dominance, Independence, and Achievement via Independence) that were 

determined to be representative of the patterns of responses on the expectations measures were 

chosen.  The CPI is a widely used measure that has demonstrated good psychometric properties.  

The reliability indices for the scales of interest in this study range from .71 to .83.  The pattern of 

scores on the validity scales, Well –Being (Wb), Good Impression (Gi), and Communality (Cm), 

were examined for each participant, and the validity of the profiles were determined based on 

cut-off scores specified by Gough (1996).  Scores that fall at or below the cutoff range for the 
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Wb scale are purported to indicate serious personal problems and/or a “fake bad” profile.  Scores 

that fall at or below the cutoff range for the Cm scale suggest a possible random pattern of 

responding, and scores that fall at or above the cutoff for the Gi scale suggest a possible “fake 

good” profile (Gough, 1996).  Participants were not included in the sample if they had a raw 

scores ≤ 24 on the Cm scale.  Scores on the, Dominance (Do), Independence (In), and 

Achievement via Independence (Ai), scales were also computed and analyzed along with the 

measure being developed for this study and the EAC-B to examine the relationship between the 

participants’ scores on the personality variables and their expectations about therapy. 

The high scores on the Dominance (Do) scale of the CPI appear to be representative of 

self-confidence, task-orientation, assertiveness, and primarily “prosocial” dominant 

characteristics (Gough, 1996; Gough, 1974).  In addition, there is a tendency for individuals who 

score higher on Do to take the subordinate role in a situation if it can improve the chances of 

goal attainment through higher productivity (Gough, 1996; Megargee, 1969).  To the extent that 

therapy is a situation perceived as “goal oriented”, it was hypothesized that high scorers on Do 

will have somewhat higher expectations for a directive therapy than expectations for 

collaborative therapy. 

The high scores on the Achievement via Independence (Ai) scale of the CPI appear to be 

representative of individuals who are self-directed, intelligent, and successful in situations 

requiring “independent planning and effort” (Gough, 1996).  It was hypothesized that high 

scorers on Ai will have somewhat stronger expectations for a collaborative therapy, in which 

personal commitment is emphasized, than for a directive therapy.  Higher scores on Ai also 

emphasize an ability to work well in ambiguous situations.  This distinction is important given 

the occasionally ambiguous nature of psychotherapy.  Low scores on the Ai scale are more 

indicative of individuals who are lower achievers, do not do well with ambiguous situations, and 

do not like having demands put upon them (Gough, 1996).  These individuals might be 

somewhat more likely to have more expectations of a general, warm, supportive therapist and 

facilitative conditions than of a collaborative therapist or a directive therapist, because of their 

dislike for having demands put on them. 

The high scores on the Independence (In) scale of the CPI seem to be representative of 

individuals who are self-confident, and low scorers tend to acquiesce, behave in a submissive 

manner, doubt his or her own abilities, and feel inferior (Gough, 1996).  It was hypothesized that 

low scorers on In will have somewhat stronger expectations for a directive therapist and more 

counselor expertise because of their feelings of inferiority and submissiveness. 

 

Therapy Expectations Form.  The Therapy Expectations Form (TEF) is the measure that 

was developed and evaluated for the present study.  The initial item pool for the TEF was 

developed from a set of open-ended questions that were distributed to volunteers at the Florida 

State University Psychology Clinic.  The FSU Psychology Clinic is an outpatient facility that 

provides psychotherapy and assessment services to clients from Tallahassee, Florida and the 

surrounding communities.  The therapists at the Clinic are FSU clinical psychology graduate 

students who are closely supervised by members of the clinical faculty.  Eighty-seven 

participants completed the open-ended questionnaire: 14 participants were already in therapy, 

and 73 were individuals applying for services at the clinic.  Of the current clients, two 

participants had no previous therapy experience prior to their current therapy, 10 participants had 

previous therapy experience, and two participants did not specify.  Of the therapy applicants, 27 

had no previous therapy experience, 34 had previous therapy experience, and 12 did not specify.  
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The wording of the questionnaires varied depending on the clients’ status as a current versus 

potential client (See Appendices C-1 and C-2 for complete questionnaires).  The open-ended 

questionnaires were distributed at the Clinic, and the subjects were given the option to remain 

anonymous in their responses.  The purpose of these initial questionnaires was to obtain general 

statements regarding the clients’ expectations for the therapist, as well as their expectations for 

themselves and for the therapy in general.  It was desirable to obtain responses from both new 

and experienced clients in order to better capture the range of expectations that clients would 

bring to therapy. 

 The responses to the open-ended questionnaires were compiled into a list.  Three raters, 

all students in the doctoral program in clinical psychology at FSU, reviewed the statements 

extracted from the open-ended questionnaires independently and identified (highlighted) what he 

or she believed to be salient within the statements.  The highlighted phrases were compared, and 

those statements or phrases that were identified as relevant by the majority of raters were 

retained.  Using a subjective method, the items were edited for readability, and the investigator 

deleted 29 items due to redundancy.  These statements were then converted into items with a 

Likert-style response format ranging from 1 (Strongly Disagree) to 7 (Strongly Agree).    The 

final version of the TEF contains 46 items pertaining to therapist behaviors and characteristics 

and 43 items pertaining to client behaviors or characteristics.  See Appendix C-3 for the full 

measure. 

 The purpose of developing the TEF was to improve upon the EAC-B and establish a 

reliable and valid measure for therapy expectations research.  Whereas the EAC-B used a 

rational approach to item development, the TEF uses items generated from a clinical population.  

The TEF may therefore capture the initial and ongoing expectations of interest to the clients.  

The factors that emerged from the TEF were compared to those of the EAC-B to determine 

whether the two measures produce the same number of factors, as well as whether the factors are 

theoretically similar.  In addition, the relationship between the personality variables and the TEF 

scores were examined in order to begin to evaluate the concurrent validity of the measure.  

 

Procedure 

 

All participants completed one session, lasting approximately two hours in duration.  

Following consent procedures, groups of participants were administered the packets of 

questionnaires.  The size of the groups varied depending on participant demand, and the range in 

group size was eight to 35 participants.  Participants were allowed to take brief breaks during the 

session if necessary.  The researcher was the proctor that was present during the administration 

of all the research sessions.  She reviewed the instructions, and answered any questions the 

participants had regarding testing procedures.  The proctor instructed the participants to respond 

to the TEF and EAC-B with what they “anticipate” about therapy.  The questionnaires were 

counterbalanced in their administration in order to minimize order effects.  Subsequent to the 

subjects’ completion of the questionnaires, they were debriefed individually and given research 

credit. 
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Data Analysis Procedures 

 

 

Data Reduction: Exploratory Factor Analyses 

 

Preliminary data screening. The data were evaluated to ensure their adherence to the 

assumptions of the planned factor analyses.  The correlation matrix of the TEF and EAC-B 

scores were inspected in order to determine whether there was a substantial number of significant 

correlations that exceeded 0.30, thereby justifying the use of factor analysis (Hair et al., 1998; 

Tabachnick & Fidell, 2001).  As additional steps, we examined the Bartlett Test statistic and the 

Kaiser-Meyer-Olkin (KMO) statistic to further determine the factorability of the data. 

 

Factor extraction.  The dimensional structure of the TEF and EAC-B was evaluated using 

Principal Axis Factoring (PAF) and Principal Components Analysis (PCA) procedures, with 

orthogonal Varimax rotation to improve interpretation of the final factor solution.  The TEF and 

EAC-B were considered together in these analyses because they potentially measure similar 

constructs.  More specifically, because there was the potential for overlap between these two 

measures being studied, if the two sets of variables were in fact, unrelated, then this should have 

been revealed in the factor analysis.  If the two sets of variables were unrelated, one set of factors 

would be derived for the TEF and another for the EAC-B.  If the two questionnaires were 

analyzed separately, it would inaccurately presume a relationship (or lack thereof) that the factor 

analysis can resolve empirically. 

We employed the Latent Root Criterion to the extraction of factors in the analyses such 

that only those factors with Eigen-values ≥ 1 were retained in the final solution.  However, others 

have cautioned against solely using this criterion for factor analyses involving greater than 50 

variables because often too many factors are extracted (Hair et al., 1998).  Therefore, we based 

our extraction of factors on several additional criteria.  First, Cattell’s (1966) Scree Test involves 

the visual inspection of a graphical plot of Eigen-values, which suggested a point at which the 

decrease of Eigen-values levels off.  We retained only the number of factors to the left of this 

point (Cattell, 1966).  Second, the Percentage of Variance Criterion calculates cumulative 

percentage of total variance extracted by the factors successively, which were evaluated to 

ensure that each of the factors explained a practically significant proportion of the variance (2%) 

(Hair et al., 1998).  Third, the theoretical interpretability of the factors was evaluated as a final 

check of the factor solution.  Because of the sample size and number of variables, factor loadings 

greater than or equal to 0.32 were considered statistically significant (Hair et al., 1998).  Items 

with factor loadings less than 0.32 were not considered.  The pattern of correlations between the 

items and factors from the PAF and PCA was compared in order to determine whether the two 

techniques produced similar results.  Subsequent analyses were done using the PCA method of 

analysis.  PAF results tend to yield a less biased estimate of factor loadings (Floyd & Widaman, 

1995), whereas PCA is the preferred method of analysis when factor scores are to be used for 

subsequent analyses (Tabachnik & Fidell, 1992).  In order to assess the stability of the factors 

obtained from the PCA, a forced-factor approach was utilized in addition to conducting a PCA of 

the TEF items alone. 

 

Reliability analyses.  The internal consistency of the items comprising the resultant 

factors was assessed using Cronbach’s (1951) alpha.  The internal consistency estimates for these 
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scales were evaluated using the generally accepted “rule of thumb” cutoff value of .80 (Henson, 

2001). 

 

Validity analyses.  The distributions of all dependent and predictor variables were 

examined for possible violations of statistical assumptions (i.e., normal, univariate and bivariate 

outliers).  The resulting factor scores served as dependent variables in a series of separate 

multiple regression analyses.  For each analysis, each factor was regressed on the following 

predictor variables, which were entered simultaneously (a) the three CPI subscales (i.e., Do, In, 

and Ai), (b) therapy experience, and (c) demographic characteristics such as gender (coded 

0=female, 1= male) and age.  These analyses revealed the unique contribution of each CPI 

subscale to the R
2
 variance of the specific factor, controlling for variance that can be attributed to 

each of the CPI subscales and demographic information.  Simple effects (B) were not interpreted 

unless the overall effect (R
2
) was found to be significant. 

