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CHAPTER I: INTRODUCTION

Purpose of the Study

Counselors are taught and expected to follow the Code of Ethics from the

American Counseling Association. In this Code of Ethics there are guidelines that

state that counselors are not to discriminate against their clients (Herlihy &

Corey, 1996). In order to treat clients who are from under-represented populations

(URP) appropriately, counselors are encouraged to use multicultural counseling

skills. One important component of multicultural counseling is for counselors to

be aware of their biases toward URPs. Counselor bias can cause many problems

in the counseling process, including interfering with the client/counselor

relationship. The strength of this relationship, often called the working alliance, is

considered by many to be the most robust predictor of counseling outcomes. One

specific area where counselors may have biases that could affect the working

alliance is spirituality/ religiosity. Because Atheist/Agnostic (AT/AG) individuals

are a religious URP, they potentially face discrimination from the dominant

culture. The focus of this dissertation will be to examine if client status as AT/AG

is related to the development of a positive working alliance.

For the remainder of the first chapter of this dissertation, the rationale for

the study, an overview of the study, the research question, the research

hypotheses, and the glossary of terms will be discussed. In the rationale section,

the definitions of religion and spirituality will be discussed; the discrimination

that AT/AG individuals face will be addressed; the similarities between the
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Lesbian, Gay, Bisexual, and Transgender (LGBT) community and AT/AG people

will be outlined; and counseling working alliance and counselor bias will be

discussed.

Rationale for the Study

AT/AG individuals are a URP who have historically been negatively

characterized and are currently discriminated against on personal and institutional

levels. For example, AT/AG people are discriminated against in seven State

Constitutions (http://www.nebraskaatheists.org, 2003). Because counselors are

expected to adhere to a code of ethics, it is important for the counseling

profession to examine if AT/AG clients are experiencing discrimination from

counselors. Carl Rogers contended that if counselors are able to provide a

facilitative climate where acceptance is present and clients perceive this

acceptance, therapeutic movement will occur (Corey, 1996). As Horvath and

Greenberg (1994) have reported, if counselors are unable to genuinely

demonstrate acceptance of and bond with their AT/AG clients, working alliances

will be weakened, and treatment outcomes will be effected. In this study, the

author will examine the strength of the bond formed between AT/AG clients and

their counselors as a proxy for measuring counselor bias.

Overview

This dissertation explores the relationship between client status as AT/AG

and the bond formed with counselors. In order to do this, it is vital to understand

what religion and spirituality are and how religion and spirituality are

incorporated into the counseling process. It is also critical to comprehend what
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Atheism and Agnosticism are and how AT/AG individuals are discriminated

against. Because there is very little research about AT/AG clients, similarities

between AT/AGs and the LGBT community will be explored. What the working

alliance is and how it is affected by counselor bias will also be discussed in the

remainder of this first chapter.

Spirituality and Religion in Counseling

Definitions of Religion

Religion has been defined as "an organized system of faith, worship,

cumulative traditions, and prescribed rituals" (Fukuyama, & Sevig, p. 233, 1997).

Shafranske and Malony (1990) defined religiousness as abiding by the practices

and beliefs of a religious institution or organized church. (Hinterkopf, 1994).

Definitions of Spirituality

Spirituality is a more difficult concept to define. Mack (1994) stated that

"what one culture, group, or individual proclaims to be the core of spirituality is

what another may view as the antithesis to spirituality" (p.15). Some approach

defining spirituality by specifically referring to religion. Kelley (1995) described

spirituality as "a personal affirmation of a transcendent connectedness in the

universe and religion as the creedal, institutional, and ritual expression of

spirituality that is associated with world religions and denominations" (Griffith &

Griggs, p. 14, 2001). There are some definitions of spirituality that do not refer to

religion specifically but incorporate the belief in a deity. van Kaam (1972)

characterized spirituality as "...in the most profound sense resides in the core of

my being, in my deepest self or spirit, where I am willing to unite my will to the
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will of God for me" (Mack, p. 17, 1994). Other definitions of spirituality do not

reference religion or a belief in a deity. Miller (1999) described the concept as "a

capacity and tendency that is innate and unique to all persons. The spiritual

tendency moves the individual towards knowledge, love, meaning, hope,

transcendence, connectedness, and compassion" (p. 100). Schneiders (1989)

defined spirituality as the experience of purposefully striving to integrate life

toward the ultimate value that one perceives, not toward isolation and self-

absorption (Griffith & Griggs, 2001).

In order to effectively incorporate the appropriate use of spirituality and

religion into counseling, counselors must first have a willingness to do so.

Researchers have listed many reasons why religion and spirituality should be

included in the counseling process. Worthington (1998) listed five reasons why

counselors need to comprehend the religious faith of their clients. First, a large

percentage of people living in America consider themselves to be religious.

Second, during the period of intense emotions that people experience during a

crisis, they often consider spiritual and religious matters. Third, clients may be

experiencing religious issues that they are reluctant to bring up in "secular"

counseling. Fourth, counselors are usually not as religiously oriented as some of

their clients, and fifth, this working to the fullest extent with clients who have

religious or spiritual concerns may be more difficult for counselors who lack

religious orientation (Fukuyama, & Sevig, 1997).

An understanding of spirituality is essential because moral or intellectual

insights alone are not enough to address human dilemmas. Contemporary
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literature in counseling also suggests that successful treatment of many clients can

occur only if their spiritual issues are addressed efficiently, routinely, and

sensitively (Stanard et. al, 2000). For example, Sussman and Alexander (1999)

discussed how couples who have different religious orientations tend to have

higher divorce rates. Marriage counselors need to address couples' religion and

spirituality in order to offer competent services.

