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ABSTRACT 
 

This dissertation study reviewed the therapist self-disclosure literature and the 

ways in which therapist disclosure of a lesbian or gay orientation has not been explicitly 

addressed in previous research. Moreover, this study aimed to understand heterosexual 

clients’ perceptions of a gay male or lesbian therapist who self-discloses his/her sexual 

orientation and the potential moderating role of attitudes toward sexual minorities. The 

first hypothesis tested was that participants in the two sexual minority therapist 

conditions (gay male or lesbian therapists) would rate the therapists more negatively in 

terms of therapist expertness, attractiveness, trustworthiness, and helpfulness than 

participants in the two heterosexual therapist conditions. The second hypothesis tested 

was that the group difference in therapist ratings would be explained by level of 

authoritarianism, which served as a proxy measure of anti-gay attitudes. Contrary to 

hypotheses, there were no main or moderating effects of therapist self-disclosure and 

authoritarian attitudes on the counselor ratings. Attitudes toward seeking professional 

psychological help was significantly related to participants’ counselor ratings. These 

results suggest that attitudes toward help-seeking, but not attitudes toward sexual 

minorities, may play a role in how heterosexual clients perceive sexual minority 

therapists and provide an area for further study in counseling psychology process and 

outcome research. 
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CHAPTER 1 

INTRODUCTION AND LITERATURE REVIEW 

 In the counseling process and outcome research literature, the role and potential 

benefits of a psychotherapist disclosing self-relevant information to clients remains 

controversial (Hill & Knox, 2002). At the center of this controversy exist the larger 

questions of what specific information is the therapist disclosing and for what purpose is 

the information being disclosed (Peterson, 2002). Research has shown that therapists 

frequently disclose professional information, such as education, licensure, experience, 

and areas of expertise, to establish therapeutic credibility and competence (Edwards & 

Murdock, 1994; Hill & Knox, 2002; Hill & Nutt-Williams, 2001). Therapists have 

reported self-disclosing less frequently about personal information (Edwards & Murdock, 

1994). Of course, some types of personal information are more apparent or discernable to 

clients, such as age, gender, physical disability and race. Even the therapist’s personal 

lifestyle and aesthetics are known to clients based on clothing and room décor. However, 

other personal aspects of the therapist’s life are less visible, such as religious affiliation, 

sexual orientation, relationship status, and some disabilities. The extent to which self-

disclosure of these less visible aspects of a therapist affect the therapeutic relationship is 

the focus of this investigation.  

 From a common factors approach (Hill & Knox, 2002), counseling psychologists 

view therapist self-disclosure as an important intervention that may affect treatment 

outcome. Studies with actual clients have found that therapist self-disclosure leads to 

positive immediate outcomes, including improvement in the therapeutic relationship (Hill 

& Knox, 2002; Knox, Hess, Petersen, & Hill, 1997).  Therapist self-disclosure also 
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contributes to greater client insight and higher levels of experiencing in session, provides 

reassurance and normalizes the client’s concerns, and is rated as most helpful by clients 

compared to other interventions (Hill, Helms, Tichenor, Spiegel, O’Grady, & Perry, 

1988; Hill, Mahalik, & Thompson, 1989; Knox, Hess, Petersen, & Hill, 1997). In short, 

therapist self-disclosure appears to have an overall positive impact on the therapeutic 

relationship.  

There is less empirical knowledge about how specific types of self-disclosures 

from the therapist affect the client. One such disclosure is when sexual minority 

therapists share with clients that they are gay or lesbian. Heterosexual therapists’ 

disclosures of their sexual orientation often occur without much consideration. For 

instance, heterosexual therapists self-disclose their sexual orientation through the use of 

everyday language that is other-sex specific (e.g., my husband/wife, or pronouns and 

other ways of referring to one’s heterosexuality). Gay and lesbian therapists, by contrast, 

must engage in conscious, explicit language and actions that communicate to a client the 

therapists’ sexual orientation. What impact disclosure of a therapist’s sexual orientation 

might have for a client when the therapist is a sexual minority remains largely unknown. 

Counseling psychologists draw upon a variety of theoretical orientations to inform 

both research and practice on therapist self-disclosure of sexual orientation. The 

longstanding psychoanalytic tradition within counseling and psychotherapy has 

encouraged the therapist to remain objective and to not reveal personal information that 

may disrupt the client’s transference relationship (Hill & Knox, 2002). Counseling 

psychology research and practice, however, has shifted from this traditional 

psychoanalytic view toward more humanist and feminist perspectives that are consistent 
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with an emphasis on multiculturalism (Peterson, 2002; Simi & Mahalik, 1997). The 

humanistic theoretical tradition supports the therapist’s disclosure of their sexual 

orientation on the grounds that the therapist should model open and honest behavior, thus 

being “real” with the client (Peterson, 2002). The feminist approach similarly approves, 

albeit for the belief that the client should be fully informed as part of the consent process 

about the therapist’s values and factors important to how they conduct therapy (Simi & 

Mahalik, 1997).  

In line with this shift toward a more multiculturally-informed understanding of 

the client-therapist relationship, survey research has begun tackling the issue of therapist 

self-disclosure of sexual orientation by asking what lesbian, gay male, and bisexual 

(LGB) individuals’ therapist preferences are. Many LGB individuals do prefer a sexual 

minority therapist and will seek such a provider through local LGB resources, friend and 

family referrals, or simply calling therapists and asking them directly (Liddle, 1997). 

Surveys also have found that many LGB individuals believe the most important factor is 

that a therapist is LGB-affirmative, not whether the therapist is heterosexual or LGB 

(Burckell & Goldfried, 2006; Liddle, 1997; McDermott, Tyndall, & Lichtenberg, 1989). 

Interestingly, the impact on the therapeutic relationship of a therapist self-

disclosing their sexual orientation to a heterosexual client has yet been explored in 

counseling psychology. Whereas LGB clients find it affirming when therapists are open 

and supportive of different sexual orientations, it is unknown if heterosexual clients find 

it affirming when therapists self-disclose that they are gay, lesbian, or bisexual. An 

important factor to consider in this type of self-disclosure situation is the clients’ attitudes 

towards gays and lesbians. How heterosexual clients feel about gay and lesbian 
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individuals and sexual minority issues might elucidate the relationship between therapist 

disclosure of sexual orientation and clients’ perceptions of the therapist and helpfulness 

of knowing that aspect about their therapist.  

 To address this gap in counseling psychology research, I conducted a study to 

examine heterosexuals’ perceptions of therapist self-disclosure of their sexual orientation 

and what implications the results may have for gay male and lesbian therapists in 

practice. To provide a foundation for the discussion of therapist self-disclosure of sexual 

orientation and heterosexual clients’ related perceptions, major theories and early studies 

preceding contemporary research on therapist self-disclosure are reviewed and current 

definitions and types of the disclosure are discussed. Analogue research findings and the 

limited client studies conducted are also reviewed. Next, the specific therapist self-

disclosure of sexual orientation is presented, along with the role of heterosexuals’ 

attitudes of sexual minority individuals and the greater lesbian and gay male community. 

Then, research hypotheses and methodology of the study are discussed, followed by the 

results and discussion of the study’s findings. 

Therapist Self-Disclosure 

Early Origins 

 Multiple theories on psychotherapy have attempted to explain why people self-

disclose information about themselves and what benefits self-disclosure may have for 

both the individual disclosing and the recipient of the disclosure. Freud (1912/2000) was 

among the first to espouse his beliefs about the perils of therapists self-disclosing, in 

which he claimed psychoanalysts should remain neutral and not engage in self-disclosure 

in order to provide a blank screen for the client’s projection and transference. The current 
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focus on self-disclosure is most often credited to Jourard (1959, 1964, 1971), a 

humanistic psychologist who helped to pioneer the academic study of self-disclosure. 

Jourard asserted that a relationship exists between self-disclosure and psychological well-

being, because the act of disclosing to another person is rewarding, cathartic and 

associated with positive feelings for both the discloser and the recipient of the disclosure.  

Jourard and Lasakow (1958) introduced a 60-item instrument, Jourard Self-

Disclosure Questionnaire (JSDQ), to examine individual differences in self-disclosure. 

The JSDQ specifically assessed attitudes and opinions, tastes and interests, work, money, 

body, and personality. Jourard (1959, 1961) reported in his studies of individual 

differences that females disclosed more than males, whites disclosed more than blacks, 

and Jewish males disclosed more frequently compared to Baptists, Methodists, and 

Catholics. Although the JSDQ was the most frequently used measure in early self-

disclosure research, Cozby (1973) noted that the measure demonstrated convergent and 

discriminant validity but limited evidence of its predictive validity. 

Jourard’s notion that self-disclosure and liking, or positive feelings about another 

person, are connected led to further theories and research in both social and counseling 

psychology (see Collins & Miller, 1994 for a review). For instance, Worthy, Gary, and 

Kahn’s (1969) social exchange and rewards theory posits that people will reward 

individuals whom they like. Self-disclosure then is conceptualized as a rewarding 

experience for the recipient, because the discloser selects people they like to reward with 

greater information about themselves. Altman and Taylor’s (1973) theory of social 

penetration also built upon Jourard’s theory. They posited that self-disclosure is 

necessary to forming relationships and that gradual disclosure in terms of breadth and 
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depth of information increases closeness and liking between people. Taylor (1979) 

viewed this disclosure exchange as a “barometer of developing closeness” (Collins & 

Miller, 1994, p. 458). Ajzen’s (1977) information processing model of attraction model 

likewise suggests that positive beliefs about the person to whom one is disclosing 

mediates the relationship between self-disclosure and liking. These social psychology 

theories which emanated from Jourard’s seminal work have implications for the 

therapist-client relationship and for the role that therapist self-disclosure has in fostering 

positive beliefs, liking, and a strong therapeutic alliance with clients.     

 Within the field of counseling psychology, Strong’s (1968) interpersonal 

influence theory has been a driving force behind therapist self-disclosure research. Based 

on French and Raven’s proposed bases of social power (1959), Strong hypothesized that 

therapists can influence client change through three types of interpersonal power (expert, 

attractive, and trustworthy) and that therapist self-disclosure facilitates the likelihood of 

clients’ perceiving these aspects of the therapist. While Jourard focused on the reciprocal 

rewards in a relationship through self-disclosure, Strong’s approach emphasized the 

therapist’s influence on the client through the use of self-disclosure. Strong’s (1968) 

theory led to the development of a measure to assess these three dimensions of therapist 

behavior (Counselor Rating Form; Barak & LaCrosse, 1975). The Counselor Rating 

Form (CRF) remains one of the most widely used in counseling process and outcome 

research. The CRF has been an improvement over the JSDQ because it can provide 

predictive validity, whereas the JSDQ did not (LaCrosse, 1980). Other important figures 

associated with early therapist self-disclosure research were Paul Cozby and Gordon 

Chelune. Cozby (1973) described disclosures in terms of breadth, depth, and duration, 
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and he also argued for a curvilinear relationship between self-disclosure and liking. 

Chelune (1975, 1979) noted problems in defining and measuring self-disclosure in initial 

research. 

These early works about the importance of self-disclosure and its potential 

implications for the therapist-client relationship became a call to counseling 

psychologists. Shortly thereafter, articles began addressing this area of counseling 

psychology research, prompting more than 30 years of focus on the impact of therapist 

self-disclosure. The following section examines the various definitions of therapist self-

disclosure and how researchers identify different dimensions and types of therapist self-

disclosures. 

Definition and Types of Therapist Self-disclosure 

Early theorists and researchers offered diverse opinions on the definition of 

therapist self-disclosure. Luft (1969) defined self-disclosure as what is going on between 

persons in the present. Jourard and Jaffee (1970) emphasized interpersonal agency and 

defined self-disclosure as the way people make themselves known to others. Cozby’s 

(1973) definition was a bit more generous suggesting self-disclosure includes any 

information a person verbally communicates to another person. Similarly, Shapiro, 

Krauss, and Truax (1969) put forth what is arguably the most liberal opinion that self-

disclosure includes all behaviors, both verbal and non-verbal, of the client and therapist.  

Despite this early variability of definitions, later researchers came to agree on 

what constitutes therapist self-disclosure. The general consensus is that therapist self-

disclosure denotes “verbalized, personal revelations made by the counselor to the client” 

(Watkins, 1990, p. 478). Similar to Watkins’ definition, Hill and Knox (2002) in a more 
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recent review of the therapist self-disclosure literature suggested the definition of 

“therapist statements that reveal something personal about the therapist” (p.255). They 

pointed out that this definition does not include nonverbal disclosures, such as the office 

décor, therapist’s clothing, or other observations, because they believed these nonverbal 

disclosures are qualitatively different than verbal disclosures that occur between therapist 

and client.  