  Using tables provided by Cohen & Cohen (1989), a total of n=450 should provide greater 

than 80% power to detect an estimated large effect size of the model R
2
 at an alpha of 0.01 with 

six partially-correlated predictors.  The actual n required would be 65 to test the significance of 

each beta with six partially correlated variables at the .01 level of significance, however, the 

entire sample was analyzed, which provided more than sufficient power. 
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RESULTS 

 
 

 

 
Data Reduction:  Exploratory Factor Analyses 

 

Preliminary Data Screening.  Prior to analysis, upon inspection of the entire data set, it 

was revealed that one participant had completed only the demographic information sheet along 

with one of the three questionnaires.  This individual was deleted from the data set due to the 

large number of missing values.  Next, the CPI validity scale scores were calculated for the 

remaining sample (n=467).  While the guidelines for making decisions based on these scores 

(Gough & Bradley, 1996) are unclear, in general, raw scores < 24 on the Communality (Cm) 

scale suggest atypicality of responding, or possible random responding.  Raw scores < 20 on the 

Well Being (Wb) scale are suggestive of serious personal problems or possibly a “fake bad” 

profile.  Finally, raw scores > 30 on the Good Impression (Gi) scale are suggestive of a “fake 

good” profile (Gough & Bradley, 1996).  A total of 116 individuals were identified as “invalid” 

responders on at least one of the three validity scales (19 for Cm, 94 for Wb, 3 for Gi).  

Normative data for the Cm, Wb, and Gi scales for college students were compared to the 

normative data for the current sample.  As a whole, the current sample scored approximately six 

points lower than the normative sample on the Wb scale, and approximately three and one-half 

points lower than the normative sample on the Gi scale.  These discrepancies suggest that the 

invalid score cutoffs for the Wb and Gi scales (Gough & Bradley, 1996) may not be appropriate 

for the current sample.  Because the mean scores on the Cm scale were more comparable for the 

normative sample and the current sample, and because random responding seems like the biggest 

threat to the integrity of the data, the data for the 19 participants who received invalid Cm scores 

were not considered in subsequent analyses.  After deletion of these individual cases, the sample 

size was reduced to 448.  The sample consisted of 340 females and 108 males, 61% were age 18, 

and 73% were Freshmen.  See Appendices F and G for characteristics of the initial (n=467) and 

final (n=448) samples.  
The distributions of the variables were examined for possible violations of statistical 

assumptions.  Univariate outliers were identified by the median-interquartile method 

(Tabachnick & Fidell, 2001).  On the EAC-B, univariate outliers were identified on 35 variables 

(highest number of univariate outliers per variable was 71).  On the TEF, univariate outliers were 

identified on 79 variables (highest number or univariate outliers per variable was 99) (see 

Appendix H).  These scores were reined in by substituting the original values with the median 

+/- 2 interquartile ranges (Tabachnick & Fidell, 2001).  After applying these corrections, missing 

values were replaced with the item means (31 missing values for the EAC-B, 59 missing values 

for the TEF).  Upon examination of the skewness and kurtosis statistics as well as the histograms 

for each variable, one item was determined to be moderately leptokurtic (EAC38, K=2.27), but 

due to the large sample size, underestimates of variance associated with positive kurtosis were 

deemed to be negligible (Tabachnick & Fidell, 2001).  This variable was retained for further 

analyses.  In addition, upon further inspection of the items of the TEF, five items were 

determined to be redundant (TEF25, TEF38, TEF43, TEF78, and TEF88) and were excluded 

from further analyses.   
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Multivariate outliers were identified by performing a series of multiple linear regressions 

in which each EAC-B and TEF item was regressed on all other EAC-B and TEF items.  The 

significance of the Mahalanobis Distance values (χ2
(≥100) = 149.45, p<.001) obtained from each 

model, as well as the significance of the Cook’s Distance values obtained from each model 

(values > 1.00 are suspected of being outliers) were considered (Tabachnick & Fidell, 2001).  

Results from these two methods were unclear.  The procedure utilizing the Mahalanobis Distance 

resulted in the identification of 227 multivariate outliers, while the inspection of the Cook’s 

Distance resulted in the identification of zero outliers.  Mahalanobis distance is a measure that is 

related to leverage, such that a case with high leverage is one that is far from the other cases 

(Tabachnick & Fidell, 2001).  Cook’s distance is a measure of potential influence, or the effect 

that omitting a case has on the estimated regression coefficients.  A case with a large Cook’s 

distance is likely to be a case that is influential if deleted (Tabachnick & Fidell, 2001).  Due to 

the inconsistent results, the data were reexamined to check for accuracy and plausibility, and no 

errors were found.  The rationale for identifying and dealing with multivariate outliers is that the 

presence of such outliers can lead to suppression of correlations (Kleinbaum, Kupper, Muller, & 

Nizam, 1998) and/or the results from analyses with multivariate outliers will not generalize 

beyond that particular sample from the population.  As an additional check of the possible 

influence of the outliers as identified by the Mahalanobis’ Distance, all factor analyses were 

performed a second time with the outliers removed.  Principal components analysis (PCA) and 

principal axis factoring (PAF) performed both with and without these cases yielded the same 

general pattern of results; therefore, all further analyses were done with the full sample (n=448). 

Descriptive statistics, including means and standard deviations for all EAC-B and TEF 

items are provided in Appendix I; bivariate correlations of the items were not included but are 

available from the author upon request.  Examination of the bivariate correlations among pairs of 

EAC-B and TEF items indicated that a substantial number of them exceeded .30, suggesting that 

the use of factor analysis was justified in this sample (Hair et al., 1998; Tabachnick & Fidell, 

2001).  In addition, the Bartlett Tests of Sphericity for the PCA and PAF were significant, value 

χ2
(10878) = 44201.43, p<.001, which further supports the factorability of the EAC-B and TEF 

items in this sample.  Finally, as suggested by Tabachnick and Fidell (2001), the Kaiser-Meyer-

Okin (KMO) statistic should meet or exceed a value of .6 in order to justify factor analysis for a 

sample.  The KMO for the current sample was .94, further justifying the use of factor analysis. 

 

Factor analysis results.  PCA and PAF with Varimax rotation were initially performed 

using the 66 items of the EAC-B and the 82 items of the TEF for the sample of 448 participants.  

Prior to data analysis, the items of the TEF were examined and five items were determined to be 

redundant and were excluded from further analyses (TEF25, TEF38, TEF43, TEF78, TEF88).  

Initial attempts to analyze the data revealed that two items (TEF1 and TEF4) were determined to 

be constant; these items were also excluded from subsequent analyses.  PCA and PAF generated 

a highly similar pattern of results.  Because PCA is the preferred analysis when the resultant 

factor scores are to be used for subsequent analyses (Tabachnick & Fidell, 2001), and for the 

sake of space, only the PCA results are presented.  PCA yielded 31 components with eigenvalues 

greater than one, accounting for approximately 68% of the total variance.  The scree 

(Eigenvalues = 17.82, 10.74, 8.96, 4.95, 3.22, 3.04, 3.02, 2.97, 2.93, 2.70, 2.66, 2.66, 2.64, 2.52, 

2.32, 2.31, 2.21, 2.17, 2.12, 2.02, 1.79, 1.67, 1.64, 1.61, 1.60, 1.58, 1.52, 1.46, 1.38, 1.37, 1.34) 

suggested a solution with three components accounting for approximately 25% of the total 

variance, 12% of which was accounted for by the first component.  The analyses were conducted 
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again, forcing three factors for the EAC-B and TEF items, as well as forcing three factors for the 

TEF items only.  The former resulted in some cross-measure overlap on the first factor.  The 

latter analysis was conducted in order to assess the stability of the factors of the TEF.  These 

analyses resulted in the emergence of the same three factors, the results of which were 

determined to be the most interpretable and appropriate.  The resultant factors, as discussed 

throughout the remainder of this paper, reflect the results of the PCA with the TEF items only, 

with three forced factors.  PCA with only the TEF items yielded a solution with three 

components accounting for approximately 42% of the total variance.  Table 1 shows the rotated 

loadings of variables on components and eigenvalues for the analysis forcing three factors for the 

TEF items.  The highest factor loading for each variable is indicated in bold.  Examination of the 

rotated pattern matrix of component loadings indicated that two items failed to load significantly 

on any of the extracted components.  For the purpose of these analyses, the “rule of thumb” 

cutoff of .32 was used for inclusion of a variable in interpretation of a factor (10% overlapping 

variance). 

 

 

 

Table 1 

Rotated Component Loadings, Communality Estimates, and Percent of Variance.  Component 

loadings, Communalities, and % of Variance for PCA extraction and varimax rotation of three 

factors using 82 items of the TEF. 

 

 Factor I Factor II Factor III Communality  

TEF2 -.028 .246 .428 .25 

TEF3 .043 .240 .453 .27 

TEF5 -.020 .409 .346 .29 

TEF6 .023 .437 .378 .33 

TEF7 .022 .644 .177 .45 

TEF8 .111 .009 .400 .17 

TEF9 .218 .031 .502 .30 

TEF10 .167 .028 .547 .33 

TEF11 .191 .112 .668 .50 

TEF12 .266 .436 .371 .40 

TEF13 .078 .720 -.012 .52 

TEF14 .213 .358 .195 .21 

TEF15 .178 .543 .340 .44 

TEF16 .295 .632 .025 .49 

TEF17 .197 .637 .168 .47 

TEF18 .409 .399 .203 .37 

TEF19 .409 .271 .344 .36 

  TEF20 .381 .309 .172 .27 

    TEF21 .286 .525 .267 .43 

TEF22 .006 .535 .211 .33 

TEF23 .166 .507 .301 .38 
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Table 1-continued.    

     

 Factor I Factor II Factor III Communality  

TEF24 .245 .071 .557 .38 

TEF26 .060 .502 .133 .27 

TEF27 .124 .555 .272 .40 

TEF28 .053 .284 .456 .29 

TEF29 .171 .305 .508 .38 

TEF30 -.131 -.051 .029 .02 

TEF31 .202 .388 .334 .30 

TEF32 .284 .385 .540 .52 

TEF33 .296 .339 .530 .48 

TEF34 .319 .590 .265 .52 

TEF35 .343 .194 .411 .32 

TEF36 .221 .209 .440 .29 

TEF37 .095 .676 .047 .47 

TEF39 .209 .574 .177 .41 

TEF40 .114 .323 .444 .32 

TEF41 .260 .383 .474 .44 

TEF42 .128 .611 .425 .57 

TEF44 .334 .569 .359 .56 

TEF45 .318 .649 .157 .55 

TEF46 .285 .678 .039 .54 

TEF47 .406 .246 .280 .30 

TEF48 .646 .094 .109 .44 

TEF49 .667 .172 .134 .49 

TEF50 .641 .003 .211 .46 

TEF51 .593 .336 .194 .50 

TEF52 .576 .201 .149 .40 

TEF53 .543 .322 .099 .41 

TEF54 .409 .022 .251 .23 

TEF55 .625 .072 .245 .46 

TEF56 .630 .094 .064 .41 

TEF57 .671 .278 .011 .53 

TEF58 .710 .122 .093 .53 

TEF59 .757 .253 .048 .64 

TEF60 .487 .500 .087 .50 

TEF61 .572 .308 .120 .44 

TEF62 .651 .313 .208 .56 

TEF63 .743 .148 .272 .65 

TEF64 .696 .118 .264 .57 

TEF65 .720 .040 .180 .55 

TEF66 .564 .078 .204 .37 

TEF67 .681 .052 .258 .53 

TEF68 .637 .083 .277 .49 

TEF69 .683 .215 .202 .55 
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Table 1-continued.    

