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Preface

Basic Interviewing: A Practical Guide for Counselors and Clinicians is a reflection of the old adage that necessity is the mother of invention. For many years, the editors of this text have taught beginning level clinicians at the master’s and doctoral levels. However, no extant text has proven to be satisfactory, including a number edited by ourselves. Some were too difficult; some were too doctrinaire; others were too simplistic; still others had missing elements. Therefore, in consultation with a number of our colleagues and friends in the field, we developed the present format.

Basic Interviewing is designed to answer some of the questions posed most frequently by graduate students who are beginning to learn how to talk to clients and extract critical data from them. Written in a direct, how-to style, it has no references in the bodies of the chapters, but suggested readings do appear at the conclusion of each chapter for students or instructors who wish to pursue questions further. After the initial overview chapter, there are 12 chapters that deal with the nuts-and-bolts issues faced by all clinicians that can be particularly vexing for the neophyte.

We expect that students and trainees in counseling psychology, clinical psychology, mental health counseling, social work, psychiatry, and other allied mental health fields will find this text helpful. Throughout, rich clinical examples facilitate pragmatic application of fundamental principles.


ACKNOWLEDGMENTS

Many people have contributed to the fruition of this book. First, we thank our contributors for sharing their clinical expertise with us. Second, we thank our assistants, Burt G. Bolton, Maura Sullivan, and Sue Warshal, for providing their technical expertise. And third, we thank Larry Erlbaum and his excellent editorial staff, who understood the importance of this project.

Michel Hersen

Vincent B. Van Hasselt






1 General Issues

Jan Faust

Nova Southeastern University

DOI: 10.4324/9780203726501-1


The clinical interview is the foundation for all aspects of the practice of psychology. It is the primary mechanism by which psychological services are formulated and delivered. While most novice therapists believe the purpose of the clinical interview is exclusively for diagnosing, it is much more encompassing than mere classification of symptoms. The interview is the initial contact between therapist and client and sets the tone for many facets of therapist–client interaction. It is this early contact that will dictate the quality of the therapist–client relationship including the level of patient commitment to evaluation and treatment.

An effective interview is similar to a tightly choreographed dance in that the therapist must help set the tempo and tone of initial session(s) and guide the interviewee through a series of intricate steps. These steps weave together communication of empathy, validation, and understanding while simultaneously extricating information pertinent to the task at hand. The purpose of the latter, information gathering, is to develop a basic coherent conceptualization, a clinical frame of reference by which to understand the symptoms presented. In order to achieve the goals of the interview, practice is crucial for the novice therapist. The interview experience, first through role play and then through direct client contact, facilitates integration of information gathering skills with therapy relationship building skills. Ultimately such integration enhances assessment and treatment planning. In fact, the majority of surveyed graduate students endorsed critiqued role-playing as the most important didactic for honing their interviewing skills and improving their clinical performance.

It is evident then that the goal of the clinical interview is multifaceted including, but not limited to, the detective work in establishing the parameters of the presenting problem and problem conceptualization. Other goals include developing a working relationship with the patient and setting the foundation for therapy. This chapter identifies those factors and issues that are critical to the goals of the diagnostic interview. They include basic skills such as knowledge, therapist communication ability, and people/social skills, and more advanced skills which include integrating the specific parts of the clinical interview (e.g., mental status exam, medical interview, social history, etc.). Finally, critical issues which significantly impact the clinical interview are discussed. These include referral source, interview setting, confidentiality, client diversity, and issues specific to novices.


Getting Started/The Basics


Knowledge

Requisite tools of the interviewer include a comprehensive foundation in psychopathology and diagnostic classification. Additionally, the interviewer should be knowledgeable about the impact life events and experiences have on people, in general, and specifically with respect to their psychopathology. Therapists need to consider the influence of culture and ethnicity on symptom manifestation and attitudes toward treatment. As society becomes a more diverse amalgamation of cultures, ethnic heritages, and subcultural blends, the complexity of symptoms increases. The role of client diversity in interviewing is covered in greater depth later in this chapter.



Empathy/People Skills

Finally “people skills” frequently are deemed to be the most important aspect of the interview and client contact. These behaviors are commonly referred to as non-specifics of therapy: appropriate social skills, ability to relate effectively and comfortably with people, and ability to empathize and convey such empathy through validation and understanding of others’ positions and plights. Empathy is derived from the Greek word empatheia which means passion. Passion, in this context, refers to the intensity of feeling one experiences in understanding another’s feelings and cognitions. In fact, a literal dictionary definition states, “Understanding so intimate that the feelings, thoughts, motives of one are readily comprehended by another” (American Heritage, 1983, p. 428). The therapist needs to understand the client to this depth and then be able to convey such understanding to that client. Hence, there is an experiential aspect to empathy such that, in our field, empathy is the ability to perceive and understand a person’s feelings “as if” the therapist were experiencing them and convey such experience to the client. The interviewer needs to listen to all client communications in order to understand the client. This includes not only words but body language, tone of voice, cadence of speech, and other non-verbal behaviors. Other non-specific behaviors such as timeliness to sessions and approach to the interviewer and staff are also important.

