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ABSTRACT 

This study examined the use of a simulated patient, or pro- . 

grammed patient, to train clinical psychology graduate students to be 

empathic and respectful in the psychotherapeutic relationship. Twenty

five subjects were given a 50-minute training session with a simulated 

patient, an alternate training which consisted of viewing a video tape 

or were no-attention control subjects. The video tape used for the 

alternate training consisted of the section of "Three Approaches to 

Psychotherapy" in which Carl Rogers interviews the client, Gloria, 

followed by a discussion of empathy and respect. Training with the 

simulated client consisted of interviewing the "client" and receiving 

feedback from her. 

Pre-post empathy and respect skills were evaluated with 

Carkhuff's 5-point scales. Subjects' responses to recorded client 

statements were judged by two trained raters. Interjudge agreement 

ranged from .66 to .74. Analysis of variance revealed no significant 

difference between increases in empathy and respect for the three 

experimental groups. Subjects with more than one year of graduate 

clinical training profited significantly more (p = .05) from both 

training experiences than did subjects with less than one year of 

training. There was also a significant interaction between experi

mental training received and level of clinical experience, inex

perienced subjects scoring higher with the simulated patient than with 

the video tape training. More advanced subjects scored higher with 
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the video training than with the simulated patient training. Inter

view data indicated that the training with the simulated patient was 

perceived as useful and, in the case of more-experienced subjects, as 

being superior to the training with the video tape. 

Possible difficulties with the measurement of empathy and 

respect are discussed. The use of simulated patients is reviewed and 

the selection and training of simulated patients discussed in some 

depth. 
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INTRODUCTION 

Graduate training in psychotherapy is generally a combination 

of classroom work and direct clinical experience. Various techniques 

are used to combine these two and to thus provide students with oppor

tunities to apply their intellectual knowledge to their clinical work. 

For instance, courses may utilize live demonstrations or video-taped 

demonstrations by the instructor. In courses and supervision, students 

frequently demonstrate their clinical work via audio recordings and, 

less frequently, via video recordings. Occasionally, live clinical 

work is done in front of the class or supervisor. In each instance, 

students are then given feedback on their therapy skills. Another 

technique which has been used much less is to employ a simulated 

patient for demonstration and practice of psychotherapy. The simulated 

patient, also referred to as a programmed patient, is a person trained 

to playa specific client role and to give feedback to individuals 

doing practice therapy. 

The purpose of this research is to develop and evaluate a pro

gram using simulated patients to train psychotherapists to be empathic 

and respectful. Simulated patients have been widely used in the train

ing of physicians. An individual is trained to play the role of a 

patient with a particular set of complaints. Prospective physicians 

then interview or work in other ways with this simulated patient, 

thereby gaining experience with procedures that might be new to them 

before using these procedures with actual patients. In addition to 
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providing a practice situation, the simulated patient typically gives 

feedback to the student physician. Separately or in conjunction with 

such a program, simulated patients are often used to evaluate the 

student's skills. 

2 

The use of simulated patients in training psychotherapists has 

been more limited. Simulated patients have been most prominently used 

to train physicians in medical and medically-related procedures such as 

diagnostic interviews. However, a significant part of such programs is 

often the development of the interpersonal skills of the medical 

student (e.g., Stillman, Sabers and Redfield, 1976). 

Simulated patients seem well-suited to the training of psycho

therapists. They can provide a realistic simulation of the conditions 

the therapist is exposed to in actual practice without exposing 

possibly fragile patients to the undeveloped skills of the novice 

therapist. Also, simulated patients can provide a safe situation for 

more practiced therapists to tryout new therapeutic approaches with 

more freedom than they might feel with an actual patient. Another 

important potential of the use of simulated patients is that they can 

provide immediate feedback to the therapist on his skills. With a 

simulated patient, the therapeutic encounter can be interrupted at any 

point to give the therapist feedback or for the therapist to consult 

instructors or otherwise consider what he is doing and entertain pos

sible alternatives. 

While the more-of ten-used technique of role-playing provides 

many of the same advantages as the use of simulated patients, simulated 
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patients offer several additional features which suggest that their 

use may be superior to role-playing as a training technique. First, a 

simulated patient is much more thoroughly trained in his role than is 

usually the case with role-playing. Thus the simulated patient can 

offer a deeper and more consistent portrayal of a patient. This more 

thorough immersion in the pa.tient role may also enable the simulated 

patient to give feedback that is more consistent with the role than 

could a fellow student temporarily adopting the role. Second, in role

playing the participants typically know each other while a student 

therapist is less likely to know the simulated patient. Thus knowledge 

of the actual personality of the person role-playing may interfere with 

perception of him and interaction with him in the patient role whereas 

this would not usually be the case with a simulated patient. 

The usefulness of simulated patients in training therapists is 

supported by experience and research. Responses of advanced graduate 

students in clinical psychology to a one-day workshop utilizing a 

simulated patient was uniformly enthusiastic, with several students 

stating that they felt it was the best training experience they had 

encountered in graduate school (Attarian, 1980a). A group of second

year graduate students in clinical psychology had a similar response to 

a two-hour session with a simulated patient (Maaske, 1980). In two 

studies, Stillman (Stillman et al., 1976; Stillman, Sabers and Redfield, 

1977) found that a single interview and feedback session with a simu

lated patient significantly effected the observed interviewing behavior 

of medical students.' 
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The Current Study 

The current study will focus on the use of simulated patients 

to train psychotherapists to respond empathica11y and respectfully to 

clients. By focusing on these two aspects of therapy, it will be 

possible to examine the utility of training with simulated patients in 

more detail and with more discriminative power than if the training 

were to encompass the entire range of therapeutic skills. Empathy and 

respect have been selected as the skills to be trained because, com

pared with many other aspects of therapy, there is at least some agree

ment as to what empathy and respect are and that they are important 

elements of successful therapy. Empathy and respect have also been 

selected for this study because of the considerable volume of research 

that has been done on such "facilitative conditions." There is some 

dispute about the relationship of empathy and respect to therapeutic 

outcome and also about the measurement of these qualities (e.g., 

Matarazzo, 1978). This will be discussed in greater detail later. It 

is important to point out that this study is concerned primarily with 

the training of psychotherapists. While it is important to train 

therapists in appropriate skills, i.e., those related to positive 

therapeutic outcome, the focus of this study is the training of such 

skills with the aid of a simulated patient. Presumably, if empathy and 

respect can be successfully trained with this technique, other thera

peutic skills could also be taught using simulated patients. 
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The Use of Simulated Patients 

Barrows (1971) initiated the use of simulated patients in 1962. 

He originally used simulated patients in the training of neurologists. 

Since that time, simulated patients have been used to train physicians 

in a variety of fields such as pediatrics (e.g., Stillman et al., 1976, 

1977 and Helfer, Black and Helfer, 1975) and family practice (e.g., 

Callaway, Bosshart and OlDonell, 1977). Stillman et ale (1976, 1977) 

have placed particular emphasis on training interpersonal skills in 

interviewing. However, in a review of research on teaching interview

ing, Carol and Monroe (1980) report no studies on the use of simulated 

patients in the training of psychiatrists. There is a similar lack of 

studies on the use of simulated patients in training psychologists and 

counselors. Matarazzo (1978), in her review on the teaching and learn

ing of psychotherapeutic skills, mentions the use of simulated patients 

only briefly and only as an evaluative, not teaching, technique. 