Corey (1996) stated that spirituality is an essential and integral part of

individual personality development and is rapidly gaining in prominence,

momentum, and resurgence. Kelley (1995) asserted that from the clinician's

viewpoint, counselors can gain an understanding of the spiritual worldviews of

their clients and the possible effects of those views on presenting problems by

assessing clients' spirituality. From the client's point of view, including

spirituality can assist in self-discovery, self-understanding, and initiating the shift

in perspective necessary for action planning and decision making (Stanard et. al,

2000).

Because there are so many diverse definitions of spirituality in the

counseling field, Atheism and Agnosticism must be included in the spirituality

spectrum. There are definitions of spirituality that do not require the belief in a

deity or the practice of a religion. Since the inclusion of spirituality and religion

in counseling is gaining in momentum, discussing the unique needs of AT/AG

people should also be examined.
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Agnosticism

Agnosticism is a worldvew that Smith (1989) defined as the belief that

nothing can be know concerning the existence of a god or gods. There are two

types of Agnosticism: Theistic and Atheistic Agnosticism (Smith, 1989).

Atheism

Atheism is a woridview that Smith (1989) defined as "the absence of

theistic belief. One who does not believe in the existence of a god or supernatural

being is properly designated an [Ajtheist" (p. 7). Baggini (2003) stated that non-

belief in a supreme being does not mean that Atheists do not believe in goodness,

morality, and meaning in life. He also stated that Atheists focus on the natural

world rather than supernatural, and they believe that beauty, emotions and moral

values come from the physical world. D'Andrea and Sprenger (2007) stated that

Atheists tend to be philosophical realists who believe that people experience the

good and bad in the world as a result of their choices and focus, rather than

chance or luck. They subscribe to the belief that they are solely responsible for

defining purpose and creating meaning in their lives. Atheists also consider

questions of ethical behavior and morality in the context of human emotions like

empathy, caring and anger (D'Andrea & Sprenger, 2007).

It has been estimated by Gallup (1999) that at least 5% of the United

States population professes Atheism. This estimate may be conservative

considering the strong social and cultural pressure to believe in the existence of a

deity (Tonigan, Miller, & Schermer, 2002). D'Andrea and Sprenger (2007) cited

Hunter (2005) by stating that approximately 14% of people worldwide refer to
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themselves as Atheist, Agnostic, or non-religious. There are many reasons why

people choose to be Atheist; some reasons are very personal, while others are

more intellectual. Smith (1989) stated that some may have never encountered the

idea of a deity before, or some may consider the concept of a god to be illogical,

or some may believe that there is no evidence to support such a belief

AT/AG individuals are often faced with discrimination and rejection

based only on their choice of worldview. Atheists have faced persecution from as

far back as the 13th century when Aquinas taught that "the sin of unbelief is

greater than any sin..." and that heretics "be exterminated from the world by

death" (Smith, p. 4, 1989). Atheists were also put to death during the Spanish

Inquisition in the 16th century. More recently in the 19' century, two editors of

an Atheist journal were imprisoned for one year in England for breaking a

blasphemy law by publishing satiric cartoons that attacked Judeo-Christian

thought (http://www.geocities.com/Athens/Oracle/1894/atheism.html, 2003).

D' Andrea and Sprenger (2007) referred to the 1998 study by Furnham, Meader

and McCleland where 167 participants were asked to rank people who were on a

waiting list for a life saving organ. Participants prioritized AT/AG patients

significantly lower than Christian patients. The authors theorized that the

respondents believed that the patients, who possessed characteristics that they

deemed as undesirable, were less deserving of the life saving transplant. In this

country, during the present time, AT/AG people are not usually put into physical

danger because of their beliefs, but there are many cases of discrimination.



Page 8

Institutional Discrimination

There are cases of institutional discrimination where an organized group

excludes or verbally defames ATIAG people based solely on their belief systems.

In the constitutions of seven States of the U.S., there are exclusionary statements

regarding Atheists. For example, the Maryland Declaration of Rights state that

"...nor shall any person, otherwise competent, be deemed incompetent as a

witness, or juror, on account of his religious belief, provided he believes in the

existence of God..." (www.nebraskaatheists.org, 2004). In South Carolina, the

Constitution states that no one shall be eligible for the office of Governor who

denies the existence of God (www. nebraskaatheists. org, 2004).

There have also been instances when elected officials have made

disparaging remarks about Atheists. In 1987 during his campaign for the

presidency, George H. Bush was quoted as saying, "...I don't know that [A]theists

should be considered citizens, nor should they be considered patriots. This is one

nation under God" (www.robsherman.com, 2004). Also, the Boy Scouts of

America have made it clear that they do not wish to have Atheists as members.

There have been several cases where children have been denied membership or

dismissed from the Boy Scouts because of their status as Atheists. For example,

in October 2002, Darrell Lambert was expelled from a Washington State scout

troop for saying that he is an Atheist (Craft, 2002). Lambert, who had reached the

rank of Eagle Scout, appealed to the Boy Scouts governing bodies for

reinstatement but was unsuccessful (King, 2002).
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Personal Discrimination

Along with institutional discrimination, there is also a possibility that

AT/AG people may experience prejudice on a personal level. It is a reality that

AT/AG people endure discrimination from strangers and from members of their

own families. The general public does not have a high opinion of AT/AG people.

According to polls done by Barna Research Limited in 1995, 87% of those asked

reported that they felt Atheism had a negative effect on U.S. society and that only

49% of people would vote for an Atheist for president, even if that person were

fully qualified (www.religioustolerance.org, 2003). This stereotype of Atheists is

summed up by Lydia Rice, quoted in the Seattle Times, "we [are seen as] mean,

bitter, angry Devil-worshippers, God-haters, confused and immoral, unpatriotic

and close-minded" (McManis, p. Al, 2002). Kaimer (1996) stated that Atheists

engender as much understanding as pedophiles, but, while pedophilia is

characterized as a disease, Atheism is a conscious rejection of beliefs to which

large numbers of people cling.

