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PSYCHOLOGIST SELF-DISCLOSURE WITH COURT-MANDATED AND
SELF-REFERRED CLIENTS
BARBARA ANN DOREMUS
ABSTRACT
Therapist self-disclosure is a topic that continues to generate professional discourse in
research literature. However, no literature has considered how therapists use self-
disclosure with clients who are court-mandated into therapy. The goals of this research
were to: 1) identify differences in psychologists’ responses on the Self-Disclosure
Questionnaire — Revised (SDQ — R) between self-referred and court-mandated clients; 2)
determine whether psychologists using self-disclosure with court-mandated clients
endorse similar justifications for using self-disclosure as documented in the literature; 3)
understand how psychologists’ years of experience influence self-disclosure with court-
mandated clients; and 4) observe whether psychologists who had graduate
training/experience with self-disclosure respond differently on the SDQ — R compared
with psychologists who had little or no graduate training on self-disclosure. This study
found: 1) psychologists were less likely to use self-disclosure with court-mandated clients
compared with self-referred clients; 2) psychologists are more likely to use self-
disclosure with court-mandated clients diagnosed with acute, non-chronic mental health
diagnoses compared with psychotic or personality disorders; 3) psychologists use similar
justifications for self-disclosing with both self-referred and court-mandated clients; 4)
self-disclosure does not increase the longer a psychologist has been in practice; and 5)
although over half the participants reported receiving information about self-disclosure

during graduate training, most psychologists do not generally use self-disclosure.
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CHAPTER I
INTRODUCTION

Introduction

Self-disclosure during psychotherapy refers to any statement in which the
therapist shares something personal about him or herself (Hill, 1992). Therapist self-
disclosures are defined as conscious, intentional verbalizations or behaviors on the part of
therapists that communicate information about them to the client (Constantine & Kwan,
2003; Farber, 2006; Knight, 1997). According to some scholars, therapist self-disclosure
is one of the least commonly used, yet most poignant therapeutic interventions (Hill,
Helms, Tichenor, Spiegel, O’Grady, & Perry, 1988; Knox & Hill, 2001). Although the
literature suggests that therapist self-disclosure is a rarely used intervention, Edwards and
Murdock (1994) found most therapists (94%) in their research sample report self-
disclosing at least occasionally. Clients whose therapists use self-disclosure give high
ratings to the helpfulness of self-disclosure (Hill, Helms, Tichenor, Spiegel, O’Grady, &
Perry, 1988). Since all therapists self-disclose information to their clients through their
dress and office decorations, gestures, and looks (Guetheil & Brodsky, 2008) or self-
disclose information about their experience or professional training, the focus of this
research is on deliberate verbal self-disclosures about issues related to their personal or

social experiences consciously made by the therapist.



Early Research on Therapist Self-Disclosure

The literature on therapist self-disclosure documents the evolution of this topic in
professional psychology. Originally, therapist-self-disclosure was treated negatively
from a psychoanalytic tradition because in this view self-disclosure interfered with
transference and shattered the perception the analyst is a blank slate for the client to
project their feelings (Hanson, 2005; Mathews, 1988). Also, during this period therapists
learned that therapist self- disclosure constituted a violation of boundaries (Zur, 2009). It
was believed that if clients knew personal information about their analyst, it may
constrain or foreclose certain areas of free association (Goldfried, Burckell, & Eubanks-
Carter, 2003; Guetheil & Brodsky, 2008). However, within psychoanalysis, there was
room for limited self-disclosure. For instance, Winnicott (1965) recognized children,
adolescents, and adults with impaired capacity for analysis (such as individuals with
schizophrenia or other severe disturbances) sometimes needed direct answers (Farber,
2006; Guetheil & Brodsky).

Carl Rogers’ (1961) client-centered therapy focused on empathetic attunement
and he indicated therapists could make use of their personal experiences to reflect a
client’s experience (Goldfried, Burckell, & Eubanks-Carter, 2003). Rogers’ work
seemed to open the door to acceptable use of the therapist’s personal experience. As
humanistic, cognitive-behavioral, feminist, existential, and multicultural psychology
developed, these orientations accepted therapist self-disclosure, and they argued that
when used appropriately, it offered therapeutic benefits (Simi & Mabhalik, 1997). Self-
disclosure literature identifies many therapeutic benefits such as: modeling/role-

modeling, producing an egalitarian relationship, enhancing authentic connections,



increasing therapeutic alliance, normalizing client experience/feelings, helping the client
improve their interpersonal behavior, demystifying therapy, providing information on
credentials, exemplifying cognitive flexibility, offering an alternative perspective,
promoting feelings of universality, providing reality testing, and helping the client choose
a therapist who fits their needs (Constantine & Kwan, 2003; Farber, 2006; Goldfried,
Burckell, & Eubanks-Carter, 2003; Hanson, 2005; Knox, Hess, Petersen, & Hill, 1997;
Mathews, 1988; Simi & Mahalik, 1997; Zur, 2009). Zur (2009) posits that appropriate
therapist self-disclosure may be included in conjunction with clinically effective
therapeutic interventions in a client’s treatment plan. As psychotherapy is impacted by
insurance companies with limited reimbursement plans, Health Maintenance
Organizations (HMOs), and the development of evidence-based treatments, psychologists
find they must do more work with less time. Self-disclosure may be a useful additional
tool in the psychologist’s toolbox (Guetheil & Brodsky, 2008; Zur, 2009).
Current Scholarship

Current research indicates therapists from all orientations, even analysts, use self-
disclosure in therapy sometimes (Bloomgarden & Mennuti, 2009; Farber, 2006; Knox &
Hill, 2001). Interestingly, American culture seems to encourage self-disclosure because
it has become accustomed to media portraying individuals “telling all” (Farber; Guetheil
& Brodsky; Psychopathology Committee of the Group for the Advancement of
Psychiatry, 2001).