The distinction of self-disclosure types began with Cozby’s (1973) suggestion of 

examining the following three parameters: amount of information disclosed (breadth), 

intimacy of information disclosed (depth), and time spent describing the information 

disclosed (duration). Hill and O’Brien (1999) suggested a further subdivision of 

disclosures into four types: disclosures of facts, feelings, insights, and strategies. They 

noted that each type of disclosure is based on different therapist intentions and likely 

leads to different outcomes. Other researchers offered additional ways to characterize 

types of disclosure. These included positive/negative disclosures and distinguishing 

between self-involving and self-disclosing disclosures. Positive disclosures include 

statements that reveal personal strengths or positive experiences and personal 

characteristics, whereas negative disclosures include statements that share mistakes or 

negative experiences and personal characteristics (Hoffman-Graff, 1977). Self-disclosing 

statements refer to factual or personal information about the therapist, and self-involving 

statements refer to the therapist’s personal response to statements made by the client 

(Danish, D’Augelli, & Brock, 1976; McCarthy & Betz, 1978). Current discussions of 

therapist self-disclosure typically label self-involving statements as immediacy or process 
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comments, yet self-involving statements are still considered part of the larger concept of 

self-disclosure (Hill & Knox, 2002; Hill & O’Brien, 1999).  

Theory and Ethics of Therapist Self-disclosure 

In addition to defining and identifying types of therapist self-disclosure, 

researchers have noted the dual influence of theoretical orientation and ethical reasoning 

regarding when and what a therapist discloses to a client. In a psychologist’s training and 

development, a strong professional emphasis is placed on the development and utilization 

of a theoretical orientation and adherence to ethical guidelines for psychotherapy 

practice. Both professional and research psychologists draw upon these two areas when 

evaluating whether therapist self-disclosure is a beneficial intervention.  

Theoretical orientation. Psychotherapists’ theoretical orientation has been an 

often cited explanation in the research literature about when and to what extent therapists 

should use self-disclosure as a therapeutic intervention. The various theoretical 

perspectives guiding therapists’ training and practice offer differing opinions regarding 

the value of therapist self-disclosure. Whereas the psychoanalytic tradition has 

historically taken the strongest stance on the potential harm of self-disclosure, other 

theoretical orientations, specifically the humanistic and feminist theories, have largely 

endorsed the use of self-disclosure in therapy (Hill & Knox, 2002; Peterson, 2002).   

Feminist psychologists regard self-disclosure as a crucial component to the 

informed consent process, including disclosing one’s sexual orientation to ensure that the 

client can make a knowledgeable decision about whether to pursue therapy with a 

particular therapist (Mahalik, Van Ormer, & Simi, 2000; Peterson, 2002). Simi and 

Mahalik (1997) constructed the Feminist Self-Disclosure Inventory, which measures 
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therapists’ content of self-disclosure, rationale for disclosure, and availability to self-

disclose, and they surveyed therapists who identified as feminist, psychoanalytic-

dynamic, cognitive-behavioral, family, and humanistic. Feminist therapists agreed more 

than the other theoretical groups with self-disclosing background information, using 

disclosure to promote egalitarianism, and with making themselves more available to 

client requests of self-disclosure (Simi & Mahalik, 1997). By contrast, the survey found 

that psychoanalytic-dynamic therapists were the least likely theoretical group to self-

disclose for reasons such as promoting feelings of liberation and minimizing any power 

differential in the therapeutic relationship.  

Similar to feminist theories, humanistic theories take the stance that therapist self-

disclosure is an ethical issue, as it promotes the ethical principle of fidelity within the 

therapeutic relationship (Peterson, 2002). Peterson (2002) additionally suggests that 

humanistic tenets of congruence, or openness about one’s feelings, and genuineness, or 

being real and honest with a client, allow for a greater use and approval of therapist self-

disclosure. Consistent with Simi and Mahalik’s study (1997), Edwards and Murdock 

(1994) found that self-disclosing occurs more often in therapy for humanistic therapists 

than for psychoanalytic therapists.  

Ethical issues. It is important to consider the ethics involved in what and why 

therapists choose to self-disclose, especially regarding sexual orientation. Although 

research of therapists’ reasons for self-disclosure will be addressed in the next section, 

the ethics of using therapist self-disclosure as a psychotherapeutic technique is partly 

influenced by the aforementioned theoretical perspectives. In addition, therapists as a 

professional field has reached general consensus that ethics of self-disclosure must 
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consider the content of the disclosure, the rationale for disclosing, whether it is in the 

client’s best interests and not to meet a personal need of the therapist, and the personality 

traits and symptomatology of the client (Peterson, 2002).   

Of the scant literature addressing self-disclosure concerns for lesbian, gay, or 

bisexual therapists, one perspective is that self-disclosure of one’s sexual orientation is 

essential and not a question of ‘if’ one discloses but of ‘when’ and ‘how’ a therapist 

should disclose (Bjork, 2004).  It is believed that self-disclosure of the therapist’s sexual 

orientation promotes the client’s healing and progress in therapy and not disclosing can 

interfere with this progress. Furthermore, a therapist’s reluctance to self-disclose their 

sexual orientation may suggest unresolved issues of internalized homophobia and shame 

about being lesbian, gay, or bisexual (Bjork, 2004; Gabriel & Monaco, 1995). Thus, it 

appears that therapist self-disclosure of sexual orientation is ethically acceptable when 

handled professionally and appropriately in the context of the therapeutic relationship. 

Therapist Self-Disclosure Research 

Research on therapist self-disclosure was quite productive during the late 1970s 

through the early 1990s. The main research paradigm that continues today has been the 

analogue design using non-client samples and therapy session vignettes (written, audio, 

and video). This section will review the existing research on therapist self-disclosure in 

four broad areas. First, studies examining the reasons for use of therapist self-disclosure 

are discussed. Then, a discussion of research investigating the frequency of self-

disclosure as a therapeutic intervention is reviewed.  

Reasons for using self-disclosure. The psychological literature examining reasons, 

or intentions, for using therapist self-disclosure in psychotherapy can be summarized in 
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four ways. First, research has proposed various models for the use of therapist self-

disclosure. Second, the professional psychological community has offered suggested 

guidelines for therapists’ use of self-disclosure. Third, surveys have described the reasons 

therapists provide for using self-disclosure with clients. Fourth, studies have gathered 

data from clients about their perceptions of why therapists self-disclose.  

Researchers have developed different models to explain why therapists would 

choose to self-disclose and the potential benefits of disclosure. The reciprocity model 

posits a hypothesis that when one person self-discloses to another then the other person is 

likely to reciprocate by self-disclosing, thus therapist self-disclosure promotes client self-

disclosure through reciprocity (DeForest & Stone, 1980; Watkins, 1990). The 

reinforcement model asserts that therapist self-disclosure is a facilitative behavior 

contingent upon the client’s self-disclosure, which enhances and reinforces the client’s 

disclosure behavior (Mann & Murphy, 1975; Watkins, 1990). Worthy, Gary, and Kahn 

(1969) put forth a model of social exchange that self-disclosure is rewarding for both 

people involved and that we select people we like to reward them with more information 

about ourselves. The social exchange model posits that therapists would use self-

disclosure through mutual sharing with the client to increase the likelihood of the client 

disclosing and simultaneously feeling rewarded by the therapists’ disclosure (Watkins, 

1990). Importantly, these models converge on the view that therapist self-disclosure and 

client disclosure are positively related and typically experienced as rewarding interactions 

within the therapeutic relationship.  

Ethical discussions about the use of therapist self-disclosure led to counseling 

psychologists commenting and offering professional guidelines or suggestions of the 



 13 

appropriate ways in which self-disclosure should be utilized in psychotherapy (Peterson, 

2002). Curtis (1981b) identified both indications and contraindications for its use. 

Indications included social imitation or modeling, demystifying the therapeutic process, 

developing trust, and promoting a strong therapeutic alliance. Contraindications found in 

the theoretical literature included contaminating the client’s transference, attenuation of 

the “placebo effect” or decreasing client perceptions of the therapist’s ability, 

contributing to client resistance, setting a norm of therapist disclosure in which the client 

uses the information as a benchmark to measure their own behavior, lack of identification 

of the client’s motivations, and setting a precedent for future therapist behavior. 

Similarly, Miller (1983) offered five situations in which therapist self-disclosure may be 

most effective in psychotherapy. Miller identified the following situations from previous 

research: specific concerns, beginning sessions, similarity of concerns, whenever asked 

by a client, and when the therapist’s intuition strongly indicates a disclosure would be 

helpful. For each situation, Miller clearly asserted that therapist self-disclosures should be 

brief in length, to the point, and quickly returns to the client’s expressed concerns.  

Counseling psychologists also have recently begun offering professional 

recommendations about the use of therapist self-disclosure within a multicultural 

counseling context. One recommendation in cross-cultural psychotherapy is that 

therapists should initially emphasize two types of self-disclosure – inescapable and 

inadvertent – in the therapeutic relationship as one way of developing a culturally-

different client’s trust (Constantine & Kwan, 2003). Inescapable disclosures include 

obvious things about the therapist such as physical appearance and gender, whereas 

inadvertent disclosures refer to things that occur in the context of client transference or 



 14 

therapist countertransference. Therapist self-disclosure about central aspects of one’s 

person that are not visible exists between inescapable and inadvertent disclosures within a 

multicultural counseling framework. Since some aspects of the therapist are not readily 

visible such as sexual orientation, a self-disclosure early on in therapy would prevent a 

later surprise discovery of this information for the client and hopefully contribute to 

greater feelings of trust. 

Surveys investigating the reasons therapists give for choosing to self-disclose to 

clients have consistently reported similar intentions and rationales. Typical reasons 

include therapists’ desire to promote feelings of universality, increase perceived 

similarity between therapist and client, reality testing and validation, model self-

disclosure to increase the client’s disclosure, promote an egalitarian relationship, 

empower the client, give information, foster the therapeutic alliance, offer alternative 

ways of viewing a situation/thought/feeling, and if clients make a direct request for 

disclosure from the therapist (Edwards & Murdock, 1994; Hill et al, 1988; Hill & Knox, 

2002; Mathews, 1988; Simi & Mahalik, 1997; Simon, 1988). A sample of European 

American therapists reported the following reasons for using self-disclosure in cross-

cultural counseling situations: enhance the counseling relationship, identify the role of 

racism/oppression in the client’s life, and acknowledge the therapist’s own 

racist/oppressive beliefs (Burkard, Knox, Groen, Perez, & Hess, 2006). Terrell and 

Terrell (1984) asserted the importance of therapists using self-disclosure to express 

cultural sensitivity to the client’s cultural background with the intention of increasing 

clients’ perceptions of the therapist as credible and trustworthy. When working with 

Asian Americans, European American therapists typically used self-disclosures of 
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approval/reassurance and of counseling strategies compared to other types of disclosures, 

which the researchers suggest may be an attempt by therapists to increase similarity and 

close any perceived gaps between the therapist and client (Kim, Hill, Gelso, Goates, 

Asay, & Harbin, 2003).  

Therapists also have reported reasons for choosing not to use self-disclosure with 

a client. Reasons not to self-disclose included the notion that the focus will be on the 

therapist and not on the client, the opinion that therapist self-disclosure is not a helpful 

psychotherapy intervention, and that self-disclosure would not allow for the therapist to 

be a “blank screen” and thus would interrupt client transference (Matthews, 1988; Simi & 

Mahalik, 1997). Edwards and Murdock (1994) found in their sample of 184 psychologists 

a clear rejection of some possible reasons for self-disclosure which were increasing 

expertness, attractiveness, trustworthiness, and because a client makes a request of the 

therapist to self-disclose. For this particular sample, the two primary reasons indicated for 

choosing to self-disclose were to model appropriate behavior for the client and to 

increase perceptions of similarity between the therapist and client. 

Although surveys have reported therapists’ reasons for self-disclosure, research 

addressing clients’ beliefs about why therapists self-disclose are less numerous. When 

asked why they thought their therapists disclosed, clients indicated holding beliefs that 

therapists disclosed to normalize the client’s experience, help the client make changes in 

their life, and to reassure clients (Knox, Hess, Peterson, & Hill, 1997). Interestingly, 

therapists often perceived self-disclosure as unhelpful because the intervention may lead 

to feelings of vulnerability in sharing information about themselves, yet clients and 
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analogue study participants rated therapist self-disclosure as a helpful therapeutic tool 

(Hill & Nutt-Williams, 2001).  

Frequency of self-disclosure. Numerous researchers have described the frequency 

with which therapists use self-disclosure as a psychotherapy intervention. This section 

will review research on the frequency of self-disclosure as part of overall therapist 

statements. Additionally, this section will examine studies comparing different 

frequencies and types of self-disclosure.   

Hill and Nutt-Willams (2001) reviewed the research literature on the process of 

individual therapy and noted several ways therapists contribute to the process through use 

of specific techniques, particularly through therapist interpretation, confrontation, 

paradoxical interventions, and therapist self-disclosure. They reported that most of these 

therapist interventions are used sparingly during any given therapy session yet have 

demonstrated to be powerful tools that contribute to the counseling process. For instance, 

general therapist self-disclosure accounts for about 1 to 4% of all therapist statements 

(Hill & Nutt-Williams, 2001; Hill et al, 1988). In a later review, Hill and Knox (2002) 

indicated that across numerous studies in which raters coded various therapist behaviors 

from therapy session transcripts therapist self-disclosure constituted from 1 to 13% of 

interventions, with an average of 3.5%. A recent study suggested that therapists’ use self-

disclosure may differ by clients’ initial symptomatology (Kelly & Rodriguez, 2007). This 

study with outpatient clients at a mental health hospital clinic found that therapists self-

disclosed more to clients who initially presented with lower symptomatology, 

characterized by less self-reported emotional disturbance, than with clients presenting 

with greater symptomatology. Kelly and Rodriguez (2007) suggested that therapists may 
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self-disclose less to clients with greater symptomatology due to perceived differences or 

less similarity between themselves and the client. They offered further speculation that 

therapists may feel uncomfortable, are attempting to protect themselves, or they are 

trying to set clear boundaries about the therapeutic relationship from the outset.  