The interviewer’s ability to empathize with the client’s dilemma and associative experiences increases client trust. The client first experiences the therapist as an attentive listener and perceives the therapist as caring and concerned. Then the interviewee realizes that the therapist has the capacity to understand; hence, the interviewee is likely to perceive the therapist as competent and able to help. Finally, with the client’s realization that the therapist understands, he or she experiences hope for symptom/problem resolution. It is also probable that through the interviewer’s empathy and experiencing the problem “as if” he or she were in the client’s predicament, the therapist’s own comprehension of the problem increases.

The use of empathy and validation of the client’s emotional and other experiences is a critical tool. Once the client trusts the interviewer, the latter is often able to extract information that has never been disclosed previously. Such information may be embarrassing or frightening to the client. Interviewers need to cautiously approach such topics so as not to divulge, verbally or behaviorally, their own fear, shock, or embarrassment.

There are many ways to convey empathy which affords interviewers the opportunity to select a style that is comfortable for them. Some interviewers rely more heavily on paralinguistic validation, such as facial expressions and body gestures, than on verbalizations. Other interviewers are more comfortable with linguistics than non-verbal modes of communication. However, most clinicians utilize some combination of both. Other validation strategies include tone of voice, timing and rate of comments and questions, and area of questioning. Although these latter strategies appear to be trivial, they may be critical in the communication of empathy. For example, a trainee was treating a very bright schizophrenic man in his early 40s. His only mode of transportation to therapy was the city bus. On one particular session day, it was raining relentlessly. The patient was determined, despite the rain, to attend therapy despite the fact that he would have to take the bus, transfer buses twice in the process, and walk four blocks to the psychology office. He arrived at the office, drenched and refused the offer by his therapist to dry off in the bathroom. It was evident that this client had some important work to do in session that day. However, instead of empathizing with the urgency by which the patient needed to see the therapist, the therapist could only focus on his wet state, encouraging him to dry off and assessing, periodically throughout the session, whether he was cold. Finally, after 30 minutes she terminated the session suggesting he go home because she was sure he had to be cold. So after taking three buses and walking several blocks in the pouring rain, which took him approximately 2½ hours, she sent the client home prematurely. Prior to this session, the client had good session attendance; however, after this session he missed the subsequent one.

For almost all beginning practitioners, the acquisition of diagnostic and nosology information is easily attainable. It is somewhat more difficult to learn the nuances of such classification schemes and to attain an understanding of symptoms as they are influenced by individual differences. These unique differences include the person’s ethnic background, primary culture, and subcultures (e.g., drug culture). But through exposure and practice, eventually most clinicians-in-training can demonstrate competency in these areas. However, the educability of clinicians in people skills remains in question. The feasibility of “teaching” empathy has been extensively debated. Some professionals believe that empathy cannot be learned. Others disagree with this premise, professing that empathy skills can be acquired through instruction. Still others offer an alternative axiom between the two preceding premises. These individuals believe that some empathy skills can be taught while others remain partially innate. Irrespective of the theoretical position, if the novice therapist is having difficulty empathizing and conveying care and validation, measures need to determine wherein the problems lie. The burden is on the supervisor or professor to help the novice interviewer elucidate those issues and conflicts that hinder the caring response.

In addition to empathy, validation, and the caring response, there are other therapist “non-specific” variables that may contribute to the success of the interview. These include therapist’s language, use of therapist’s personality and experience, and therapist’s ability to set limits/assertiveness.



Therapist Language

The quality of communication between interviewer and interviewee is an integral part to the success of the interview. In order to obtain a lucid diagnostic picture, it is important for the client to understand what is being asked of him or her. The clarity and comprehensibility of interviewer’s questions will render accurate and pertinent information while facilitating a positive working relationship between interviewer and interviewee. Two linguistic problems of novice interviewers include use of jargon and non-familiar vocabulary. With respect to the former, novice therapists attempt to communicate with vocabulary heavily embedded with psychological mumbo-jumbo. For example, a graduate student asked her new potentially depressed client, “Are you experiencing any vegetative signs of depression?” Now the graduate student risked her client believing that he is either a vegetable or that the therapist is oddly concerned about his vegetarian dietary habits. In two other examples of the use of clinical jargon, novice therapists asked interviewees about a specific behavior, requesting a “functional analysis” of such behavior from one client, and the other therapist asked specifically about the patient’s smoking and overeating habits with respect to Freudian oral stage development. The use of clinical jargon is a method by which the interviewer distances the interviewee from the real issues at hand. The interviewer may or may not do this intentionally. He or she may be uncomfortable with the material being discussed or with the new situation of therapy. Or the use of jargon may be the product of therapist naivete. In any event, most people will not understand the message/request being transmitted, but even if they do, the terms are often abstract rendering many different correct meanings. Finally, the client may become so focused on the sterile clinical term that the psychologically/affectual meaning of the term is lost. At best, the interviewer will spend an inordinate amount of interview time defining jargon for the client.