Newer literature examining therapist self-disclosure suggests that therapist self-
disclosure may have therapeutic benefits. For instance, Hill and Williams (2000) contend

that self-disclosure can make therapists seem more real and human, improve the



therapeutic relationship, make clients feel more normal or reassured, lead to symptom
relief, and lead to greater liking of therapists. Zur (2009) writes clients often establish
trusting and positive relationships with therapists who share common or parallel
experiences such as war, addiction, parenting, religious or spiritual orientation, sexual
orientation, or ethnic background; therefore, appropriate therapist self-disclosure
facilitates relationship building. Zur (2009) argues that avoiding a potentially helpful
self-disclosure because of risk management practices may negatively impact the quality
of care.
Questions and Concerns about Therapist Self-Disclosure

Based on this information, there is a need for increased understanding of how
therapist self-disclosures may be used therapeutically. Generally, therapist orientation
and temperament guide self-disclosures (Wachtel, 1993). Much of the literature on self-
disclosure is research reviews of other individuals’ work or perspective papers written
based on an author’s experience and synthesis of therapist-self-disclosure literature.
Other authors (Fisher; Hanson; Knox & Hill, 2003) provide general guidelines for
therapists using self-disclosure. Unfortunately, this scholarship does not provide specific
guidelines for situations in which a therapist may use self-disclosure effectively nor is it
sufficiently grounded in rigorous empirical research. Zur (2009) advocates therapists
show flexibility, but also cautions that self-disclosure beneficial to one client can be
harmful to another. Clearly, therapist self-disclosure is not a “one size fits all”
therapeutic intervention, but more research needs to be completed in order to help
therapists have a better sense of how self-disclosure can be used therapeutically. The

therapist self-disclosure literature indicates therapists should consider the consequences



of choosing self-disclosure, ensure the disclosure is for the client’s benefit, confirm that
the client is capable of handling self-disclosure, ensure the disclosure will not interfere
with therapy progress, limit the disclosure to therapeutic content, and avoid violating
ethical standards (Gutheil & Brodsky, 2008; Hanson, 2005; Hill & Knox, 2001; Knox &
Hill, 2003; Peterson, 2002; Psychopathology Committee of the Group for the
Advancement of Psychiatry, 2001; Simone, McCarthy, & Skay, 1998; Stricker, 2003,
Sweezy, 2005; Tsai, Plummer, Kanter, Newring, & Kohlenberg, 2010).

Clients sometimes request self-disclosure and once the therapist understands why
the client believes this request will benefit their treatment, the literature indicates it is
appropriate for the therapist to self-disclose (Constantine & Kwan, 2003; Gutheil &
Brodsky, 2008; Sweezy, 2005; Zur, 2009). Indeed, Zur (2009) warns therapists that rigid
and inflexible boundary applications may lead to poor rapport and negative therapeutic
alliance. Zur also points out that inflexible therapeutic boundaries: 1) decrease
therapeutic effectiveness, possibly causing the client to receive substandard care; 2) rigid,
cold, distant therapists or therapy styles are incompatible with healing; 3) rigid
boundaries minimize the most important factor in therapeutic effectiveness —
extratherapeutic factor, which reduces potential for self-healing (Zur, 2009). Zur goes on
to contend that inflexible proscriptions against self-disclosure are impossible to maintain,
unrealistic, and may ultimately harm therapeutic process. At the same time, therapists
should consider that the personal information they share with clients is not protected by
confidentiality standards. Clients may do with that information what they please

(Sweezy, 2005).



Therapist Self-Disclosure and Forensic Clients

Sometimes, psychologists find themselves working with clients who are court-
referred for therapy or even find themselves working in a forensic setting which has its
own unique rules. Knapp and VandeCreek (2006) define forensic psychology as
psychological work applied to legal issues. Included are therapists appointed to treat
individuals and report periodically back to the court. Even psychologists who have
routine practices may find themselves unintentionally working in the forensic area
(Knapp & VandeCreek). As Knapp and VandeCreek explain, some clients are court
ordered into treatment and their progress in treatment may be linked to the disposition of
their legal case. Therapists providing treatment may experience a therapeutic bind
because the court expects the psychologists to outline the client’s progress; the therapist
may find it difficult to develop a trusting therapeutic relationship with a client because of
limited confidentiality (Welfel, 2010).

Very little literature and no empirical research studies addressing therapist self-
disclosure exist for therapists working with forensic or court-mandated clients. What has
been written primarily addresses ethical standards, forensic assessment, and guidelines
for professionals providing courtroom testimony. For instance, Brodsky (2004) suggests
psychologists conducting forensic assessments are generally adept at minimizing
personal or professional self-disclosure. In contrast, psychologists providing testimony
are expected to fully disclose information relevant to their professional training and
experience in order to help establish they are credible experts (Brodsky). Brodsky (2004)
provides self-disclosure guidelines for therapists providing testimony in the courtroom.

Specifically, he explains attorneys, usually working for the opposing side, may ask



therapists extremely personal questions ultimately forcing or attempting to force therapist
self-disclosure. Brodsky describes this technique as “forensic sharing of private self.”
Oftentimes, attorneys use this technique if they have either accurate or distorted
knowledge of something the therapist has or is alleged to have done (Brodsky, 2004). As
mental health courts and other legal professionals become more aware of mental health, it
is likely therapists may see an increase in court-mandated mental health clients (The
Federal Judicial Center, 2003). Outside the courtroom, we currently do not have
adequate understanding of how psychologists treating court-mandated clients use self-
disclosure.

No research has yet examined whether psychologists who believe self-disclosure
is helpful with voluntary clients change their view and behavior with forensic and court-
mandated clients. Therefore, this particular topic presents many research avenues. Are
self-disclosure guidelines outlined in current literature relevant when working with
forensic or court-mandated clients? Does the client’s mental health diagnosis influence
whether the psychologist uses self-disclosure during therapy? Are the therapist’s
justifications for using self-disclosure the same with forensic or court-mandated clients
compared with voluntary clients? How relevant is the therapist’s graduate training
regarding self-disclosure when working with court-mandated clients? Are there
disclosures therapists who work with both forensic and non-forensic clientele feel more
comfortable making with one group as opposed to the other? Overall, it is unclear
whether psychologist self-disclosure differs when working with court-mandated clients or

self-referred clients.