These stereotypes can be carried over into families as well. Mark Barnes

stated that after he told his family of his status as an Atheist, "my older brother

told me to stay away from his children" (McManis, p. Al, 2002). A survey by the

Washington Post, the Henry J. Kaiser Family Foundation, and Harvard University

reports that 70% of those polled would be disturbed if an immediate family

member married an Atheist (Free Inquiry, 2001). Dealing with institutional

discrimination, prejudice, and possible rejection from friends and family members

are issues that would be appropriate to discuss in counseling.
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The LGBT Community and AT/AG People

AT/AG people are a religious URP in this country, and LGBT people are

a sexual URP. These two groups are similar in many ways. Both groups

experience oppression and discrimination from the dominant culture, and

members of both groups cannot be visually identified as belonging to the URP.

In their article, Israel and Selvidge (2003) compared and contrasted the

development of the multicultural counseling competencies and the LGBT

community's struggle for equality. The authors stated that ethnic URPs and

sexual URPs are similar in that they have shared the experiences of being

stereotyped and stigmatized by the field of psychology and by members of the

dominant culture. The two groups also undergo similar processes of identity

development (Israel & Selvidge, 2003). Like ethnic and sexual URPs, AT/AG

people are stereotyped and stigmatized by the dominant culture and experience

their own processes of identity development.

Israel and Selvidge (2003) also described some differences between ethnic

URPs and sexual URPs. One major distinction between the two groups is that

unlike individuals who belong to an ethnic URP, the vast majority ofLGBT

individuals were raised in families and communities who did not share their status

as a URP. Also, unlike dealing with ethnicity, addressing sexual orientation often

necessitates discussing sexual behavior, which is a topic that most people are

uncomfortable talking about. Lastly, people have varying opinions about the

causes of homosexuality and the malleability of sexual orientation (Israel &

Selvidge, 2003). It is vital that counselors are aware of their personal reactions to
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LGBT issues because of society's deep-seated negative opinion ofLGBT people.

Many people, including counselors, harbor negative views ofthe LGBT

community, and these same people may be ignorant of the effects of their

negative views (Kocarek & Pelling, 2003).

AT/AG individuals are similar to LGBT individuals in many respects. It is

sometimes the case that AT/AG individuals were raised in a family with one or

more AT/AG parents, but oftentimes AT/AG people face rejection from some or

all of their family members and community. Discussing AT/AG issues often

necessitates discussing religion, which can be a very sensitive and emotional

topic for people. Finally,people from the dominant religious culture may have

difficulty understanding why people would reject beliefs that they view as an

integral part of their lives, and they may also fear that AT/AG people may try to

convert them to their way of being. Because AT/AG and LGBT individuals are

members of URPs who have been stigmatized, stereotyped, and oppressed, it is

important for the counseling field to examine if counselors hold biases against

these groups. There are guidelines in the counselor's Code of Ethics that

specifically mention the appropriate treatment of clients from URPs.

Multicultural counseling encompasses these ideas and concepts.

Standards and Practices of Counseling

Professional counselors are expected to abide by not only the laws of their

specific states but also by the Code of Ethics set forth by the American

Counseling Association (Herlihy & Corey, 1996). Listed in the Code of Ethics

under Standards ofPractice, there is a guideline regarding nondiscrimination that
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states: "Counselors respect diversity and must not discriminate against clients

because of age, color, culture, ethnic group, gender, race, religion, sexual

orientation, marital status, or socioeconomic status" (Herlihy & Corey, p. 52,

1996). In order to be ethically competent practitioners, counselors follow these

guidelines that were created to ensure and promote best practices.

Multicultural Counseling

Counselors adhere to the preceding ethical guideline by practicing

multicultural counseling, which has been defined as, a helping relationship

consisting of two or more people from culturally different backgrounds (Torres-

Rivera, et al., 2001) . In multicultural counseling, a counselor "must modify his or

her technique to reflect the cultural differences of the client" (Sue & Sue, p. 36,

1999). They must also be prepared to work with difficulties that may develop due

to cultural differences between themselves and their clients (Sue & Sue, 1999).

Multicultural counseling knowledge consists of the following: counselors'

awareness of their own preconceived ideas, values and biases; comprehension of

the worldview of culturally different clients; utilization of culturally appropriate

counseling interventions; strategies and techniques; creation of culturally relevant

case conceptualizations and treatment strategies; understanding of socio-cultural

factors of different URPs; recognition of heterogeneity of an URP; acquisition of

knowledge of socio-cultural history; and comprehension of acculturation

adaptation (Sodowsky et al., 1994, Sue et al., 1992).

Arrendondo and Toporek (1996) hypothesized that to be multiculturally

competent, counselors must have knowledge of their own cultural heritage and
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understand how their personal backgrounds affect their attitudes towards clients.

The authors also stated that counselors need to be able to recognize their own

limitations regarding their multicultural competency and expertise as well as

recognizing the root of their discomfort with clients regarding culture, ethnicity,

and race (Arrendondo & Toporek, 1996). Counselors must be aware of many

things when counseling clients who are culturally different from themselves and

also be willing to change their techniques and ideas regarding case

conceptualization in order to be multiculturally competent clinicians.

Counselor Bias

Counselor bias is an important issue that has been thoroughly researched.