 Several studies examined the amount of therapist self-disclosure (high versus low; 

high versus moderate versus low) and perceptions of clients and non-clients based on the 

varying amounts of therapist self-disclosure (Watkins, 1990). Overall, studies typically 

found that moderate to high amounts of therapist self-disclosure received the most 

favorable ratings by clients and non-clients (DeForest & Stone, 1980; Giannadrea & 

Murphy, 1973; Mann & Murphy, 1975; Merluzzi, Banikiotes, & Missbach, 1978; Thase 

& Page, 1977). Both Giannadrea and Murphy (1973) and Mann and Murphy (1975) 

found that male and female college students rated moderate number of therapist self-

disclosures as more effective than either high or low number of disclosures. Similarly, 

Thase and Page (1977) and Merluzzi, Banikiotes, and Missbach (1978) indicated that 

participants rated therapists who used high amounts of self-disclosure as both more 

attractive and effective than low-disclosing therapists. DeForest and Stone (1980) 

suggested participants’ disclosures increased in a linear direction to low, moderate, and 

high therapist self-disclosures, whereas Curtis (1981a) found contradictory results to 

these aforementioned patterns in which actual clients receiving counseling services rated 

no therapist self-disclosure more favorably than high or low self-disclosure. 

 More recent studies have investigated frequency of therapist self-disclosure in 

multicultural counseling. Disclosures in the multicultural studies typically had two 

aspects: how many times a therapist disclosed (high, moderate, low) and level of personal 
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information revealed (intimate, distant). For instance, African American participants 

disclosed more in response to a high-disclosing (greater personal information) African 

American therapist compared to a low-disclosing (less personalistic) African American 

therapist or a high- or low-disclosing European American therapist (Wetzel & Wright-

Buckley, 1988). Cherbosque (1987a, 1987b) found that Mexicans were less likely to self-

disclose when therapists self-disclosed but would self-disclose more if therapists did not 

self-disclose, and Mexicans had greater expectations that therapists would not self-

disclose in counseling when compared to European American expectations. However, an 

earlier research study with Mexican American and European American students found 

that there was no difference between ethnic groups such that therapist self-disclosure did 

not influence subsequent participant self-disclosure (Borrego, Chavez, & Titley, 1982). 

These studies underlie how culture might influence expectations and preferences for 

frequency and level of personal disclosure from a therapist.  

 When comparing types of disclosures by their frequency of use, researchers have 

suggested that therapists generally self-disclose more about professional issues, such as 

educational background, training and professional experience, and theoretical orientation, 

than they disclose about issues considered of greater personal value, such as attitudes and 

beliefs, personal feelings, and sexual issues (Edwards & Murdock, 1994; Hill & Knox, 

2002; Hill & Nutt-Williams, 2001). Types of therapist self-disclosure have been 

measured by an adapted version of Hendrick’s (1988) Counselor Disclosure Scale to 

assess six types of disclosure (interpersonal relationships, personal feelings, sexual 

issues, professional issues, success/failure, attitudes). Researchers did not report 

therapists’ responses to specific items, but instead noted the frequency of types of 
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disclosure and sexual issues was the least frequently reported type of disclosure shared 

with clients (Edwards & Murdock, 1994). Given that the content of the sexual issues 

items ranges from attitudes towards sex to personal sexual practices, to previous abuse 

experiences, the differences in frequency among the specific items could be quite 

possible. Robitschek and McCarthy (1991) examined the frequency of types of therapist 

self-disclosures and whether the frequency of disclosure differed by professional 

experience or gender. The frequency of types of disclosure results were consistent with 

previous studies in that counseling style and training were more often disclosed compared 

to the rare disclosures of sexual experiences and beliefs. Moreover, therapists were more 

likely to make disclosures of emotion that were positive rather than negative, and no 

significant differences existed between male and female therapists or by professional 

experience (Robitschek & McCarthy, 1991).    

Analogue Studies of Therapist Self-Disclosure 

 The majority of therapist self-disclosure research utilizes non-client participants 

in analogue studies. Participants are typically non-client college students who are 

presented a hypothetical counseling session or scenario via a written vignette or 

transcript, audiotape, or videotape, and participants are also often asked to imagine 

themselves as the client (Hill & Knox, 2002). After exposure to the hypothetical 

counseling session, participants usually rate their perceptions of the disclosure and/or the 

therapist. This section on analogue research will review existing studies on the following 

aspects of therapist self-disclosure: general comparisons of types of self-disclosure, 

preferences for and expectations of therapist self-disclosure, and therapist attractiveness.  
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 General comparisons. Many of the earliest research studies used general 

comparisons of self-disclosure aspects. For instance, researchers often asked basic 

questions about therapist self-disclosure, examined comparisons of self-disclosure(s) to 

no disclosure, high self-disclosure to low self-disclosure, self-disclosure to other 

counselor responses such as reflection and probing, positive to negative self-disclosure, 

and levels of intimacy of self-disclosure. One early study found that participants rated 

therapists who made warm, supportive and self-disclosing remarks as both more 

nurturing and likely to elicit greater client self-disclosure compared to non-revealing 

remarks (Bundza & Simonson, 1973). Similarly, other studies examining perceptions of 

therapist self-disclosure to no disclosure have found that a disclosing therapist was 

viewed more favorably than a non-disclosing therapist (Fox, Strum, & Walters, 1984; 

Peca-Baker & Friedlander, 1987; VandeCreek & Angstadt, 1985). Participants reported 

that general self-disclosure contributed to deeper sessions, and they perceived the 

therapist as more expert when compared to no therapist self-disclosure when the working 

alliance was positive (Myers & Hayes, 2006). However, when the working alliance was 

negative, Myers and Hayes found that participants rated the sessions as more shallow and 

the therapist as less expert for both therapist general and countertransference self-

disclosures compared to no disclosure.  

 Another comparison approach examined participants’ perceptions of therapist 

self-disclosure compared to other types of therapist responses. For instance, when 

compared to therapists who made probing or reflecting statements, therapists who self-

disclosed were no differently perceived by Mexican-American or Anglo-American 

participants (Borrego, Chavez, & Titley, 1982). However, when participants were asked 
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if they were a client would they return for a second session with the therapist, there was a 

significant difference between the therapist techniques with 63% of participants would 

return to see the therapist using probing statements, 46% to the therapist using self-

disclosing statements, and 37% to the therapist using reflecting statements, with no 

differences by ethnicity. Furthermore, research on participants’ perspective of therapist 

self-disclosure suggested that disclosures higher in intimacy received more favorable 

ratings than low-intimacy disclosures (McCarthy, 1982), and self-involving disclosures, 

or immediacy statements, were often viewed as positively and sometimes more so than 

self-disclosing disclosures (McCarthy, 1979; McCarthy & Betz, 1978; Reynolds & 

Fisher, 1983; Watkins & Schneider, 1989). Studies have consistently reported that 

participants rated positive self-disclosures more favorably than negative self-disclosures 

(Anderson & Anderson, 1985; Remer, Roffey, & Buckholtz, 1983), yet when a third 

factor (e.g. no disclosure, counselor-client sex pairing, disclosure relevance) was 

introduced into the study the results were less clear (Doster & Brooks, 1974; Hoffman & 

Spencer, 1977; Klein & Friedlander, 1987; Watkins, 1990). Additionally, researchers 

have consistently reported that participants view demographic disclosures more favorably 

than personal disclosures (Cash & Salzbach, 1978; Simonson, 1976; Simonson & Bahr, 

1974). 

Preferences and expectations. Capitalizing on the design of analogue studies, 

researchers have utilized college students as potential future clients and investigated what 

preconceptions they may have about psychotherapy and, specifically, therapist in-session 

behaviors. One vein reports on what potential clients would want to know about 

therapists and what is viewed as appropriate for therapy. Another vein indicates what 
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impact, if any, anticipation about certain therapist behaviors has on ratings of therapists. 

In an attempt to create a therapist self-disclosure scale, Hendrick (1988) asked 

participants what kinds of things they would like a therapist to disclose to them if they 

were a client. Results suggested that participants in general do want information about 

their therapist and specifically they want to know about a therapist’s training, theoretical 

orientation, methods of coping with problems, and how they handle interpersonal 

relationships.  

When investigating client expectations and preferences, researchers have found 

common results. For instance, when therapists disclose in accordance with the level that a 

client preconceives as appropriate in therapy (whether the level of disclosure is high or 

low), clients rated the therapist’s disclosure behavior as more acceptable (Derlega, 

Lovell, & Chaikin, 1976). Other studies have manipulated participants’ expectations 

about whether a therapist does or does not self-disclose in a counseling session. These 

studies have consistently found that participants viewed disclosing therapists more 

favorably than non-disclosing, regardless of preferences or expectations (Peca-Baker & 

Friedlander, 1987; VandeCreek & Angstadt, 1985). 

 Attractiveness. In addition to participants rating disclosing therapists more 

positively than non-disclosing therapists, researchers have wondered if they view 

disclosing therapists as more attractive than non-disclosing therapists. Lundeen and 

Schuldt (1989) demonstrated that participants viewed a disclosing therapist both more 

trustworthy and attractive than a non-disclosing therapist. When Peca-Baker and 

Friedlander (1989) attempted to tease apart the therapist’s act of reveling personal 

information and the actual information itself that is presented to clients, they initially 
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found no difference between the therapist’s behavior of self-disclosure and the 

information within the disclosure. However, participants revealed in follow-up structured 

interviews that both the disclosures and the similarity of the information had an impact on 

their experience of the analogue counseling session. 

Client Studies of Therapist Self-Disclosure 

Although the majority of therapist self-disclosure research utilizes analogue 

designs, a substantial number of studies have examined actual therapy clients’ 

perceptions and outcomes related to therapist self-disclosure. The following section 

reviews the findings of client studies, which primarily fall into two categories—

immediate and distal outcomes (Hill & Knox, 2002). Immediate outcome studies 

typically examined the effects of therapist self-disclosure within or immediately after a 

session in which the therapist discloses. Treatment outcome studies examine changes that 

occur after treatment.  

 Immediate outcome studies. In an overview of self-disclosure, Hill and Knox 

(2002) stated that the overall outcome research consists of mixed findings as to the size 

of the effect, if any, that therapist self-disclosure has on a client’s ultimate outcome from 

therapy. However, they argued that studying immediate outcomes of therapist self-

disclosure makes more sense than treatment outcome studies because the use of self-

disclosure in session is typically for process goals within or right after session rather than 

long-term goals of symptom change (Hill & Knox, 2002).  

Immediate outcome research results generally indicate positive perceptions and 

effects of therapist self-disclosure from client samples, albeit one study produced 

opposite results. Hill, Mahalik, and Thompson (1989) compared two self-disclosure 
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dimensions (involving/disclosing and reassuring/challenging) with anxious and depressed 

clients and found overall that both clients and therapists viewed reassuring disclosures as 

most helpful and more likely to contribute to higher levels of client experiencing (greater 

involvement with feelings and in-session emoting) compared to challenging disclosures. 

Moreover, compared to other therapist response modes such as interpretation, approval, 

and paraphrase, clients rated therapist self-disclosure the highest in helpfulness and 

experiencing levels (Hill et al, 1988). Interestingly, this same study found that therapists 

rated self-disclosure as the least helpful response mode, which led Hill and colleagues to 

suggest that perhaps self-disclosing makes therapists feel vulnerable with clients. A 

frequently cited study found that therapist self-disclosure results in greater client insight, 

improved therapeutic relationship, more normalizing of the client’s experience, and 

provides reassurance to the client (Knox, Hess, Petersen, & Hill, 1997). Cross-cultural 

research suggests that when working with European American therapists, East Asian 

American clients more strongly preferred disclosures of strategies compared to 

disclosures of approval/reassurance, facts/credentials, and feelings (Kim et al, 2003). Kim 

and colleagues additionally found that type and intimacy of the therapist’s self-disclosure 

were both related to immediate process and session outcome with East Asian Americans. 

There is one exception to the general finding that immediate outcomes of therapist self-

disclosure are positive. Curtis (1981a) found that client participants reported less positive 

impressions and evaluations of therapist empathy, competence, and trust for therapists 

using high self-disclosure compared to therapists using low or no self-disclosure, with the 

no self-disclosure condition have the most positive ratings. 
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 Treatment outcome studies. The research studies focusing on treatment outcome 

have produced mixed results. In a review, Hill and Knox (2002) concluded that 

correlational studies generally reported no relationship between frequency of therapist 

self-disclosures and treatment outcome, and they cited one study that found a negative 

relationship between self-disclosure frequency and therapists’ ratings of client 

improvement. Kelly and Rodriquez (2007) noted that in their study therapists self-

disclosed more to clients who initially presented with less symptomatology, perhaps due 

to feeling vulnerable or establishing clear boundaries, but that therapist self-disclosure 

was not related to client symptom change nor to clients’ and therapists’ ratings of the 

working alliance. 