     

 Factor I Factor II Factor III Communality  

TEF70 .530 .285 .015 .36 

TEF71 .727 .127 .262 .61 

TEF72 .760 .166 .174 .64 

TEF73 .716 .149 .202 .58 

TEF74 .569 .448 .075 .53 

TEF75 .465 .553 .118 .54 

TEF76 .297 .653 .056 .52 

TEF77 .473 .557 .141 .55 

TEF79 .519 .230 .268 .39 

TEF80 .578 .393 .129 .51 

TEF81 .516 .115 .008 .28 

TEF82 .677 .240 .166 .54 

TEF83 .471 .206 .200 .30 

TEF84 .482 .392 .130 .40 

TEF85 .351 .625 .031 .52 

TEF86 .418 .361 .031 .31 

TEF87 .542 .234 .297 .44 

TEF89 -.210 -.049 .146 .07 

% Variance  19.89 14.27 8.08  

 

 

 

 

Reliability analyses indicated that all factors were internally consistent and well defined 

by the variables.  The lowest Cronbach alpha value for the factors was .84 (Factor 1 α=.96, 

Factor 2 α=.94, Factor 3 α=.84).  The average loading for “on factor” items was .55; average 

loading for “off factor” items was .16.  It should be noted that variables were not particularly 

well-defined by this factor solution.  Communality values, as seen in Table 1, tended to be low.  

Final communality estimates represent the “proportion of variance in a variable that is 

predictable from the factors underlying it” (Tabachnick & Fidell, 2001, p. 619).  In addition, 24 

items (tef5, tef6, tef12, tef15, tef18, tef19, tef31, tef32, tef33, tef35, tef40, tef41, tef42, tef44, 

tef51, tef53, tef60, tef74, tef75, tef77, tef80, tef84, tef85, tef86) were complex; they showed 

relatively high communalities with other components.   

 Each of the components was interpretable.  Items were included in the interpretation of a 

component based on its highest loading across all three components.  The first extracted 

component accounted for the largest portion of the variance (19.9 %), while the second and third 

components accounted for 14.3% and 8.1% of the variance, respectively.  The first extracted 

component consisted of 38 items that seemed to capture the predicted category of behaviors or 

conditions that facilitate the therapy process (FAC), which also included client commitment.  

Although “client commitment” was initially thought to tie in with expectations for collaborative 

therapist behaviors, the components that emerged from the current analyses suggested that 

“client commitment” was best captured along with the FAC component.  This component 

encompassed therapist and client characteristics and behaviors that are likely to facilitate the 



  

21 

therapy process in general, including expectations for the client to trust and cooperate with the 

therapist, honesty, client willingness to change, utilizing advice that is given, showing up for 

therapy sessions, active listening, and expectations for the therapist to actively listen and prompt 

the client to think.  The second component seemed to capture the items that fell in the predicted 

category of directive therapist behaviors (DIR), with emphasis on expectations for therapist 

expertise.  Items in this component captured client and therapist characteristics and behaviors 

that are consistent with a “directive” therapeutic relationship and therapist expertise, including 

therapist finding solutions/cures for the client’s problems, therapist explaining the client’s 

behavior, client using the therapist’s suggestions, therapist understanding the client, therapist 

offering advice, therapist providing feedback, and therapist providing the tools to the client to 

change his/her behavior.  The third component seemed to capture items that were consistent with 

characteristics or behaviors associated with a collaborative therapist (COL).  These items 

included:  therapist asking about specific client behaviors, therapist posing hypothetical 

situations, therapist suggesting exercises, therapist pointing out inconsistencies, and therapist 

prompting the client to respond.   

 

Validity Analyses 

 

Orthogonal rotated factor scores for each component were computed, using results 

obtained from the PCA of the TEF items only.  Each factor was regressed on a set of predictor 

variables (personality variables and demographic information) which were entered 

simultaneously in order to reveal the unique contribution of each predictor variable to the R
2
 

variance of the specific factor, controlling for the variance that can be attributed to each of the 

CPI subscales and the demographic information. 

 

Preliminary data screening.  The distributions of the dependent and predictor variables 

were examined for possible violations of statistical assumptions.  Univariate outliers were 

identified by the median-interquartile method (Tabachnick & Fidell, 2001).  Univariate outliers 

were identified on the FAC (9), DIR (8), COL (3), age (27), achievement via independence (Ai) 

(2), and Independence (In) (1) variables.  These scores were reined in by substituting the original 

values with the median +/- 2 interquartile ranges (Tabachnick & Fidell, 2001).  Upon 

examination of the skewness and kurtosis statistics, as well as the histograms for each variable, 

two variables were determined to be mildly leptokurtic (age, K=1.04; FAC, K=1.22), but due to 

the large sample size, underestimates of variance associated with positive kurtosis were deemed 

to be negligible (Tabachnick & Fidell, 2001).  In addition, the plot of standardized residuals 

showed an absence of a curvilinear pattern among the residuals.  The pattern shown would seem 

to indicate the assumption of linearity was met.  The plot seemed to indicate a normal 

distribution of the residuals about the predicted scores.  There did not appear to be a change in 

the amount of dispersion of residuals across varying values of predicted scores, which seemed to 

rule out problems with heteroscedasticity.  None of the Tolerance values were approaching zero 

value, and none of the correlations among the independent variables exceeded .70, which 

suggests that problems with multicollinearity or singularity could be ruled out. 

Examination of the Mahalanobis Distance values (χ2
(6) = 22.46, p<.001) (Tabachnick & 

Fidell, 2001) resulted in the identification of one multivariate outlier (subject 42).  Due to the 

results, the data were reexamined to check for accuracy and plausibility, and no errors were 
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found.  Because only one multivariate outlier was identified on these variables, the multivariate 

outlier was excluded from further analyses (n=447). 

 

Regression analyses results.  Table 2 displays the descriptive statistics, including means, 

standard deviations, and intercorrelations for the independent and dependent variables.  There 

were missing data for 10 participants on the EVERTHER variable (variable that indicates 

whether the participant had ever received therapy.  0=No, 1=Yes), so the regression analyses 

excluded those 10 participants (n=437). 

 

 

 

 

Table 2 

Intercorrelations and descriptive statistics for the Factor scores, CPI scale scores and 

demographic information 

 

 
       FAC DIR COL  AI   DOM       IN       AGE    GENDER   EVERTHER 

 

FAC  1.00 

 

DIR  -.01    1.00 

 

COL   .04      .01      1.00 

 

AI   .01     -.17**  .03 1.00  

 

DOM   .01     -.05  .04   .27**    1.00   

 

IN  -.05     -.07 -.02   .46**      .70**      1.00   

 

AGE   .07     -.01   .01   .03      .04        -.03       1.00  

 

GENDER -.09*  .01   .01   .00     -.01         .00         .11        1.00 

 

EVERTHER  .07 -.03   .03  -.03      .00        -.06         .05          .00          1.00   

 

 

      M     48.76    64.75     50.37      18.49  .24       .38   

 

       S  6.96    12.15       8.61        0.67  .43       .49 

 

 

** Correlation significant at the .01 level, one tailed 

  * Correlation significant at the .05 level, one tailed 
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 In the first analysis, the FAC factor scores were regressed on the Achievement via 

Independence (AI), Dominance (DO), and Independence (IN) scale scores of the CPI, as well as 

AGE, GENDER, and EVERTHER.  Model R
2
 of .024, which reflects the overall strength of the 

relationship between scores on the dependent variable (FAC) and independent variables (AI, DO, 

IN, AGE, GENDER, EVERTHER) was not statistically significant [F (6, 430) = 1.79].  The 

adjusted R
2
 that compensates for the positive bias in model R

2
 was .011. 

 The effects of each of the independent variables are presented in Table 3a.  The effects of 

AI, DOM, AGE, and EVERTHER on COL were not significant at the .05 level.  The negative 

effects of IN and GENDER on COL were also not significant at the .05 level. 

 

 

 

 

Table 3a 

Results for validity analysis:  FAC factor scores regressed on CPI scores and demographic 

variables. 
 

 

Variable  (B)  (B)       

       

 

AI    .006            .044        

 

DOM    .006   .080     

     

IN   -.013  -.120   

 

AGE     .100   .071    

 

GENDER  -.201  -.091  

  

EVERTHER   .117   .060   

 

 

 

 

 In the second analysis, the DIR factor scores were regressed on the Achievement via 

Independence (AI), Dominance (DO), and Independence (IN) scale scores of the CPI, as well as 

AGE, GENDER, and EVERTHER.  The regression model was a poor fit (R
2
 = .030), but the 

overall relationship was significant.  The adjusted R
2
 that compensates for the positive bias in 

model R
2
 was .016.  R for regression was statistically significant from zero, F (6, 431) = 2.20, 

which is significant at the p<.05 level. 

 The effects of each of the independent variables are presented in Table 3b.  The negative 

effect of AI on DIR was significant at the .01 level.  With all other variables held constant, AI 

scores were negatively correlated with the dependent variable DIR.  The squared semipartial 
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correlation, reflecting the unique contribution of AI to the R
2
 was -.153.  The negative effects of 

DOM, AGE, and EVERTHER on DIR were not significant at the .05 level.  The effects of IN 

and GENDER on DIR also were not significant at the .05 level. 

 

 

 

 

Table 3b 

Results for validity analysis:  DIR factor scores regressed on CPI scores and demographic 

variables. 
 

 

Variable  (B)  (B)       

 

 

AI   -.024  -.173*      

 

DOM   -.001  -.008 

     

IN    .001   .013 

 

AGE   -.002  -.001 

 

GENDER   .015   .007  

 

EVERTHER  -.067  -.033 

 

*significant at the 0.01 level, two-tailed 

 

 

 

 

 In the third analysis, the COL factor scores were regressed on the Achievement via 

Independence (AI), Dominance (DO), and Independence (IN) scale scores of the CPI, as well as 

age, gender, and EVERTHER.  The regression was a poor fit (R
2 
= .011), and the overall 

relationship was not statistically significant [F (6, 430) = .776].  The adjusted R
2
 that 

compensates for the positive bias in model R
2
 was -.003. 

 The effects of each of the independent variables are presented in Table 3c.  The negative 

effects of IN and AGE on COL were not significant at the .05 level.  The effects of AI, DOM, 

GENDER, and EVERTHER on COL were not significant at the .05 level. 
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Table 3c 

Results for validity analysis:  COL factor scores regressed on CPI scores and demographic 

variables. 
 

 

Variable  (B)  (B)       

          

 

AI   .008               .058      

 

DOM   .010               .121 

     

IN             -.015          -.134 

 

AGE             -.002          -.001 

 

GENDER  .020               .009  

 

EVERTHER  .044               .022 
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DISCUSSION 

 
 
 
 

The purpose of this study was to take a preliminary step toward the development of a 

more valid and reliable measure of client expectations for therapy.  Because of the possible 

clinical benefits of measuring client expectations for therapy, the current project attempted to 

address the problems associated with the development of the most frequently used measure of its 

kind, the Expectations about Counseling-Brief Form (EAC-B) (Tinsley, 1982), and establish 

some preliminary estimates of reliability and validity for the developed measure, the Therapy 

Expectations Form (TEF). 