Molera cited Devine (1995) when defining bias as a tendency to favor within-

group members and disparage out-group members

(www.counselingconsulting.org, 2004). Both the American Psychological

Association and the American Counseling Association consider bias as a

competency issue, counselors need to know when to refer clients, because

counselor bias may interfere with the helping process

(www.counselingeonsulting.org, 2004). Sue and Arrendondo (1992) stated that

"counselors who are unaware of the bias for differences that occur between them

and their culturally different clients are likely to impute negative characteristics"

(p. 69). Meier and Davis (2001) concurred, stating that counselors need to be

aware of their stereotypes and biases regarding clients who are different than

themselves, and that the counseling process can be inappropriately changed by

such misconceptions.



Page 14

In Salzman's article (1995), he discussed attributional biases, which are

biases regarding the causes of behavior. The author stated that the consequences

of culturally based attributional biases may be confusion, misunderstanding, and

conflict between counselors and clients (Salzman, 1995). Counselor biases may

lead to the misunderstanding of family dynamics, misdiagnoses, and ineffective

interventions. Counselors may also have difficulties conceptualizing presenting

problems when they have biases (Guanipa & Woolley, 2000). In order to have

appropriate and productive counseling sessions with clients, counselors must be

aware of their biases and how they could affect their counseling relationships.

Working Alliance

Carl Rogers (1942), who is considered to be a main pioneer in using the

working alliance in counseling, outlined four characteristics of this alliance. First,

counselors develop rapport with their clients by being warm and responsive.

Second, counselors allow clients to express feelings freely, by not assigning any

value judgments to these feelings. Third, while there is freedom to express

feelings during counseling sessions, there are behavioral limits that counselors set

with clients. Fourth, counselors do not allow their own agenda or biases to intrude

into the counseling relationship (Rogers, 1942). The working alliance has also

been described as the secure base that clients and counselors create in order to

explore clients' problems and possible solutions. A trusting and supportive

atmosphere is needed to nurture this relationship where clients can work

collaboratively with counselors to establish common goals (Dunkle &

Friedlander, 1996). Murphy (1997) listed the "3-A rule" of acceptance,
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acknowledging, and accommodating the goals and beliefs of the client as

important factors in forming relationships with clients.

Research on Roger's client-centered therapy has indicated that counselor

attitudes, rather than the counseling theories and techniques that they utilize, are

what facilitate change in clients. If counselors do not convey attitudes of

acceptance, genuine caring, respect, and understanding, clients are not able to

relax their defenses and operate at a higher level of personal functioning (Corey,

1996). The development of mutually respectful and cooperative relationships that

are essential to the counseling process may be blocked by counselors who have

biases (Salzman, 1995).

Research Goals

The research goal of this dissertation is to ascertain if there is a significant

difference in the working alliances formed between Theist clients and their

counselors and AT/AG clients and their counselors. The working alliance is a

very important factor in the success of counseling and can be affected by the level

of acceptance shown by counselors. Since AT/AG people are a religious URP

who are characterized in a negative way, it is important to see if counselors are

able to be accepting towards this population and form strong working alliances

with them. AT/AG clients have not been the focus of much research in the

counseling field, and this study could be the first step in understanding the

counseling needs of this URP.
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Research Question

Client religiosity and counselor rating of the bond component of the

working alliance are the variables of interest of this study and inform the question

and hypothesis of this investigation. This study examines the following research

question:

What is the relationship between client status as Atheist/ Agnostic and the

strength of the bond component of the working alliance formed with their

counselors?

Hypothesis

From the above research question, a hypothesis can be formulated to help

guide the study design and data analysis of this study. The following hypotheses

were based on review of the literature, theory, and the author's experience.

H,: There is a significant difference in the ratings of the bond component

of the working alliance between Theist and Atheist /Agnostic clients.

Ha: There is no significant difference in the ratings of the bond component

of the working alliance between Theist and Atheist/Agnostic clients.

Glossary

The following glossary is provided to assist the reader by defining

technical terms used throughout this study. The glossary is designed to serve as a

reference for the definition of variables and constructs investigated in this

dissertation.
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Agnostic

A person who believes that nothing can be know concerning the existence

of a god or gods. Agnostics may or may not follow the practices of an organized

religion.

AT/AG

The client group of Atheists and Agnostics will be referred to as AT/AG

in this study.

Atheist

One who does not believe in the existence of a god or supernatural being;

the absence of Theistic belief. Atheists also do not follow the practices of an

organized religion.

Chi Squared Test of Independence

This test is "used to determine if significant differences exist between

categories or classes. The test is useful in determining approximations ro

probabilities for both contingency table problems and goodness-of-fit situations"

(Courtney, p. 45, n.d.).

Correlation

"Data are considered to be correlated when they consist of two measures

on the same individuals or from the same sample. This consideration dictates that

the samples are not independent of one another" (Courtney, p. 103, n.d.). For this

study, constructs are considered to be correlated when the calculated p value is

smaller than 0.05.

Counseling Bond
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The bond between client and counselor consists of the affective quality of

the relationship. For example, this component of the working alliance could

elucidate how much clients feel understood, respected, and valued by their

counselors.

Counselor Bias

A tendency to favor within-group members and disparage out-group

members in counseling. For example, counselor gender bias occurs when

counselors react positively or negatively to clients based on personally held

gender stereotypes or assumptions.

Discrimination

To make an unjust distinction in the treatment of different categories of

people, especially on the grounds of race, sex, religion, or sexual orientation.

Multicultural Counseling Competence

Counselors' attitudes! beliefs, knowledge, and skills in working with

individuals representing various cultural groups (Sue, Arredondo, & McDavis,

1992; Sue et al., 1998; Constantine, 2003).