More recent studies using different research methodology than earlier research 

suggest positive effects of therapist self-disclosure on clients’ treatment outcome. A study 

of former clients indicated that they generally reported the beneficial effects of their 

therapist having shared personal information (Ramsdell & Ramsdell, 1993). Using an 

experimental design, Barrett and Berman (2001) manipulated the number of therapist 

disclosures, increasing with one client and refraining from disclosing with another client, 

and clients who received more therapist self-disclosures reported lowered symptom 

distress and increased positive feelings towards the therapist. 

Summary 

 Therapist self-disclosure research gained momentum in counseling psychology in 

the 1970s and reached its highest point of generativity in the 1980s. The bulk of early 

therapist self-disclosure research focused on issues of definition, types of disclosure, 

frequency of use, and appropriateness determined by theoretical orientation and ethical 
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considerations. Quantitative research has continued to use analogue designs to assess 

client perceptions and therapist intentions. It additionally has relied on direct effect 

studies without consideration of mediating or moderating variables that might explain 

group differences in the effects of therapist self-disclosure.  

Although therapist self-disclosure research appears to have faded as a focus area 

in counseling psychology, it actually has become subsumed under other current research 

topics, such as multicultural counseling and competencies. Therapist self-disclosure 

remains a relevant topic today in the quest to understand the multifaceted nature of the 

therapist and client relationship. In acknowledging differences within this relationship, 

therapist self-disclosure can be a crucial tool for answering the quintessential inquiry of 

what treatment works for whom and under what conditions (Paul, 1967). Multicultural 

research has attempted to answer this question for racial/ethnic differences through the 

use of therapist-client matching studies. Other research studies have utilized surveys to 

assess therapist preferences of sexual minority clients. However, research studies have 

not yet expanded to include heterosexual clients’ perceptions of working with a sexual 

minority therapist.  

Therapist Self-Disclosure of Sexual Orientation 

 The therapist self-disclosure research in general identifies which types of 

disclosures clients prefer and report as helpful, and to which disclosures clients tend to 

respond positively or negatively. The research literature is less clear about therapist self-

disclosures that may have equivocal responses from clients and how these disclosures 

might affect the therapeutic relationship. One type of self-disclosure that could 

potentially have either a positive or negative affect on the therapist-client relationship is a 
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sexual minority therapist’s disclosure of their sexual orientation. When examining 

therapists’ situations with LGB and transgender clients, researchers found that therapist 

self-disclosure was a common intervention used in both helpful and unhelpful situations 

(Israel, Gorcheva, Walther, Sulzner, & Cohen, 2008). However, this same study found 

that the specific self-disclosure of sexual orientation and/or lesbian, gay, bisexual, or 

transgender-related personal experiences was reported in descriptions of helpful 

situations, albeit less frequently than other aspects of therapy. Even the few studies that 

examined therapist disclosures related to sexuality have overlooked the impact of the 

therapist’s sexual orientation on the client. Hendrik’s Counselor Disclosure Scale 

included a sexual issues subscale with five items, one of which did specifically state 

“sexual orientation”, yet the other items were attitudes towards sex, personal sexual 

practices, attraction to client, and previous physical or sexual abuse (Hendrick, 1988, 

1990). In research studies, only results with the subscale as a whole, not specific items, 

have been reported despite the wide spectrum of content the items cover in regards to 

sexuality (Edwards & Murdock, 1994; Hendrick, 1988, 1990).  

As disclosure of sexual orientation is equivocal in how it affects the therapy 

relationship for LGB clients, this same type of therapist self-disclosure most likely varies 

for heterosexual clients as well. For instance, a heterosexual client may feel more open to 

discuss concerns regarding relationship or sexual issues, or perhaps a heterosexual client 

who identifies with a different minority group will feel more comfortable exploring their 

minority identity or how prejudice and discrimination impact their life. Conversely, a 

heterosexual client may not want to know about their therapist’s sexual orientation or 

hold a belief that homosexuality is wrong and would be uncomfortable working with a 
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LGB-identified therapist. Another possibility to consider is that the client may discover 

later, either from the therapist or an outside source that the therapist is a sexual minority, 

which may lead the client to wonder why the therapist had not disclosed earlier or at all. 

Constantine and Kwan (2003) recommend therapists utilize both inescapable and 

inadvertent disclosures when the client differs from them culturally to develop a trusting 

relationship. Since sexual orientation is not a readily visible aspect of a therapist’s 

identity, a disclosure early on in therapy would prevent a later surprise discovery of this 

information for the client and hopefully contribute to greater feelings of trust.   

Therapist-Client Matching 

When examining whether a therapist’s self-disclosure of their sexual orientation 

will positively or negatively impact the therapeutic relationship, one important aspect to 

consider is how well the therapist and client match one another across various 

dimensions. For instance, research examining therapist-client matching according to sex, 

racial, and ethnic identity could be helpful in understanding how therapist-client 

matching may elucidate the equivocal outcome of a therapist disclosing their sexual 

orientation to a client. 

Coleman, Wampold, and Casali (1995) conducted a meta-analysis of research 

examining the ethnic therapist-client matching literature. In general, their meta-analysis 

suggested that ethnic minorities tend to prefer a counselor who is ethnically similar to 

them rather than a European American counselor. Coleman, Wampold, and Casali point 

out the research methodology employed and participants’ cultural affiliation as two 

caveats. Studies included in the meta-analysis often used a forced-choice therapist 

selection methodology in which the participants had to choose between an ethnically 
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similar or European American therapist without any additional choices or information 

about the therapists. Furthermore, cultural affiliation moderated the preference effect for 

ethnic minorities, thus participants who affiliated more strongly with their own culture 

were more likely to select an ethnically similar therapist whereas those less affiliated with 

their culture were less likely to make that same selection.      

Earlier research investigated what role a therapist’s physical attractiveness might 

have in the perceptions and expectations of clients. This area of research generally found 

that participants in analogue studies rated physically attractive therapists more positively 

and as likely to be more helpful than physically unattractive therapists (see Green, 

Cunningham, & Yanico, 1986 for a review of the literature). When the physical 

attractiveness and race of a therapist were combined in a study, the results add another 

dimension worth considering within the therapist-client matching research. Green, 

Cunningham, and Yanico (1986) found the same general finding that regardless of 

participant or therapist race, the physically attractive therapists received more positive 

ratings than the unattractive therapists. However, participants indicated expectations that 

the African American therapists would be more helpful than the European American 

therapists, and only the African American participants perceived that the physically 

attractive therapists would be more helpful.  

 One important area of research that has recently developed from multicultural 

counseling theories is the idea of matching the therapist and client on similar 

demographic characteristics to enhance feelings of connectedness and understanding (Sue 

& Lam, 2002).  Some research does exist examining the match between therapist and 

client based on their sexual orientation.  The earliest research reported that therapist-
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client matching on sexual orientation may be less important when the client’s primary 

concern is not related to sexual orientation issues, but some support for the benefit of 

matching was also indicated (Liddle, 1996; Moran, 1992).  A recent study found that 

clients who clearly identified as LGB and felt comfortable with their sexual orientation 

prior to therapy reported higher ratings of benefiting from therapy, and the researchers 

suggested that the client’s stage of sexual orientation identity development should be 

considered in therapist-client matching (Jones, Botsko, & Gorman, 2003).  In comparing 

therapists by both gender and sexual orientation in a survey of lesbian and gay clients, 

heterosexual male therapists were rated as the least helpful in comparison to gay male, 

lesbian, and heterosexual female therapists (Liddle, 1996).    

 Within the therapist-client matching literature, the issue of how the client selects a 

particular therapist and what their preferences are in choosing a therapist can be useful in 

understanding what characteristics of both the therapist and client benefit the therapeutic 

relationship.  When asked about their selection tactics, gay men and lesbians reported 

choosing LGB therapists 41% of the time and using multiple strategies to select for an 

LGB-identified therapist (Liddle, 1997).  For instance, 62% of clients had asked friends 

for recommendations or had requested referrals through an LGB organization, 35% 

directly asked the potential therapist by phone or during the first session, and others used 

an LGB directory or newspaper, asked the intake counselor or receptionist, or went to a 

clinic offering services to LGB clients (Liddle, 1997).  This same study also found that 

when clients did not know the therapist’s sexual orientation, lesbians highly preferred a 

female therapist, whereas gay men were equally likely to select a male or female 

therapist. 
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Heterosexual Attitudes Toward Sexual Minority Individuals 

While therapist-client matching research has identified whether matching based 

on demographic characteristics is helpful for sexual minority clients, the existing research 

is unclear about how heterosexual clients match with sexual minority therapists. The 

commonplace existence of both heterosexism and homophobia evince the likelihood that 

many heterosexual clients will not be LGB-affirmative. However, an important factor in 

whether this match may lead to a positive or negative therapeutic relationship is the 

client’s beliefs and feelings toward lesbian, gay, and bisexual individuals.  

The extent to which an individual has explored one’s own sexual identity is 

associated with positive attitudes toward sexual minorities (Worthington, Savoy, Dillon, 

& Vernaglia, 2002). Worthington and colleagues suggest that individuals who engage in  

“meaningful sexual self-exploration are more likely to be affirming of LGB 
individuals because their personal sexual experiences are likely to be more varied, 
making them less susceptible to homophobic confusion regarding the sexual 
variability in the world at large, which may also be a function of greater security 
in their own sexual identities” (2005, p.105).  
 

Thus, heterosexual clients who have explored their own sexual sense of self are more 

likely to have LGB-affirmative beliefs and feelings, and perhaps more knowledgeable 

about sexual minority issues, which may in turn lead to a good match with a sexual 

minority therapist and a positive therapeutic relationship.  

The research on anti-gay attitudes points to several other personal traits and 

characteristics, which may affect the therapeutic relationship (Worthington, Dillon, & 

Becker-Schutte, 2005). These characteristics could potentially help identify which clients 

are more likely to perceive a sexual minority therapist negatively and have difficulty 

forming a strong therapeutic alliance. Some traits worth noting include religiosity, 
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traditional views of gender and family roles, and right-wing authoritarianism (Goodman 

& Moradi, 2008; Haddock, Zanna, & Esses, 1993; Herek, 1988). For example, Goodman 

and Moradi (2008) found that the effects of both authoritarianism and traditional gender 

role beliefs on LG-rejecting behaviors were mediated by anti-LG attitudes. Anti-LG 

attitudes did not mediate effects on LG-affirming behaviors. The only correlate found for 

LG-affirming behaviors was a negative relationship with traditional gender role beliefs. 

These research findings create a picture of a potential client who believes in maintaining 

the status quo, holding onto traditional values and roles and may feel threatened by 

individuals who display characteristics not within such roles (i.e. non-traditional gender 

roles, non-Christian, racial/ethnic minorities, and LGB individuals). Unfortunately, few, 

if any, published studies to date have examined the relationship between LGB-attitudes 

and the therapy relationship. 

Further research is necessary to examine whether effects of therapist self-

disclosure as a sexual minority on various counseling outcomes is moderated by client 

attitudes toward sexual minority individuals. Specifically, combining the research 

findings of the therapist self-disclosure and anti-gay attitudes literatures would suggest 

group differences on therapist ratings as helpful or attractive by type of therapist self-

disclosure, but that such effects may be moderated by the attitudes of the client. One 

challenge to this type of research, however, is the potential for social desirability in how 

participants might respond to an explicit attitude measure about sexual minorities. Thus, 

it is reasonable to use a proxy measure of anti-gay attitudes that is both highly correlated 

and conceptually related in order to avoid this confound. Based on a review of the 

literature on attitudes toward sexual minorities, right-wing authoritarianism is a likely 
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candidate as it is highly correlated with anti-gay attitudes and it is a common 

characteristic of heterosexuals with anti-gay sentiments (Altemeyer, 1998; Basow & 

Johnson, 2000; Goodman & Moradi, 2008; Whitley & Lee, 2000).  

Overview of the Present Research 

The existing literature purports benefits for some types and frequencies of 

therapist self-disclosure yet disclosure of sexual orientation appears to occupy a space 

both within and outside these offered types. In review, research has reported scarce use of 

self-disclosure by therapists compared to other interventions yet when therapists do 

disclose they typically share information related to professional topics as opposed to 

personal revelations (Edwards & Murdock, 1994; Hill & Knox, 2002). Clients and non-

clients have suggested a preference for professional or demographic therapist self-

disclosures compared to personal disclosures (Cash & Salzbach, 1978; Hendrick, 1990; 

Simonson, 1976; Simonson & Bahr, 1974). Therapist self-disclosure of sexual orientation 

does not clearly occupy within the confines of either professional/demographic or 

personal types of disclosure. Sexual orientation is a demographic marker of an individual. 