 

 

Examination of Results 

 

 

Factor Analysis 

 

Based on previous research (Apfelbaum, 1958; Begley & Lieberman, 1970; Garfield & 

Wolpin, 1963; Heine & Trosman, 1960; Tinsley & Harris, 1976), it was hypothesized that three 

primary categories of expectancies would emerge when the measure under development was 

factor analyzed:  expectations for a directive therapist, expectations for client commitment and/or 

a collaborative therapist, and expectations for behaviors or conditions that facilitate the therapy 

process.  Results from the PCA conducted with the TEF items supported the hypothesized three 

factor solution.  In addition, internal consistency estimates of the three factors supported the 

reliability of these factors. 

Themes emerged from the items of each component that were consistent with 

expectations for facilitative conditions, expectations for a directive therapist, and expectations 

for a collaborative therapist.  Of the three categories of expectancies that emerged, the first 

component, accounting for the largest percentage of variance, was the FAC component.  This 

component consisted of items consistent with behaviors or conditions that facilitate the therapy 

process (e.g., expectations that the client will trust the therapist, expectations that the client will 

express how she/he feels, expectations that the therapist will actively listen).  It was initially 

predicted that items reflecting client commitment (e.g., expectations that the client will put forth 

good effort in session, expectations that the client will do his/her homework) would be captured 

within the collaborative factor, based on the assumption that client commitment is an essential 

element of collaborative therapy.  However, the results suggested that “client commitment” was 

encompassed within the FAC component.  This finding suggests that behaviors and attitudes 

reflecting the client’s commitment to the therapy process may more appropriately fall within a 

general category of behaviors or circumstances that facilitate the process of therapy.  The process 

of therapy is enhanced when the client is committed to the therapy (Tinsley, Workman, & Kass, 

1980.) 

The second component, DIR, consisted of items (e.g., expectations that the therapist will 

find solutions to the client’s problems, expectations that the therapist will understand the client, 
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expectations that the client will find ways to change his/her behavior) that were consistent with 

the hypothesized category of expectations for directive therapy and therapist behaviors, with an 

emphasis on expectations for therapist expertise.  The current results are consistent with the 

results from several studies (Begley & Lieberman, 1970; Garfield & Wolpin, 1963; Heine & 

Trosman, 1960; Tinsley et al., 1980) that have produced categories of client expectations for 

directive therapist behaviors.  In addition, the Counselor Expertise factor of the EAC-B (Tinsley 

et al., 1980) is thought to encompass both directive therapist behaviors and expectancies about 

the therapists’ level of expertise, similar to the results from the present study. 

The third component, COL, included items (e.g., expectations that the therapist will 

suggest new ways to deal with problems, expectations that the therapist will learn about the 

client, expectations that the therapist will assign homework) that were consistent with the 

hypothesized category of expectations for collaborative therapy and therapist behaviors.  These 

results are also consistent with the results from several studies (Begley & Lieberman, 1970; 

Garfield & Wolpin, 1963; Heine & Trosman, 1960; Tinsley et al., 1980) that have produced 

categories of client expectations for collaborative therapy or therapist behaviors, in addition to 

the aforementioned directive therapist behaviors. 

 

Validity Analyses 

 

In one study that examined the relationship between personality styles and expectations 

for therapy (Caine, Wijesinghe, & Wood, 1973), participants who were more “externally 

directed” held more expectations for directive therapist behaviors.  In addition, those individuals 

also scored higher than participants with expectations for a more collaborative process on a 

measure that is thought to indicate a preference for a hierarchical therapy relationship.  Based on 

the findings of Caine, Wijesinghe, & Wood (1973), personality variables that were hypothesized 

to be related to the endorsement of certain types of expectations were evaluated.  As an initial 

attempt to address the concurrent validity of the TEF, separate multiple regression analyses were 

conducted in which the factor scores for DIR, COL, and FAC were regressed on the standard 

scores for the CPI subscales Dominance, Independence, and Achievement via Independence, as 

well as gender, age, and a variable representing whether the participant has ever been in therapy 

(EVERTHER).   

 

Facilitative Conditions (FAC), Directive (DIR), and Collaborative (COL) factors.  It was 

hypothesized that participants who are more “externally directed” or submissive on the 

personality measure (lower on Independence), and those who are more task oriented and self-

confident, but likely to defer to the therapist to increase task efficiency (higher on Dominance) 

would demonstrate expectations for a more directive therapist, rather than for a collaborative 

therapist.  Results from the regression analysis in which DIR was regressed on the personality 

variables and demographic variables, indicated that the overall model was significant, but the 

Achievement via Independence variable was the only independent variable that contributed 

significantly to prediction of DIR, after controlling for all of the other independent variables.  

The significant negative relationship between AI and DIR suggested that lower scores on AI 

were correlated with somewhat higher scores on the DIR factor.  In other words, individuals who 

are lower achievers, who do not do well with ambiguous situations, and who do not like having 

demands put on them (Gough, 1996) are somewhat more likely to have expectations for a 
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therapist who is directive with great “expertise.”  This finding contrasts with the prediction of 

this study that individuals who score lower on AI are more likely to have expectations for 

behaviors or conditions that facilitate the therapy process, rather than expectations for a 

collaborative or directive therapist, because of their dislike for having demands put on them.  It 

was thought that individuals who score lower on AI would have greater expectations for FAC 

because those behaviors or conditions that facilitate the therapy process would make the therapy 

“easier” for them.  A therapist who is collaborative or directive would be likely to place certain 

demands on the client, whether those demands are in the form of homework assignments or 

simply asking that the client work with the therapist to establish goals.  However, perhaps the 

individuals who score lower on AI are more likely to have expectations for a directive therapist 

due to that individual’s difficulty dealing with ambiguous situations (Gough, 1996).  Therapists 

who are more directive and who act as “experts” possibly alleviate some of the ambiguity of the 

therapy situation by taking the lead, which may be desirable to an individual who scores lower 

on AI.   The overall model in which COL was regressed on DO, AI, IN, gender, age, and 

EVERTHER was not significant, suggesting that the personality variables and demographic 

variables are, overall, not good predictors of COL scores.  Because of these results, there was no 

direct support for the hypothesis that individuals who were higher on AI were more likely to 

score higher on COL. 

Another implication of the significant negative relationship between AI and DIR is that, 

conversely, individuals who are self-directed, intelligent, work well in ambiguous situations, and 

are successful in situations requiring “independent planning and effort” (higher on AI) (Gough, 

1996), are somewhat less likely to have expectations for a therapist who is directive.  This result 

contrasts with the predictions of the current study in which it was predicted that participants who 

scored higher on AI would have somewhat stronger expectations for a collaborative therapy in 

which personal commitment is emphasized, rather than for directive therapy.  This hypothesis 

stemmed from the limited research in this area (Caine, Wijesinghe, & Wood, 1973) that 

suggested that individuals who were more externally directed were more likely to have 

expectations for directive therapist behaviors.  From this finding, it was inferred that individuals 

who are more “internally” directed, such as individuals who score higher on the AI scale, would 

be more likely to have expectations for collaborative therapist behaviors.  Self- directed clients 

might expect a therapeutic situation that emphasizes the client’s independent planning and effort, 

rather than expecting a situation in which the therapy is primarily guided by the therapist.  The 

current findings do not support this prediction.  The overall model in which COL was regressed 

on DO, AI, IN, gender, age, and EVERTHER was not significant, suggesting that the personality 

variables and demographic variables are, overall, not good predictors of COL scores.  Because of 

these results, there was no direct support for the hypothesis that individuals who were higher on 

AI were more likely to score higher on COL 

 

Demographic information.  Secondary hypotheses that were evaluated are related to the 

demographic information that was collected.  First, consistent with the findings of Kunkel & 

Williams (1991), no relationships emerged between age and expectations.  Second, based on 

previous research findings (Hardin & Yanico, 1983; Kunkel & Williams, 1991), female 

participants were predicted to have greater expectations for collaborative therapist behaviors.  

The results from the current study do not support that hypothesis.  No differences were found 

between males and females based on scores on the COL, DIR, or FAC factors.  One explanation 
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for the lack of support for this hypothesis in the current study may be related to the inferences 

that were made about how the previous findings fit into the proposed model.  The results from 

the studies by Hardin & Yanico (1983), and Kunkel & Williams (1991) suggested that female 

participants had higher expectations than males for therapists who are “genuine” and higher 

expectations for client responsibility and motivation in therapy.  Based on the literature, therapist 

genuineness, client responsibility, and motivation were thought to be best captured by the 

“collaborative” factor.  It is possible that the therapist genuineness, client responsibility and 

motivation scales from the expectation measures used in the Hardin & Yanico (1983) and 

Kunkel & Williams (1991) studies were not consistent with the COL factor from the current 

study.  Another possible explanation for the lack of relationship between gender and COL in the 

present study relates to the evolving nature of expectations for therapy.  The studies upon which 

the gender predictions for the current study were developed (Hardin & Yanico, 1983; Kemp, 

1994; Kunkel & Williams, 1991) were between 10 and 20 years ago.  Psychotherapy has gained 

increased acceptance within the last 20 years (Freedheim, Freudenberger, & Kessler, 1992; 

Silverman, 1994) and even within the last 10 years (Olfson, Marcus, Druss, & Pincus, 2002).  In 

addition, historically, women were more likely to seek out treatment for psychological problems 

(Robertson & Fitzgerald, 1992).  The gender differences that emerged from previous studies 

might have reflected the fact that the expectations of female participants were shaped by their 

previous exposure to therapy.  In the current study, approximately 37% of participants indicated 

that they had attended psychotherapy at one time, and no gender differences were found related 

to the “therapy experience” variable.  It is possible that, as psychotherapy increases in prevalence 

in the general population, more males are gaining exposure to therapy, reducing the discrepancy 

in expectations.  The studies by Hardin & Yanico (1983), Kemp (1994), and Kunkel & Williams 

(1991) did not report the therapy experience of the participants, so this “post hoc” hypothesis 

was unable to be explored further. 

One additional hypothesis was tested, based on one study by Garfield and Wolpin (1963) 

that suggested that individuals with no previous therapy experience are more likely to have 

expectations for directive therapist behaviors.  Again, the results from the present study do not 

support this prediction.  No differences based on therapy experience were found on the COL, 

DIR, or FAC factors.  The first possible explanation for the lack of support for this hypothesis in 

the current study reflects the same potential limitation that is related to the lack of gender 

differences.  It is possible that the directive expectations as measured by Garfield and Wolpin 

(1963) were not consistent with the DIR factor of the TEF.  Another possible explanation that 

may account for the lack of difference in factor scores based on prior therapy experience also 

relates to the changing climate of psychotherapy in the United States.  As psychotherapy 

becomes more commonplace (Freedheim, Freudenberger, & Kessler, 1992; Silverman, 1994), 

and information about the nature of psychotherapy is disseminated (i.e., through the media and 

word of mouth), individuals with no personal therapy experience might be more well-informed 

about the nature of therapy.  This process of educating those without prior therapy experience 

may reduce the discrepancies in expectations between those with and those without exposure to 

therapy.  The implications of this finding might be meaningful in the area of expectations 

research, such that, results of expectations research conducted with more easily accessible non-

client samples (i.e., university samples) might be meaningfully generalized to clinical 

populations. 
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Limitations 

 

 

Factor Structure 

 

Examination of the results from the PCA for the TEF items suggested that a three-factor 

model was most appropriate and informative.  However, as with any factor analysis, the decision 

to keep three factors was based on criteria that were not without a certain level of subjectivity.  