Multiple Linear Regression

In behavioral sciences, multiple linear regression is used in the prediction

of problems. This test is used in predicting measurements or scores on one

variable from measures on another variable (Courtney, n.d.).
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Project MATCH

The National Institute on Alcohol Abuse and Alcoholism (NIAAA) began

a national, multi-site, randomized clinical trail of alcoholism treatment in 1992. It

was called Matching Alcoholism Treatment to Client Heterogeneity (Project

MATCH).

RBB

The Religious Background and Behavior inventory will be abbreviated as

RBB for this study.

Sexual Orientation

The enduring emotional, romantic, sexual, or affectional attraction that a

person feels for another person. Sexual orientation falls along a continuum...

someone does not have to be exclusively homosexual or exclusively heterosexual,

but can feel varying degrees of attraction for both genders (National Education

Association, p. 5, 1999).

Spirituality

"A capacity and tendency that is innate and unique to all persons. The

spiritual tendency moves the individual towards knowledge, love, meaning, hope,

transcendence, connectedness, and compassion" (Miller, p. 100, 1999).

t-Test

A t-Test "is a significance test which will analyze data of the interval type

originating from two randomly selected samples. It will test the hypothesis that

two means are not significantly different" (Courtney, p. 20, n.d).
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Theist

One who believes in the existence of a deity or deities. Theists may or

may not practice an organized religion.

Under Represented Population

A group of people who differ in some way from a larger group of which

they are part. For example, these differences can be of a racial, religious, or a

political nature.

URP

Under-Represented Population will be abbreviated URP for the remainder

of this study.

WAI

The Working Alliance Inventory will be referred to as WAI for the

remainder of this study.

Working Alliance

The secure base that clients and counselors build in order to examine and

process clients' problems and possible solutions. The working alliance consists of

the goals that clients and counselors agree upon, the tasks they use to reach the

goals, and the bond between them.
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CHAPTER 2: LITERATURE REVIEW

Introduction

There is a great deal of research available on the working alliance, very

little research about AT/AG individuals in counseling, and no research combining

the two constructs. The working alliance has been measured and addressed using

the Working Alliance Inventory (WAI), and AT/AG clients have been recognized

using the Religious Background and Behavior (RBB) inventory for a federal

research project analyzing treatment processes and outcomes called Project

MATCH. In addressing working alliance and AT/AG clients, I will describe this

groundbreaking federal research project on alcohol treatment that included both

working alliance as a variable and AT/AG status as part of the demographics. I

will discuss the clinical consequences of counselor bias on the working alliances

formed with clients from different under-represented populations (URPs). Finally,

I will discuss the limited counseling literature regarding AT/AG clients.

Project Match

The National Institute on Alcohol Abuse and Alcoholism (NIAAA) began

a national, multi-site, randomized clinical trial of alcoholism treatment in 1992. It

was called Matching Alcoholism Treatment to Client Heterogeneity (Project

MATCH). The project was designed to test a series of hypotheses on how

treatment outcomes are related to certain client-treatment interactions. The

matching hypothesis stated that by matching clients of known characteristics to
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specified treatments, clinical outcomes could be improved. Successfully

"matched" clients would be expected to have better clinical outcomes than clients

randomly assigned to alternative treatments. The project entailed two parallel but

independent studies, one with clients recruited from five outpatient sites, and the

other with clients from aftercare treatment following inpatient care. Clients were

randomly assigned to one of three treatment modalities: Twelve-Step Facilitation,

Cognitive -Behavioral Coping Skills, or Motivational Enhancement Therapy

(Project MATCH Research Group, 1993). The researchers chose these treatment

modalities for the following reasons: the modalities demonstrated clinical

effectiveness, they had the potential for revealing matching effects, they were

applicable to already existing treatment programs and client populations, and their

implementation was feasible within the constraints of the research trial

(Longabaugh & Wirtz, 2001).

Project MATCH is the largest controlled trial of psychotherapies ever

conducted, involving 261 staff working over a period of 10 years with 1726

clients of outpatient and residential treatment facilities in nine states. During this

time, the project has generated more than 125 published articles, chapters, and

monographs (Miller & Longabaugh, 1997).

Client Demographics

Project MATCH worked with 1726 clients in alcohol treatment. There

were 1307 (75.7%) men who participated in the study, as well as 419 (24.3%)
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women. At the beginning of the study, clients were assessed for clinical

diagnoses. It was reported that 213 (12.3%) clients were diagnosed with

Antisocial Personality Disorder, and 608 (35.2%) clients were diagnosed with

some unspecified psychopathology. Clients were also assessed for Alcohol

Disorders, and it was reported that 1682 (97.5%) clients were diagnosed with

Alcohol Dependence; 36 (2.1%) clients were diagnosed with Alcohol Abuse, and

eight clients (0.5%) received no Alcohol related diagnoses.

Clients were included in the study if they used alcohol as their principal

drug, were at least 18 years of age, and had a minimum sixth grade reading level.

In the Outpatient arm, clients were required to exhibit active drinking behavior

during the 3 months prior to entrance into Project MATCH. In the Aftercare arm,

this period of active drinking behavior had to take place before their inpatient

treatment. Clients were excluded from the study for the following reasons: they

had been diagnosed with dependence on other drugs such as stimulants, cocaine,

or opiates, they were a danger to themselves or others, their probation or parole

requirements would interfere with participation in the study, they were unable to

identify at least one person to assist in tracking for follow-up assessments, they

were experiencing acute psychosis or severe organic impairment, or were

involved in some other treatment for alcohol related problems. Other

requirements for admission into the study for all subjects were: willingness to

participate in any of the three treatment modalities, living within a reasonable

distance of the treatment facilities, having transportation to sessions, and

completing detoxification when medically required (Mandsager, 2002).
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Treatment

Ten sites were involved in the Project MATCH study. Each site provided

services to varying numbers of clients, ranging from 57 to 226 clients. Nine-

hundred fifty-two (55.2%) ofthe clients were seen in outpatient counseling, and

774 (44.8%) were seen in after-care treatment. The clients were treated using

three different methods; 567 (32.9%) clients underwent Cognitive Behavioral

Therapy; 577 (33.4%) clients experienced Motivational Enhancement Therapy,

and 582 (33.7%) clients were treated with Twelve-Step Facilitation.