Furthermore, it is a professional aspect if a therapist identifies specifically as a sexual 

minority therapist and perhaps specializes within the LGBT community or focuses a 

therapy practice toward sexual identity issues. Therapist self-disclosure of sexual 

orientation is also personal because with such a disclosure come certain anticipated life 

experiences, e.g. coming out to oneself and others, reconciling internalized homophobia, 

development of a minority identity not readily accepted in mainstream society, and 

perhaps experiences of prejudice and/or discrimination. Also, assumptions about the 

therapist’s political beliefs may be associated with disclosing they are a sexual minority, 
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as individuals in the LGB community are typically viewed as politically liberal. The 

previous research on types of therapist self-disclosure fails to address where the 

disclosure of sexual orientation might fit and what its impact might be for both therapist 

and client. The present study aims to address how heterosexuals perceive gay male and 

lesbian therapists self-disclosure of sexual orientation and what light this may shed on the 

general distinction of professional versus personal disclosures. 

Therapist self-disclosure research literature has additionally informed the present 

study in two ways. The bulk of research studies examining therapist self-disclosure have 

utilized analogue designs. Concomitant with this popular research design, therapist 

disclosure of sexual orientation is a new area of research. Thus, the first step in advancing 

its study is to use the existing research paradigm to test new hypotheses. The second way 

previous research has informed the current study is actually through the omission of 

testing potential third variables. Therapist self-disclosure research has not focused on 

moderating variables that may help explain how heterosexuals’ perceptions may differ to 

a gay male or lesbian therapist’s disclosure of their sexual orientation. Therefore, little is 

known about the psychological mechanisms underlying the group differences in the 

previous analogue research. The currents study examines the potential moderating 

relationship of therapist self-disclosure of sexual orientation and anti-gay attitudes as 

measured by authoritarianism on therapist ratings. 

 The extant literature has yet to give attention to therapist self-disclosure of sexual 

orientation and the subsequent perspectives heterosexual clients might have of both the 

therapist and the therapeutic relationship. Research has covered topics peripherally 

related such as outcomes of using therapist self-disclosure, therapist-client matching, 
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LGB individuals’ therapist preferences, and heterosexual attitudes towards sexual 

minority individuals. However, the impact of a therapist disclosing their sexual 

orientation to a heterosexual client has not specifically been studied. This is surprising 

given the frequency such a situation may occur for sexual minority therapists since the 

majority of clients are heterosexual. The present dissertation focuses on heterosexuals’ 

attitudes toward non-traditional roles, including sexual minorities, and perceptions of 

therapist self-disclosure of sexual orientation. The study will use authoritarianism as a 

proxy for anti-gay attitudes in order to provide a guise for participants of the study’s 

hypotheses.  

Hypotheses 

Based on the theories and research findings reviewed from the extant literature, 

the following overall research hypothesis is proposed: Therapist self-disclosure of sexual 

minority orientation will be negatively related to counselor ratings but this relationship 

will be stronger for individuals higher in authoritarianism compared to those low in 

authoritarianism. Thus, participants who are in the sexual minority therapist self-

disclosure conditions (i.e. gay male and lesbian therapists) will rate the therapist more 

negatively than those in the heterosexual female and male therapist conditions; this 

relationship is expected to be best explained through the moderating role of 

heterosexuals’ attitudes towards sexual minority individuals, as measured in proxy by the 

Right-Wing Authoritarianism scale.  

Hypothesis 1.  Participants in the two sexual minority therapist conditions (gay 

male or lesbian therapists) will rate the therapists more negatively in terms of therapist 
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expertness, attractiveness, trustworthiness, and helpfulness than participants in the two 

heterosexual therapist conditions. 

Hypothesis 2. The group difference by therapist disclosure of sexual minority 

orientation will be explained by level of authoritarianism, which will serve as a proxy 

measure of anti-gay attitudes. Specifically, participants who score higher on 

authoritarianism will rate the therapists in the two sexual minority therapist conditions 

more negatively in terms of therapist expertness, attractiveness, trustworthiness, and 

helpfulness than participants who score lower on authoritarianism.  

 

CHAPTER 2 

Method 

Participants 

 The sample consisted of 108 (36%) men and 193 (64%) women (2 omitted 

responses) who identified as heterosexual, were at least 18 years of age, and had 

completed the entire study. Participant ages ranged from 18 to 46 years (M = 20.05, SD = 

2.91). Participants identified their race/ethnicity as White/Non-Hispanic (n = 202, 67%), 

Asian/Asian American (n = 44, 15%), African/African American (n = 7, 2%), 

Hispanic/Latino (n = 4, 1%), American Indian/Native American (n = 1, <1%), Middle 

Eastern (n = 4, 1%), and multiracial (n = 8, 3%), with 33 omitted responses. There were 

140 (46%) freshman, 68 (22%) sophomores, 54 (18%) juniors, 32 (11%) seniors, and 9 

(3%) who selected the other category. Additionally, 21 (7%) participants indicated they 

were international students. When asked about whether they had ever seen a mental 

health provider for personal counseling, 77 (25%) participants indicated they had sought 
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counseling services, whereas 226 (75%) indicated they had not ever sought personal 

counseling.  

Procedure 

 The study occurred over a six-month period during the Spring and Summer 

semesters of 2009. It was one of several research opportunities available to undergraduate 

students enrolled in psychology courses at a large Midwestern university through the 

Research Experience Program (REP), which manages the allocation of extra credit points 

to students and maintains a website list of all available research studies. Through this 

REP website, potential student participants could view basic information about the study, 

such as study title, brief description of study purpose and tasks involved, online survey 

link, anticipated participation time and number of extra credit points possible, and contact 

information of principal investigator. Eligible students, which meant those enrolled in 

participating REP psychology courses, were at least 18 years of age, and self-reported 

fluency in English, received 1 extra credit point for their psychology course for their 30 

minutes or less participation time completing the online study. The REP website listing 

included a website address to access the survey either by clicking on the link or copying 

and pasting the address into an Internet browser, and then students could participate in 

the study on either a personal or shared computer, i.e. library or computer laboratory on 

campus, at their convenience. Once students accessed the website, they first read an 

informed consent page that explained the purpose of the study, risks and benefits to 

participation, primary investigator’s contact information, and transmission of study data 

via Internet. No identifying information that was collected from participants was 

connected to the data when received by the principal investigator. The Office of 
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Information Technology Survey Services provided the principal investigator with a data 

file containing participants’ study responses and a separate list of student identification 

numbers of those students who participated in the study that was then submitted into the 

REP system to allocate each student’s extra credit points for their psychology course.  

After reading the informed consent page, students who decided to participate in the study 

clicked on text stating, “I have read this page, and I would like to participate in this 

study.”  

The participants were kept naïve as to the nature of the study. They were told the 

study was examining the relationship between counseling, attitudes, and memory and to 

anticipate answering questions based on what they remember of a counseling session 

transcript. Participants randomly received one of four counseling vignettes (see Appendix 

A). The written vignettes are identical except when the therapist is introducing 

him/herself to the client and uses a gender-specific name when referring to his/her partner 

who is either female (Julie) or male (Doug). At the top of the computer screen was a 

photo of the therapist from the vignette and the photo was placed next to the beginning 

instructions and description of the therapist and subsequent vignette. The photos 

corresponded to one of the four therapist conditions (heterosexual female, lesbian, 

heterosexual male, and gay male) that were made known by the gender of the person in 

the photo, a picture in the background of the main photo showing the therapist with either 

a same-sex or opposite-sex partner, and the use of gender-specific names for the 

therapist’s partner in the written description (i.e., Julie or Doug).  

The participants read and completed the measures on the computer. The initial 

measures administered were the Right-wing Authoritarianism scale and Attitudes 



 39 

Towards Seeking Professional Psychological Help. Then, one of four counseling 

vignettes appeared for the participants to read. The last portion of the study included the 

Counselor Rating Form, several questions about the vignette therapist’s helpfulness, 

vignette follow-up questions, Attitudes Toward Gays and Lesbians scale, and 

demographic information items. After completing the study, participants read a page 

stating they had finished the study and received a thank you message for their 

participation.  

Measures 

Authoritarianism. The Right-Wing Authoritarianism (RWA; Altemeyer, 1981, 

1988, 1998) scale is a 30-item measure of authoritarian submission, authoritarian 

aggression, and conventionalism. Participants rate their agreement with each item on a 5-

point Likert scale (1 = strongly disagree to 5 = strongly agree) with higher scores 

reflecting higher levels of authoritarianism (Altemeyer, 1998). Importantly, the RWA 

also includes three items that address attitudes towards lesbians and gay men. Examples 

of items include the following: “What our country needs most is discipline, with everyone 

following our leaders in unity”, and “Everyone should have their own life-style, religious 

beliefs, and sexual preferences, even if it makes them different from everyone else” 

[reversed score item]. Studies have reported adequate scale reliability, with Cronbach’s 

alphas ranging from .81 to .95, and have established convergent validity (Altemeyer, 

1981, 1988). For this sample, the RWA scale score had an internal reliability estimate of 

α = .94.  

Attitudes Toward Seeking Professional Psychological Help. The Attitudes 

Toward Seeking Professional Psychological Help scale (ATSPPH; Fischer & Turner, 
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1970) is a 29-item scale that measures four factors of attitudes about counseling. The four 

factors are Need (recognition of need for psychological help), Stigma (tolerance of stigma 

associated with psychological services), Openness (interpersonal openness), and 

Confidence (confidence in the mental health practitioner) (Fischer & Turner, 1970; 

Johnson, 1988). Participants rate their agreement with each item on a 5-point Likert scale 

(1 = strongly disagree to 5 = strongly agree). Examples of items include the following: 

“At some future time I might want to have psychological counseling” (Need), “I would 

feel uneasy going to a psychiatrist because of what some people would think” (Stigma), 

“There are experiences in my life I would not discuss with anyone” (Openness), and “If I 

believed I was having a mental breakdown, my first inclination would be to get 

professional attention” (Confidence). Fischer and Turner (1970) reported evidence for 

adequate construct validity, internal consistency (α = .83-.86), and test-retest reliability 

from five days (r = .86) to two months (r = .84). For this sample, the total item 

ATTSPPH scale score’s internal reliability was α = .90. The subscales’ internal reliability 

estimates were as follows: Need α = .76, Stigma α = .70, Openness α = .68, and 

Confidence α = .79. Researchers have suggested that the total ATTSPPH scale scores be 

selected over using the individual subscale scores due to lower scale reliability and 

evidence that the total scale is a better overall assessment of attitudes towards seeking 

professional help construct (Fischer & Farina, 1995).  

Counselor Rating Form. The Counselor Rating Form (CRF; Barak & LaCrosse, 

1975) is a 36-item scale that measures three therapist aspects (expertness, attractiveness, 

and trustworthiness). Participants rate their perceptions of the therapist for 36-bipolar 

items using a 7-point scale anchored by adjective pairs (e.g., indifferent-enthusiastic, 
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distant-close, unsure-confident). LaCrosse (1980) provided evidence of predictive 

validity. The stability of the CRF in studies has been low which reflects how perceptions 

of a therapist change over time (LaCrosse, 1980; Ponterotto & Furlong, 1985). 

Researchers have reported adequate internal consistency measured by both the split-half 

coefficient and Cronbach’s alpha (Atkinson & Wampold, 1982; Epperson & Pecnik, 

1985; LaCrosse & Barak, 1976). For this sample, the three CRF scale score’s internal 

reliability estimates were as follows: Expertness α = .92, Attractiveness α = .91, and 

Trustworthiness α = .93. 

Helpfulness. Participants responded to several items that assessed perceptions of 

the vignette therapist’s helpfulness that the CRF does not explicitly address. Participants 

rate their agreement with each statement on a 7-point Likert scale (1 = strongly agree to 7 

= strongly disagree). Examples of items include the following: “I would return to see this 

counselor again”, and “I would recommend this counselor to a friend”. These seven items 

had an internal reliability estimate of α = .93 for this sample. 

Vignette follow-up questions. Participants recalled details from the counseling 

session vignette they read by responding to several vignette follow-up questions (see 

Appendix B). The eight open-ended and multiple-choice questions served two functions: 

a manipulation check for the four vignette conditions and as a guise that one of the 

study’s purposes was examining memory. How well the manipulation of the therapist’s 

gender and sexual orientation worked was assessed by the questions, “What was the 

gender of the therapist?” and “What was the gender of the therapist’s relationship 

partner?” The other questions assessed how well the participants recalled the counseling 

scenario and determined how engaged the participants were in reading and paying 
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attention to what occurred between the student and therapist in the vignette. These 

additional questions asked about the student’s presenting concern, therapist’s age, gender, 

and counseling experience, what was the session number, did the therapist think 

counseling would be helpful to the student, and in what class did the student enjoy his 

conversations with another student.  

Demographic questionnaire.  Participants responded to a brief demographic 

questionnaire that asked for information about their age, sex, race/ethnicity, sexual 

orientation, academic status (i.e., freshman, senior, international student), and previous 

counseling experience. 