Better understanding of therapist self-disclosure with court-mandated clients adds
important information to counseling psychology literature because the practice appears to
be commonly used but not rigorously studied. Second, psychologists providing therapy
services may accept clients who may not have presented for treatment voluntarily, but
instead are seeking treatment in order to fulfill a court mandate. Therefore, better
understanding how psychologists may or may not use self-disclosure with court-
mandated or forensic clients in treatment assists the psychologists in providing the client
with the best services possible. Consequently, in addition to resolving ethical issues —
such as identifying the client, confidentiality limits, relationship boundaries, and potential
dual roles, to name a few — psychologists who may use self-disclosure therapy techniques
in their practice, may appreciate guidelines on using self-disclosure with these particular
clients.

Research Questions

It is imperative to understand whether psychologists providing therapy services to
court-mandated clients use self-disclosure as part of the therapeutic process. If so, it is
important to understand whether their self-disclosure rates increase, decrease, or remain
the same as when they are providing psychotherapy with self-referred clients. In addition
to understanding self-disclosure rates, it is also important to understand psychologists’
justifications for using self-disclosure with court-mandated clients. Knapp and
VandeCreek (2006) explore some of the ethical considerations psychologists must
consider when providing therapy services to court-mandated clients, but do not examine
specific interventions, including self-disclosure. Hill (2001; 2000; 1992; 1988) and Knox

and Hill (2003) indicate that self-disclosure is a poignant, but little used intervention that



may have positive therapeutic benefits; therefore, understanding self-disclosure rates as
well as justifications for using self-disclosure with court-mandated clients adds
knowledge to an unstudied area of self-disclosure research.

Previous studies (Mathews, 1988; Simone, 1994) have examined whether client
diagnosis affects therapist self-disclosure and both studies indicate mental health
professionals are more likely to self-disclose with clients diagnosed with adjustment
disorders compared with personality disorders or other serious mental illnesses. It is not
known if a psychologist working with a court-mandated client considers the client’s
diagnosis before self-disclosing. None of the studies examined for this study explore
whether psychologists have received specific training on self-disclosure and how
psychologists utilize their graduate training in their professional lives. Therefore, this
study will also attempt to address these literature gaps.

This research has five distinct goals: first, to identify psychologists’ frequency of
self-disclosure with court-mandated clients; second, to determine if participants endorse
similar justifications for using self-disclosure with court-mandated clients as documented
in the literature; third, to understand whether years of experience influence self-disclosure
with court-mandated clients; and fourth, to observe whether psychologists who had
graduate training/experience with self-disclosure respond differently on the SDQ-R
compared with psychologists who had little or no graduate training on self-disclosure.
The research will also examine whether severity of client diagnosis is associated with the

frequency of self-disclosure with court-mandated clients.



CHAPTER II
LITERATURE REVIEW

The literature exploring therapist self-disclosure to clients has examined this
phenomenon from various angles, including: whether therapist self-disclosure is
therapeutic; whether orientation influences self-disclosure; whether the therapist self-
disclosure is ethical; and if it can be ethical, whether guidelines for therapeutic self-
disclosure can be identified. Therapist self-disclosure literature spans several decades
and includes documents generated by several influential theorists, including past insights
from Jourard (1971) to modern to perspectives provided by Hill (2003) and Farber
(2006). Some articles are empirical whereas others are perspective papers or literature
reviews.
Empirical Research

Sixty-five empirical studies of therapist self-disclosure have been published in the
professional literature. Henretty and Levitt (2010) observed of these, nine are surveys,
three are analogue surveys, 32 are analogue experiments, 17 are analogue quasi-
experiments, two are experiments, and two are naturalistic observations. Six of these
studies examined whether clinical experience affects the amount of therapist self-
disclosure and thirty of these studies addressed whether or not therapist self-disclosure

(versus nondisclosure) has an effect on clients (Henretty & Levitt). These studies include

10



participants from various mental health professions including counseling, social work,
psychologists, and students earning advanced degrees in one of these mental health
professions. All of the studies focused on self-referred clients; none of these studies
examine therapist self-disclosure with court-mandated clients.

Clinical experience and amount of self-disclosure.

Andersen and Anderson (1989) assessed the frequency with which counselors
reported using self-disclosure and the demographic variables related to a therapist’s use
or non-use of self-disclosure. The researchers surveyed 96 counselors with diverse
education, experience, and theoretical orientation (Andersen & Anderson, 1989). Their
results indicate that counselors used self-disclosure with their clients and their disclosures
increased with therapy experience. Specifically, counselors with one year or less therapy
experience disclosed less than therapists with 2-5 years experience or 10+ years
experience (Heneretty & Levitt, 2010; Andersen & Anderson, 1989). Also, Andersen
and Anderson found that counselors prefer using self-disclosures that reveal their
emotional reactions to client’s behavior when the goal of the disclosure was to help the
client understand how others perceive them. Counselors used positive affective
responses the most frequently with clients but fantasies, images, and negative affective
statements were also popular counselor self-disclosures (Andersen & Anderson, 1989).
They also reported that counselor self-disclosures about past or present weaknesses were
not frequently shared with clients and they theorize these disclosures were not shared
frequently because they were personal and they damage the counselor’s “expert role”
(Andersen & Anderson, 1989). Andersen and Anderson add to the knowledge by

providing researchers with information regarding how experience and specific types of
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disclosures are used in therapy. However, the researchers’ target group was
“counselors.” The researchers did not operationally define their sample. It appears the
respondents’ education ranged from bachelors through doctoral degree and included
students. Most of the respondents worked in college counseling centers. It seems the
researchers tried to generalize their findings, but it is unclear what professions (social
work, counseling, psychology) the sample represents. Moreover, including students in
the sample is problematic because students rely on their supervisors and what they do in
therapy may be under the direction of the supervisor and may not reflect their own
therapy style.