Treatment Arm

Subjects were followed at 3-month intervals for 1 year following

completion of their treatment and were evaluated for changes in drinking patterns,

functional status/quality of life, and treatment services utilization. Treatment arm

will be included in this study because working alliance had a main effect on

treatment outcome in the Outpatient sites of the study but was not shown to have

an effect on the treatment outcome at the Aftercare sites (Longabaugh, Wirtz,

2001 a). DiClemente, et al. (2003) reported several reasons why the working

alliance would be stronger in the Outpatient arm of the study than in the Aftercare

arm. Clients in the Aftercare arm had received more intensive treatment before

their entry into the Project MATCH study and had other therapeutic relationships
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that could have affected treatment outcome. Also, the second session of treatment

may have been too early for the clients to accurately assess how helpful the

working relationship would be in sustaining their abstinence (DiClemente, et al.,

2003).

Assessment of Client Attributes

Project MATCH participants were given assessments to investigate certain

attributes. The investigators examined Alcohol Dependence Variables by

administrating the Alcohol Use Inventory, the Ethanol Dependence Scale, the AA

Involvement Scale, and the Drinker Inventory of Consequences. Personality and

Psychosocial Functioning was analyzed by giving clients the State-Trait Anger

Scale, the Addiction Severity Index, the Beck Depression Inventory, the

Interpersonal Dependency Inventory, the Psychosocial Functioning Inventory,

and the Personal Attributes Questionnaire. Readiness for Change was assessed by

administering the Rhode Island Change Assessment Instrument, the Alcohol

Abstinence Self-Efficacy instrument, and the Stages of Change Readiness and

Treatment Eagerness Scale. The researchers investigated clients' Religiosity and

Meaning Seeking traits by giving them the Purpose in Life instrument, Religious

Background and Behavior instrument, and the Seeking of Noetic Goals

instrument. Assessment of clients' Social Supports were analyzed by
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administering the Social Support Questionnaire and the Your Work Place

instrument. Finally, clients' Treatment Experiences were assessed by giving them

the Working Alliance Inventory and the Treatment Compliance instrument. Some

of the instruments were given to clients at three month intervals for fifteen

months after treatment to ascertain if characteristic changes had taken place.

Assessment of Treatment Outcomes

Treatment outcomes in the Project MATCH study were measured by

interviewing the clients at weekly intervals during the twelve-week treatment and

at monthly intervals for fifteen months after treatment. The Form 90 interview

was conducted with clients to measure the number of drinks the clients had per

day and the percent of days abstinent. Illicit drug use was also measured at three

month intervals for fifteen months.

Urn Randomization

The Project MATCH study used a statistical technique called Urn

randomization. This type of randomization is only appropriate for large samples,

is designed to handle complex research designs, and is systematically biased in

favor of balance. Equivalence of client groups is a vitally important issue in

matching research where multiple treatments are utilized (Stout, Wirtz,

Carbonari, & Del Boca, 1994). Stout et al. (1994) also stated that urn
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randomization can be utilized with multiple covariates, both marginally and

jointly, to produce optimal multivariate equivalence of experimental groups for

larger sample sizes.

Findings

In the research conducted for Project MATCH, the evidence for matching

effects was weaker than the researchers anticipated. They speculated that

matching clients based on single attributes is simply not an effective strategy to

alter drinking treatment outcomes, or that their study design was flawed in some

critical way that prevented adequate testing of the hypothesis. They also

postulated that perhaps the researchers' understanding of matching processes was

inadequate, leading to flawed assumptions about the processes involved, as well

as unsupportable hypotheses. The researchers also found that each of the three

treatment modalities (Cognitive Behavioral Therapy, Motivational Enhancement,

and Twelve-Step Facilitation) were equally effective, and treatment process

variables, like the working alliance, were often predictive of client change.

Working Alliance

Dunkle and Friedlander (1996) described the working alliance as the

secure base that clients and counselors build in order to examine and process

clients' problems and possible solutions, and stated that an atmosphere of trust
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and support is required to nurture this relationship where clients can work

together with counselors to establish common goals. Horvath and Greenberg

(1994) defined the construct as the intensity of the partnership between

counselors and their clients in order to accomplish a common goal. Gladding

(2004) described the working alliance as the counselors' ability to establish

rapport with clients that encourages working relationships, trust and shared goals.

The working alliance supplies a safe environment for client self-exploration and a

relationship where clients' can define their key relational issues (naval & Smith,

2003). Many theorists have suggested that the working alliance is one of the most

important components of the counseling process. In order to develop and sustain

appropriate and effective working alliances with their clients, counselors need to

utilize certain skills and strategies including establishing rapport, building trust,

and behaving in a respectful manner.

History of the Working Alliance

The importance of the working alliance was originally expressed by Freud

in his early theoretical papers on transference. Even though he supported the idea

of making a "collaborator" of the client in the therapeutic process, Freud (1912)

was mainly concerned with the transferential aspects of the alliance and the

importance of transference analysis. Freud discussed the "unobjectionable
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positive transference," which is the characteristic of transference that should not

be analyzed because it gives clients the necessary motivation to collaborate

effectively with analysts. Freud also stated that the role of affection and

friendliness are "the vehicle of success in psychoanalysis" and indicated that

analysts and clients must join together against the clients' symptoms in an

"analytic pact" based on free exploration by clients and competent understanding

by the analysts (Safran & Muran, 2000).