Attitudes toward lesbians and gay men. The Attitudes Toward Lesbians and Gay 

Men (ATLG; Herek, 1988) scale is a 20-item scale that measures anti-gay and lesbian 

attitudes across a single continuum labeled condemnation-tolerance (Herek, 1984). The 

scale consists of two subscales: Attitudes Toward Lesbians (ATL) and Attitudes Toward 

Gay Men (ATG). Participants rate their agreement with each item on a 5-point Likert 

scale (1 = strongly disagree to 5 = strongly agree). The language of the scale items is 

brought up-to-date for this study, using more common terminology compared to language 

used when the scale was originally developed; male and female homosexuals are now 

termed gay men and lesbians, respectively. Examples of items include the following: 

“Being lesbian should not be a cause for job discrimination in any situation”, and “Gay 

male couples should be allowed to adopt children the same as heterosexual couples”. 

Herek (1988) reported evidence for acceptable scale reliability for the overall scale and 

subscales (Cronbach alphas were .90 for ATLG, .77 for ATL, and .89 for ATG). For this 

sample, the total item ATLG scale score’s internal reliability was α = .94. The subscales’ 
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internal reliability estimates were as follows: Attitudes Toward Lesbians α = .89 and 

Attitudes Toward Gay Men α = .90. During data collection, there was an error for the 

Attitudes Toward Gay Men scale in which items 16 and 17 were combined to read as one 

item rather than as two separate items. One of these items (17) was reverse coded so in 

effect the participants’ responses to this combined item could not be interpreted and were 

omitted when calculating the scale scores and internal reliability estimates.  

 

CHAPTER 3 

Results 

Statistical Analyses 

Preliminary Analyses  

Five participants were removed from the original sample of 308 participants 

because they were non-heterosexual, under 18 years of age, or did not complete the entire 

survey. The remaining 303 participants were the sample used for all statistical analyses. 

Before computing any statistics, the data was inspected visually using scatter-plots for 

potential outliers. Scale reliabilities for all measures used in analyses had an internal 

consistency α ≥ .89. A correlation matrix between all study variables, both pre- and post-

vignette, was examined for an initial screening of the relationships between the predictors 

and outcome measures (see Table 1). As expected, the Right-Wing Authoritarianism 

scale was correlated with the Attitudes Toward Lesbians and Gay Men scales (ATLG, r = 

.77, p < .01; ATL, r = .74, p < .01; ATG, r = .73, p < .01) to establish that RWA served 

as a proxy measure of the heterosexual participants’ anti-gay attitudes. In addition, 

participants’ attitudes toward seeking professional help were expected to have a 
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relationship with the ways participants might view mental health professionals, which the 

therapist rating scales measured. ATSPPH was significantly related to authoritarianism, 

therapist ratings (i.e., expertness, attractiveness, trustworthiness, helpfulness), and 

attitudes toward lesbians and gay men.  

The vignette condition cell sizes were examined to ensure the random assignment 

had approximately similar numbers of participants within each condition. The vignettes 

were as follows: lesbian therapist (n = 79, 26%), heterosexual female therapist (n = 64, 

21%), gay male therapist (n = 79, 26%), and heterosexual male therapist (n = 81, 26%). A 

chi square test suggested no differences between the vignette cell sizes, c2(3, N = 303) = 

2.47, p > .05. Although the heterosexual female therapist condition had fewer 

participants, the majority of therapists in professional practice are heterosexual women 

(Gilbert & Scher, 1999). If sample sizes were uneven, a preference would be to have 

more participants in the less frequent therapist conditions, which is what occurred in this 

sample.  

One-way ANOVAs were performed to determine if there were demographic 

group differences on the study measures. The demographic variables included gender, 

race, academic year, international student status, and previous counseling. Gender was 

the only demographic variable with significant differences on the study measures. There 

were significant differences by gender on help-seeking attitudes, authoritarianism, 

therapist rating measures (i.e., expertness, attractiveness, trustworthiness, helpfulness), 

and attitudes toward lesbians and gay men (see Table 2). Overall, male participants 

reported greater authoritarianism and bias towards lesbians and gay men compared to 

female participants. Female participants reported more positive attitudes toward help-
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seeking and therapist rating variables (i.e. expertness, attractiveness, trustworthiness, and 

helpfulness) than male participants.  

Since there were significant differences by gender on the study measures (see 

Table 2) and attitudes toward help-seeking was significantly related to the study measures 

(see Table 1), both gender and attitudes toward help-seeking were included in the 

regression moderator analyses. Gender was included as an individual difference, stand-

alone effect, whereas attitudes toward help-seeking was included as a covariate to 

elucidate what influence RWA has on the outcome measures when controlling for 

participants’ attitudes and endorsement of stigma regarding seeking mental health 

services. 

Manipulation Check  

 All vignette follow-up questions were examined to determine the percentage of 

incorrect responses for each question and to investigate whether a subset of participants 

repeatedly responded incorrectly, perhaps due to a lack of engagement or not paying 

attention to the vignette details. Crosstabs analyses did not reveal a subset of incorrect 

responders but instead random incorrect responses and varying incorrect percentages 

depending on the question. Therefore, the two questions that specifically asked about the 

therapist’s gender and the gender of the therapist’s partner were examined in greater 

detail to detect whether the vignette self-disclosure manipulation was successful. The 

participants’ answers to these two questions were recoded into “correct” and “incorrect” 

then entered into t-tests to detect any significant differences between correct and incorrect 

responders on the outcome measures. For the question about the therapist’s gender, 55 

participants answered incorrectly and 248 participants answered correctly; for the 
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question about the gender of the therapist’s partner, 66 participants answered incorrectly 

and 237 participants answered correctly. Incorrect versus correct responders were 

significantly different only for the question “What was the gender of the therapist’s 

partner?” on the Counselor Rating Form subscales of Expertness, incorrect M = 5.51 SD 

= .98 and correct M = 5.78 SD = .77, t(301) = -2.35, p < .02, and Trustworthiness, 

incorrect M = 5.52 SD = 1.03 and correct M = 5.81 SD = .76, t(301) = -2.57, p < .01. Due 

to these significant differences, the recoded variable for the therapist’s partner question 

was included as a covariate for regression analyses with CRF-Expertness and CRF-

Trustworthiness as dependent variables.  

Additionally, vignette follow-up questions were examined by vignette condition 

(i.e., lesbian, heterosexual female, gay male, and heterosexual male therapists) to detect 

any pattern of responding between the vignette conditions. Interestingly, participants in 

the heterosexual female and heterosexual male conditions responded incorrectly more 

often compared to participants in the lesbian and gay male conditions; however, the chi-

square test of this difference was not statistically significant.   

Moderation Analyses  

It was hypothesized that therapist self-disclosure of sexual minority orientation 

would be negatively related to counselor ratings, but this relationship would be stronger 

for individuals higher in authoritarianism compared to those lower in authoritarianism. 

Participants who were in the sexual minority therapist self-disclosure conditions would 

rate the lesbian and gay male therapist more negatively than those in the heterosexual 

female and male therapist conditions; this relationship was expected to explained through 

the moderating role of participants’ attitudes towards sexual minority individuals, as 
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measured in proxy by the Right-Wing Authoritarianism scale. The specific hypotheses 

tested for this study were the following: 1) the participants in the two sexual minority 

therapist conditions (gay male and lesbian therapists) will rate the therapists more 

negatively in terms of therapist expertness, attractiveness, trustworthiness, and 

helpfulness than participants in the two heterosexual therapist conditions; 2) the group 

difference by therapist disclosure of sexual minority orientation will be explained by 

level of authoritarianism, which will serve as a proxy measure of anti-gay attitudes. 

Specifically, participants who score higher on authoritarianism will rate the therapists in 

the two sexual minority therapist conditions more negatively in terms of therapist 

expertness, attractiveness, trustworthiness, and helpfulness than participants who score 

lower on authoritarianism.  

In order to test for moderator effects, separate hierarchical regression analyses 

were conducted for the four dependent variables, i.e. expertness, attractiveness, 

trustworthiness, and helpfulness, following the guidelines of Frazier, Tix, and Barron 

(2004). All variables were centered or dummy coded prior to analyses depending on 

whether they were continuous or categorical variables, following the guidelines of Aiken 

and West (1991) and Cohen, Cohen, West, and Aiken (2003). The predictor, moderator, 

and interaction terms were entered into the regression model in either five or six blocks 

depending on whether the post-vignette question of therapist’s partner’s gender was 

significantly related to the DV in the regression model, which it was for both therapist 

expertness and trustworthiness. In step 1, participant’s gender was entered. In step 2, 

help-seeking attitudes was entered. In step 3, post-vignette question covariate was entered 

for the regressions with therapist expertness and trustworthiness as the DV. In step 4, 
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Right-wing Authoritarianism was entered. In step 5, the vignette conditions were entered. 

In step 6, the vignette condition X Right-wing Authoritarianism interaction term was 

entered. The following results are organized by dependent variable (i.e., expertness, 

attractiveness, trustworthiness, and helpfulness). 

Expertness. There was a significant relationship for gender (R2 = .02; block 1 ΔR
2 

= .02; p = .022), help-seeking attitudes (R2 = .12; block 2 ΔR
2 = .10; p < .001), and post-

vignette question about the gender of therapist’s partner (R2 = .14; block 3 ΔR
2 = .02; p = 

.011) with therapist expertness (see Table 3). There was not a significant main effect of 

authoritarianism (R2 = .14; block 4 ΔR
2 < .01; p = .653), a main effect of vignette 

condition (R2 = .16; block 5 ΔR
2 = .02; p = .097), or an interaction effect between 

authoritarianism and vignette condition (R2 = .17; block 6 ΔR
2 < .01; p = .714). 

Attractiveness. There was a significant relationship for both gender (R2 = .02; 

block 1 ΔR
2 = .02; p = .030) and help-seeking attitudes (R2 = .08; block 2 ΔR

2 = .06; p < 

.001) with therapist attractiveness (see Table 4). There was not a significant main effect 

of authoritarianism (R2 = .09; block 3 ΔR
2 < .01; p = .248), a main effect of vignette 

condition (R2 = .10; block 4 ΔR
2 = .01; p = .322), or an interaction effect between 

authoritarianism and vignette condition (R2 = .10; block 5 ΔR
2 < .01; p = .845).  

Trustworthiness. There was a significant relationship for gender (R2 = .03; block 

1 ΔR
2 = .03; p = .008), help-seeking attitudes (R2 = .12; block 2 ΔR

2 = .10; p < .001), and 

post-vignette question about the gender of therapist’s partner (R2 = .14; block 3 ΔR
2 = .02; 

p = .019) and therapist trustworthiness (see Table 5). There was not a significant main 

effect of authoritarianism (R2 = .15; block 4 ΔR
2 < .01; p = .343), a main effect of vignette 
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condition (R2 = .15; block 5 ΔR
2 = .01; p = .475), or an interaction effect between 

authoritarianism and vignette condition (R2 = .16; block 6 ΔR
2 < .01; p = .903). 

Helpfulness. There was a significant relationship for both gender (R2 = .02; block 

1 ΔR
2 = .02; p = .027) and help-seeking attitudes (R2 = .10; block 2 ΔR

2 = .08; p < .001) 

with therapist helpfulness (see Table 6). There was not a significant main effect of 

authoritarianism (R2 = .10; block 3 ΔR
2 < .01; p = .538), a main effect of vignette 

condition (R2 = .11; block 4 ΔR
2 = .01; p = .370), or an interaction effect between 

authoritarianism and vignette condition (R2 = .12; block 5 ΔR
2 < .01; p = .569). 

Post-Hoc Analyses  

 I performed post-hoc analyses of the regression moderator analyses using only the 

participants who correctly responded to the post-vignette question “What was the gender 

of the therapist’s partner?” since this variable was significant in the regression analyses 

for therapist expertness (see Table 3) and therapist trustworthiness (see Table 5). These 

post-hoc regression analyses demonstrated the same pattern of significant and non-

significant results as the primary regression analyses. 

 I also performed post-hoc analyses of the regression moderator analyses with the 

sample split by gender to further examine the gender differences in regards to help-

seeking attitudes. The results of these post-hoc regression analyses were the same pattern 

of significant and non-significant results as the primary regression analyses.  

 Two additional regression models were tested as post-hoc analyses due to the lack 

of a significant interaction as hypothesized between authoritarianism and therapist self-

disclosure vignette conditions. In order to examine whether an interaction between 

authoritarianism and self-disclosure may occur at a higher categorical level, the vignettes 



 50 

were collapsed by sexual orientation for one model and gender for another model. For the 

first regression model, the four regression models were collapsed across sexual 

orientation to become two conditions: gay male/lesbian and heterosexual therapists. The 

second regression model collapsed the four regression models across gender to become 

two conditions: female and male therapists. The regression moderation analyses of these 

two models did not reveal any results different from those using the original regression 

model with all four vignettes included. These two models demonstrated the exact same 

pattern of significant and non-significant results as the model for the original study 

hypotheses. 

 

CHAPTER 4 

Discussion 

Study Purpose 

Therapist self-disclosure as a type of therapeutic intervention has been used less 

often compared to other types of interventions (Henretty & Levitt, 2010). When 

therapists do disclose, they typically share only demographic or professional information 

as opposed to personal revelations (Cash & Salzbach, 1978; Edwards & Murdock, 1994; 

Hendrick, 1990; Hill & Knox, 2002; Simonson, 1976; Simonson & Bahr, 1974). 