Though simulated patients have sometimes been used in training thera

pists (e.g., Attarian, 1980a and Maaske, 1980), the lack of literature 

suggests the limited use of simulated patients in such training and the 

apparent absence of any evaluation of such endeavors. 

Simulated patients have been widely used as an evaluative tool. 

Stillman and Sabers (1978) have used simulated patients to evaluate 

pediatric residents; Coggan, Knight and Davis (1980) employed simulated 

patients in their evaluation of medical students in family practice; 

simulated patients, or "standard helpees" as Carkhuff (Carkhuff, 

Kratochvil and Friel, 1968) has called them, have been used in 
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evaluations of training programs for graduate students in psychology 

and counseling (e.g., Berenson, Carkhuff and Myers, 1966, and 

Kratochvil, 1969). In evaluative programs utilizing simulated 

patients, sessions with a simulated patient are audio or video-taped 

and these tapes then rated on various scales by trained judges. Often, 

additional evaluative data is obtained directly from the opinion of the 

simulated patient. 

Several authors have discussed the selection and training of 

simulated patients, though none have done so in a thorough, systematic 

fashion. Some (e.g., Coggan et al., 1980) report good success using 

drama students and members of local acting groups as simulated 

patients. Others (e.g., Brey, 1979) report that, especially in simu

lating psychiatric difficulties, actors tend to "over-dramatize" their 

roles and the result is an unbelievable simulated patient. Attarian 

(1980b) and Brey (1979) feel that it is important to train a simulated 

patient in a role that is essentially consistent with his or her real 

personality. Attarian has been very successful in using a simulated 

patient whose role was based on actual past events in her life. 

Reported time required to train a simulated patient varies. Stillman 

(1979) reports needing ten to sixteen hours to adequately train a 

simulated patient with a medical problem. Pilot study by this author 

suggests that ten hours is more than adequate time to train a simulated 

patient to play a neurotic role and that less time might be sufficient. 



The Role of Empathy and Respect 
in Psychotherapy 

The importance of empathy and respect and the other so-called 

"facilitative conditions", "therapeutic conditions" or "core condi-

tions" has been widely discussed and investigated by Carl Rogers and 

other proponents of the client-centered therapeutic orientation. 

Empathy has been the most widely studied of these conditions. Respect 

and Rogers' related concept of unconditional positive regard have also 
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received considerable attention. Other facilitative or core conditions 

postulated and investigated include congruence or ge~uineness (Rogers, 

1957), concreteness, confrontation and immediacy (Carkhuff, 1969). 

Numerous studies have demonstrated a positive relationship 

between therapeutic empathy and client progress (e.g., Rogers, 1949 and 

Rogers et al., 1967). Bergin (1963) found that low levels of empathy 

were associated with client deterioration. Bergin and Solomon (1970) 

reported that the empathy level of graduate students was related to 

their general therapeutic ability as judged by supervisors. Anderson 

(1968) found that therapists who were high on empathy and respect could 

confront clients without decreasing the depth of the clients' self-

explorations while similar confrontations by therapists at lower levels 

of empathy and respect decreased self-exploration. 

Other studies have assessed the relationship between thera-

peutic progress and a conglomerate of the core conditions, including 

empathy and respect. Carkhuff and his associates have shown a positive 

correlation between expression of the core conditions and client 

progress (Berenson and Carkhuff, 1967, Carkhuff, 1969 and Truax and 



Carkhuff, 1967). Piaget, Berenson and Carkhuff (1967) found that a 

high level of core conditions in therapy was more important for low

functioning clients than for those who have some ability to create 

these conditions for themselves. Carkhuff and Alexik (1967) suggested 

that therapists functioning at high levels of facilitative conditions 

were less likely than lower-functioning therapists to decrease in 

effectiveness when confronted with a difficult client. 

Some studies have demonstrated a lack of relationship between 

the core conditions and therapeutic progress. Kratochvil, Aspy and 

Carkhuff (1967) found no correlation between therapist expression of 

core conditions and client self-exploration. Bergin and Jasper (1969) 

found empathy unrelated to client outcome. Matarazzo (1978) has 

expressed concern over methodological problems in much of the research 

on the relationship between core conditions and therapeutic progress. 

Despite the attention given to the possible relationship 

between therapeutic pr~gress and the core conditions, particularly 

empathy, training in these conditions seems to have been neglected 

and/or ineffectually conducted in many graduate training programs for 

psychotherapists. Carkhuff et al. (1968) found a nonsignificant 

decline in levels of empathy, respect and other core conditions from 

beginning to advanced stages of graduate training. Carkhuff (1967) 

found, in a study t~at showed a significant positive relationship 

between empathy and therapeutic progress, that there was a negative 

correlation between empathy expressed by a student therapist and the 

grades of that student, including grades in practicum courses. The 
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foregoing suggests that training in empathy and respect and the other 

core conditions deserves attention. 

Conceptualizations of Empathy 

9 

Early experimental conceptualizations of empathy were based on 

the idea that empathy was the ability of the therapist to know how the 

client would respond to various stimuli and, in the therapeutic rela

tionship, to accurately reiterate the content and feeling tone of the 

client's statements. According to such a conceptualization, empathy 

could be measured by the therapist's ability to give the same responses 

to, for instance, the MMPI as his client would. Dymond (1949) opera

tionally defined empathy as the similarity of therapist and client 

scores on a self-concept rating, where the client would respond as 

himself and the th~rapist would respond as he thought the client would. 

Such definitions of empathy as the matching of therapist state

ments with client statements ignore the therapist's awareness of the 

client's unconscious. Thus, to see empathy as only the reiteration of 

what the client is directly expressing leaves out the very important 

role of the therapist to express and help clarify the unconscious and 

preconscious thoughts and feelings of the client. This suggests an 

expansion of the definition of empathy to include the understanding by 

the therapist of the unconscious as well as conscious processes of the 

client. In fact, Truax and Carkhuff (1967) have found that measures of 

empathy based on a client-centered and psychoanalytic model of depth 

reflection and moderate interpretation are the empathy measures most 

strongly related to therapeutic change. Such empathy with unexpressed 
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aspects of the client enables the therapist to help the client explore 

his conflicts and his potential for growth. Thus Rogers and Dymond 

(1954) found that, at the onset of therapy, therapists recognize more 

disturbance in th~ir clients than do the clients and that at the con

clusion of therapy therapists recognize more capacity in their clients 

for integration than do the clients. 

For the therapist to empathize with the client's unconscious 

processes requires, clearly, more than reiteration of what the client 

says. One means of such empathy may be interpretation based, at least 

in part, on theory, typically psychoanalytic theory. But, as Freud 

pointed out, the primary tool of the therapist in such an endeavor is 

the use of his own unconscious to grasp the patient's unconscious (Fox 

and Goldin, 1964). Most therapists seem to agree that the essential 

part of this process is balancing the unconscious identification with 

the client with a more removed, intellectual analysis of the discover

ies thus made. This analysis is necessary to counteract the counter

transference issues of projection and identification which will 

inevitably arise when the therapist taps into his own unconscious. 