Rogers (1951) created a theory of counseling known as person-centered or

client-centered therapy. In this theory, he suggested that the relationship between

counselors and clients, or the working alliance, is the most important aspect of

counseling. According to Rogers and many other researchers and clinicians,

effective working alliances are characterized by three core conditions. These

conditions or qualities have been described in a myriad of ways, but the common

thread is the importance and merit counselors ascribe to clients personally, to the

events of their lives, and to the contact clients have with their counselors (Culley

& Bond, 2004).

Rogers (1951) theorized that clients move from viewing themselves as

unacceptable, unlovable, and unworthy, to the realization that they are accepted,

loved, and respected, by experiencing appropriate relationships with their
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therapists. Rogers defined "loved" as being deeply understood and deeply

accepted. As clients experience unconditional acceptance from their therapists,

they are able to take and experience the same attitude of acceptance toward

themselves. As clients start to accept, respect, like and love themselves, they are

capable of reciprocating these feelings for others (Rogers, 1951).

Rogers (1951) believed that acceptance was a critical part of the working

alliance, and he quoted a member of his staff, Oliver Brown, in discussing

genuine acceptance. Mr. Brown stated that in terms of the therapeutic situation,

displaying acceptance communicates to clients that their therapists have a real

hunger to know them, to experience their warmth and expressivity, in whatever

form it may take, and to drink in the experience of them in the closest relationship

that can be achieved. He stated that he did not wish to change clients to suit him,

that the genuine person that he is and the genuine person that the client is are

perfectly compatible ingredients of a potential relationship that would transcend,

but in no way violate, their separate identities (Rogers, 1951).

Rogers' discussion of group counseling is a contextual example of his use

of genuine acceptance in counseling. Rogers (1951) stated that the extent to

which group counselors can convey acceptance of others is a vital requirement of

group-centered facilitation. Leaders must be able to accept the group where it is at
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the moment, even though this could mean that the group has not agreed upon

goals, that the group is submissive or dependent, or that the group members feel

hostile towards their leaders. It means that group-centered counselors must

communicate a genuine acceptance of what the group members want to discuss,

what they decide to do, and how they plan to proceed. Effective group-centered

facilitators also accept all comments from group members without judging if

those comments are valuable, good, or pertinent to the group. They are also

willing to accept decisions that the group members have made. Rogers believed

that when group counselors convey acceptance to their groups, group members

can gradually take over this function. The members become more accepting of

each other, believe that their thoughts, feelings, and efforts are welcomed and will

be accepted. Consequently, it becomes easier for the group members to express

their own genuine attitudes and feelings and to accept the attitudes and feelings of

others (Rogers, 1951).

Bordin (1979) proposed that a good working alliance is a requirement for

change in all forms of counseling. He conceptualized the working alliance as

having three interdependent components: tasks, goals, and the bond. The strength

of the working alliance depends on the quality of the relational bond between

clients and counselors and the degree of agreement between them about the tasks
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and goals of counseling. The tasks of counseling consist of the specific overt and

covert activities that clients must engage in to benefit from their treatment. The

goals of treatment ate the objectives toward which counseling is directed. The

bond component of the working alliance consists of the emotive quality of the

relationship between clients and counselors. For example, a strong bond is present

when clients feel understood, respected and valued. The bond, task, and goal

components of the working alliance influence each other in an ongoing fashion.

The extent to which clients and counselors are able to negotiate an agreement

about the tasks and goals of counseling are mediated by the quality of the bond

between them. In turn, the ability to negotiate the tasks and goals in counseling

mediates the quality of the bond (Safran & Muran, 2000).

Horvath and Greenberg (1994) developed an instrument called the

Working Alliance Inventory (WAI) in 1981 based on Bordin's (1979) concept

that the working alliance consists of three interdependent components: the goal,

the task, and the bond. In constructing the instrument, Horvath and Greenberg

had three objectives. First, they developed this instrument in order to investigate

therapeutically active elements from a pantheoretical perspective. Second,

Horvath and Greenberg also wanted to make sure that there was clear and

convincing evidence that the definition of the working alliance and the constructs
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of the instrument were linked. Lastly, it was important to the researchers that the

instrument was based on a definition of the working alliance that could be

connected to a general theory of counseling and change. In generating items for

the instrument, Horvath and Greenberg considered three reference points: the

clients' own thoughts and feelings; the clients' beliefs about their counselor's

feelings, thoughts, and experiences; and clients' thoughts about the quality of the

working relationship with their counselors (Horvath & Greenberg, 1994).

Horvath and Greenberg (1994) reported that the working alliance is

influenced by both client factors and counselor factors. Clients who are more

deferential, isolated, amicable, able to positively respond to counselors'

confrontations, able to engage with counselors in here and now interactions, and

have had good social and familial relationships, are likely to form strong working

alliances with counselors. The authors cited Rogers (1957) in describing the

counselors' ability to provide an empathic, validating, and congruent relationship

in order to establish a strong working alliance. Horvath and Greenberg also listed

Saftan's et al. (1990) features of counselor behavior that promotes a positive

alliance. These features are: the counselors' abilities to recognize the importance

of here and now relationship problems as they happen during sessions; the

counselors' abilities to utilize alliance ruptures in order to explore clients'
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negative feelings and experiences in the relationship; and the counselors' abilities

to take ownership of their own conflicts in the working relationship, which in

turn, would validate clients' painful experiences and promote their insight into

repeating relational patterns (Horvath & Greenberg, 1994).