Simi and Mabhalik (1997) developed the Feminist Self-Disclosure Inventory
(FSDI) and appropriate psychometric properties for the instrument. The FSDI was
designed to allow the researchers to test their hypothesis that feminist therapists would
endorse principles of feminist self-disclosure more than psychoanalytic/dynamic and
other (i.e. cognitive-behavioral, humanistic, and family systems) in their endorsement of
self-disclosure items. The researchers recruited 150 female participants from the
Association for Women in Psychology (AWP) and 150 female participants from APA
Division 29 (Psychotherapy), of these 149 participants responded. Simi and Mahalik
reported that FSDI factors: Therapist Background, Promotes Liberatory Feelings, and
Promotes Egalitarianism appeared to have the best reliability and internal consistency, so
future research with the FSDI should focus on these factors and the overall score. They
also found the FSDI total score and five factors discriminated between feminist,
psychoanalytic/dynamic, and other therapists, thus supporting their hypothesis that

feminist therapists would endorse feminist principles of self-disclosure (Simi & Mahalik,

12



1997). The researchers also learned that although feminists were generally more open
than psychoanalytic/dynamic and other therapists in the sample, feminist therapists did
not believe all aspects of the therapist should be disclosed in therapy. Simi and Mahalik
also reported feminist therapists used self-disclosure in therapy to (1) lessen power
differentials between therapist and client, (2) promote egalitarian therapeutic
relationships, and (3) allow clients to choose a therapist who can serve as a role model.
Simi and Mahalik provided researchers with an assessment tool specifically designed to
assess whether feminist principles influence feminist therapists’ use of self-disclosure
with their clients. The score of this instrument is limited; however, is it is not designed to
assess how other theoretical orientations (i.e. humanistic, multicultural) use self-
disclosure in therapy; therefore, the instrument is not generalizable to other orientations.
Also, it is not clear from this research what disclosures feminist therapists would not
make in therapy. Along the same lines, it is unclear whether feminist therapists would
endorse disclosing personal statements about themselves, which reveal their own
personal weaknesses, even if the disclosure serves to meet feminist principles.

Simone’s (1994) dissertation research goals were to understand the significance of
client diagnosis and age (adult versus adolescent) with therapist’s self-disclosure
behaviors. She hypothesized that therapists would report using self-disclosure more
frequently with adolescents versus adults and with clients whose mental health diagnosis
was relatively mild. Simone designed the Self-Disclosure Questionnaire and sent it to
currently practicing male and female therapists residing in the Minneapolis — St. Paul and
central Minnesota region, and holding either a Master’s or Doctoral Degree in counseling

or a related field. 164 participants were recruited; 120 useable questionnaires were
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returned from 41 male and 79 female therapists. She did not find support for her
hypothesis that therapists self-disclose more frequently with adolescents compared with
adult clients; however, her research was significant for client diagnosis and therapist’s
reported self-disclosure. Specifically, therapists’ responses suggested high likelihood for
self-disclosure with clients diagnosed with adjustment disorders whereas therapists were
least likely to self-disclose with clients diagnosed with psychotic disorders, personality
disorders, and conduct/impulse control disorders. Simone’s research also suggests the
top five reasons therapists use self-disclosure with clients are: 1) promote feelings of
universality; 2) give client encouragement/hopefulness; 3) build rapport/foster alliance;
4) model coping strategies; and 5) increase awareness of alternative viewpoints. Simone
also lists the five reasons therapists are not likely to self-disclose: 1) avoid blurring
boundaries; 2) stay focused on the client; 3) prevent client concern with therapist’s
welfare; 4) prevent merging; and 5) prevent premature closure. Interestingly, Simone’s
additional analysis appears to suggest gender, training in self-disclosure, respondent’s
clinical experience, or respondent’s education were not significant factors for self-
disclosure.

Simone’s dissertation research is valuable because a new self-disclosure
instrument is now available for other researchers. It also uses short vignettes so each
participant can respond to the same clinical situation. However, her research was not
specifically focused on court-mandated clients; therefore, it is not known whether
therapists’ responses may change when rating self-disclosures with this population.

Simone, Mc Carthy, and Skay (1998) explored client and counselor variables that

influence the likelihood of counselor self-disclosure. Simone et al. (1998) created,
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piloted, and ultimately utilized the Self-Disclosure Questionnaire (SDQ) and obtained
responses from 120 therapists. The questionnaire uses sample vignettes therapists are
likely to encounter in therapy and a five-point Likert scale to rate responses. The
researchers discovered that contrary to findings from the prior literature that there was no
difference between adolescent and adult disclosures, meaning disclosures were not more
common with adolescent clients than adult clients. They also learned the client’s
diagnosis influenced therapist self-disclosure: therapists self-disclosed more with clients
who had less severe mental health diagnoses. In addition, this study found that there was
no difference in respondent gender and self-disclosure, clinician experience and self-
disclosure, and whether they had a therapist who used self-disclosure (Simone et al.). The
researchers reported that the most commonly given reasons for therapist self-disclosure
included: promoting feelings of universality, giving the client encouragement/hope,
modeling coping strategies, building rapport, and increasing awareness of alternative
viewpoints. The most commonly given reasons for not self-disclosing included: avoiding
blurring boundaries, removing focus from the client, preventing client concern for
therapist’s welfare, preventing merging, and preventing premature termination (Simone
etal.). Simone et al. contributed a new assessment tool, the Self-Disclosure
Questionnaire, which may be used in future research studies. The sample was diverse in
education (most master-level), professional background (i.e. psychologist, social worker,
nurse, psychiatrist), client population, which indicates the findings are generalizable
across many professions, clients, and experience levels. This study also provided
valuable information regarding how clinical diagnoses may affect therapist decisions

regarding self-disclosure. Also, this study examined moderate self-disclosures using
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vignettes. In addition, this study gives some therapist guidelines based on empirical
research to consider (consider client diagnoses and use therapist self-disclosure with
discretion) before using self-disclosure. Limitations of this research include the sample
was nonrandom and from one Midwestern state. Also, the vignettes used medium level
disclosures and none of the disclosures described in the article appear to disclose
therapist vulnerabilities. Therefore, it is unclear whether intimate disclosures may be
used positively.

Therapist self-disclosure and likeability/attractiveness.