Similar risks are evident with respect to unfamiliar language. In speaking with clients, the therapist must account for their education level, intelligence, life experiences, and geographic locale. Vocabulary spoken by the therapist should match on these preceding variables. In fact, professionals have found that clients respond favorably to therapists use of clients’ language. Limited swearing would be such an example. There are many terms and phrases specific to various geographic locales and subcultures. For example, in one part of the country the sentence “Momma is going to fix my bottom” means a spanking. But it is always useful to check the meaning of slang or cultural idioms even if the words are germane to the locale. A child from part of the country wherein “fix your bottom” means a spanking, utilized such a phrase in session. Inadvertently (and perhaps a bit serendipitously) in exploring further, the child was actually making reference to an incident of sexual abuse. Another example of geographic or culture-specific language includes the phrase “nervous breakdown.” Most seasoned therapists have heard this term applied to every possible psychological problem (e.g., psychosis, depression, agoraphobia, fatigue). Practitioners not only need to exercise caution in their use of language but need to guide clients in specificity and clarity of their responses to prevent miscommunication.

The sensitivity of language does not suggest the client be “talked down to.” The therapist needs to be respectful of the client. In one glaring example a graduate student said she knew a particular foreign language and could help another student therapist with her case, wherein the client’s mother spoke limited English. The former’s knowledge of the foreign language was actually limited to a few words interspersed with loudly and slowly spoken English. The client, in this case, was not deaf, nor intellectually impaired; she was just not well versed in English. Hence, the therapist needs to monitor the tone, pitch, and volume of voice as well as the speed of delivery and the words chosen so as not to offend clients by “talking down to them.”



Use of Therapist's Personality and Experience

Our profession has failed to reach a consensus as to the benefits of therapist self-disclosure. For many decades traditional professionals pontificated that therapist self-disclosure should not be used under any circumstances. Others believe there may be a limited use for self-disclosure. But in any situation wherein self-disclosure is advocated by professionals, all believe it should be used sparingly lest the client feel excluded and not understood or, worse yet, the client’s therapy becomes the therapist’s. Although this writer utilizes self-disclosure very sparingly, she has found that once disclosed the communication does not add or elicit new information to the interview nor does it enhance the relationship even when the client presses for disclosure. With respect to the latter, clients will often prod therapists for self-disclosure in an attempt to test the limits of the therapist or therapy (e.g., testing if therapy relationship vs. friendship). Amazingly, often when disclosures are made, the client will continue as if no response were given. There are rare occasions when it appears to add to the process such as therapist credibility (e.g., client is referred for a child problem and they are comforted to know that therapist has own children) or due to very noticeable physical changes in the therapist, such as pregnancy or illness/disability.

Pregnancy can raise a variety of issues for the client including those emanating from their own childhood as well as those that evolve directly from current treatment (i.e., loss of therapist to maternity leave). Personally, this writer is hesitant to suggest the use of self-disclosure to novice therapists as there is a tendency for new therapists to overuse the process. Overuse generally occurs when the therapist is lacking direction (i.e., is lost in session), knowledge, or self-confidence. These three variables are often operative for new clinicians, hence their propensity for self-disclosure when not necessary.




Beyond the Basics

Once the therapist-in-training has attained proficiency in the basics, then the instruction of more advanced skills can be implemented. These include specific techniques focusing on structuring and beginning the interview; building rapport, empathy, and reflection; understanding the presenting complaints; obtaining a social history; extricating a medical history; conducting a mental status exam; writing the intake interview; addressing defensiveness; addressing the over-talkative client; ending the interview; knowing when to refer; and identifying targets for treatment. There are variations in the use of interview components, and this list is not necessarily exhaustive. The way these components are integrated into the interview, and its disposition, will vary by individual client and by interviewer. In the beginning, novice therapists appear disjointed in their attempt to rigidly address all the components. They follow an information gathering formula instead of following the client. Students are so intent on the parts of the interview, that they overlook important information as well as critical aspects of the client–therapist relationship. With practice, many novice therapists are able to integrate the components of the interview without sacrificing the therapeutic relationship. Timing of questions improves such that novice therapists are able to ask questions at the relevant time and to follow-up on a particular of line of questioning in a timely manner.

All of these 12 areas can be covered in an hour to an hour and a half. The progression through the topics will depend on the type of client and his/her responsiveness/resistance to the interview. The amount of structure and type of questions will depend on the client’s style. If the client is not very forthcoming in information, open-ended questions that require patient elaboration are a better choice than closed-ended questions that merely require a yes or no response. However, with individuals who are very talkative and tangential, direct and specific questions including a fair number of closed-ended questions are important in maintaining the structure of the interview. This strategy also enables the interviewer to obtain sufficient information within a reasonable amount of time.

Resistant and defensive patients may perceive frequent use of closed-ended questions as an interrogation, and their defensiveness will increase. Children and adolescents often become more resistant when therapists frequently ask closed-ended questions because it reminds them of their parent or teacher.