Thus the therapist must sort out his unconscious issues from those of 

the client and make certain he is empathizing with the client and not 

merely recognizing his own issues. Thus Fenichel (1941) spoke of the 

importance of a balance between "intellectua.lism and unsystematic feel

ing" and Sullivan (954) of a balance between the "participant and 

observational activities of the therapist." Such a balance seems to 

come not from a concurrent detachment and emotional participation with 
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the client, which appears to be an impossible task, but rather from an 

oscillation between the two modes (Ferenczi, 1960). 

Carkhuff (1969) has developed a scale for rating empathy which 

incorporates the above depth aspects of empathy. His five-point scale 

includes two ratings where the therapist adds to what the client has 

communicated. At level four, the therapist's responses "add noticeably 

to the expressions of the helpee in such a way as to express feelings a 

level deeper than the helpee was able to express himself" (Carkhuff, 

1969, p. 175). At level five, the therapist's responses:" add 

significantly to the feeling and meaning of the expressions of the 

help~e in such a way as to accurately express feelings levels below 

what the helpee himself was able to express or, in the event of on

going, deep self-exploration, to be fully with him in his deepest 

moments." At level three of Carkhuff's scale, the therapist's 

responses reflect more of a "surface" empathy and are essentially 

interchangeable with the client's statements. At levels one and two, 

the therapist detracts from or ignores the communications of the client. 

Conceptualizations of Respect 

Rogers (1949) introduced the concept of unconditional positive 

regard and postulated its importance to therapeutic progress. His idea 

of this quality can be seen in his reference (1961) to research by 

Whitehorn and Betz (1954) which compared the therapeutic relationship 

of psychiatric residents who had been relatively helpful to inpatient 

schizophrenics with the therapeutic relationship of residents who had 

been relatively unhelpful: 



The physicians tended to see the schizophrenic in terms of the 
personal meaning which various behaviors had to the patient, 
rather than seeing him as a case history or a descriptive 
diagnosis. They also tended to work towards goals which were 
oriented to the personality of the patient •••• (Rogers, 
1961, p. 42). 

As this example shows, it is important to remember Roger's basic con-
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ceptua1ization of humans as growing, positively-oriented organisms when 

considering the concept of unconditional positive regard. Thus uncon-

ditiona1 positive regard, as conceptualized by Rogers, is not the 

passive acceptance of pathology some accuse it of being. Rather, it is 

an acceptance of the positive intent behind pathology and the potential 

of the client to more efficiently realize that intent. Thus a con-

frontation of a client about current behaviors may actually be an indi-

cation of unconditional positive regard. As noted earlier, Anderson 

(1968)~ound that a client can be confronted by an empathic therapist 

and continue his self-exploration, whereas confrontation with low 

levels of empathy lead to constriction of self-exploration. This sug-

gests the complex interrelationship of the core conditions. The use 

of similar terms with overlapping but not always identical meanings for 

the core conditions suggests this as well. 

Carkhuff's respect scale explicitly incorporates the positive, 

action aspect of unconditional positive regard. At level five, the 

highest level, "The helper communicates the very deepest respect for 

the he1pee's worth as a person and his potentials as a free individual 

• the helper does everything he can to enable the he1pee to act 

most constructively and emerge most fully" (Carkhuff, 1969, p. 179). 

At lower levels of respect, " ••• the helper displays a lack of 



respect or concern for the helpee's feelings, experiences and poten

tials" (Carkhuff, 1969, p. 179). 
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We see, then, in Carkhuff's respect scale, an emphasis on the 

client's abilities and the positive intent in the client's actions. 

This is in keeping with many models of neurosis and therapeutic change 

(e.g., Angyal, 1965 and Bandler and Grinder, 1975). Carkhuff's model 

of therapeutic respect recognizes the positive potential in the 

therapist as well as the client. Thus he sees it as important that 

the therapist actively utilize and express his full potential in order 

to be respectful of the client: " ••• the acti.vely assertive 

dimension of genuineness communicates the most respect when one person 

refuses to be less than he can be with another " (Carkhuff, 1969, 

p. 36). 

Overview 

While the role of empathy and respect in psychotherapeutic 

progress remains somewhat unclear, the centrality of these relationship 

qualities to psychotherapy is attested to by the continued attention of 

theoreticians and practioners. In the current study, a simulated 

patient will be used to train student therapists to become more 

empathic and respectful. This training will be compared to the train

ing value of watching a video tape on empathy and respect and to a no

attention control. It is hypothesized that empathy and respect scores 

will improve more for subjects receiving training than for the controls 

and that scores will improve more with the training with the simulated 

patient than with the video-tape training. 



METHOD 

Subjects 

The subjects for this research were thirty-three volunteers 

from the clinical psychology and developmental psychology doctoral 

programs at The University of Arizona. 

Overview of Experimental Procedure 

Subjects were randomly assigned to one of three groups. Sub

jects in the first group received individual training with a simulated 

patient. Later, they watched a video training tape. Subjects in the 

second group first watched the training tape and later trained with the 

simulated patient. Subjects in the third group served as a control, 

they received no training. Subjects in all groups were evaluated on 

their expression of empathy and respect before and after each training 

experience. Controls in group three were rated twice with no inter

vening training. This design is summarized in Fig. 1. 

In the first experimental session each subject was asked to 

sign a consent form (Appendix A) which outlined the basic experimental 

procedure and explained that the subject was participating in a study 

on the training of empathy and respect in psychotherapists. The 

subject was then asked to read a one-page description of empathy and 

respect as conceptualized in the study (see Appendix B). This descrip

tion included the criteria to be used in evaluating these qualities. 

This control measure was taken in light of Stillman's (Stillman, 
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Fig. 1. Experimental Design 

SP = Training with simulated patient 
VT = Training with video tape 
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Morrow and Sabers, 1977) finding that exposure to the criteria she used 

for evaluating interviews raised the scores of in~erviewers without any 

other training. Thus in the current study any such effect should have 

been equally present for all subjects before any evaluation or train

ing. 

After reading the descriptions of empathy and respect, subjects 

were given an initial evaluation. They were asked to respond to a 

recorded series of sample client statements. The subjects' responses 

were recorded and later rated on level of expressed empathy and respect 

by trained judges. This procedure is discussed more fully later. 

After the evaluation, subjects from groups one and two were given a 

fifty-minute training experience, training with the simulated patient 

for subjects from group one and training with the video tape for sub

jects from group two. Controls from group three were given no training. 

The training procedures are described later in this chapter. 

Subjects returned for a second experimental session two to four 

days after their first session. Each subject was again asked to read 

the descriptions of empathy and respect and then evaluated a second 

time. The subjects from groups one and two were then given the train

ing experience they had not had the first session. The control 

subjects from group three were only given the evaluation. Subjects 

from groups one and two returned for a final evaluation two to four 

days later. At the conclusion of the study, subjects were contacted 

by phone and given a brief open-ended interview. They were asked for 

general impressions, what they found useful about the training with the 
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simulated patient, what they would have changed about the training with 

the simulated patient and for any additional comments. 

Selection and Training of 
the Simulated Patient 

The selection and training of simulated patients was an 

important part of this study. Therefore this process will be discussed 

in some detail at this point, including observations made during the 

training by the author and the simulated patients. Hence, this section 

may be useful to individuals wishing to utilize simulated patients in 

training programs. 