Barrett and Berman (2001) focused on whether therapists who used self-
disclosure were perceived as more personable than those who did not use self-disclosure.
The researchers recruited 36 clients participating in outpatient therapy through a
university counseling center and 18 therapists, all of whom were doctoral students. Of
note, the researchers excluded clients exhibiting signs of psychotic behavior, disoriented
thinking, or neurological impairment. In addition, they examined how clients rated the
effectiveness of therapy between disclosing and non-disclosing therapists. After
statistical analysis, Barrett and Berman learned that therapist self-disclosure could
influence therapy outcome by reducing clients’ reported symptom distress compared to
clients in treatment with non-disclosing therapists. Barrett and Berman also reported that
therapists who used self-disclosure were better liked than therapists who did not self-
disclose. They were unable to confirm that therapist self-disclosure exerts its impact by
encouraging client self-disclosure. Also, the researchers found that their findings may be
generalizable only to reciprocal self-disclosures between client and therapist. Barrett and

Berman noted that therapist self-disclosure might have the most impact if the disclosure
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is related to a client’s issue and that non-client focused disclosures may not be very
beneficial. This study is valuable because it actually examines disclosures from both the
client and therapist as they occur in treatment. However, the study only focused on the
first four treatment sessions, so it is unknown how therapist disclosures may evolve as the
client/therapist relationship develops. For example, might the therapist disclose more
intimate information about himself or herself if the therapist decided it was
therapeutically appropriate? Interestingly, the therapists and clients were generally
young, so how might older therapists and clients use self-disclosure in therapy, and did
Barrett and Berman detect therapy relationship changes resulting from a more self-
disclosing modern culture?

Myers and Hayes (2005) designed an analogue experiment examining how
perceptions of the therapist and the session are affected by general therapist self-
disclosures and counter transference disclosures, especially in comparison to when
therapists make no disclosures. The researchers hypothesized that strong working
alliances would produce more favorable ratings of the therapist and session when no
therapist disclosures were made. In addition, when the working alliance was weak,
general disclosures would cause lower ratings of the therapist and session than when the
therapist did not disclose (Myers & Hayes, 2005). Last, Myers and Hayes hypothesized
that self-disclosures related to countertransference would produce more favorable ratings
of the therapist and session than when the therapist made no disclosures, but only when
the working alliance is strong.

Myers and Hayes recruited 236 undergraduates from a large mid-Atlantic

university for this study and 224 participants provided usable data. Of these, 74 were men
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and 150 were women. 200 participants identified themselves as White, eight identified
themselves as African-American, five identified themselves as Hispanic, four identified
themselves as Asian, three identified themselves as Other, four did not provide their
racial information. The participants’ mean age was 20.4 years; age range was 18 to 46
years. Myers and Hayes created three, 10 minute taped simulated therapist — client
interaction videos. In Scenario One the therapist made three general self-disclosures. In
Scenario Two the therapist made three countertransference disclosures. In Scenario
Three therapists made empathic statements, not self-disclosures. Written statements were
given to the participants in order to introduce the therapy scenarios. The statements were
identical but varied by one statement. One statement reported a positive working alliance
with the client and therapist; the second a poor working alliance. Researchers also
administered the Counselor Rating Form to assess participants’ perceptions of the
therapist. They also gave the Session Evaluation Questionnaire.

Myers and Hayes found partial support for their hypothesis that the effects of
general and countertransference disclosures on perceptions of the session and therapist
would depend on the quality of the working alliance. If the alliance was strong, sessions
were rated as deeper and the therapist was viewed as more expert when he made general
disclosures rather than no disclosures (Myers and Hayes). However, if the alliance was
rated weakly, then the therapist was better not making general or countertransference
disclosures (Myers and Hayes). The researchers also found that disclosures also affected
perceptions of expertness, but not attractiveness or trustworthiness. Myers and Hayes
stated their study supported general self-disclosures are beneficial only when the

therapeutic relationship is strong. Interestingly, they found that clients who have
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previously participated in therapy valued countertransference self-disclosures, as long as
the alliance is strong. Myers and Hayes research is valuable because it provides
empirical research regarding self-disclosures of transference — something that has not
been explored previously. It also found based on empirical research that therapists
should consider their working alliance with the client before self-disclosing. One
limitation of Myers and Hayes’ research is they used convenience sampling and may not
be generalizable. Another limitation is viewers examined one therapy session; therefore,
the research does not consider how disclosures might work if viewers had the opportunity
to observe the same therapist/client throughout the treatment cycle. A third limitation is
Myers and Hayes use vague, undefined terms to explain when self-disclosure may be
detrimental. For example, they observe that if self-disclosures are “too personal” (p.
182), it may be detrimental to the treatment relationship. The term is not operationally
defined; therefore, it is unclear what disclosures may fall into the category too personal.

Relationship between orientation and therapist self-disclosure.

Mathews (1988) conducted a survey of 282 therapists and interviewed 60
therapists (licensed psychiatrists, psychologists, and social workers) to discover how
therapists use self-disclosure in practice. She explored the frequency of self-disclosure,
factors that influence whether or not to disclose, if self-disclosure frequency changed
with experience, client’s age and gender, and therapeutic and anti-therapeutic disclosures.
Mathews found that the most commonly cited reasons for utilizing self-disclosure were to
promote feelings of universality and provide reality testing. She also found the most
frequently given reasons for not self-disclosing include it removes the focus from the

patient and it interferes with transference. Mathews also found through the surveys and
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interviews that therapist self-disclosure disagreements exist and may be a manifestation
of theoretical orientation.