Critical Issues and the Interview


Referral Source/Referral Questions

The interview is frequently guided by the referral source or referral questions. If a client is referred for treatment or evaluation by a specific person, it is important to determine the role the person has in the client’s life and purpose for referral. The purpose for referral may be very general or the referral source will request specific information of the therapist. For example, the referral may be made by the person’s employer either directly or indirectly by the client. As example, a general referral complaint includes determining problems impacting job performance. A more specific referral question might include determining factors impacting client’s ability to cooperate with coworkers.

Irrespective of referral source, the therapist must clarify as specifically as possible the referral question or problem. In considering our previous example, once the therapist obtains appropriate consent to contact the employer, the therapist gathers as much information about the presenting problem from the employer as possible. It is important for the employer to specifically describe the problematic or concerning behaviors. The interviewer encourages the employer to be concrete and behaviorally descriptive. The interviewer attempts to solicit the frequency, duration, and components of the targeted behavior from the employer. It is helpful if the employer identifies antecedents (e.g., triggers) of the behavior as well as the consequences (others’ reactions). For our example, the therapist has the employer behaviorally define and make operative the terms “problems,” “job performance,” and “cooperation.” In addition, the therapist assesses when and where the behaviors occur, who was present, what did he or she do (consequences for the behavior), and the client’s response to the consequences or responses of coworkers. In addition, the employer is asked to describe previous actions implemented to rectify/remedy the problems, etc.

Although referral sources are limitless, frequently identified sources include physicians/medical personnel, clergy, teachers/professors, employers, extended family members, judicial/law enforcement personnel, and other mental health professionals.

A pivotal caution must be heeded when working with referral sources. Indeed, at times, it is difficult to determine the consumer’s or client’s identity. Is it the person requesting the consultation (making the referral) or is it the targeted person (client)? At first glance, one would expect the client to be the consumer but, once services are implemented the referral sources often project an aura of entitlement given the fact that they made the referral, and the referral impacts them in some way directly (e.g., company productivity in the case of an employer referral, medical treatment in the case of physician referral). However, in almost all cases, it is incumbent on the therapist to secure permission from the individual who directly receives the service prior to releasing any information to the referral source. Confidentiality issues are discussed in more depth next.

Interview Setting/Environment. The setting in which the clinical interview is conducted will also often dictate how the client is approached. The setting, in part, helps determine the types of questions asked and the client’s expectancy set. The latter refers to the client’s expectations of the interview and of their own role in the process. One would expect very different interviewing behavior from an accused felon undergoing an involuntary court-ordered evaluation than from a clinic-referred mother distressed in response to the suicide of her teenager. In the first case, the client may either be very hostile and defensive due to the allegations or very compliant in an attempt to prove his or her innocence (whether innocent or not). Even in cases with similar settings, the interviewer can expect differences in the client’s approach to the interviewing session. For example, within the same medical setting, the level of cooperation and the types of questions asked of the client can vary significantly if interviewing a patient from a psychiatric unit than one from a general nonpsychiatric medical unit. The degree of privacy can also differ with respect to setting thereby influencing both the interviewer and interviewee’s behavior. For example, an at-home interview is also at-risk for a breach of privacy such that the threat of a family member inadvertently entering the private therapy setting is ever-present. Hence, the interviewer may feel restrained from asking specific family questions and the interviewee may be reserved in responding to the queries.

The type of setting dictates the variety of questions selected, the expectancies of the interviewee, and their responses: emergency medical care and crisis settings, outpatient medical or psychological offices, private consultation facilities, public mental health services (e.g., community mental health), inpatient nonpsychiatric medical, inpatient psychiatric, university/school counseling, prisons, and courthouses.

Emergent Care/Crisis Setting. This setting includes a variety of venues such as inpatient medical, nonpsychiatric emergency rooms, inpatient psychiatric facilities, crisis centers (walk-in and crisis phoneline), and jails. These clients are often brought to the center via a third party: relatives, friends, law enforcement personnel, emergency medical technicians (EMTs), individuals involved in involuntary commitment proceedings, the judiciary, and individuals involved in volatile or potentially volatile situations (e.g., hostages). Extreme or crisis behaviors expressed by individuals requiring emergent care include psychoses; organic brain syndromes, such as substance abuse, head injury, and neurological diseases; psychological disorders with a physical expression, such as panic disorder, disorders with vegetative symptoms including suicidal ideation, and medical diagnosis which create stress for the patient (terminally ill patients’ attempts to gain control over their own death). An example of the latter includes an 18-year-old patient who had been diagnosed with a progressive invasive cancer of the bone. Odds of surviving this painful malignancy were extremely slim for the population as a whole and nonexistent for this patient given that he refused treatment. In a frantic attempt to obtain control over his own life, the patient reported that he would suicide via street drugs at the concert of his favorite musician. Although the moral obligation to intervene was murky at best (i.e., to “save” a young man from taking his own life knowing the cancer would painfully kill him in a few months), the legal obligation to involuntary commit to a crisis facility was indisputable. Police were contacted and involuntary admitted him to a facility for evaluation; he was enraged at nearly missing the concert. The interviewer at the hospital and this author worked together to diffuse the situation and enhance treatment.