Selection 

One simulated patient was selected from a pool of seven under-

graduate research assistants. The suitability of the assistants was 

evaluated by spending several individual sessions with each in an 

attempt to build a believable patient Tole. The assistant was told 

that his or her joint task with the author was to construct a viable 

patient role. The role was to be based in some way on actual past 

events in his or her life and/or the exaggeration of current person-

ality traits. For instance, a high-energy individual might be trained 

to exaggerate this and present as a hypomanic client. The responses of 

the assistants to this task varied considerably and suggests possible 

guidelines for future selection of individuals to be trained as 

simulated patients. Some assistants did not have the psychological-

mindedness or creativity to adequately work with the idea of playing a 

patient role that was in part based on their life. For others, this 
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was a threatening task, particularly if they attempted to build their 

role around their actual personality and/or around past events from 

which they did not have adequate emotional distance. Such individuals 

tended to be tentative in the elaboration of their roles and defensive 

in exploring the possibilities of the roles. Their feedback to the 

author after practice interviews tended to be vague and defensive 

rather than focused on the actual interview. However, several 

assistants were able to build roles by creatively elaborating on past 

life events and incorporating parts of their current personalities into 

their roles. They were able to keep a clear distinction between the 

role and their real personalities and were able to fluidly and easily 

move back and forth between the role and their actual identity. The 

individuals who were best at playing the role of a simulated patient 

and who were also best at giving constructive feedback were charac

terized by 1) higher levels of emotional adjustment, 2) psychological

mindedness, 3) a past life event which had been psychologically dis

tressing but that they had now resolved in a positive way and from 

which they now had emotional distance, and 4) general intelligence. 

Training 

A woman was selected from the group of assistants to play the 

role of simulated patient. She developed a role around difficulties in 

a past relationship. The role was developed by first discussing the 

actual past relationship. These first two sessions were conducted much 

like initial therapy sessions but with the explicit provision that the 

goal was to better understand the past events as the basis for the 
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simulated patient role. A third session was then spent discussing ways 

in which the assistant had changed since these past events. This was 

useful both to elaborate further details of the past events and to gain 

distance from them. The fourth session was spent discussing the past 

events in a more conceptual way, identifying general issues and how 

such issues may manifest generally in psychotherapy clients. The 

assistant was then asked to write a full description of her role 

including the particular events she would relate and a "personality 

sketch" of the kind of person she would role-play. She then practiced 

and refined her role in approximately six sessions with the author. In 

these sessions she played her patient role while the author assumed the 

role of therapist. The simulated patient would break out of her role 

when she or the author wanted to elaborate or clarify some aspect of 

the role or her reaction to therapeutic interventions. The assistant 

was encouraged to play her role based on her real reactions to the 

interventions of the therapist. The appropriateness and degree of 

universality of these responses was then discussed and, when appro

priate, the responses were more thoroughly integrated into her role 

and, in some cases, exaggerated. This led, for instance, to a clear 

understanding of the simulated patient's natural tendency to become 

defensive and deny difficulties when the therapist was not empathic and 

respectful and to be more disclosing when the therapist was empathic 

and respectful. She was encouraged to be aware of this reaction and to 

utilize it strongly in her role. 
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As the simulated patient, the assistant was to "live" the role 

of the patient, to experience and react to the world as that person. 

She became increasingly adept at this throughout the training. She 

reported that two factors were particularly helpful in assuming this 

frame of reference. First, since the role was based on actual past 

events, she was able to "relive" her memories of that time, including 

how she used to respond to stimuli. Second, consciously showing non

verbal cues of emotions, e.g., trembling hands and voice, helped create 

the accompanying emotional reaction. 

When the simulated patient was comfortable with her role, she 

was interviewed by two advanced graduate students in clinical psy

chology who gave feedback to the simulated patient and the author on 

the believability of the role. Basically, the students found the role 

realistic. Their suggestions were used to help refine the simulated 

patient role further. The focus of training was then shifted to teach

ing the simulated patient how to give feedback to individuals inter

viewing her. 

It was important for the simulated patient to make it clear 

when she was responding as the simulated patient and when she was 

stepping out of that role to give feedback. This transition was 

repeatedly practiced in interviews with the author. The simulated 

patient was trained to make statements such as, "I'm stepping out of 

the role of the client now to give you some feedback about what I was 

experiencing as the client." She would then give feedback to the 

therapist. The feedback was based on what her emotional experience had 
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been as the client. For instance, she might state, '~en you were ask-

ing me for more details about my arguments with my boyfriend, I felt 

somewhat defensive. I think it was partly your tone of voice and the 

way you were leaning back in your chair that made me feel that. way." 

The simulated patient was instructed to observe the following guide-

lines in giving feedback: 1) To base the feedback on her position as 

expert on what she felt as client during the interview; 2) to be 

specific about what she felt; 3) to be specific about what aspect of 

the therapist's behavior had prompted her response; 4) to start with 

positive feedback if at all possible but to also give constructive 

negative criticism. 

The simulated patient practiced breaking out of role and giving 

feedback to the author as he modeled different therapeutic approaches. 

She also practiced giving feedback to advanced graduate students and 

received suggestions from them on the style and content of her feed-

back. At this point she was used as a simulated patient in a training 

workshop for therapists conducted by one of the author's research 

advisors. 

Training Procedure with the 
Simulated Patient 

The empathy and respect training with the simulated patient was 

conducted with one subject at a time. Each subject received training 

for one fifty-minute session. This was based on Stillman's (Stillman 

et al., 1977) finding that maximal learning in training with a simu-

lated patient occurs in the initial interview and feedback session and 
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that there was no significant increase in skill when subjects were 

given an additional session. Each subject was given a set of written 

instructions, explaining that he or she was going to be interviewing a 

simulated patient (Appendix C). The instructions contained a very 

brief description of the simulated patient's role. The subjects were 

instructed to interview the simulated patient and to interrupt the 

process for feedback from the simulated patient whenever they felt it 

was appropriate but at least every ten to fifteen minutes. The sub-

jects were instructed to spend at least half of their time actually 

interviewing the simulated patient. The simulated patient was trained 

to interrupt the interview if necessary to insure that these conditions 

were met. The simulated patient was told to otherwise stay in role and 

give feedback according to her training only. 

Subjects were asked to focus on using the training session to 

increase their skills in empathy and respect. The subjects were 

encouraged to use the training session in whatever ways they felt would 

be helpful within the given constraints. For instance, it was sug-

gested that they might go back to earlier parts of the session and try 

different interventions or ask the simulated patient to skip ahead to a 

hypothetical later point in therapy. 

Comparison Training Procedure 
using Video Demonstration 

The alternate training experience consisted of subjects watch-

ing a fifty-minute video tape in which empathic and respectful therapy 

was demonstrated and discussed. Approximately forty minutes of the 
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training tape was the section of "Three Approaches to Psychotherapy" 

(popularly known as the "Gloria" film) in which Carl Rogers interviews 

1 the patient, Gloria, and discusses his therapy. This was followed by 

an approximately ten-minute section in which Hayward Fox, Ph.D. 2 dis-

cussed Rogers' use of empathy and respect. 