Mathews provides valuable insight into how social workers, psychologists,
counselors, and psychiatrists manage therapist self-disclosure in their own practice.
However, Mathews observes there is disagreement among professionals regarding
therapist-self disclosure: what materials are appropriate or inappropriate for disclosure
and what client diagnoses discourage self-disclosure. Exceptions to this disagreement are
clients diagnosed with personality disorders. Her findings suggest participants were less
likely to self-disclose with clients diagnosed with a personality disorder. Indeed, she
theorizes self-disclosure with a client diagnosed with Narcissistic Personality Disorder is
not of interest to the client and potentially destructive. In addition, clients diagnosed with
Borderline Personality Disorder may find therapist self-disclosures overstimulating
(Mathews, 1988). Less consensus exists amongst participants regarding using self-
disclosure with clients diagnosed with a psychotic-spectrum mental illness. Also, this
article surveyed individuals across the mental health profession, each with different
orientation, training, and ethics. Although Mathews’ research is generalizable, including
different mental health professions also makes understanding how each profession
manages therapist self-disclosure in therapy unclear. Also, her work was completed 20
years ago. Since then our culture may have become more accepting of self-disclosure.

Edwards and Murdock (1994) surveyed 184 practicing doctoral-level
psychologists to investigate their use of self-disclosure in therapy. The researchers
discovered that their sample used a moderate amount of self-disclosure and generally

reported self-disclosing most frequently regarding professional issues and the least when
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examining controversial issues (i.e. sexual issues or personal feelings). They did not find
any significant differences in self-disclosure when comparing therapists of different sexes
or ethnic backgrounds. Edwards and Murdock also reported that theoretical orientation is
related to self-disclosure; specifically, humanistic therapists disclosed more than
psychoanalytic practitioners. The researchers also found therapists had specific intentions
when using self-disclosure; the most common reason is modeling appropriate client
behaviors or to increase similarity between the client and therapist. Their contribution is
relevant to this research project because they specifically targeted practicing doctoral-
level psychologists. Also, Edwards and Murdock found support that theoretical
orientation is relevant to disclosure, something that had not been empirically studied in
the previous literature. Third, the researchers provided general classifications of types of
therapist self-disclosure and categorized them regarding frequency. The sample is not
very racially diverse and Edwards and Murdock did not collect information on other
unique characteristics, such as sexual orientation or disability. The researchers did not
examine whether the client’s diagnostic impression/diagnosis affected therapist self-
disclosures. Although the categories are helpful, it is not clear what specific questions
made each category. In addition, ambiguity remains amongst therapists regarding how
often disclosures should be made.

Client’s perception of therapist self-disclosures helpfulness.

Knox, Hess, Petersen, and Hill (1997) conducted a qualitative analysis of client
perceptions of the effects of helpful therapist self-disclosure in long-term therapy.
Thirteen therapy clients participated in the study. Knox et al. reported the clients

participated in an interview focusing on experiences in therapy, client’s estimation of
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therapist self-disclosures, impact of therapist self-disclosures, helpfulness and
unhelpfulness of disclosures. Clients later participated in a follow up interview that
allowed researchers and clients to ask questions and clarify statements. The researchers
reported all participants reported experiencing helpful therapist self-disclosures in
therapy and some clients reported a mixture of positive and negative feelings regarding
self-disclosure. Knox et al. also observed participants believed self-disclosures were
important events in their therapies and of the clients who reported both positive and
negative feelings, the positive feelings seem to override the negative and the clients
remained in therapy. The researchers also noted clients reported they understood why
their therapists used self-disclosure and reported they perceived their therapist’s self-
disclosure as a way to reassure or normalize their experiences. Knox et al. stated clients
reported that self-disclosures made the relationship seem real and equalized the power in
the relationship. This article is beneficial because it helps researchers understand
therapist self-disclosures from the clients’ perspective. Interestingly, Knox et al.
observed two categories of client — one group that craved self-disclosure and others
which expressed concern over the appropriateness of self-disclosure, but there was not
enough information to understand these two types of clients. What is unknown is
whether clients’ heard therapist self-disclosures that revealed the therapist’s
vulnerabilities. Therefore, we do not know specifically how clients’ responded to these
types of disclosures.

Hanson (2005) conducted a mixed quantitative and qualitative research project
exploring how therapists’ disclosure and non-disclosure affects clients. Hanson

interviewed 18 clients to understand their views of the how therapist self-disclosure and
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nondisclosure affected them. Taped interviews lasted 35 to 90 minutes. Participants’
ages ranged from 24 to 57 years, with a mean age of 38. All the participants in this study
were in therapy when data were collected. All the participants had at least one other
therapist. Most of the participants were White females. She found that the participants in
her study were two and a half times more likely to find disclosures helpful and twice as
likely to experience non-disclosures as unhelpful (Hanson). She also found that
disclosure and non-disclosure had the most impact on alliance followed by egalitarian
values. Hanson concludes that therapists should use self-disclosure scrupulously and
with deliberation and skill to help develop alliance. She justifies this by noting that
unskilled disclosures and rigid policies of non-disclosure risk damaging therapist
alliances with clients. This article adds to the literature because it applies empirical and
qualitative research methods into studying therapist self-disclosure. This article also
studied how clients perceived therapist self-disclosures both helpful and non-helpful
interventions. Hanson’s article also suggested therapists can therapeutically use their
own personal traumas (i.e. therapist self-disclosing she was an incest survivor to a client
who disclosed she experienced incest). Hanson also provided self-disclosure researchers
with two new categories which disclosures might be categorized: transitioning and moral
solidarity. The limitations of Hanson’s research include the sample size was small and
consisted primarily of White females. Therefore, Hanson’s results may not generalize to
males or people of color.

Therapist self-disclosure and client symptomology.

Harper and Steadman (2003) completed a narrative qualitative research study

addressing whether therapists’ boundaries shifted when working with clients who are
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survivors of childhood sex abuse. Self-disclosure with this population is a particular
challenge for therapists wishing to develop an equal client-therapist relationship, yet
maintain healthy boundaries. The researchers used open-ended questionnaires completed
by seven group therapists; a focus group to clarify issues raised in the questionnaire, and
audio taped interviews with seven individual therapists. The participants, both male and
female, included psychologists, social workers, child/youth workers, shelter workers,
nurses, probation officers and crisis hotline workers (Harper & Steadman). Education,
years of experience, and work settings varied.