Because the interview in this setting occurs under emergent conditions, the interviewer needs to be prepared to alter the content and style of the interview. First, patients in crisis settings often exhibit extremes in emotion and may be either quite agitated or depressed. One goal is to establish an adequate working relationship with these individuals to gain requisite information for diagnosing and emergent treatment planning. Hence, extensive histories of the patient’s problem and early development are not the immediate goals. In fact, considerable time may be spent addressing emotional lability or volatile behavior of the client and engendering enough trust to gather pertinent information to render a temporary disposition. Clients with psychosis are usually terrified and confused by their symptoms and are in significant emotional distress. Many novice therapists believe that people with psychosis are “out of touch with reality” and impervious to pain. In actuality the opposite is quite true. Consequently, due to the clients’ emotional functioning and time and space constraints of the emergency setting, a mental status examination to determine the clients’ orientation to reality and their relevant thought processes may only be possible. In addition to the mental status exam, other information that is most accessible to the interviewer (and maybe the most important information) includes information from other individuals who are in close contact with the interviewee and behavioral observations of the client both before and during the interview. Hence, the goals of the interview change within these settings and may be limited to the determination of inpatient hospitalization.

Issues clinicians need to address include not only the client’s cognitive (disorientation, disorganization) and emotional state, but also time constraints due to crisis environments or involuntary commitment laws, pressure from other medical personnel, and resistance due to many cases of involuntary commitment.

Psychiatric and Nonpsychiatric Medical Inpatient Settings. Interviews conducted within hospitals present their own special interviewing conditions. First, privacy may be hampered, especially in nonpsychiatric medical facilities. Often there are an insufficient number of interview rooms on medical wards, and the interview is forced to occur within the patient’s hospital room. Depending on how mobile the patient is, one could potentially move to a less public environment, such as another part of the unit or an outside patio. If the patient is not mobile, then the interviewer is often forced to establish a working relationship and gather information within an extremely disruptive environment. It is not unusual for the interview to be interrupted by lab technicians drawing blood samples, nurses obtaining vitals, and physicians conducting rounds. Even housekeeping and kitchen personnel enter a patient’s room several times a day, as well as visitors, hospital clergy, occupational therapists, physical therapists, and radiology. In addition, the interviewer may be confronted with a patient who is on medication with side effects (e.g., drowsy) or who is disoriented due to medical illness or by being in the hospital environment. In fact, professionals have developed diagnostic nosology to describe psychological disorientation as a result of hospital exposure (e.g., ICU Psychosis).

Other problems include patient confusion as to the interviewer’s role in their treatment. Typically, the physician makes the referral, and the patient is unaware as to the reason for the mental health pracitioner’s intervention. The client assumes he/she is in the hospital for medical purposes and may not be sophisticated enough to understand the impact of the mind on body and the reverse. As a result, the client may be extremely resistant to engaging in the interview process. It is useful for the interviewee to introduce him/herself, explain the general nature of the consultation, identify the referral source, and indicate the interviewer’s role in the patient’s treatment. Due to resistance, it is imperative to acknowledge the client’s medical condition and pain. Even if there is no known organic basis to the patient’s medical symptoms, his/her subjective experience includes pain or other physical symptoms. This subjective experience needs to be validated, if not, the patient is likely to assume the interviewer believes the medical problem is “all in his/her head.” It is best to approach the consultation for information gathering purposes without acknowledging the psychological issue. Several visits, if time allows, can reduce resistance and foster the client–interviewer relationship.

Determining the identity of the consumer is another difficulty on medical units. As previously described, the referral often originates with a primary physician treating the patient. His/her expectations for the patient’s behavior or reaction may be incongruent with the client’s expectations or psychological state. For example, a little girl with severe burns on her body was having a difficult time adjusting to extremely painful debridement treatments. Her surgeon requested a consult to assist her in adaptation and coping, because her behavior was interfering with treatment (e.g., flailing, screaming, etc.). Intervention helped her compliance with medical treatment and allowed her opportunity to express her feelings through crying and self-statements. Her ability to express emotions about her burns and treatment was an integral part of her coping; however, the surgeon, who wanted a compliant patient, unrealistically perceived any negative expression of feeling to be inadequate coping. The psychologist’s dilemma was then to determine the consumer of services: Was it the little girl who was appropriately expressing affect and coping or the referring physician who was not obtaining the outcome, a quiet motionless child, he desired? Morally, for this author, there was no question as to the consumer’s identity and because costs of psychological services are borne by patients, legally the little girl and her family were the consumers. This becomes a tricky balance in providing services on medical units between the many personnel involved and patient considerations which are often in conflict. At the same time, the interviewer does not wish to alienate the source from which the referral is made. Good skills in diplomacy are necessary on these units.