The use of a video tape of a demonstration of therapy provided 

a standardization that would not have been possible with a live demon-

stration. The combination of demonstration and discussion was selected 

to provide a useful and meaningful comparison to the training with the 

simulated patient. Such a combination is a typical and, it is usually 

felt, powerful training device. Also, Rogers' portion of the "Gloria" 

film demonstrates the use of empathy and respect by an acknowledged 

master of these aspects of therapy. The viewing of this film is an 

experience with which most professionals are familiar, thus making it 

a somewhat standard comparison procedure. 

Evaluation of Empathy and Respect 

The pre-post levels of empathy and respect demonstrated by the 

subjects were assessed with Carkhuff's (1969) five-point scales. Fol-

lowing Carkhuff's procedure, subjects were presented with an audio 

recording of a set of standard client statements to which they were 

asked to respond. The subjects were asked to respond to each statement 

1. Used by permission of the producer, Everett L. Shostrom, 
Ph.D., Institute of Creative Therapy, Santa Anna, California. 

2. Adjunct Assistant Professor of Psychiatry, Associate in 
Clinical Training, Dept. of Psychology, University of Arizona, Tucson, 
Arizona. 
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as a therapist and to focus on expressing empathy and respect. The 

subjects' responses were recorded on a second tape recorder and later 

rated by trained judges. Carkhuff (1969) has applied his scales to 

both written and verbal responses to both written and auditory stimuli. 

He reports (Carkhuff, 1969) that similar data is obtained with all of 

the combinations of these methods. The use of auditory stimuli and 

recorded verbal responses does, however, have the advantage of tapping 

into the important dimensions of spontaneity (i.e., latency of 

response) and voice quality, neither of which can be obtained from 

written responses. Therefore, auditory stimuli and recorded verbal 

responses were used in this study. 

Seven client statements were presented in each evaluation 

session. A different set of statements was used for each of the three 

evaluations. The same set was used for the first evaluation of all 

subjects, another set for the second evaluation and a final set for the 

third evaluation. The sample client statements were taken from 

Carkhuff's (1969) original set, which consists of fifteen statements 

and one period of silence. Five of the verbal statements were used in 

each set. Each set included one statement from each of the five cate

gories Carkhuff designed his original statements to cover: socia1-

interpersonal, educational-vocational, child rearing, sexual-marital 

and confrontation of the therapist. These five statements were pre

ceded by two additional statements taken from Carkhuff's later standard 

statements (Carkhuff and Pierce, 1980). The additional statements were 

used as "warm-up" items to help acquaint the subjects with the task and 
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were not used in the final ratings of the subjects. The sets of client 

statements used for evaluation were, then, made up of roughly equiva

lent subsets of the items originally used by Carkhuff in creating his 

scales. This made it possible to use a different set of client state

ments for each evaluation, thus helping reduce any potential practice 

effect from one evaluation to the next. The changing of Carkhuff's 

original sixteen-item assessment to three subsets should have detracted 

only minimally from the original validity and reliability measures and 

should not have introduced experimental error for several reasons. 

First, the three sets of client statements were selected to be 

equivalent in terms of the five categories of statements Carkhuff 

identified. Second, Carkhuff found all the client statements to be 

roughly equivalent. He performed a factor analysis of responses to the 

sixteen items and found a principal factor accounting for approximately 

two-thirds of the variability in the ratings (Carkhuff, 1969). Thus, 

he concluded, "the tests are essentially measuring the same variable 

sixteen times" (Carkhuff, 1969, p. 103). Third, differences existing 

between the three sets of statements were consistent for subjects in 

all groups since all subjects were evaluated with the three sets of 

statements in the same sequence. 

The subject responses to the client statement stimuli were 

rated by trained undergraduate raters using a modification of 

Carkhuff's (1969) five-point scales of empa~hy and respect. Carkhuff 

and Truax (1965) were able to train undergraduate, non-psychology 

student raters to inter judge reliabilities of .7 to .8 by exposing them 
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to sample therapeutic responses. Carkhuff and Alexik (1967) obtained 

rate-rerate reliabilities of .95 and .96 over a one-week interval. In 

this study, three judges were similarly trained by having them rate 

sample responses from therapists representing a range of ability and 

training. These ratings were monitored and the judges given immediate 

feedback on their level of agreement. Additional training was pro

vided by exposing the raters to didactic m~terials on empathy and 

respect and by having them practice giving responses to the standard 

client statements. It was found that the raters could make meaningful 

mid-point ratings and therefore midpoints were added between each point 

of Carkhuff's scale. The criteria used for judging the levels of 

empathy and respect, modified from Carkhuff (1969) are reproduced in 

Appendices D and E. The judges were trained to an inter judge agreement 

of A = .71 on empathy and A = .74 on respect before rating the respon

ses of the experimental subjects. The coefficient of agreement, A, 

rather than Pearson's r, was used to measure inter judge agreement 

because it can be utilized with any number of judges and because it 

measures actual agreement rather than correlation (Robinson, 1957). 

Thus bias on the part of any judge results in a lowered coefficient of 

agreement, whereas a perfect correlation of 1 can be obtained with 

Pearson's r when one judge is biased relative to the others. 



RESULTS 

Initial data was collected for 33 subjects. However, a full 

set of ratings was not obtained from one rater and one cassette of raw 

data was lost; therefore, analysis was based on the first two evalua

tions of 25 subjects. It seems safe to assume that this reduction in 

data points was random and thus that the final results are not biased. 

The majority of the data lost was on the third evaluation of subjects. 

This necessitated abandoning the initial cross-over design shown in 

Fig. 1 and replacing it with the design shown in Fig. 2. Data for each 

subject thus consisted of an empathy score and a respect score based on 

the evaluation before any training (evaluation #1) and empathy and 

respect scores based on the evaluation after the first training experi

ence or, in the case of controls, after the intervening time with no 

training (evaluation #2). These scores were the average of the inde

pendent ratings assigned to the subjects' responses by two judges. 

Most data was missing for the third judge and therefore was omitted 

from the analysis. Interjudge agreements for the data reported were 

.66 for "empathy and .71 for respect. The obtained scores were used to 

compute simple difference scores for empathy "and respect, evaluation 

#2 - evaluation #1, reflecting the relative gain in empathy and respect 

from evaluation #1 to evaluation #2. An overall rating which combined 

the empathy and respect scores was also assigned. This overall rating 

was the arithmetic mean of the empathy and respect gain scores for each 

subject. This data is shown in Table 1 and Figure 3. 
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Table 1. Mean Gains in Empathy and Respect 

Training 
Experience 

Simulated Patient 
(n = 9) 

Video Tape 
(n = 6) 

Control (none) 
(n = 10) 

Mean Gain 
in Empathy 

.29 

.21 

-.02 

Mean Gain 
in Respect 

.09 

-.10 

.05 

Gain = Evaluation #1 - Evaluation #2 

Overall gain = (Gain th + Gain t)/2 empa y respec 
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Overall 
Mean Gain 

.19 

.06 

.02 
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Fig. 3. Mean Gains in Empathy and Respect 

VT = Training with video tape 
SP = Training with simulated patient 
Overall = (Empathy + Respect)!2 
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The significance of the differences between scores for the two 

training procedures and the control group was tested using two 1 x 3 

AN OVA's , one for the empathy scores and one for the respect scores. No 

significant differences were found. However, it was noted that the 

data appeared different for subjects who were beginning therapists when 

compared to data from subjects who were more experienced. There.fore, 

subjects were divided into two groups, those with less than one year of 

graduate clinical training and those with one year or more of graduate 

clinical training. The results are shown in Table 2 and Figs. 4 and 5. 