Therapist self-disclosure of sexual orientation is not clearly either a 

professional/demographic disclosure or a more personal disclosure, thus making it 

difficult for therapists to determine its appropriate use as a disclosure to clients. Given the 

likelihood that sexual minority therapists will provide services to a large number of 

heterosexual clients throughout their training and professional career, it is important to 
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understand how disclosure of sexual orientation may affect the therapeutic relationship. 

The present study addressed how heterosexuals perceive sexual minority therapist self-

disclosure of sexual orientation and what attitudes are related to these perceptions. As 

therapist self-disclosure of sexual orientation is a relatively new research topic, a quasi-

experimental analogue design allowed this study to keep the same research design as 

previous therapist self-disclosure studies and provide for easier comparison of results 

across research studies. The study expanded on past research by examining 

authoritarianism – a proxy for anti-gay bias – as a moderator variable to explain 

differences in the effects of therapist self-disclosure of sexual orientation. Specifically, 

the primary study hypothesis was that therapist self-disclosure of sexual minority 

orientation would be negatively related to client ratings of the therapist but this 

relationship would be stronger for individuals higher in authoritarianism compared to 

individuals low in authoritarianism.  

Contrary to hypotheses, there was no significant main effect for authoritarianism, 

or anti-gay bias, no significant main effect for therapist vignette condition, and no 

significant interaction effect between authoritarianism and therapist vignette condition. 

Even after collapsing the vignette conditions across sexual orientation and gender, the 

results remained non-significant. Therefore, Hypothesis 1 that participants in the two 

sexual minority therapist conditions (gay male and lesbian therapists) would rate the 

vignette therapist more negatively across the rating attributes (i.e., counselor expertness, 

attractiveness, trustworthiness, and helpfulness) than participants in the two heterosexual 

therapists conditions was not supported. Since there were no main effects of 

authoritarianism or therapist condition, and there was not a significant interaction 
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between authoritarianism and therapist conditions, Hypothesis 2 that the group difference 

by therapist disclosure of sexual minority orientation would be explained by level of 

authoritarianism was not supported.  

Right-wing Authoritarianism served as a proxy of anti-gay bias in this study due 

to research consistently demonstrating a strong relationship between high RWA and 

heterosexuals’ negative attitudes towards lesbians and gay men (Haddock, Zanna, & 

Esses, 1993; Whitley & Lee, 2000). Previous research suggests two patterns that help 

elucidate the reasons RWA was not significantly related to therapist ratings of the sexual 

minority therapists in this study. First, earlier research described a relationship between 

traditional gender role beliefs and anti-gay bias (Whitley, 2001). Second, research 

suggests gender differences between heterosexual men and women on their attitudes 

toward lesbians and gay men (Herek, 1988). Heterosexual men tend to have more hostile 

and generally negative attitudes toward lesbians and especially gay men when compared 

to heterosexual women, and endorsing traditional gender-role beliefs enhances this 

relationship for heterosexual men but research is unclear if any change occurs for 

heterosexual women (Whitley, 2001). This research places the significant gender 

differences in the current study into context given the strong relationship between gender, 

gender-role beliefs, and anti-gay bias such that gender accounted for the therapist ratings 

outcome variance. For instance, one explanation may be that gender and gender-role 

beliefs are more specific attributes than a more generalized authoritarian view, and 

therefore had a stronger relationship to the counselor ratings in this study than the broader 

RWA measure, which includes items about adherence to gender-role beliefs.  
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Given the lack of support for the overall study hypothesis, understanding the 

impact of gender and help-seeking attitudes is important. Although not main study 

findings, participants’ gender was a significant demographic difference on study 

measures and attitudes toward help-seeking was a significant covariate in the tested 

regression models. These results suggest that men and women significantly differed in 

their attitudes about seeking professional psychological help, and, moreover, these 

participant attitudes toward help-seeking were significantly related to the therapist 

ratings. The following discussion will help provide further understanding of why gender 

and help-seeking attitudes might have been significant factors in this study. 

Earlier research has not found significant differences between men and women on 

their perceptions of therapist self-disclosure (Andersen & Anderson, 1985; Watkins & 

Schneider, 1989) or between gendered client-therapist dyads (i.e., female-female, female-

male, male-female, male-male) on outcomes of treatment length or psychological distress 

(Cottone, Drucker, & Javier, 2002). However, one study found that participants rated a 

female therapist regardless of whether the therapist used self-disclosure significantly 

higher in expertness compared to a male therapist, but this study failed to find any 

differences when comparing the male and female participants’ therapist ratings 

(Goodyear & Shumate, 1996). Upon reviewing the therapist self-disclosure literature, 

earlier research relied heavily on unisex samples, typically female only participants 

(Watkins, 1990), which might be an artifact of self-disclosure as a popular research topic 

a few decades ago when less attention was paid to sample demographics and individual 

differences. Given the paucity of research examining gender differences, interpreting the 



 54 

significant differences between the male and female participants in this study is a 

challenge.  

Unlike the therapist self-disclosure literature, numerous research studies have 

investigated and found significant gender differences on attitudes toward seeking 

psychological services (Ang, Lim, & Tan, 2004; Johnson, 1988; Masuda et al, 2009; 

Pederson & Vogel, 2007; Sheu & Sedlacek, 2004). In general, research has consistently 

demonstrated that overall women have more positive attitudes toward and willing to seek 

psychological services than men and this finding appears to hold for both college-age and 

adult populations. This clear pattern in the research literature matches the significant 

difference in this study with female participants reporting more positive help-seeking 

attitudes than their male counterparts. Research also suggests that men have a lower 

frequency of actually seeking psychological services for emotional concerns compared to 

women’s frequency of seeking services; interestingly, the relationship between 

racial/ethnic identity and gender is less clear (Masuda et al, 2009).  

 Stigma is one aspect to consider about why people in general may be hesitant to 

seek psychological help and this may be particularly true for men. Shaffer, Vogel, and 

Wei (2006) demonstrated that for both men and women attitudes toward seeking 

professional help mediated the relationship between anxious/avoidant attachment styles 

and actual intentions to seek help. Additional research revealed the key role stigma, both 

public and self-stigma, plays in differentiating the help-seeking attitudes between men 

and women. Vogel, Wade, and Hackler (2007) found that perceived public stigma about 

seeking counseling services had a stronger relationship with self-stigma, in which the 

stigma of seeking help is internalized, for men compared to women. The authors 
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suggested that traditional gender roles might have contributed to perceived stigma about 

seeking counseling services for men as our society views seeking professional help as a 

threat to one’s masculinity to not be fully self-sufficient. Traditional gender roles might 

account for gender differences in the current study on both the help-seeking and RWA 

attitudes measures. The male participants in this study sample had higher RWA and 

ATSPPH scores than the female participants with a potential common factor of 

traditional gender-role beliefs. Furthermore, if male participants perceive society as 

devaluing seeking professional help, then they may also hold negative views of 

professionals providing helping services, such as the therapists in the study vignettes. 

Stigma might be a useful framework in understanding how the male participants in this 

study reported significantly less positive attitudes toward seeking professional help, 

higher authoritarian attitudes, and less positive therapist ratings than the female 

participants. 

Limitations and Future Directions 

Limitations to the present research should be noted. Some obvious limitations to 

this study were the quasi-experimental design using an analogue counseling vignette 

rather than actual sexual minority therapists currently in practice, and that the participant 

sample consisted of college students and not current psychotherapy clients. However, 

25% of the student participants in this study reported having sought either previous or 

current counseling services, thus they might have been more likely than the other students 

who had no prior counseling experience to imagine themselves in the counseling vignette 

scenario as a client and respond accordingly. Although the online study allowed for 

greater accessibility, it did not allow the researcher control over the environment in which 
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the participants completed the study. The participant sample did not include adequate 

numbers of racial/ethnic minorities to test the study hypotheses on sub-groups for 

racial/ethnic differences within the sample and how a client’s racial identity might 

interact with the therapist’s sexual identity. Another limitation of the study was that there 

was not a third condition in which there was no therapist disclosure in the vignette 

scenario. Having a “no disclosure” condition would have allowed for comparison 

analyses with the disclosure conditions to examine whether disclosure versus no 

disclosure had an impact on the therapist rating measures. The study did not include a 

condition of a bisexual therapist who self-discloses their sexual orientation to a 

heterosexual client. The primary reason a bisexual therapist condition was not included in 

this initial study of sexual minority therapist’s self-disclosure was due to the complexity 

of bisexual identity, disclosure, and perceived heterosexual privilege depending on the 

gender of the bisexual therapist’s partner.  

 In addressing some apparent limitations of the present research, future studies 

could begin by including a “no disclosure” condition in a similar quasi-experimental 

analogue study. Future research should also begin examining self-disclosure for bisexual 

therapists and include disclosures in which the therapist is with a same-sex and opposite-

sex partner, as well as a measure that address participants’ attitudes toward bisexuality 

since neither the RWA or ATLG measures included bisexuality. Moreover, given the 

biphobia that can exist within both heterosexual and gay/lesbian communities, 

participants should represent a variety of sexual orientations to understand how a 

therapeutic relationship might differ for bisexual therapists with heterosexual clients 

compared to lesbian and gay male clients. After important research variables are 
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established through analogue studies, application of these findings to actual sexual 

minority therapists and clients is warranted in demonstrating generalizability and 

investigating whether analogue study findings replicate in professional practice.  

Based on the results of this study in regards to the relationship of help-seeking 

attitudes on therapist ratings, research needs to investigate what interventions would be 

effective in increasing positive attitudes toward seeking professional psychological help 

so those individuals who have negative attitudes toward counseling would actually seek 

professional help when in need. One potential way future research could begin unpacking 

the relationship between help-seeking attitudes and counseling outcomes is to examine 

levels of psychological distress and whether differences exist between those with positive 

compared to negative attitudes toward help-seeking. Moreover, participant diversity in 

terms of various social identities, i.e. racial/ethnic, (dis)ability, socioeconomic status, 

religious beliefs, sexual orientation, and gender identity, would allow for examining 

group differences. Likewise, future research would hopefully extend the model of 

research put forth in this study of examining when the therapist is a minority and the 

client is of a majority group to other concealed and invisible, or less visible, social 

identities. For instance, future research could include other aspects of therapists’ 

identities that are not readily apparent and would involve self-disclosure such as 

religious/spiritual affiliation, non-apparent racial/ethnic identity, disabilities, adoption, 

and socioeconomic status. 

Counseling Implications 

 With respect to both research and clinical practice, this study’s topic and results 

are important because previous research has not addressed the therapeutic relationship 
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between sexual minority therapists and heterosexual clients. As a first attempt to 

elucidate this area of research and practice, this study addressed the role of therapist self-

disclosure. Without knowing that a sexual minority therapist has disclosed their sexual 

orientation to a heterosexual client, it is difficult to ascertain reliable information about 

that therapeutic relationship due to the concealed and invisible nature of being a sexual 

minority (Balsam & Mohr, 2007). Furthermore, the results of this study suggest that 

gender and attitudes toward help-seeking may play a role in how heterosexual clients 

might perceive sexual minority therapists and provide an area for further study in 

examining counseling process and outcome variables such as the working alliance, 

transference/countertransference, attachment, symptom reduction, and general well-

being. An additional strength of this study was the consideration of a third variable 

through moderation analyses. Knowledge of potential moderating relationships can lead 

to the development of effective interventions designed to address attitudes that might 

affect the therapeutic relationship and treatment outcomes. Moreover, the study was 

conducted online which allowed for greater accessibility for more students to participate 

who may have otherwise been limited if the study had been in-person, paper-and-pencil, 

scheduled sessions.     
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Table 1 
 
Scale Means, Reliability Coefficients, and Intercorrelations 
 
 
Measure          1           2           3           4           5           6           7           8           9         
 
1. ATSPPH        ---- 
 
2. RWA      -.34***   ---- 
 
3. CRF-Expert       .35*** -.14*      ---- 
 
4. CRF-Attract       .29*** -.16**   .76***    ---- 
 
5. CRF-Trust       .35*** -.18**   .80***  .80***     ---- 
 
6. Helpfulness       .32*** -.13*     .62***  .61***   .61***   ---- 
 
7. ATLG      -.37***  .77*** -.22*** -.24*** -.29*** -.26***  ---- 
 
8. ATL                 -.32***  .74*** -.22*** -.24*** -.27*** -.26*** .95***  ---- 
 
9. ATG      -.39***  .73*** -.20*** -.22*** -.28*** -.24*** .97*** .84***  ---- 
 
M       3.39      2.33      5.72      5.52       5.75      5.31     1.94      1.89      1.99         
 
SD                  0.54      0.66      0.83      0.78       0.83      1.18     0.82      0.76      0.95 
 
α                    .90        .94        .92        .91        .93         .93       .94        .89        .90 
 
Note. ATSPPH = Attitudes Toward Seeking Professional Psychological Help scale; 
RWA = Right-wing Authoritarianism; CRF-Expert = Counselor Rating Form-Expertness 
subscale; CRF-Attract = Counselor Rating Form-Attractiveness subscale; CRF-Trust = 
Counselor Rating Form-Trustworthiness subscale; Helpfulness = Therapist Helpfulness 
items; ATLG = Attitudes Toward Lesbians and Gay Men scale; ATL = Attitudes Toward 
Lesbians subscale; ATG = Attitudes Toward Gay Men subscale. 
*p ≤ .05. **p ≤ .01. ***p ≤ .001. 
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Table 2 
 