Examination of the scree, eigenvalues, and interpretability of the factors led to the retention of 

three components.  However, these components accounted for less than 50% of the variance in 

the TEF items.  Low communalities suggested that the variables were not well defined by the 

resultant factors.  In addition, several of the items were complex; they loaded on more than one 

factor.  A major assumption of the present study is that collaborative expectations and directive 

expectations fall on separate dimensions.  Because the complex items were not eliminated prior 

to determining the final solution, the components that emerged were not as “pure” as if they 

contained only items that loaded on one factor.  Also, when complex items are kept in a PCA 

with pure items, there is a risk that the complex items may correlate with one another because of 

their complex nature, and not because they are related to some meaningful underlying “factor.”  

Examination of the distribution of the complex items suggested that there was not one factor that 

was comprised solely of these items.  However, because the resultant factors included items that 

are related to more than one factor, the interpretability of the factors is called into question and 

the inferences that can be made about the factor scores are limited.   

Related to the issue of “complex” items is the fact that, although themes emerged within 

the items of each component that were consistent with expectations for facilitative conditions, 

expectations for a directive therapist, and expectations for a collaborative therapist, the pattern 

was not as clear as was hypothesized.  The items that loaded on the components did not suggest 

clear and irrefutable theoretical dimensions underlying each component.  Each component 

contained items that did not necessarily “fit” within the overall interpretation of the parent 

component, based upon the previous literature within this area.  It is possible that interpretability 

would have been improved had the complex items been removed and the PCA replicated.  

Another concern that is related to the content of the items comprising each component is the 

possible emergence of the factors due to the layout and wording of the TEF questionnaire items.  

The FAC factor is heavily loaded with items that were specifically related to expectations for the 

client’s behavior, whereas the DIR and COL factors primarily consist of items related to 

expectations for the therapist’s behavior.  It is possible that the item content of the TEF 

artificially created factors that are based on therapist versus client behaviors, rather than on the 

hypothesized underlying dimensions.  This problem might have been addressed by splitting the 

items into two groups (expectations for client behaviors versus therapist behaviors) prior to 

conducting the PCA, in order to determine whether the same three factors (facilitative 

conditions, directive expectations, collaborative expectations) emerge. 

Because the factors were not as clear as was hypothesized, based on item content, and 

because of the complex nature of some of the TEF items, the appropriateness of the factor names 

must be called into question.  The majority of the items that loaded on the FAC factor were 

related to client behaviors, particularly related to client commitment to the therapy.  The naming 
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of the first factor (FAC) suggests that those (predominantly) client behaviors play a more 

important role in facilitating the therapy process than therapist behaviors that might be relevant.  

Relevant therapist behaviors might not have been captured by the TEF due to limitations of this 

study, particularly in the item development phase of the current project.  There is a limited 

theoretical basis concerning the relative importance of client personal commitment in therapy.  

Rogers (1957) viewed client commitment as a prerequisite to behavior change, and results from 

one study (Tinsley, Workman, & Kass, 1980) found support for this when the EAC was factor 

analyzed.  The Personal Commitment factor accounted for the largest proportion of variance in 

that sample.  Similar questions can be raised about the appropriateness of the names for the other 

two extracted factors (DIR and COL), which reinforces the concern about the subjective nature 

of the decision processes involved in exploratory factor analysis, and the importance of 

expanding the nomological network of the construct “therapy expectations” in order to generate 

the most informative and appropriate factors and factor names. 

Finally, some caution should be used when interpreting the high internal consistency 

estimates of the three factors.  The high internal consistency estimates of the factors were bound 

to emerge, since, in factor analysis, factors are comprised of items that are correlated with one 

another and are also largely independent of other subsets of items.  In addition, the TEF was 

comprised of a large number of items, and Cronbach’s alpha values rise as the number of items 

rises (Cohen & Cohen, 1983). 

 

 

Validity Analyses 

 

 Regression analyses suggested that only the overall model in which DIR was regressed 

on the independent variables simultaneously was significant.  However, the significant overall 

effect was quite modest, and only the AI variable contributed significantly to the prediction of 

DIR, controlling for the effect of the other independent variables.   

 Inspection of the correlation matrix for the independent variables and dependent variables 

in these analyses indicated that there were significant intercorrelations among the CPI scales and 

an absence of significant correlations between the independent variables and dependent 

variables.  The CPI scales of interest are each associated with unique descriptors, based on scale 

elevations.  However, the DO, AI, and IN scales measure somewhat similar personality 

constructs, which might explain the significant correlations between these in the current study.  

Correlations from the present study were consistent with inter-scale correlations reported by 

Gough (1996).  It is possible that the distinctions between the CPI scales were too subtle.  For the 

purpose of this study, it might have been more informative if predictions were made based on 

CPI scales that were more distinct from one another, or if predictions were made based on more 

general personality “types” as measured by the CPI vector scales (i.e. Alphas, Betas, Gammas, 

Deltas), rather than on the very specific CPI folk scales. 

 

Other Design Limitations 

  

The current project utilized undergraduate participants, which limits the generalizability 

of the results.  In this sample, there were a fairly high percentage of participants who had 
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previous therapy experience (37%), but caution should be exercised when creating a measure 

with a “normal” sample that is intended to be used with a primarily clinical population. 

 The procedure used to generate the items of the TEF might not have adequately sampled 

the range of expectations that clients hold regarding therapy, including the roles of the client and 

the therapist.  Although it was initially believed that the “open-ended” format of the 

questionnaire that was used to generate items for the TEF was sufficient for capturing the myriad 

possible expectations about the process of therapy, client roles, and therapist roles, perhaps the 

phrasing of the open-ended questionnaire greatly influenced the range and types of responses 

that were obtained. 

 

 

Future Research 
 

 

The limitations of this research project make it difficult to determine where the current 

results fit with regards to the extant literature.  Results from the current project provided very 

limited support for the hypothesized three factor model of client expectations for therapy, and for 

the reliability and concurrent validity of the TEF. 

Given the lack of sufficient validity data for the most widely used measure of client 

expectations for therapy (EAC-B) (Tinsley, 1982), and the potential importance of the effect of 

client expectations on the therapeutic alliance, and subsequent outcome of therapy, it is believed 

that future research should continue to focus on the creation of a measure that can reliably assess 

client expectations for therapy.  The limitations of the current project can be used to inform the 

process of measure development in future projects.  Future research with the TEF may be 

beneficial to the area of psychotherapy process research, but the questionnaire needs to be 

refined and new data collected in order to determine whether there is any further support for the 

factor structure, reliability, and validity of the measure.  If those psychometric properties can be 

established, the use of the TEF in cross-validation studies and subsequent studies using clinical 

samples can be better justified. 

Although this project was exploratory in nature, it was based on the construct of therapy 

expectations as defined by a body of research with a long history (Apfelbaum, 1958; Freud, 

1948, Garfield & Wolpin, 1963).  Decisions related to the number and nature of the factors that 

were predicted to emerge were based on studies that were conducted 20 to 30 years ago, which 

then became accepted as the “gold standards” within the therapy expectations literature, despite 

problems associated with these studies.  While it is necessary to develop any new measure of 

expectations within a relevant theoretical framework, perhaps the theory behind the construct 

needs to be elaborated and based on more current research, even if that research is not 

specifically “expectations” focused.  Recent psychotherapy process and outcome research may 

provide more general information about the current landscape of psychotherapy as it is in 

practice, as well as revealing characteristics of therapy clients in the 21
st
 century.  By expanding 

the network, the predictions made in future research may more accurately reflect the current 

nature of therapy expectations.  Additionally, a major premise of the current project was that 

“collaborative” and “directive” characteristics fell on separate factors, rather than along a 

continuum.  Although the results of this project lend some support to a three-factor model of 

client expectations, the nature and interpretation of those three factors have not adequately been 
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determined, due to research limitations previously discussed.  As such, the current results do not 

provide clarification as to whether collaborative and directive therapy/therapist characteristics 

fall along a single dimension or on two separate dimensions.  However, because “collaborative” 

and “directive” expectations have been recurrent themes in past research on client expectations 

for therapy (Apfelbaum, 1958; Duckro, Beal, & George, 1979; Garfield & Wolpin, 1963; Heine 

& Trosman, 1960), determining the nature (single dimension versus separate factors) of these 

expectations remains to be an important focus in future therapy expectations research. 

As was previously mentioned, the item content included in the TEF might have 

contributed to the emergence of three factors with limited interpretability.  In the future, the TEF 

items should be refined prior to any further study with new samples.  Items should be examined 

closely to rationally determine if the “client” items and the “therapist” items could both generate 

separate meaningful factors that do not simply reflect client or therapist behaviors.  If this is not 

the case, then any factor analyses that are conducted with the TEF in the future should include 

separate analyses with the client and therapist items to determine the factor structure.  In 

addition, if complex items emerge in future samples, consideration should be given to deleting 

those items to see if the factor structure improves.  An added benefit to the deletion of complex 

items is the decreased length of the measure.  A measure that is shorter in length is desirable, as 

long as it is adequately capturing the construct of interest. 

One final consideration for future research utilizing the TEF is related to the process of 

demonstrating the validity of the measure.  For the purpose of the current study, predictions were 

made based on the limited research available in the area of personality correlates of client 

expectations (Apfelbaum, 1958; Caine et al., 1973; Duckro et al., 1979).  Very specific scales of 

the CPI (Gough, 1996) were chosen as predictor variables in the validity analyses conducted.  

The CPI scales that were chosen were thought to be adequate measures of the personality 

variables as described in past research; however, the three scales chosen might not have 

sufficiently distinguished participants in this study.  In the future, it might be useful to examine 

broader personality styles as correlates for expectations, rather than simply examining level of 

elevation on individual personality scales.  By making informed predictions based on vector 

scales (i.e., Alpha, Beta, Gamma, Delta) of the CPI, some initial concurrent validity of the TEF 

might be demonstrated.  

If a better measure can be developed, it can be used to understand the relationship 

between disconfirmed expectations and alliance.  From that knowledge, research can determine 

whether a measure of client expectations would be beneficial to the research on process and 

outcome of therapy.  If there is no relationship between expectations and the process and/or 

outcome of therapy, there is little benefit to assessing expectations.
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APPENDIX A 

DEMOGRAPHIC INFORMATION QUESTIONNAIRE 

 
DEMOGRAPHIC INFORMATION 

 

 

Date:_________________     Subject ID#:___________ 

 

 

What is your age? ________ 

 

 

What is your gender? 

M/F (circle one) 

 

What is your year in school? 

Freshman    Sophomore    Junior    Senior    Other (circle one) 

 

What is your cumulative grade point average? (if you are a Freshman, please use your high school 

GPA) 

Less than 2.0 2.0-2.5     2.6-3.0     3.1-3.5     3.6-4.0  (circle one) 

 

Are you currently in outpatient therapy? 

Yes/No (circle one) 

 

If “Yes”, what type of therapy? 

Individual     Group     Family     Couples/Marital       (circle all that apply) 

 

If “No”, have you ever been in therapy or counseling for psychological issues (even if for only one 

session)? 