Finally, with respect to both nonpsychiatric and psychiatric inpatient units, time is a limited commodity. Often the patient is in the hospital for a short time, thereby restricting the amount of time available to assess and render decisions/recommendations. It is not unusual for patients to be imminently discharged and to have a medical professional request a “last-minute” assessment. A psychologist-psychiatrist team requested a discharge evaluation for an adolescent patient whom they were uncomfortable releasing from the hospital. The therapist was given an hour to complete an evaluation and render an opinion. Unfortunately the adolescent was extremely resistant to a formal interview. Because the adolescent prided herself on her artistic and creative ability, the therapist administered the Thematic Apperception Test. This instrument requires the client to create a story from a series of pictures. The clients’ stories contained themes of death, suicide, hopelessness, and unavailable support (absent family members). As the client warmed up to the process, she was better able to tolerate the interviewer’s queries and admit that she might commit suicide once discharged from the hospital.

School/University Setting. Interviews within the educational system dictate special considerations. Historically, problems typically encountered in academic/university counseling centers have been related to school/academic performance, leaving home/separation issues, and roommate difficulties. As society and educational systems have grown more complex, so too have the problems presented in traditional counseling programs. Examples of recent issues include eating disorders, date rape, and drug and alcohol problems as well as sexual orientation and experimentation issues. In addition to those counseling centers serving the needs of the residential student, the commuter student population, especially in big cities, has grown. Hence, the spectrum of psychopathology in these counseling centers often reflects disorders that are observed in the metropolis at large. Historically, school counseling centers are not established for individuals with chronic and acutely severe symptoms such as psychotic or suicidal behaviors. These cases are typically triaged to facilities designed to service such needs. Nor is the focus of counseling centers on long-term care; the number of sessions may be restricted. As a result, the interviewer should not engage clients in a comprehensive battery of tests; in fact, time may not allow for an in-depth history. Because problems often presented at these centers tend to be less severe, the interviewer may not need a comprehensive interview.

The interviewer is often confronted with a delicate ethical issue of confidentiality. It is common for rules in student handbooks to conflict with ethical codes of confidentiality. Hence, in many institutions, those psychological problems that can interfere significantly with student work and behavior are violations of student conduct codes and are to be reported to the appropriate university administrative committee. In fact, in some university settings, counselors are to report inpatient hospitalizations to a representative of the academic program of the hospitalized student. Not only does the administrative referral conflict with ethical principles of mental health professionals but are a breach of statutory law. There are many potential risks for the student client in reporting his/her utilization of mental health services to academic administration, including suspension, probation, and letters in permanent files. These administrative actions may potentially follow students when they apply for jobs and for admittance to professional and graduate schools. Once students are aware of the potential impact psychological services have on their privacy and academic standing, their resistance may increase, and it may be difficult to garner all information necessary for an adequate conceptualization and treatment plan. Further, caution should be exercised in ensuring complete disclosure of limits of confidentiality to the client at the outset while exercising extra precaution in privacy (i.e., limit the detail in session notes).

Outpatient Psychological and Medical Facilities. The interviewer is exposed to a fuller range of psychopathology on outpatient units than in crisis facilities. Clients with both mild and severe psychopathology are served in an outpatient facility. While those with psychosis, suicidal ideation, and organic brain dysfunction may be seen in outpatient facilities, they are not in crisis significant enough to warrant hospitalization. Consequently, the interview in these settings will be different from that implemented in crisis settings. First, goals of the interview are different such that the form of therapy has been selected (e.g., outpatient treatment). In addition, there is generally no mystery for the client as to the purpose of the interview, unlike medical units and perhaps school settings. Consequently, there is less resistance during the interview process; this is particularly true in the case of self-initiated referral. Therefore, the interviewer will have more time and less trouble in conducting a comprehensive interview. The interviewer’s goal should be to gather relevant information about the symptoms and its context in order to develop a conceptualization of the problem. Once in place this conceptualization will be the blueprint for further intervention, if warranted.

The interview in this setting is typically guided by the problems and the fortitude of the client. For example, if the client is demonstrating significant anxiety while discussing her recent rape, it would be inadvisable to pursue questioning about details of the assault. Generally, in outpatient settings, the interviewer is afforded the luxury of time to establish a working relationship and allow the patient more latitude in setting the tempo of therapy.

Other issues that arise in outpatient settings include a greater exchange of information between therapist and client than one would see in other settings. Outpatient clients are inquisitive about their role in the treatment process and therapist’s expectations. In addition, questions about fees, length of time for treatment, their diagnosis (e.g., do others have it?), and possible types of treatment are frequently posed by outpatient clients. These questions need to be addressed candidly and swiftly as the interviewer’s forthright answers enhances trust. For example, if a therapist tells a client with a longstanding eating disorder that she expects treatment to last no longer than 6 weeks and 12 weeks have already elapsed, the client is likely to prematurely terminate treatment. There is no crystal ball to determine the length of treatment especially because success depends in part on individual differences. It is prudent to respond to length of treatment questions by delineating the difficulties in projecting a specific date for treatment termination. It is also useful to explain that unlike general physicians who can prescribe medications to eradicate an organic problem, psychological intervention does not work in this manner. This latter explanation is particularly relevant given the number of clients seeking outpatient services who assume psychological treatment is delivered similarly to medical treatment. After completing the interview it is also useful to give a ballpark estimate for length of treatment; this should be based on treatment outcome literature. If an interviewer cannot approach a best estimate for length of treatment it is useful to offer a temporary goal: “Let’s give it 8 weeks and reevaluate where we’ve been and where we’re going.”