A 2 x 3 ANOVA was performed on the data for the overall gain 

scores using the two levels of experience Cless than one year of train

ing and more than one year of training) and the three types of training 

Csimulated patient, video tape and control). Again, no significant 

training effect was found. However, the subjects with one year or more 

experience gained sign~ficantly more from the training experiences than 

the subjects with less than one year of experience CFC1,19) = 7.80, 

p < .05). A significant interaction between level of experience and 

type of training was also found CFC2,19) = 4.76, p < .05). 

To test that the combination of empathy and respect into the 

overall scores had not obscured any trends present in the empathy and 

respect scores, similar 2 x 3 ANOVA's were performed on the empathy and 

respect gain scores individually. These analyses resulted in essen

tially the same findings as the ANOVA for the combined empathy and 

respect scores, namely a significantly higher gain from training for 

the subjects with one year or more experience CFC1,19) = 4.78, p < .05 



Table 2. Mean Gains in Empathy and Respect, Subjects Blocked According to Level of Experience 

Training 
Experience 

Simulated Patient 
(n = 4; n"= 5)* 

Video Tape 
(n = 3; n = 3) 

Control (none) 
(n = 4; n = 6) 

* 

Mean Gain in Empathy 
<1 Yr. Exp. >1 Yr. Exp. 

.25 .31 

-.38 .80 

.05 -.45 

Mean Gain in Respect 
<1 Yr. Exp. >1 Yr. Exp. 

-.17 .31 

-.53 .33 

.08 .25 

Overall Mean Gain 
<1 Yr. Exp. )1 Yr. Exp. 

.04 .31 

-.46 ~57 

.07 -.10 

First n is for subjects with less than 1 year experience, second n is for subjects with more 
than 1 year experience. 
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for empathy, F(1,19) = 5.13, p < .05 for respect) and, for empathy, a 

significant interaction between level of experience and type of train

ing (F(2,19) = 11~97, p < .01). There was not a significant inter

action between level of experience and type of training for re~pect 

(F(2,19) = 2.10, p > .05). Again, there was not a significant differ

ence between the types of training, though for empathy scores the 

difference approached significance (F(2,19) = 3.12, Fcrit(2,19) = 3.52 

for c:(.= .05). 

Another ANOVA was done on only the data for the group of sub

jects with one year or more of training, using the combined empathy and 

respect scores (the top line in Fig. 5). The observed difference 

between the control and training experiences did not reach significance 

(F(2,11) = 3.03, Fcrit(2,11) = 4.96 for~ = .05). 

A final 1 x 3 ANOVA was performed on just the empathy scores 

for the subjects with more than one year of training. This showed a 

significant difference in empathy scores between the training experi

ences (including the no-attention control) (F(2,11) = 8.19, p < .01). 

Tukey's HSD test revealed that the empathy scores for subjects 

receiving the training with the simulated patient were significantly 

higher than for the 'contro1 (Difference = 2.09, HSD = 1.12 for 0<. = .01) 

and that scores for the video tape training were significantly higher 

than those for the simulated patient training (Difference = .85, 

HSD = .69 for 0<... = .05). 

To check the findings of Carkhuff et a1. (1968) that empathy 

and other core conditions declined in the course of graduate training, 
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initial levels of empathy and respect were compared for the subjects 

with less than one year of experience with those for the subjects with 

one year of experience or more. The results are shown in Table 3. 

Interview Data 

Interview data was remarkably consistent from subject to sub

ject within the divisions into subjects with less than one year of 

training and those with one year or more. The strongest impression for 

subjects in both groups was that it was very difficult to respond to 

the tape recorded client statements used for the evaluations. Subjects 

reported that it was frustrating not to have any non-verbal cues about 

the "client" and to not have the "client" respond to their statements. 

When directed to the actual training experiences, subjects' impressions 

varied according to their level of experience. Subjects with less than 

one year experience tended to prefer the video tape training to the 

training with the simulated patient. Reasons cited for this focused on 

the lack of precise expectations and structure in the simulated patient 

training and the more didactic nature of the video tape training, which 

they felt offered more specific information on the use of empathy and 

respect in psychotherapy. Several of these subjects stated that they 

would have preferred more specific feedback from the simulated patient 

about how they should have responded as therapist rather than the more 

general feedback the simulated patient gave about her emotional reac

tions. Some of the subjects with less than one year of'training com

mented that the simulated patient role seemed artificial and thus 

difficult to respond to. Favorable comments from the less-experienced 



Table 3. Comparison of Initial Levels of Empathy and Respect for 
Experienced and Inexperienced Subjects 

Level of 
Experience 

Less than 
one year 

More than 
one year 

Mean Ini Ual 
Level of Empathy 

3.1 

3.0 

Mean Initial 
Level of Respect 

3.2 

3.0 

37 
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subjects focused on being able to receive feedback on their interaction 

with the simulated patient and the non-evaluative quality of the feed

back. 

Subjects with one year or more of training all stated that they 

preferred the training with the simulated patient to that with the 

video tape. Reasons for this preference focused on the superiority of 

active as opposed to passive learning. Factors that these subjects 

identified as particularly helpful to them in the simulated patient 

training included 1) having the simulated patient give frequent, 

specific feedback rather than global feedback at the end of the 

session; 2) having the simulated patient give feedback when the subject 

was doing a particularly good or particularly poor job; 3) having the 

feedback focus on the emotional reactions of the simulated patient. 

Several of these subjects specifically commented that the training with 

the simulated patient had been a very significant, positive experience 

in their clinical training. They had very few criticisms. Criticisms 

that were expressed focused on the mild pathology of the simulated 

patient role and, in two cases, on the vagueness of the role. 



DISCUSSION 

This study did not generate any significant empirical support 

of the superiority of simulated patients as a training device. Some 

support was, however, found in the interview data. Also, nonsignifi

cant trends were present in the data which favored the training with 

the simulated patient in certain instances. 

As can be seen in Fig. 3, training with the simulated patient 

tended to yield slightly higher gain scores than the video tape train

ing or no training (the control group), particularly for empathy. 

These differences, though, are relatively small and do not reach 

significance. The drop in respect scores with the video tape training 

is an unexpected finding and suggests the possibility that all the 

nonsignificant trends in Fig. 3 are spurious. 

When the data was blocked according to level of graduate 

clinical training (Figs. 4 and 5), a significant difference (p < .05) 

a~peared between subjects with less than one year of experience and 

those with one year or more of experience. The more advanced graduate 

students appear to have profited more from the training experiences, 

particularly the video tape, than did the less-advanced students. 