Yes/No (circle one) 

 

What type of therapy? 

Individual     Group     Family     Couples/Marital     (circle all that apply) 

 

For how long were you in therapy, in the past as well as present? 

1-3 sessions     4-6 sessions     7-9 sessions     10 or more sessions     (circle one)
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APPENDIX B-1 

EXPECTATIONS ABOUT COUNSELING-BRIEF FORM 

 
 
 
 
 
 
 
 
 
 
 

Expectations About Counseling  (Form B) 
 

Howard E. A. Tinsley 
 
 
 
 
 
 
 
 
 

C O N F I D E N T I A L 
 

FOR RESEARCH PURPOSES ONLY 
 
 
 
 
 

Copyright  1982 
Howard E. A. Tinsley
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DIRECTIONS 

 

 Pretend that you are about to see a counseling psychologist for your first interview.  We 

would like to know just what you think counseling will be like.  On the following pages are 

statements about counseling.  In each instance you are to indicate what you expect counseling to 

be like.  The rating scale we would like you to use is printed at the top of each page.  Your ratings 

of the statements are to be recorded on the answer sheets provided.  For each statement, darken 

the space corresponding to the number which most accurately reflects your expectations.  Do not 

make any marks on the questionnaire booklet. 

 Your responses will be kept in strictest confidence.  DO NOT fill in the NAME GRID or 

STUDENT NUMBER GRID on the answer sheet.  Your answers will be combined with the 

answers of others like yourself and reported only in the form of group averages.  Your 

participation, however, is voluntary.  If you do not wish to participate in this research, just hand 

the questionnaire and unmarked answer sheets back to the person in charge. 

 To complete the questionnaire properly, you need one answer sheet and a #2 pencil.  Tell 

the person in charge if you do not have the necessary materials.   

 When you are ready to begin, answer each question as quickly and as accurately as 

possible.  Finish each page before going to the next. 

 

 

 

NOW TURN THE PAGE AND BEGIN 
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ANSWER THE FOLLOWING QUESTIONS ON THE ANSWER SHEET 

    1           2        3               4          5                6           7 

Not      Slightly Somewhat       Fairly       Quite          Very          Definitely 

True             True             True                True              True           True               True 

 

_____________________________________________________________________ 

 
I EXPECT TO… 

 

1. Take psychological tests. 

2. Like the counselor. 

3. See a counselor in training. 

4. Gain some experience in new ways of solving problems within the counseling  

 process. 

5. Openly express my emotions regarding myself and my problems. 

 

I EXPECT TO… 

 

6. Understand the purpose of what happens in the interview. 

7. Do assignments outside the counseling interviews. 

8. Take responsibility for making my own decisions. 

9. Talk about my present concerns. 

10. Get practice in relating openly and honestly to another person within the counseling 

 relationship. 

 

I EXPECT TO… 

 

11. Enjoy my interviews with the counselor. 

12. Practice some of the things I need to learn in the counseling relationship. 

13. Get a better understanding of myself and others. 

14. Stay in counseling for at least a few weeks, even if at first I am not sure it will help. 

15. See the counselor for more than three interviews. 

 

I EXPECT TO… 

 

16. Never need counseling again. 

17. Enjoy being with the counselor. 

18. Stay in counseling even though it may be painful or unpleasant at times. 

19. Contribute as much as I can in terms of expressing my feelings and discussing them. 

20. See the counselor for only one interview. 

 

I EXPECT TO… 

 

21. Go to counseling only if I have a very serious problem. 

22. Find that the counseling relationship will help the counselor and me identify problems on which I 

need to work. 

23. Become better able to help myself in the future. 

24. Find that my problem will be solved once and for all in counseling. 

25. Feel safe enough with the counselor to really say how I feel. 
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ANSWER THE FOLLOWING QUESTIONS ON THE ANSWER SHEET 

    1           2        3               4          5                6           7 

Not      Slightly Somewhat       Fairly       Quite          Very          Definitely 

True             True             True                True              True           True               True 

 

_____________________________________________________________________ 

 

I EXPECT TO… 

 

26. See an experienced counselor. 

27. Find that all I need to do is to answer the counselor’s questions. 

28. Improve my relationships with others. 

29. Ask the counselor to explain what he or she means whenever I do not understand something that is 

said. 

30. Work on my concerns outside the counseling interviews. 

31. Find that the interview is not the place to bring up personal problems. 

 

THE FOLLOWING QUESTIONS CONCERN YOUR EXPECTATIONS ABOUT THE COUNSELOR 

 

I EXPECT THE COUNSELOR TO… 

 

32. Explain what’s wrong. 

33. Help me identify and label my feelings so I can better understand them. 

34. Tell me what to do. 

35. Know how I feel even when I cannot say quite what I mean. 

 

I EXPECT THE COUNSELOR TO… 

 

36. Know how to help me. 

37. Help me identify particular situations where I have problems. 

38. Give encouragement and reassurance. 

39. Help me to know how I am feeling by putting my feelings into words for me. 

40. Be a “real” person, not just a person doing a job. 

 

I EXPECT THE COUNSELOR TO… 

 

41. Help me discover what particular aspects of my behavior are relevant to my problems. 

42. Inspire confidence and trust. 

43. Frequently offer me advice. 

44. Be honest with me. 

45. Be someone who can be counted on. 

 

I EXPECT THE COUNSELOR TO… 

 

46. Be friendly and warm towards me. 

47. Help me solve my problems. 

48. Discuss his or her own attitudes and relate them to my problem. 

49. Give me support. 

50. Decide what treatment plan is best. 
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ANSWER THE FOLLOWING QUESTIONS ON THE ANSWER SHEET 

    1           2        3               4          5                6           7 

Not      Slightly Somewhat       Fairly       Quite          Very          Definitely 

True             True             True                True              True           True               True 

 

_____________________________________________________________________ 

 

I EXPECT THE COUNSELOR TO… 

 

51. Know how I feel at times, without my having to speak. 

52. Do most of the talking. 

53. Respect me as a person. 

54. Discuss his or her experiences and relate them to my problems. 

55. Praise me when I show improvement. 

 

I EXPECT THE COUNSELOR TO… 

 

56. Make me face up to the differences between what I say and how I behave. 

57. Talk freely about himself or herself. 

58. Have no trouble getting along with people. 

59. Like me. 

60. Be someone I can really trust. 

 

 

I EXPECT THE COUNSELOR TO… 

 

61. Like me in spite of the bad things that he or she knows about me. 

62. Make me face up to the differences between how I see myself and how I am seen by others. 

63. Be someone who is calm and easygoing. 

64. Point out to me the differences between what I am and what I want to be. 

65. Just give me information. 

66. Get along well in the world.
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APPENDIX B-2 

EXPECTATIONS ABOUT COUNSELING-BRIEF FORM 

Factor Scores 

 

 

 

Personal Commitment      Facilitative Conditions     Counselor Expertise     Nurturance  
 

 

Responsibility      Acceptance            Directiveness  Acceptance 

 

Openness Confrontation    Empathy  Self-disclosure 

 

Motivation      Genuineness           Expertise             Nurturance  

 

Attractiveness      Trustworthiness                           Attractiveness 

 

Immediacy      Tolerance     

 

Concreteness      Concreteness 

 

Outcome
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APPENDIX C-1 

THERAPY EXPECTATIONS FORM 

DEVELOPMENT OF INITIAL ITEM POOL 

 
OPEN-ENDED QUESTIONNAIRE COMPLETED BY CLIENTS 

 
Therapy Questionnaire 

 
A questionnaire is being developed which will measure clients’ expectations about therapy.  In order to 
create a questionnaire that best captures what clients’ expect when entering therapy, please respond to 
the following questions.  Although you might find it difficult to remember exactly what you expected about 
therapy, please complete this form to the best of your ability. 
 
A few sentences per question are sufficient.  Thank you. 
 
Please Check One 

 I give permission for my therapist to see this form.  (If so, please write your name on this form) 

 I prefer that my therapist not see this form. 
 
Please Circle One 

I Have/ Have Not been in therapy prior to my current therapy at the FSU Psychology Clinic. 
 
 
1) As you were anticipating entering therapy, what did you expect the process of therapy would be like? 
 
 
 
 
 
2)  What did you expect the therapist would do in therapy? 
 
 
 
 
 
3)  What did you expect you would do in therapy? 
 
 
 
 
 
4)  Of the above expectations that you listed, which of those did and did not happen in therapy?  Were 
you surprised by anything that you encountered in therapy? 



 

  

42 

APPENDIX C-2 

THERAPY EXPECTATIONS FORM 

DEVELOPMENT OF INITIAL ITEM POOL 

 

OPEN-ENDED QUESTIONNAIRE COMPLETED BY THERAPY APPLICANTS 

 
Therapy Questionnaire 

***To be completed by clients seeking therapy, not assessments.*** 
 

A questionnaire is being developed which will measure clients’ expectations about therapy.  In order to 
create a questionnaire that best captures what clients’ expect when entering therapy, please respond to 
the following questions.  Please complete this form to the best of your ability. 
 
A few sentences per question are sufficient.  Thank you. 
 
Please Check One 

 I give permission for my therapist to see this form.  (If so, please write your name on this form) 

 I prefer that my therapist not see this form. 
 
Please Circle One 

I Have/ Have Not been in therapy before. 
 
 
2) As you anticipate entering therapy, what do you expect the process of therapy would be like? 
 
 
 
 
 
2)  What do you expect the therapist will do in therapy? 
 
 
 
 
 
3)  What do you expect you will do in therapy?
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APPENDIX C-3 

 

THERAPY EXPECTATIONS FORM 

 

CONFIDENTIAL 

For Research Purposes Only 

 

 

Therapy Expectations Form 

 

 

Sandi L. Shappell 

Department of Psychology 

Florida State University 

Tallahassee, FL   

 

DIRECTIONS: 

 Imagine that you are about to meet with a therapist for your first therapy 

session.  We would like to know what you think therapy will be like.  This 

questionnaire consists of numbered statements.  Please read each statement 

carefully, and using the ratings scale printed at the top of each page, circle the 

number that applies to your response. 

 Please answer each question as quickly and honestly as possible.  Please only 

circle one number for each question.  If you have any questions, please ask the 

administrator. 

 

 Your participation in this research project is strictly voluntary, and your 

responses to this questionnaire will be kept confidential.  PLEASE DO NOT 

WRITE YOUR NAME OR SS# ON THIS FORM.



1-----------2------------3-----------4-----------5-----------6-----------7 

   strongly           disagree            somewhat        neither agree      somewhat         agree strongly 

                       disagree                              disagree           nor disagree          agree        agree 
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I EXPECT THAT THE THERAPIST… 

1) will ask questions. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

2) will evaluate me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

3) will analyze my responses. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

4) will listen to me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

5) will express his/her opinion. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

6) will supply facts. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

7) will explain my behavior. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

I EXPECT THAT THE THERAPIST… 

8) will assign homework. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

9) will suggest exercises. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

10) will pose hypothetical situations. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

11) will ask about specific behaviors. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

12) will act as a guide. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

13) will find solutions to my problems. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

14) will provide neutral opinions. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

15) will give me feedback. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

 



1-----------2------------3-----------4-----------5-----------6-----------7 

   strongly           disagree            somewhat        neither agree      somewhat         agree strongly 

                       disagree                              disagree           nor disagree          agree        agree 
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I EXPECT THAT THE THERAPIST… 

16) will understand me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

17)  will provide me the tools to change my behavior. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

18) will actively listen. 