After the initial interview, the interviewer needs to give some feedback and recommendations to clients, even if clients do not request such information. It is important to summarize chief complaints and the manner in which they interfere with client functioning. Interviewers may give clients terms to enhance their understanding of their symptoms but not necessarily a clinical diagnosis. For example, if a client is experiencing shortness of breath, fear of dying, fear of leaving home without a safe person, etc., it would be much more useful to the client to learn he/she is experiencing overwhelming anxiety as opposed to agoraphobia. However, if the client requests a specific diagnosis, it would be prudent to disclose this directly. By addressing concerns about diagnosis directly, the interviewer is helping the client develop a realistic perspective for treatment, engendering hope, and decreasing the client’s isolation by explaining others share their disorder.

Jails, Prisons, and Courthouse Settings. These settings are typically adversarial. Depending on the reason for referral, the interviewer may be confronted with interviewees who range from being very resistant to overly solicitous. Privacy may be hampered when conducting these interviews as fellow inmates, guards, attorneys, guardians-ad-litem, etc., may be within listening proximity to the client. The interviewee’s motivation to be truthful, forthright, and forthcoming with information is varied given the perceived referral question. Because these evaluations are often court mandated, confidentiality of records does not apply. Interviewers need to be frank with respect to their role in the interviewers’ lives and the limits of confidentiality.

It is important for the interviewer to look for consistencies in behavior and self-report when conducting these interviews. Furthermore, interviewing and observing other individuals in the interviewee’s life is important to determine the veracity and amount of information obtained about the interviewee. For example, referrals concerning parental custody involve the court evaluator interviewing both parties vying for custody as well as other people involved in the child’s lives (e.g., guardian-ad-litem, the child protective agency worker, the child’s therapist, stepparents, grandparents). These interviews are important to verify information and behaviors noted in the parents’ interviews. It is obvious that parents suing for custody desire to present their best behavior to the court evaluator. Further, each side may attempt to malign the other to enhance its chances of “winning” custody.

In other court cases, the interviewer may be restricted by time. There is not the flexibility as there is in other settings. This is particularly true as the interviewer attempts to coordinate his/her schedule with others at the jail/prison (e.g., attorneys). Further, if there is an emergency hearing, the interviewer may have very limited time to interview the interviewee and make recommendations to the court. An abbreviated history and mental status examination are often the only tools available to the interviewer in this situation.




Confidentiality and Duty to Warn and Protect

Confidentiality is one of the most critical components to the practice of psychology. Without the therapist’s ability to maintain the privacy of clients’ comications and records, effective evaluation and treatment are not possible. Confidentiality is so important that it is protected by the American Psychological Association, other professional associations, and by state law. It is imperative that clinicians from all areas (psychology, social work, marriage and family therapists, etc.) become familiar with the laws in the state that govern their particular branch of practice.

As previously mentioned, confidentiality can be a tricky process and must be handled with care. It is always best to err on the conservative side (if in doubt, do not release information without written consent or court order).

Again, the setting in which the interview takes place, as well as the referral source, may impose different amounts of pressure on the interviewer to stretch the limits of confidentiality. Caution should be exercised in releasing information to anyone but the client and, except for unusual circumstances (e.g., court-ordered evaluations), the one who is interviewed is the client.

Legal limits of confidentiality need to be delineated at the beginning of therapist–patient contact. In most jurisdictions a breach of confidentiality is legal when it protects the physical welfare of others (i.e., suicide, homicide, child abuse), although disclosure of such information may differ by state. With respect to homicidal ideation, a variety of maneuvers, such as the following, are employed: therapist has a duty to warn an intended homicide victim, therapist must have the patient committed to a facility, and appropriate authorities (i.e., police) must be notified of the client’s plan.

Students sometime question the practice of informing parents, at the outset of therapy, the limits of confidentiality in reporting communications of child abuse to appropriate governmental authorities. A lower rate of abuse disclosure has not been observed in families informed of confidentiality limits than those families not informed. It was discovered, however, that parents, who are initially instructed of the obligation to report suspicion of abuse to the authorities, are more likely to “accept” the abuse report and continue in treatment than those not informed. They are not likely to feel betrayed when fully informed of the limits of the law and of the legal obligations, at the beginning of treatment. Interviewers should also be aware of limits of confidentiality with minors and with those who have legal authority to access children’s medical/psychological records. There are many clinicians who will not work with children unless the guardians agree to protect the privacy of child records. However, if the parent ultimately desires the records, he/she can legally access the records without permission of the child client. In some states, children may obtain psychological services without the permission of the guardian/parent. The number of sessions, the specific treatment conditions (e.g., emergent or not), and the age at which a minor can enter treatment independently, vary with state law.