Harper and Steadman reported that common incentives for shifting therapeutic
boundaries included: anxiety about the survivor’s safety, feeling resentful toward the
client, worry about the survivor’s feelings, and wanting to connect, give hope, or power
in the relationship. Harper and Steadman concluded that therapists working with this
population should remain insightful when shifting boundaries with survivors and receive
adequate supervision. This research adds to the literature because it attempts to
understand qualitatively how boundaries may shift appropriately when working with
survivors of child sex abuse. The study is limited because of small sample size that
makes it difficult to generalize to therapists working with child sex abuse survivors.
Also, it is not known whether similar findings would be observed with other client
groups. It also does not fully explore therapist decision-making when considering
shifting boundaries therapeutically for a particular client (i.e. self-disclosure decision
making).

Kelly and Rodriguez (2007) assessed whether therapists reported that they self-

disclosed more to clients with greater levels of disturbance, which they defined as “client-
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reported symptomology” (p. 471). The researchers predicted clients with greater initial
symptomology and female clients would receive more therapist self-disclosure (Kelly &
Rodriguez, 2007). The results indicated that therapists disclosed more with clients with
lower initial levels of symptomology; however, the self-disclosures were not significantly
related to the working alliance or symptom change (Kelly & Rodriguez). The researchers
indicate possible reasons for this finding, including suggestions that therapists disclose
more to clients who are like them, are uncomfortable or self-protective with clients
experiencing more symptoms (Kelly & Rodriguez). Also, Kelly and Rodriguez
hypothesized therapists may disclose less to clients experiencing more symptoms because
they are trying help their clients and maintain professional boundaries. In addition, the
researchers found evidence to support their hypothesis that therapists disclose more to
female clients. They also suggest more therapist self-disclosure is not linked to better
therapy outcome. Kelly and Rodriguez’s work is relevant because they attempt to
empirically resolve an earlier question in the self-disclosure literature regarding patient
symptomology and therapist self-disclosure. One area the study did not address is what
kinds of topics therapists self-disclosed to their healthy clients.

Scholarship Reviews

Therapist self-disclosure with specific client populations.

Knight’s (1997) position paper postulates that therapist self-disclosure can be a
beneficial tool in both group and individual therapy with adult survivors of child sex
abuse. She explains that self-disclosure may reveal the therapist’s feelings about the
client’s victimization that may affirm the client’s feelings and encourage exploration of

emotional issues. Knight also contends that therapist self-disclosure validates the client’s
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self-worth because the therapist’s disclosures may relate the therapist’s comfort with and
trust in the client. Knight suggests that therapist disclosures about significant life
experiences and his or her reactions to them assist survivors in developing a more
accurate view of themselves. She indicates that even therapists who survived child sex
abuse themselves can appropriately disclose this information as long as the therapist
examines their motivations and anticipate how this information might impact the
survivor. Knight concludes that there are risks including: countertransference, reversal of
therapeutic roles, and increasing survivor’s sense of responsibility or feelings of
inadequacy. Her work is valuable because she focuses on a specific group: adult
survivors of child sex abuse. She also uses vignettes to illustrate specific types of
disclosures. However, the vignettes do not convey the client’s response to the disclosure.
Also, Knight does not specifically document her responses in some of the vignettes, so it
is not clear how these looked in therapy. In addition, although Knight states a therapist’s
own survivor status may be used therapeutically, she does not give specific information
on how this personal information can be used therapeutically and how this might
transpire in therapy. Last, her article is based on her experiences and what has been
studied in previous literature.

Constantine and Kwan’s (2003) literature and case review focused on
understanding cross-cultural considerations regarding therapist self-disclosure. They
theorize that therapist self-disclosure may be particularly beneficial for working cross-
culturally because it can demystify the therapeutic process and encourage client self-
disclosure. In addition, appropriate therapist self-disclosure with clients of color

necessitates therapists’ (a) awareness of their own and their clients’ cultural values, along
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with their awareness of the interactive impact of these values in treatment; (b) knowledge
about the cultural experiences of clients of color and the effects of these experiences on
clients’ presenting issues and on the therapeutic relationship; and (c) skills in responding
sensitively and competently to clients of color based on this information (Constantine &
Kwan, 2003). Their work is especially valuable to self-disclosure literature because it
specifically addresses cross-cultural considerations and application of therapist self-
disclosure during therapy. It also provides a detailed case review of a White female
therapist therapeutically using self-disclosure of her personal experience with sexism
with an African-American female college student experiencing sexual and racial
discrimination. The case review demonstrates how this intimate disclosure facilitated
trust and moved therapy forward. However, the case review does not appear to have
been empirically researched, therefore, it is unclear whether other therapists would agree
with the researchers’ outcome. Also, it is not clear whether the same results would be
produced if the client and therapist were of similar backgrounds.

Therapist self-disclosure of personal issues.

Goldstein (1997) explored the complex issues and dilemmas that arise when a
therapist’s personal life experiences, such as illness or death, impact therapy. Goldstein
writes that many therapists struggle alone with these dilemmas, especially the issue
whether or not to self-disclose with their clients. This author analyzes psychoanalytic,
humanistic, self-psychology, and intersubjective perspectives to learn how therapists
should manage life circumstances with clients. Oftentimes, the client’s ego strength,
therapist’s training, and the therapist’s unique characteristics should be taken into

consideration before deciding whether or not to disclosure personal issues to a client
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(Goldstein). Other considerations Goldstein identifies include: client’s ability to handle
disappointment and possible rejection due to disruptions; a therapist’s personal life may
be perceived as an unwanted intrusion for some clients, especially those who need the
therapist as a mirror and are self-absorbed; whether the client has been placed in an
inappropriate role in the past (child being a confidant for a parent); or clients who have a
twinship transference, who need to see the therapist as a real person. Sometimes,
therapists are confronted with the issue of how to make the self-disclosure therapeutic,
especially when the client and therapist know people in common (Goldstein). Last, this
author explores the therapist’s own countertransference, comfort level, and their right to
privacy. Overall, this article illustrates some of the therapeutic and personal
considerations therapists may need to address before disclosing personal information.
However, Goldstein’s article is a position paper and she did not conduct her own research
to arrive at her guidelines.