  1-----------2------------3-----------4-----------5-----------6-----------7  

19) will prompt me to think. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

20) will not just tell me what I want to hear. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

21) will counsel me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

22)  will give me a diagnosis. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

I EXPECT THAT THE THERAPIST… 

23) will offer me alternatives. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

24) will ask me personal questions. 

  1-----------2------------3-----------4-----------5-----------6-----------7  

25) will explain my behavior. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

26) will sympathize with me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

27) will offer advice. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

28) will guide the sessions. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

29) will point out inconsistencies. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

30) will not support my ideas. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

 



1-----------2------------3-----------4-----------5-----------6-----------7 

   strongly           disagree            somewhat        neither agree      somewhat         agree strongly 

                       disagree                              disagree           nor disagree          agree        agree 

 

  

46 

I EXPECT THAT THE THERAPIST… 

31) will give me another perspective on life. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

32) will suggest new ways to deal with problems. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

33) will suggest new ways to deal with people and/or situations. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

34) will help me understand why I do what I do. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

35) will get me to talk about things that I might not want to talk about. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

36) will prompt me to respond. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

37) will find a cure for my problems. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

I EXPECT THAT THE THERAPIST… 

38) will listen to me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

39) will understand what he/she is dealing with. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

40) will study me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

41) will learn about me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

42) will offer suggestions as to how to resolve issues I have. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

43) will guide me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

44) will assist me. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

45) will help me find reasons for my feelings. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

 



1-----------2------------3-----------4-----------5-----------6-----------7 

   strongly           disagree            somewhat        neither agree      somewhat         agree strongly 

                       disagree                              disagree           nor disagree          agree        agree 
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I EXPECT THAT THE THERAPIST… 

46) will help me feel better about my life. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

 

IN THERAPY, I EXPECT TO… 

47) actively listen. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

48)  be completely honest. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

49) cooperate with the therapist. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

50) answer questions. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

51) consider the therapist’s suggestions. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

52) explain myself. 

  1-----------2------------3-----------4-----------5-----------6-----------7  

53) be willing to change. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

IN THERAPY, I EXPECT TO… 

54) do my homework. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

55) show up for sessions. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

56) let down my defenses. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

57) trust the therapist. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

58) be open-minded. 

  1-----------2------------3-----------4-----------5-----------6-----------7  

59) put forth good effort in session. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

 



1-----------2------------3-----------4-----------5-----------6-----------7 

   strongly           disagree            somewhat        neither agree      somewhat         agree strongly 

                       disagree                              disagree           nor disagree          agree        agree 
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IN THERAPY, I EXPECT TO… 

60) use the therapist’s suggestions. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

61) have patience with the process of therapy. 

     1-----------2------------3-----------4-----------5-----------6-----------7 

62) work to better my life for myself and/or others around me. 

     1-----------2------------3-----------4-----------5-----------6-----------7 

63) discuss my feelings about myself and/or my situation. 

     1-----------2------------3-----------4-----------5-----------6-----------7 

64) discuss my goals for myself. 

     1-----------2------------3-----------4-----------5-----------6-----------7 

65) talk about what’s bothering me. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

66) talk about my childhood. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

    IN THERAPY, I EXPECT TO… 

67) talk about my current life. 

   1-----------2------------3-----------4-----------5-----------6-----------7 

68) talk about my relationships. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

69) participate in my treatment. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

70) remain optimistic. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

71) discuss problems. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

72) express how I feel. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

73) express what I think. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

74) take the steps suggested by the therapist. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

 



1-----------2------------3-----------4-----------5-----------6-----------7 

   strongly           disagree            somewhat        neither agree      somewhat         agree strongly 

                       disagree                              disagree           nor disagree          agree        agree 
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      IN THERAPY, I EXPECT TO… 

75) learn about my problems. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

76) find the cause of my problems. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

77) find ways to change my behaviors. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

78) find the root of my problem. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

79) have to be willing to work. 

   1-----------2------------3-----------4-----------5-----------6-----------7 

80) utilize the advice I am given. 

   1-----------2------------3-----------4-----------5-----------6-----------7 

81) be myself. 

   1-----------2------------3-----------4-----------5-----------6-----------7 

       IN THERAPY, I EXPECT TO… 

82) cooperate with the therapist. 

   1-----------2------------3-----------4-----------5-----------6-----------7 

83)  be assertive. 

   1-----------2------------3-----------4-----------5-----------6-----------7 

84) become better at solving my problems on my own. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

85) find solutions to my problems. 

    1-----------2------------3-----------4-----------5-----------6-----------7 

86) not feel criticized. 

  1-----------2------------3-----------4-----------5-----------6-----------7 

87) explore major issues in my life. 

     1-----------2------------3-----------4-----------5-----------6-----------7 

88)  learn what to do to change my behavior. 

     1-----------2------------3-----------4-----------5-----------6-----------7 

89) feel as if it is a difficult and/or uncomfortable process. 

  1-----------2------------3-----------4-----------5-----------6-----------7
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APPENDIX D 

 
INFORMED CONSENT FORM 

 
 
 I freely and voluntarily and without element of force or coercion, consent to be a participant 
in the research project entitled “The development of a measure of client expectations for therapy.” 
 
 This research is being conducted by Sandi L. Shappell, B.A., who is a graduate student of 
Clinical Psychology at Florida State University.  I understand the purpose of her research project is to 
better understand clients’ expectations for psychotherapy.  In addition to general expectations, it is 
exploring how personality styles are related to expectations.  I understand that if I participate in the 
project I will be asked questions about my history with psychotherapy, my personal attitudes and 
expectations about therapy, as well as questions related to my beliefs and behaviors in everyday life. 
 
 I understand I will be asked to fill out paper and pencil questionnaires.  The total time 
commitment would be about two hours.  I understand that I will be given two hours research 
participation credit upon completion of my participation. 
 
 I understand my participation is totally voluntary and I may stop participation at anytime.  If 
I decide to stop participation, I will be given credit for my participation up to two hours.  All my 
answers to the questions will be kept confidential, to the extent allowed by law, and identified by a 
subject code number.  My name will not appear on any of the results.  No individual responses will be 
reported.  Only group findings will be reported. 
 
 I understand there is a possibility of a minimal level of risk involved if I agree to participate 
in this study.  I might experience anxiety or discomfort when thinking about psychotherapy, or my 
personal beliefs or behaviors.  The research assistant will be available to talk with me about any 
emotional discomfort I may experience while participating.  I am also able to stop my participation at 
any time I wish. 
 
 I understand there are benefits for participating in this research project.  First, my own 
awareness about my expectations for therapy may be increased.  Also, I will be providing researchers 
with valuable insight into individual’s expectations, feelings, and behaviors regarding psychotherapy.  
This knowledge can assist them in developing better assessment methods regarding therapy client 
expectations. 
  
 I understand that this consent may be withdrawn at any time without prejudice, penalty or 
loss of benefits to which I am otherwise entitled.  I have been given the right to ask and have answered 
any inquiry concerning the study.  Questions, if any, have been answered to my satisfaction. 
 
 I understand that I may contact Sandi L. Shappell, Florida State University, Department of 
Psychology,  (850) 294-0099, for answers to questions about this research, and I may contact Heidi 
Hodges, Research Coordinator, FSU Human Subjects Committee at (850) 644-8633 for questions about 
my rights as a research participant.  Group results will be sent to me upon my request.   
 
 I have read and understand this consent form. 
 
 
 
___________________________________________   ________________________________ 
(Subject)  Printed Name      (Date) 
 
 
___________________________________________ 
(Subject)  Signature 
        
 
 
______________________________________________ 
(Witness)
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APPENDIX E 

 

HUMAN SUBJECTS APPROVAL LETTER 
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APPENDIX F 

MEANS AND STANDARD DEVIATIONS FOR FULL AND REDUCED SAMPLE 

DEMOGRAPHIC INFORMATION 

 

             Sample (n=448)          Full Sample (n=467) 

Variable         M         SD   M SD 

 

Age                  18.49      0.67               18.62    1.25  
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APPENDIX G 

SAMPLE DEMOGRAPHIC INFORMATION PERCENTAGES 

________________________________________________________________________ 

Variable    n   %      

________________________________________________________________________ 

Gender   

 Male   108  24.1    

 Female   340  75.9 

Year in School  

 Freshmen  327            73.0 

 Sophomore      82            18.3 

 Junior      27   6.0 

 Senior     10   2.2 

 Other         2     .4 

GPA 

      <2.0       5    1.1 

 2.0-2.5     20    4.5  

 2.6-3.0     45  10.0 

 3.1-3.5      164  36.6 

 3.6-4.0              212  47.3 

 Missing      2      .4 

Ever in therapy 

       Yes  164  36.6  

        No   274  61.2 

 Missing    10    2.2 
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APPENDIX H 

UNIVARIATE OUTLIERS FOR THE EAC-B AND TEF 

 

Number of univariate outliers identified by the median-interquartile method for the EAC-B:  16 

for eac3, 11 for eac5, 3 for eac8, 36 for eac9, 4 for eac10, 4 for eac13, 3 for eac19, 48 for 

eac20, 4 for eac22, 2 for eac23, 10 for eac25, 41 for eac26, 42 for eac29, 8 for eac30, 55 

for eac31, 5 for eac33, 2 for eac37, 22 for eac40, 37 for eac41, 6 for eac42, 6 for eac43, 

36 for eac44, 54 for eac45, 5 for eac46, 5 for eac47, 6 for eac49, 6 for eac50, 11 for 

eac52, 34 for eac53, 14 for eac55, 4 for eac56, 71 for eac60, 7 for eac62, 5 for eac63, 11 

for eac64. 