Given the number of people who could potentially access records (i.e., whomever the client releases the information to, third-party payers, those issuing court orders, etc.) it is prudent to take care when writing in the record. It is wise to pretend you have a judge, a cadre of attorneys, insurance company personnel, physicians, an ex-spouse, teachers and guidance counselors, and others relevant in the client’s life (past, present, and future), looking over your shoulder while you write in the record. For example, during training, a therapist was treating a child for Munchausen’s by Proxy. The school needed information about this child to help plan her educational program. Concurrently, the patient’s mother was requesting a treatment summary for her own records. In order to protect the child, we attempted to dissuade her from having such a summary. Prior to sending the summary to the school, the therapist summarized the information over the telephone for the guidance counselor and told her a report would be sent but not to release it to the mother because it could potentially interfere with treatment. The counselor said not to send her the report because law dictated that an external therapist’s report would become part of the school record which was then subject to release to the parent. Although the mother had not requested school records, it was imminent because she had consented to release the psychological report to the school. Although one must be careful when writing in charts, it is important to provide enough detail to facilitate treatment planning, especially should the client transfer to another agency or practitioner or need services in the future. Chart notes should be written to facilitate client’s reimbursement from the insurance company, and to address any disagreement or malpractice claim that arises in conflict over services rendered. Some states have passed legislation dictating the contents of sessions notes (date, time, place, issues addressed, disposition, plans for future treatment, etc.). Finally, client documentation needs to be kept under lock and key.


Diversity Issues

As mentioned previously, the client brings to the interview a previously determined context, including race, cultural background, gender, age, physical disabilities, and religion. Although historically the literature is sparse in examining the impact such factors have on evaluation and treatment, in recent years professionals have begun to emphasize unique characteristics the consumer brings to the mental health service. This is particularly important given the increasing number of minorities who are being referred for treatment. The race variable is a complex one, because it includes different cultural heritages, experiences, and value systems. For example, the term Black was previously reserved for those individuals with dark skin tone, irrespective of ancestral roots. The term was applied universally without considering the individual’s culture. There are black-skinned individuals from Europe, Africa, the Caribbean, and Cuba. There are some significant distinctions within subgroups (e.g., between southern African American families and northern African American families; Boyd-Franklin, 1989). These distinctions are important because the context from which the individual originates varies from the culture and is not solely determined by skin tone. But people of color do have common experiences such as discrimination and racism. Boyd-Franklin (1989) discussed the myth of the Black Family, indicating that such an entity does not exist given the “great diversity of values, characteristics, and lifestyles that arise from such elements as geographic origins, level of acculturation, sex, education, religious background, and age …” (p. 6).

Clinicians need to be sensitive to diversity issues not only for the purposes of understanding the clients’ symptoms as manifested in their subcultural context, but also to enhance the interviewer–interviewee relationship. For example, with respect to the former, it is not unusual to observe conflict between first-generation American adolescents and their Cuban parents concerning issues of separation and growing up (e.g., dating). The Cuban family is likely to merge several generations, under one roof or within a large complex of attached or adjacent homes. This integration of families may appear as pathological enmeshment to the novice non-Hispanic therapist; however, such generational merging is traditional and historically considered a necessity. Problems emerge for families from two different cultures when there are conflicting values and the lack of flexibility to address such conflict. Therapists need to investigate the meaning of the client’s background, ethnicity, race, and other diverse characteristics that can impact symptom presentation. The clinician’s level of comfort with a diverse range of characteristics will dictate how he/she handles these issues.

Diversity issues can affect the client–interviewer relationship. If the client has experienced much discrimination and racism by Caucasians, and the interviewer is Caucasian, it is likely that trust of the interviewer will be impaired. In addition, novice therapists are often uncomfortable in interacting with individuals with different characteristics. Problems with client diversity may be the result of failure in empathy, lack of life experience and exposure, ignorance, and anxiety. For example, several young trainees from wealthy families and lacking in many life experiences had difficulty early in their training in understanding their clients’ inability to attend sessions. These clients were poor; hence, they could not afford a babysitter, gas money, etc. One of the clinicians was incredulous to learn that her patient, who attended every weekly session for 9 months, had been homeless and living in a van for the duration of therapy.

Age is another client characteristic to consider when approaching the interview. Although beyond the scope of this book, the interview proceeds much differently with children than with adults. The interview also varies by age of adult. Older adults typically experience more physical problems than younger adults; as a result, the interviewer must disentangle the impact organicity has on symptom presentation. Interviewers need to refer these clients to appropriate medical personnel to rule out potential physical problems that mimic psychological ones. At the very minimum, all clients prior to intake should have a medical examination. In addition, interview may proceed at different rates given the age and level of impairment (if any) of the elder interviewee.

Data have not consistently detected age differences in response to treatment nor to drop-out rates. And although the literature demonstrates that more women than men seek psychological services, overall, once enrolled in treatment, men and women are equally responsive to intervention.
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