Bridges (2001) examined intentional self-disclosure by therapists, including
sharing of affects, motives, intent, and personal opinions in the context of therapy.
Bridges postulates that therapists can use self-disclosure to deepen therapy and bring
unconscious client issues to the surface and concludes that therapists may find intentional
self-disclosure useful in therapeutic relationships. In addition, according to this author,
therapists who use self-disclosure should monitor the influence of self-interest, remain
client-focused, rely on the client’s resources, model emotional honesty, and share their
view of the clinical relational experience when using self-disclosure. Bridges asserts that
therapist’s intentional self-disclosure is an essential tool that deeps therapeutic

conversation and relationship and can lead to unexpected growth-fostering, clinical
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experiences. Bridges’ article provides therapists with personal guidelines they should
consider before self-disclosing to their clients. This research does not specifically
address limits on intimate self-disclosures. Also, the article is a research review and does
not provide new empirical information.

Therapeutic application of therapist self-disclosure.

Hill (1992) published a review article in which she examined various therapeutic
techniques, including therapist self-disclosure, for its implications in practice. Hill’s
purpose for her article is to discuss the implications of empirical research on therapist
techniques for practitioners. She focused on (a) the overall effectiveness of the therapist
techniques; (b) the effectiveness of two specific techniques — one of which is therapist
self-disclosure; (c) factors moderating the effects of therapist techniques; and (d) the
importance of therapist and client covert processes (Hill, 1992). Hill concluded that
specific verbal therapeutic techniques used in therapy make a difference and also reported
that self-disclosures are quite helpful, although more research is needed about type and
timing. She also suggested therapists need to be aware of their intentions when using
different therapeutic interventions and that clients who are externally oriented, low-
conceptual level, reactant, at a low-experiencing level, closed, or defensive respond well
to directive therapist techniques, such as direct guidance and paradox interventions. In
contrast internally-oriented, high-conceptual level, and non-reactive clients respond well
to less directive interventions, such as paraphrase and interpretation. Last, Hill related
that therapists need to be aware that clients often hide negative reactions and sometimes
there may be negative effects on therapy. Her review contributed clear definitions for

therapist techniques, including therapist self-disclosure, which was lacking in previous
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APPENDIX D
Approval from the Cleveland State University Institutional Review Board for

Human Subjects in Research

[
Date: Thursday, Aprif 28, 2011 2:34 PM

From: John J Jeziorowski <j. jeziorowski@csuohio.edu>

To: bdoremus@adelphia.net, Elizabeth R Welfet <e.welfel@csuohic.edu>

Ce: Barbara A Bryant <b.bryant@csuohio.edu>, Richard Piiparinen <r piiparinen@csuohio.edu>
Subject: Re: IRB Submission #29323-WEL-HS - revised

Dear Investigators Doremus and Welfel:

Tam in receipt of your email dated 04/27/2011 @ 09:57pm (including attachments) in response to my correspondence of 04/20/2011
following the preliminary review of your IRB Submission #29323-WEL-HS. You have addressed all of the items of interest generated from
that initial review and are hereby approved (Category: Exempt....from further review - b2) to commence with your study as of this
day/date (Thursday, April 28, 2011). You will be receiving written confirmation of this approval from the CSU IRB office in the very near
future. Both myself and the secondary reviewer want to take this opportunity to wish you the very best of luck in your investigative
endeavor. It has indeed been both a privilege and a pleasure to be of assistance to you throughout this review process!

Respectfully expressed,
John Jeziorowski, Primary Reviewer
IRB Submission #29323-WEL-HS

----- <bdoremus@ade!phia.net> wrote; -----

To: John J Jeziorowski <j.jeziorowski@csuohio.edu>

From: <bdoremus@adelphia.net>
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Cc: Elizabeth R Welfel <e.welfei@csuohio.edu>, Barbara A Bryant <b.oryant@csuchi .edu>, Richard Piiparinen
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APPENDIX E

Participant Consent Letter

Dear Participant:

| am a doctoral student in counseling psychology (APA accredited) at Cleveland State University
and | am asking you to participate in my dissertation research, by completing a survey being
given to licensed psychologists from across the United States. The purpose of this survey is to
gain insight into how psychologists use self-disclosure with clients court-mandated into individual
therapy. The survey will ask questions about your education, clinical experience, work setting,
self-disclosure training, and length of time working as a licensed psychologist. In addition, you
will read four therapy scenarios and rate your likelihood of using self-disclosure in that situation
with both court-mandated and self-referred clients diagnosed with particular disorders. Afterward,
you will be asked to rate your top five reasons for and against using self-disclosure with court-
mandated and self-referred clients. It is our hope that information from this survey will contribute
to a better understanding of how psychologists working with court-mandated individual therapy
clients may use self-disclosure with this particular therapy population. The survey should take no
more than 20 minutes to complete.

Your responses to the survey will be anonymous. Your name will not be collected or appear
anywhere on the survey and complete privacy will be guaranteed.

Participation is completely voluntary and you may withdraw at any time. There is no reward for
participating or consequence for not participating. There are no known risks to you if you choose
to participate in the study.

For further information regarding this research please contact my dissertation chair Dr. Elizabeth
Welfel at (216) 687- 4605, email:_ E.WELFEL@csuohio.edu, or you may contact me, Barbara
Doremus, at (440) 975-0313, email bdoremus@ adelphia.net.

If you have any questions about your rights as a research participant you may contact the
Cleveland State University Institutional Review Board at (216)687-3630.

| am 18 years or older and have read and understood this consent form. By my return of the
completed measures | am indicating that | have read this consent form and have agreed to
participate in this research.

Thank you in advance for your cooperation and support.

Elizabeth Reynolds Welfel, Ph.D. Barbara A. Doremus, M.A.
Dissertation Chair Counseling Psychology
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APPENDIX F

Self-Disclosure Questionnaire-Revised (SDQ-R)

Self-Disclosure Questionnaire
Copyrighted by Dawn H. Simone
Used with permission from the author and obtained from ProQuest at:

http://www.proquest.com/en-US/products/dissertations/
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