Number of univariate outliers identified by the median-interquartile method for the TEF:  78 for 

tef1, 13 for tef2, 3 for tef3, 99 for tef4, 10 for tef5, 8 for tef6, 5 for tef7, 12 for tef9, 13 

for tef10, 7 for tef11, 20 for tef14, 14 for tef15, 11 for tef17, 12 for tef18, 18 for tef19, 40 

for tef20, 20 for tef21, 6 for tef22, 13 for tef23, 15 for tef24, 15 for tef25, 60 for tef26, 3 

for tef27, 4 for tef28, 34 for tef29, 1 for tef32, 1 for tef33, 1 for tef34, 4 for tef35, 5 for 

tef36, 13 for tef38, 2 for tef39, 1 for tef40, 5 for tef41, 1 for tef42, 1 for tef43, 1 for tef44, 

1 for tef45, 31 for tef47, 28 for tef48, 17 for tef49, 13 for tef50, 7 for tef51, 10 for tef52, 

2 for tef53, 10 for tef55, 7 for tef56, 6 for tef57, 9 for tef58, 5 for tef59, 16 for tef60, 2 for 

tef61, 9 for tef62, 11 for tef63, 7 for tef64, 17 for tef65, 3 for tef66, 10 for tef67, 13 for 

tef68, 16 for tef69, 2 for tef70, 14 for tef71, 24 for tef72, 14 for tef73, 1 for tef74, 10 for 

tef75, 3 for tef76, 3 for tef77, 5 for tef78, 5 for tef79, 10 for tef80, 17 for tef81, 20 for 

tef82, 1 for tef83, 10 for tef84, 5 for tef85, 4 for tef86, 27 for tef87, 12 for tef88.
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APPENDIX I 

MEANS AND STANDARD DEVIATIONS FOR EAC-B AND TEF ITEMS 

 

 

Variable  M   SD   n 

 

eac1   4.61   1.87   448 

eac2   4.25   1.70   448 

eac3r   2.39   1.59   448 

eac4   5.33   1.46   448 

eac5r   5.60   1.50   448 

eac6   5.16   1.57   448 

eac7   3.90   1.81   448 

eac8r   5.91   1.22   448 

eac9r   6.28     .83   448 

eac10r   5.63   1.35   448 

eac11   4.24   1.70   448 

eac12   4.95   1.49   448 

eac13r   5.78   1.26   448 

eac14   5.06   1.81   448 

eac15   4.82   1.73   448 

eac16   2.79   1.87   448 

eac17   4.28   1.76   448   (table continues) 
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eac18   4.62   1.81   448 

eac19r   5.75   1.32   448 

eac20r   1.56     .79   448 

eac21   4.32   2.07   448 

eac22r   5.57   1.30   448 

eac23r   5.75   1.22   448 

eac24   3.13   1.85   448 

eac25r   5.48   1.53   448 

eac26t   6.36   .81   448 

eac27   3.17   1.83   448 

eac28   5.25   1.37   448 

eac29r   6.31     .79   448 

eac30r   5.38   1.41   448 

eac31r   1.49     .77   448 

eac32   4.76   1.82   448 

eac33r   5.70   1.35   448 

eac34   3.82   1.89   448 

eac35   4.01   1.82   448 

eac36   5.38   1.59   448 

eac37r   5.70   1.26   448 

eac38   5.97   1.30   448 

eac39   4.34   1.87   448 

eac40r   6.04   1.32   448   (table continues) 
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eac41r   5.62   1.06   448 

eac42r   5.76   1.33   448 

eac43r   5.36   1.34   448 

eac44r   6.53     .74   448 

eac45r   6.33     .83   448 

eac46r   5.80   1.37   448 

eac47r   5.53   1.40   448 

eac48   4.00   1.91   448 

eac49r   5.89   1.33   448 

eac50r   5.55   1.41   448 

eac51   3.71   1.85   448 

eac52r   2.48   1.44   448 

eac53r   6.52     .75   448 

eac54   3.63   1.90   448 

eac55r   5.57   1.46   448 

eac56r   5.59   1.32   448 

eac57   3.72   1.97   448 

eac58   5.28   1.72   448 

eac59   4.83   1.80   448 

eac60r   6.35     .85   448 

eac61   4.88   1.85   448 

eac62r   5.51   1.33   448 

eac63r   5.57   1.35   448   (table continues) 
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eac64r   5.47   1.39   448 

eac65   3.04   1.93   448 

eac66   4.90   1.69   448 

tef2r   6.52     .68   448 

tef3r   6.59     .62   448 

tef5r   5.55   1.36   448 

tef6r   5.50   1.32   448 

tef7r   5.54   1.25   448 

tef8   3.65   1.59   448 

tef9r   5.39   1.08   448 

tef10r   5.36   1.11   448 

tef11r   6.14     .86   448 

tef12   5.69   1.22   448 

tef13   4.95   1.43   448 

tef14r   5.36   1.24   448 

tef15r   6.20     .92   448 

tef16   5.05   1.34   448 

tef17r   5.37   1.15   448 

tef18r   6.51     .71   448 

tef19r   6.36     .73   448 

tef20r   6.38     .78   448 

tef21r   6.38     .73   448 

tef22r   5.56   1.26   448   (table continues) 
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tef23r   5.70     .95   448 

tef24r   6.46     .70   448 

tef26r   4.37   1.26   448 

tef27r   5.85   1.14   448 

tef28r   5.84   1.13   448 

tef29r   5.54   1.07   448 

tef30   3.03   1.38   448 

tef31   4.69   1.46   448 

tef32r   5.91     .89   448 

tef33r   5.97     .86   448 

tef34r   5.85   1.10   448 

tef35r   5.82   1.27   448 

tef36r   5.86   1.19   448 

tef37   4.24   1.57   448 

tef39r   5.60   1.18   448 

tef40r   5.93   1.11   448 

tef41r   6.16     .87   448 

tef42r   5.99     .93   448 

tef44r   6.01     .97   448 

tef45r   5.86   1.04   448 

tef46   5.22   1.26   448 

tef47r   6.34     .79   448 

tef48r   6.33     .80   448   (table continues) 
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tef49r   6.41     .73   448 

tef50r   6.49     .68   448 

tef51r   6.21     .88   448 

tef52r   6.18     .92   448 

tef53r   5.74   1.15   448 

tef54   5.04   1.63   448 

tef55r   6.52     .67   448 

tef56r   5.42   1.32   448 

tef57r   5.63   1.29   448 

tef58r   6.23     .89   448 

tef59r   6.27     .88   448 

tef60r   5.62     .93   448 

tef61r   5.63   1.21   448 

tef62r   6.14     .90   448 

tef63r   6.26     .84   448 

tef64r   6.30     .78   448 

tef65r   6.49     .69   448 

tef66r   5.98   1.19   448 

tef67r   6.53     .64   448 

tef68r   6.47     .68   448 

tef69r   6.34     .75   448 

tef70r   5.82   1.18   448 

tef71r   6.43     .69   448   (table continues) 
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tef72r   6.45     .71   448 

tef73r   6.48     .69   448 

tef74r   5.78   1.04   448 

tef75r   6.13     .89   448 

tef76r   5.71   1.25   448 

tef77r   5.95   1.05   448 

tef79r   6.28     .82   448 

tef80r   6.05     .90   448 

tef81r   6.62     .65   448 

tef82r   6.40     .73   448 

tef83r   5.80   1.18   448 

tef84r   6.06     .93   448 

tef85r   5.85   1.17   448 

tef86r   5.70   1.38   448 

tef87r   6.34     .75   448 

tef89   3.87   1.87   448 
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APPENDIX J 

VARIABLES ON FACTORS.   

Order, by size of loadings, in which the variables contribute to the factors resulting from PCA 

extraction and varimax rotation of three factors using 82 items of the TEF. 
 

 FACTOR I 

72)  In therapy, I expect to express how I feel. 

59)  In therapy, I expect to put forth good effort in session. 

63)  In therapy, I expect to discuss my feelings about myself and/or my situation. 

71)  In therapy, I expect to discuss problems. 

65)  In therapy, I expect to talk about what’s bothering me. 

73)  In therapy, I expect to express what I think. 

58)  In therapy, I expect to be open-minded. 

64)  In therapy, I expect to discuss my goals for myself. 

69)  In therapy, I expect to participate in my treatment. 

67)  In therapy, I expect to talk about my current life. 

82)  In therapy, I expect to cooperate with the therapist. 

57)  In therapy, I expect to trust the therapist. 

49)  In therapy, I expect to cooperate with the therapist. 

62)  In therapy, I expect to work to better my life for myself and/or others around me. 

48)  In therapy, I expect to be completely honest. 

50)  In therapy, I expect to answer questions. 

68)  In therapy, I expect to talk about my relationships. 

56)  In therapy, I expect to let down my defenses. 

55)  In therapy, I expect to show up for sessions. 

51)  In therapy, I expect to consider the therapist’s suggestions. 

80)  In therapy, I expect to utilize the advice I am given. 

52)  In therapy, I expect to explain myself. 

61)  In therapy, I expect to have patience with the process of therapy. 

74)  In therapy, I expect to take the steps suggested by the therapist. 

66)  In therapy, I expect to talk about my childhood. 
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53)  In therapy, I expect to be willing to change. 

87)  In therapy, I expect to explore major issues in my life. 

70)  In therapy, I expect to remain optimistic. 

79)  In therapy, I expect to have to be willing to work. 

81)  In therapy, I expect to be myself. 

84)  In therapy, I expect to become better at solving my problems on my own. 

83)  In therapy, I expect to be assertive. 

86)  In therapy, I expect to not feel criticized. 

18)  I expect that the therapist will actively listen. 

19)  I expect that the therapist will prompt me to think. 

54)  In therapy, I expect to do my homework. 

47)  In therapy, I expect to actively listen. 

20)  I expect that the therapist will not just tell me what I want to hear. 

 

FACTOR II 

13)  I expect that the therapist will find solutions to my problems. 

46)  I expect that the therapist will help me feel better about my life. 

37)  I expect that the therapist will find a cure for my problems. 

76)  In therapy, I expect to find the cause of my problems. 

45)  I expect that the therapist will help me find reasons for my feelings. 

  7)  I expect that the therapist will explain my behavior. 

17)  I expect that the therapist will provide me the tools to change my behavior. 

16)  I expect that the therapist will understand me. 

85)  In therapy, I expect to find solutions to my problems. 

42)  I expect that the therapist will offer suggestions as to how to resolve issues I have. 

34)  I expect that the therapist will help me understand why I do what I do. 

39)  I expect that the therapist will understand what he/she is dealing with. 

44)  I expect that the therapist will assist me. 

77)  In therapy, I expect to find ways to change my behaviors. 

27)  I expect that the therapist will offer advice. 
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75)  In therapy, I expect to learn about my problems. 

15)  I expect that the therapist will give me feedback. 

22)  I expect that the therapist will give me a diagnosis. 

21)  I expect that the therapist will counsel me. 

23)  I expect that the therapist will offer me alternatives. 

26)  I expect that the therapist will sympathize with me. 

60)  In therapy, I expect to use the therapist’s suggestions. 

  6)  I expect that the therapist will supply facts. 

12)  I expect that the therapist will act as a guide. 

  5)  I expect that the therapist will express his/her opinion. 

31)  I expect that the therapist will give me another perspective on life. 

14)  I expect that the therapist will provide neutral opinions. 

 

FACTOR III 

11)  I expect that the therapist will ask about specific behaviors. 

24)  I expect that the therapist will ask me personal questions. 

10)  I expect that the therapist will pose hypothetical situations. 

32)  I expect that the therapist will suggest new ways to deal with problems. 

33)  I expect that the therapist will suggest new ways to deal with people and/or situations. 

29)  I expect that the therapist will point out inconsistencies. 

  9)  I expect that the therapist will suggest exercises. 

41)  I expect that the therapist will learn about me. 

28)  I expect that the therapist will guide the sessions. 

  3)  I expect that the therapist will analyze my responses. 

40)  I expect that the therapist will study me. 

36)  I expect that the therapist will prompt me to respond. 

  2)  I expect that the therapist will evaluate me. 

35)  I expect that the therapist will get me to talk about things that I might not want to talk 

about. 

  8)  I expect that the therapist will assign homework. 
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ITEMS THAT DID NOT LOAD 

30)  I expect that the therapist will not support my ideas. 

      89)  In therapy, I expect to feel as if it is a difficult and/or uncomfortable process. 
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