Also, whereas the advanced students appear to have gained more from the 

video tape training than the simulated patient training, the less

experienced students gained more with the simulated patient training 

than with the video tape. This significant interaction (p < .05 for 

the overall scores, p < .01 for the empathy scores), suggests that 
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interpretation of the data for all subjects taken together would be a 

difficult task and that separate consideration of subjects from the two 

levels of experience might be more fruitful. However, even if this is 

done, interpretation of the data is complicated by the fact that the 

interview data suggests the opposite interaction between level of 

training and type of training received in the study. That is, advanced 

subjects reported that they found the training with the simulated 

patient more helpful than that with the video tape and subjects with 

less experience reported the opposite, that the video tape was more 

helpful. A further complication is the fact that alpha slippage has 

certainly occurred as the data has been further and further broken down 

and additional ANOVA's performed, raising the possibility that differ

ences reported to be significant, especially at the .05 level, may 

actually be nonsignificant. To be fairly evaluated they should be 

retested with an experimental paradigm focusing on the specific 

instance in question. 

The contradiction between the data from the evaluations and 

that from the interviews concerning the relative value of the two 

training experiences suggests that the evaluation data or the interview 

data or both are not valid or are measuring different aspects of 

empathy and respect. It is possible that the subjects were not good 

judges of what was useful to them. For instance, though the subjects 

with less than one year of training didn't like the non-structured 

nature of the training with the simulated patient, it may have none

theless been actually helpful to them. Certainly exposure to new 
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situations that result in learning is often anxiety-provoking and thus 

unpleasant. Hence the more passive training condition with the video 

tape may have been less anxiety-provoking and thus preferred by the 

subjects though it was actually less helpful, as suggested by the 

evaluation data. However, if this logic is applied to the subjects 

with more than one year of experience, we would expect the same 

preference for the video tape over the simulated patient and evalua

tions which favored the training with the simulated patient when, in 

fact, the exact opposite is true. It is possible that the advanced 

students were more cognizant and thus tolerant of the anxiety which may 

accompany clinical training experiences. The superiority of the video 

tape training to that with the simulated patient for these subjects is 

less eqsily explained within this logic and, being a nonsignificant 

difference, is probably best explained as random error. The fact that 

the advanced subjects reported that the simulated patient provided the 

best training while the evaluation data do not confirm this may reflect 

that the gains the subjects made from the training were not specifically 

in empathy and respect, but perhaps were in other aspects of therapy 

that they intentionally or unintentionally used the training experience 

to develop. 

The finding that subjects with more than one year graduate 

clinical training profited more from both training experiences than did 

the subjects with less than one year of training deserves further 

. attention. This finding may indicate that the training was presented 

in such a way that the less-experienced subjects were unable to profit 
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from it fully. The comments of these subjects that the simulated 

patient training was too unstructured to support this. Another possi

bility is that the training experiences were not any better suited to 

the advanced students than to the less-experienced students but that, 

nonetheless, the advanced students were still able to learn more from 

the experience. 

The data from the pre-post evaluations of empathy and respect, 

then, offers very minimal support for the superiority of training with 

simulated patients. The only clear significant differences between the 

training experiences is in the case of the empathy scores for the sub

jects with one year or more of experience (top line on the left-hand 

side of Fig. 4). In this case both training experiences were signifi

cantly better than no training in raising empathy scores. However, the 

video tape training was significantly superior to the training with the 

simulated patient. On the other hand, interview data with the subjects 

with a year or more of training was strongly in favor of the training 

with the simulated patient. Caution must be exercised in interpreting 

these reports, however, since the interviews were conducted by the 

author and were thus subject to experimenter bias. Also, the nature of 

the experimental design probably did not obscure the experimental para

digm and hypotheses from the subjects. Thus the favorable references 

to the simulated patient may" have been a response to the demand char

acteristics of the interview situation. 

The findings may indicate, then, that training with a simulated 

patient is not a particularly good training procedure, at least for the 
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training of empathy and respect. While this possibility must not be 

ignored, it is equally important to consider other possible reasons for 

the findings. It is possible that the specific design of the training 

procedure with the simulated patient did not utilize the simulated 

patient as fully and effectively as might have been possible. Another 

possibility is that the measurement of empathy and respect was not 

sufficiently reliable and/or valid to tap into gains that the subjects 

might have actually made in their abilities to be empathic and respect

ful. 

The training procedure with the simulated patient was designed 

to be consistent from subject to subject. This obviated training 

possibilities that previous work has suggested are effective ways to 

utilize a simulated patient. This author (Maaske, 1980) and Attarian 

(1980b) have both found using a simulated patient with a group of 

students to be a very useful training device. In both instances, stu

dents were able to receive and give feedback to each other about their 

work with the simulated patient. This led to useful discussions about 

concepts and techniques in therapy that could then be tested and prac

ticed in further work with the simulated patient. Also, in these 

group settings an experienced teacher was present to give feedback and 

also to demonstrate by working with the simulated patient himself. 

Lack of reliability and validity of the measures used in this 

study may account for the lack of significant findings. Matarazzo 

(1978) suggests caution in interpreting the results of research on the 

core conditions due to possible reliability and validity problems with 
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the research methodology. Caracena and Vicory (1969) and McWhirter 

(1973) found no relationship between empathy ratings of therapists and 

client perceptions of the therapists. Empathy ratings were made with 

Truax' scale, which is a modification of the Carkhuff scale used in 

the present study. The use of audio tapes of therapists to judge 

empathy ignors important visual cues (Shapiro, 1968). Also, the use of 

audio tapes as stimuli, as noted by the subjects in this study, pre-

vents an ongoing interaction with the client on which empathy may be 

built. Mintz and Luborsky (1971) believe that the use of brief seg-
. 

ments of a therapy interaction does not reflect the empathy level that 

may be indicated by an entire therapy session. They report that 

measures based on short segments do not correlate with measures based 

on entire therapy sessions and state, " • this broad dimension of 

therapist relationship qualities may be the one major aspect of therapy 

interaction for which brief segments are ~ appropriate substitutes 

for whole sessions" (p. 188). 

The data from this study suggest possible reliability and 

validity problems with the measures of empathy and respect. First, 

while the raters were trained to interjudge agreements of .71 on 

empathy and .74 on respect, this agreement dropped to .66 and .71 

during the study, indicating marginal agreement between the judges. 

Second, the lack of correlation beLween the interview data and the 

evaluation data suggests a lack of validity for at least one of those 

sets of data. Third, trends such as the decrease in empathy and 

respect with the video training for the subjects with less than one 
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year of training (Fig. 4) make little logical sense and suggest that 

the data may be spUriO\13. A comparison of initial levels of empathy 

and respect between the less-experienced and more-experienced subjects 

(Table 3) failed to support the findings of Carkhuff et ale (1968) that 

empathy and respect decline during graduate training. The lack of con

firmation may be seen as a contradiction of their findings but may 

also be seen as an additional indication of poor validity of the 

measures. 

Summary 

This study provided minimal support for the superiority of 

clinical training with a simulated patient. Data based on pre-post 

evaluation of empathy and respect generally failed to show significant 

improvement with training with either a simulated patient or video 

training tape when compared with no training. These findings may in 

part be due to reliability and validity problems with the measures of 

empathy and respect. Subjects with one year or more of graduate clin

ical training did significantly improve in their expression of empathy 

with training. However, this improvement was significantly greater for 

the training with the video tape than with the simulated patient. 

Interview data indicated that the training with the simulated patient 

was perceived as useful and, in the case of subjects with one year or 

more training, as being superior to the training with the video tape. 