Gender Differences on Study Measures 
 
   Female  (n = 193)  Male  (n = 108) 
   ______________  _____________ 
Measure    M     SD     M     SD    F  
ATSPPH  3.51      .52   3.18    .51           26.35*** 
 
RWA   2.25    .67   2.47    .64  6.84** 
 
CRF-Expert  5.82    .81   5.56    .83  6.88** 
  
CRF-Attract  5.60    .78   5.39    .75  5.16* 
 
CRF-Trust  5.86    .82   5.56    .83  8.93** 
 
Helpfulness  5.42  1.12   5.12  1.28  4.32* 
 
ATLG   1.80    .75   2.18    .89            15.49*** 
 
ATL   1.80    .72   2.04    .81  6.92** 
 
ATG   1.80    .82   2.32  1.07           22.48*** 
Note. ATSPPH = Attitudes Toward Seeking Professional Psychological Help scale; 
RWA = Right-wing Authoritarianism; CRF-Expert = Counselor Rating Form-Expertness 
subscale; CRF-Attract = Counselor Rating Form-Attractiveness subscale; CRF-Trust = 
Counselor Rating Form-Trustworthiness subscale; Helpfulness = Therapist Helpfulness 
items; ATLG = Attitudes Toward Lesbians and Gay Men scale; ATL = Attitudes Toward 
Lesbians subscale; ATG = Attitudes Toward Gay Men subscale. 
B = between groups. 
*p ≤ .05. **p ≤ .01. ***p ≤ .001. 
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Table 3 

Moderation Regression with Four Vignette Conditions on Therapist Expertness 

Step and variable  B   SE B  β       ΔR2  
Step 1 
     Gender   .24         .10  .14*           .02*                   
Step 2 
     Gender    .08         .10             .05                    
     Help-seeking   .49         .09  .33***       .10***               
Step 3 
     Gender    .08         .10             .05          
     Help-seeking   .49         .09  .33***                   
     Post-vignette question  .29         .11  .15**          .02**         
Step 4 
     Gender    .07         .10              .04     
     Help-seeking   .48         .09                 .32***           
     Post-vignette question   .29         .12                 .14**            
     RWA              -.02   .05                 -.03        .00                   
Step 5 
     Gender    .07         .10   .04          
     Help-seeking   .51         .09                 .34***                     
     Post-vignette question  .32         .12   .16**                  
     RWA              -.02         .05   -.02           
     Vignette Conditions 
 Lesbian             -.33   .13      -.18*            
 Gay Male             -.17         .13  -.09          
 Heterosexual Male      -.24         .13  -.13        .02                   
Step 6 
     Gender    .06    .10    .04     
     Help-seeking   .52          .10    .34***                     
     Post-vignette question  .33          .12    .16**   
     RWA              -.05          .09  -.07          
     Vignettes 
 Lesbian             -.33          .13  -.18                   
 Gay Male                    -.17          .13      -.09          
 Heterosexual Male      -.23          .14  -.13    
     RWA X Vignettes 
 RWA X Lesbian         .09          .13                .06    
 RWA X Gay Male  .08          .13   .05    
 RWA X Hetero. Male -.04         .13  -.02       .00    
Note. Gender = participant’s gender; Help-seeking = Attitudes Toward Seeking 
Professional Psychological Help scale; Post-vignette question = participants’ incorrect 
response to the question “What was the gender of the therapist’s partner?” dummy coded 
1 = incorrect, 0 = correct response; RWA = Right-wing Authoritarianism; Vignettes = 
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four therapist vignette conditions; RWA X Vignettes = interaction term between Right-
wing Authoritarianism and the four therapist vignette conditions. 
*p ≤ .05. **p ≤ .01. ***p ≤ .001. 
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Table 4 

Moderation Regression with Four Vignette Conditions on Therapist Attractiveness 

Step and variable  B   SE B  β       ΔR2  
Step 1 
     Gender   .22         .10  .13*           .02*                    
Step 2 
     Gender    .10         .10             .06                     
     Help-seeking   .38         .09  .26***      .06***                
Step 3 
     Gender    .09         .10              .05     
     Help-seeking   .35         .09                 .24***           
     RWA              -.06    .05                -.07       .01                    
Step 4 
     Gender    .08         .10   .05          
     Help-seeking   .38         .09                 .26***                     
     RWA              -.05         .05   -.06                 
     Vignette Conditions 
 Lesbian             -.07    .13      -.04      
 Gay Male             -.13         .13  -.08          
 Heterosexual Male      -.24         .13  -.14        .01                   
Step 5 
     Gender    .09    .10   .05     
     Help-seeking   .38          .10   .26***                     
     RWA              -.06          .09  -.08    
     Vignettes 
 Lesbian             -.07          .13  -.04                   
 Gay Male                    -.13          .13      -.08          
 Heterosexual Male      -.24          .13  -.13          
     RWA X Vignettes 
 RWA X Lesbian         .06          .13                .04    
 RWA X Gay Male  .04          .13   .02          
 RWA X Hetero. Male -.05         .13  -.03       .00    
Note. Gender = participant’s gender; Help-seeking = Attitudes Toward Seeking 
Professional Psychological Help scale; RWA = Right-wing Authoritarianism; Vignettes = 
four therapist vignette conditions; RWA X Vignettes = interaction term between Right-
wing Authoritarianism and the four therapist vignette conditions. 
*p ≤ .05. **p ≤ .01. ***p ≤ .001. 
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Table 5 

Moderation Regression with Four Vignette Conditions on Therapist Trustworthiness 

Step and variable  B   SE B  β       ΔR2  
Step 1 
     Gender   .28         .10  .16**          .03**                  
Step 2 
     Gender    .12         .10             .07   
     Help-seeking   .50         .09  .33***      .10***                
Step 3 
     Gender    .12         .10             .07          
     Help-seeking   .50         .09  .33***            
     Post-vignette question  .28         .12  .14*           .02*         
Step 4 
     Gender    .11         .10              .06     
     Help-seeking   .47         .10                 .31***    
     Post-vignette question   .27         .12                 .13*            
     RWA              -.05   .05                 -.06       .00                    
Step 5 
     Gender    .11         .10   .06          
     Help-seeking   .49         .10                 .31***  
     Post-vignette question  .29         .12   .14*           
     RWA              -.05         .05   -.06                 
     Vignette Conditions 
 Lesbian             -.21    .14      -.11      
 Gay Male             -.13         .14  -.07          
 Heterosexual Male      -.17         .14  -.09        .01                   
Step 6 
     Gender    .11    .10    .06     
     Help-seeking   .50          .10    .32***                     
     Post-vignette question  .30          .12    .14*    
     RWA              -.04          .09   -.05    
     Vignettes 
 Lesbian             -.21          .14  -.11            
 Gay Male                    -.13          .14      -.07    
 Heterosexual Male      -.17          .14  -.09    
     RWA X Vignettes 
 RWA X Lesbian         .03          .13                .02    
 RWA X Gay Male  .02          .13   .01          
 RWA X Hetero. Male -.06         .13  -.04       .00    
Note. Gender = participant’s gender; Help-seeking = Attitudes Toward Seeking 
Professional Psychological Help scale; Post-vignette question = participants’ incorrect 
response to the question “What was the gender of the therapist’s partner?” dummy coded 
1 = incorrect, 0 = correct response; RWA = Right-wing Authoritarianism; Vignettes = 
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four therapist vignette conditions; RWA X Vignettes = interaction term between Right-
wing Authoritarianism and the four therapist vignette conditions. 
*p ≤ .05. **p ≤ .01. ***p ≤ .001. 
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Table 6 

Moderation Regression with Four Vignette Conditions on Therapist Helpfulness 

Step and variable  B   SE B  β       ΔR2  
Step 1 
     Gender    .33         .15  .13*           .02*                    
Step 2 
     Gender    .12         .15             .05   
     Help-seeking   .66         .13  .30***      .08***                
Step 3 
     Gender    .12         .15              .05     
     Help-seeking   .63         .14                 .29***           
     RWA              -.04    .07                -.04       .00                    
Step 4 
     Gender    .11         .15   .04    
     Help-seeking   .66         .14                 .30***  
     RWA              -.04         .07   -.03           
     Vignette Conditions 
 Lesbian             -.25    .20      -.10      
 Gay Male             -.32         .20  -.12    
 Heterosexual Male      -.29         .20  -.11        .01                   
Step 5 
     Gender    .10    .15   .04     
     Help-seeking   .69         .14   .32***                      
     RWA              -.12         .13  -.10          
     Vignettes 
 Lesbian             -.25          .20  -.10                   
 Gay Male                    -.32          .20      -.12    
 Heterosexual Male      -.29         .20  -.11          
     RWA X Vignettes 
 RWA X Lesbian         .15          .19                .07          
 RWA X Gay Male  .20          .19   .09    
 RWA X Hetero. Male -.03         .19  -.01       .01    
Note. Gender = participant’s gender; Help-seeking = Attitudes Toward Seeking 
Professional Psychological Help scale; RWA = Right-wing Authoritarianism; Vignettes = 
four therapist vignette conditions; RWA X Vignettes = interaction term between Right-
wing Authoritarianism and the four therapist vignette conditions. 
*p ≤ .05. **p ≤ .01. ***p ≤ .001. 
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Appendix A 

Study Vignette 

Directions: 
On this page there is both a photograph of a therapist and a transcript of a counseling 
session between this therapist and a client. You will read the brief transcript of what is 
said between the therapist and client during the session. Try to imagine yourself as the 
client. Also, remember to pay close attention to the following counseling session, as you 
will be asked questions about it later. 
 
Counseling Scenario: 
 
Therapist: Welcome to the counseling center. I’m glad you came in today. During this 
initial session we will begin to explore your concerns and see if counseling will be a 
helpful resource for you. Since this is our first meeting, I would like to begin by telling 
you a bit about myself. I have my doctoral degree in psychology and have 15 years of 
counseling experience. I’m 38 years old and have lived in Minnesota since 1992 with my 
partner, Julie (Doug). I’ve worked at the counseling center for the past 8 years and enjoy 
working with college students. So, let’s begin. Tell me what brings you here to 
counseling. 
 
Client: Um…well, ok. I’m a little nervous about being here and not sure whether my 
problem is appropriate for counseling. I’ve been having difficulties with relationships. I 
don’t mean only dating relationships but friendships too.  
 
 
Therapist: First, I want to say that your concern is definitely a valid one for seeking 
counseling. I am glad you chose to come here today and talk with me. It’s ok to be 
nervous.  
 
Client: Thank you for saying that. I’m feeling a little more relaxed. 
 
Therapist: Please say more about the difficulties you are experiencing in your 
relationships. 
 
Client: I think I’m trying too hard to be somebody I think other people want me to be. I 
don’t feel like myself when I’m hanging out with other people. I worry a lot about what 
others think of me and if they like me.  
 
Therapist: What happens when you feel this way? 
 
Client: I don’t enjoy whatever it is that I’m doing with others, whether it’s grabbing 
dinner together or going to see a movie.  
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Therapist: I can imagine it would be difficult to enjoy yourself with others if you are 
constantly worrying about what they think of you. 
 
Client: Yes, definitely.  
 
Therapist: Have there been times when you did get past the worrying and were able to be 
yourself with others? 
 
Client: Hmm…let me think. Yes, actually, I do feel more like myself when I’m chatting 
with a student in my Spanish class. We don’t really know one another very well but 
always end up sitting next to each other and talking before class starts. Wow, the more I 
think about it I’m realizing that I usually laugh a lot during our conversations and feel 
comfortable sharing stuff about myself.  
 
Therapist: That’s great! Now all we need to do is figure out what’s different about that 
positive example with the student in your Spanish class compared to other situations 
when you don’t feel like yourself. Then, we can apply what works to future interactions 
in your relationships so you can begin to feel more comfortable and enjoy yourself. 
 
Client: Sounds easy enough but I’m guessing it’s going to take some work.  
 
Therapist: Yes, it will take some work on your part but I’m here to offer you help and 
support. The end results will be worth it, as you’ll gain so much more from your 
relationships and feel more like yourself in them. 
 

 

 

 

 

 

 

 

 

 

 



 84 

Appendix B 

Vignette Follow-up Questions 

Directions: Please respond to the following questions based on what you remember from 

the counseling session transcript you read earlier. Please write your response in the blank 

provided or circle the best response for the multiple-choice questions. 

1. What was the student’s reason for seeking counseling? 

 _________________________________________ 

2. What was the gender of the therapist? 

 Male 

 Female 

 Unsure 

3. In what class did the student have good conversations with another student? 

 _________________________________________ 

4. From what number counseling session was the transcript? 

 Initial session 

 Second session 

 Fifth session 

 Last session 

5. How many years of previous counseling experience did the therapist have? 

 5 Years 

 7 Years 

 15 Years 

 25 Years 
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6. What was the gender of the therapist’s relationship partner? 

 Male 

 Female 

 Unsure 

7. How old was the therapist? 

 ____________ 

8. Did the therapist think counseling would be helpful for the student? 

 ____________________________________________________ 

 