APPENDIX A 

SUBJECT'S CONSENT 

You are being asked to voluntarily participate in a study on 

the training of empathy and respect in psychotherapists. The purpose 

of this study is to examine the expression of these two important 

aspects of therapy and how their use by therapists can be facilitated. 

You are being asked to participate in this study because of your 

involvement as a therapist or counselor. 

All stages of this study will be conducted in the clinic of the 

Psychology Department at The University of Arizona. You will be asked 

to undergo two training procedures, each of which will last for fifty 

minutes and will be conducted two weeks apart. One training procedure 

will involve watching a video training tape on the use of empathy and 

respect in psychotherapy. The other training will consist of your 

interviewing an individual who has been trained to play the role of a 

psychotherapy client. This individual will give you feedback on your 

performance. One week before the first training, and a week after each 

training, you will be asked to participate in a short evaluative pro

cedure. This will consist of your responding to a series of eight 

recorded client statements. Your responses will be recorded and 

evaluated by a trained assistant who will not know the identity of any 

subjects. Each evaluation will take approximately ten minutes to 

complet~. 
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All data will be identified only by a subject code number to 

insure confidentiality. Data will be available only to the principal 

investigator and his assistants and will be used only for this study. 

There are no anticipated risks in participating in this study. Sub

jects will not be paid for their participation. However, subjects in 

psychology classes offering extra credit for participating in the 

departmental subject pool will receive such credit. 

47 

We believe this study will offer you a very useful training 

experience. Your participation will help us understand the process of 

therapy and how therapists can be most effectively trained. Thank you 

for your cooperation. 

I have read the attached "Subject's Consent." The nature, 

demands, risks and benefits of the project have been explained to me. 

I understand that I may ask questions and that I am free to withdraw 

from the project at· any time without incurring ill will (or effecting 

my university standing or grade in any course). I also understand that 

this consent form will be filed in an area designated by the Human Sub

jects Committee with access restricted to the principal investigator or 

authorized representatives of the particular department. A copy of 

this consent form is available to me upon request. 

Subject's Signature -------------------------------
Date. ________________ __ 



APPENDIX B 

DEFINITIONS OF EMPATHY AND RESPECT 

Thank you for agreeing to help in this study on the training of 

empathy and respect. The basic procedures you will participate in were 

summarized on the subject consent form you signed. You will be 

evaluated three times and undergo two training experiences. 

In each case, we are asking you to focus on the best possible 

expression of empathy and respect for the client. Please focus on 

increasing your skills in these two areas during the training. We 

would like for you to work on increasing your skills according to the 

following criteria: 

Empathy--At the lowest levels of empathy, a therapist's com

ments indicate a lack of awareness of either the content or emotions 

expressed in the client's statements. At moderate levels, the thera

pist's statements are essentially interchangeable with those of the 

client--the therapist accurately reflects the content and expressed 

surface emotions of the client. At higher levels of empathy, the 

therapist's statements focus more strongly on the deepest, unexpressed 

emotions of the client and tie content to this emotional experience. 

The therapist's statements are expressed in an emotional tone similar 

to that communicated by the client. The statements of the therapist 

add significantly and accurately to the statements of the client. Thus 
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at the deepest levels of empathy, the therapist and client resonate at 

levels that were out of the awareness expressed by the client. 

Respect--At the lowest levels of respect, a therapist's com

ments show no appreciation of the client and may actually focus on the 

therapist. At moderate levels of respect, the therapist communicates a 

degree of prizing and caring for the client., The therapist gives some 

acknowledgement to the client's ability to deal with the situation at 

hand. At the highest levels of respect the therapist communicates the 

deepest respect for the client as a free human being with a potential 

to deal with life's problems. The therapist communicates a clear 

commitment to helping the client actualize his or her potential. 

Thank you again for your assistance. 



APPENDIX C 

INTRODUCTION TO TRAINING WITH SIMULATED PATIENT 

Thank you for participating in this portion of our study. You 

are about to spend fifty minutes interviewing and getting feedback from 

a simulated client. The simulated client is an assistant who has been 

trained to play the role of a client who is presenting with difficul

ties in her relationship with her boyfriend. She will stay in this 

role and should be treated as an actual client except for times when 

she will break role and give you feedback from the point-of-view of the 

client. She will not be playing the client role at these times. You 

may ask her at any point to break role and give you feedback. This is 

an important aspect of the training and should be done at least every 

10-15 minutes. If you do not ask for feedback within this time inter

val, the simulated patient will break role and give you feedback. 

Please focus on increasing your skills in empathy and respect 

during this training. Minimize routine information-gathering and focus 

on communicating empathy and respect. 

Within the above framework, we invite you to use this oppor

tunity to develop your skills in whatever ways you wish. For instance, 

you may ask the simulated patient to go back with you to an earlier 

part of the interview and replay it with you responding differently. 

Or you may ask her to skip to a later point in your interview or in 

therapy, if it is helpful. 
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Thank you again for your help. Enjoy your training experi-

ence. 



APPENDIX D 

SUMMARY--EMPATHY SCALE 

1.0--Significantly detracts--Shows no awareness of what the client 
said. Emotion--None or very inaccurate. 

Content--Poor at best. 

1.5--Some response, but only to content. 
Emotion--None or inaccurate. 
Content--Some, but misses important aspects. 

2.0--Response to the client, but subtracts from affect. 
Emotion--Very surface, somewhat inaccurate. 
Content--Some, misses important aspects, 

doesn't tie to emotion expressed. 

2.5--Response to emotions, but shallow and unconnected to content. 
Emotion--Very surface, doesn't capture essence. 
Content--Fairly accurate, but not tied to emotion. 

3.0--Interchangeable with content and emotion of client. No response 
to, or misinterpretation, of deeper feelings. 

Emotion--Surface. 
Content--Good, ~ connection to emotion. 

3.5--Some small additions to statement and/or very good reflection of 
surface emotion. 

Emotion--Surface + and/or surface that is very 
accurate. 

Content--Good, some connection to emotion. 

4.0--Add noticeably to statement, expression of feelings at a deeper 
level than stated by client. 

Emotion--Brings out unexpressed depth. 
Content--Good, may be only what is related to 

expressed emotion. 

4.5--Intermediate between 4.0 and 5.0. 
Emotion--More depth. 
Content--What is reflected is almost entirely 

related to emotions expressed. 

5.0--Adds significantly to statement. Therapist "clicks" with client, 
they experience the same thing at the deepest levels. 

Emotion--Resonance between client and therapist. 
Content--Only as related to emotions. 
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APPENDIX E 

SUMMARY--RESPECT SCALE 

1.O--Obvious lack of respect, no appreciation of client, may focus on 
therapist. 

1.S--Not much respect, but not strongly negative. 

2.0--Little respect, very mechanical or passive responses. 
No acknowledgement of potentials of client. 

2.S--Some respect, but only minimal acknowledgement of potentials of 
client. 

3.0--Moderate respect, open to client's ability to deal with situation. 

3.S--Significant respect, some attention to potentials. 

4.0--Deep respect and concern, clear interest in the experience of the 
client and acknowledgement of her potential. 

4.S--Very deep respect and concern. 

S.O--Deepest respect for the client as a human. Communicates commit
ment to helping the client to actualize her potential. 
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