Safran and Muran (2000) proposed a new interpretation and use for the

working alliance. They have suggested that their interpersonal and relational

perspective of the working alliance does not follow traditional notions of

counselor neutrality and provides a larger range for technical flexibility.

Constructive relational experiences with counselors are viewed as critical

components of change. The process of developing and resolving difficulties in the

working alliance is not just the precondition of change, but the essence of the

change process (Safran & Muran, 2000).

Safran and Muran (2000) have proposed a new use for the working

alliance, but they have suggested that.Bordin's (1979) conceptualization of the

working alliance is still valid. Bordin purported that, at a basic level, the clients'

ability to believe and trust in their counselors' competence has always had a

profound effect -on the change process. Bordin also postulated that different types

of working alliances are needed depending on the relevant tasks and goals of

counseling. Finally, Bordin implied that there are ongoing negotiations between
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counselors and clients on both unconscious and conscious levels regarding the

tasks and goals of counseling. This process of negotiation is an intrinsic part of

the change process and establishes the conditions that are necessary for change to

occur. The authors have used Bordin's formualtion of the working alliance as a

base for their theory of counseling (Safran & Muran, 2000).

Safran and Muran (2000) developed a counseling approach called Brief

Relational Therapy (BRT) in which the working alliance is utilized in a unique

way. BRT presumes a constructivist philosophy and utilizes a two person

psychology. The theory requires that intense attention be paid to the here and now

of the working alliance and involves a continuous collaborative exploration of

both clients' and counselors' contributions to the interaction. BRT emphasizes

thorough exploration of the nuances of clients' experiences in the context of the

developing therapeutic alliance and is careful about making transference

interpretations about generalized relational patterns. The theory features an

intensive utilization of therapeutic metacommunication, which is communicating

about the implicit communication that is taking place between clients and

counselors, and the disclosure of countertransference. Finally, BRT stresses the

subjectivity of the counselors' perceptions and assumes that the relational

meaning of interventions is absolutely necessary (Safran & Muran, 2000).
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Building and Maintaining the Working Alliance

As the preceding review of its history has shown, establishing a working

alliance is fundamental for successful counseling outcomes to occur. Counseling

and supporting others requires much more than coordinating a collection of skills

and strategies and building them into stages. Counseling is fundamentally a

human activity, distinguished by a particular type of alliance between counselors

and clients. While this alliance has a lot in common with other relationships, there

are specific characteristics of counseling that differentiate them from other

helping activities (Culley & Bond, 2004).

The effective use of interventions, regardless of the counseling theory

used, is dependent on creating good working alliances and sustaining them.

Working alliances need to be developed in which clients are able to make

connections with their counselors and to feel encouraged to invest energy in

working with their counselors. Unless they accept that their counselors are

respectful and trustworthy, clients will not be willing to align themselves with

them or to allow counselors to know them in anything more than a superficial

way (Culley & Bond, 2004). In creating the working alliance, counselors confirm

and support their clients' position, track their clients' narratives through a series

of clarifying questions, and adopt clients' styles of communication. In
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establishing the alliance, it is critical for counselors to engage clients enough to

acquire an understanding of how they view the presenting problem, person, or

situation (Gladding, 2004).

Maintaining the working alliance is critical to the entire counseling

encounter. Reassessment, which usually occurs in the middle of the counseling

relationship, can be difficult for clients. The new insights that they gain about

themselves and their behaviors are often quite painful. Clients may test the

strength of the counseling relationship and the resilience of their counselors'

commitment in order to handle their discomfort. Counselors need to be

courageous enough to contain their clients' anger, anxiety or disappointment.

Clients are more likely to persevere in their work if they believe in their

counselors and experience them as worthy of their trust. Developing trust requires

dependability and consistency in counselors' behavior towards clients, along with

working responsibly and ethically. Helping clients to develop resiliency and the

ability to negotiate change are important in order to provide counselors with

indispensable anchors when clients are testing their counselors and the working

alliance. Building an environment where clients experience understanding and

acceptance when they are attacking or dismissing either their counselors or

themselves provides containment and safety. Clients need to believe that their
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counselors can stay the course with them and to trust that their counselors are not

going to collapse under the weight of their feelings and disclosures. (Culley &

Bond, 2004).

Working Alliance with Clients from URPs

Paniagua (1995) cited Sue & Sue (1990) when he stated that the working

alliance is of paramount importance when counseling all multicultural groups.

Paniagua indicated that the working alliance involves the following three levels:

the conceptual level, the behavioral level, and the cultural level. The conceptual

level includes clients' and counselors' perceptions of credibility, empathy,

honesty, openness, and sincerity. The behavioral level could include clients'

perceptions of counselors as competent in their profession and also reflect

counselors' perceptions of their clients as competent in their abilities to follow

directions and to use skills for self-implementation of their treatment plans. The

cultural level of the working alliance incorporates two hypotheses. The first

hypothesis is called the cultural compatibility hypothesis and contends that the

assessment and treatment of URPs could be enhanced if racial and ethnic

differences between clients and counselors are minimized. The second

hypothesis, called the universalistic argument, asserts that effective assessment

and treatment will be the same across all diverse groups, independent of the issue
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of client-counselor differences or similarities because counselors have the ability

to display both cultural sensitivity and competence (Paniagua, 1995).

Working Alliance and Treatment Outcome

Horvath and Greenberg (1994) referenced an abundance of literature

linking strong working alliances with positive treatment outcomes. A meta-

analysis of eight studies comparing WAI scores and outcomes yielded a

correlation coefficient of.33, with an alpha level of .05. The authors stated that

this indicates a robust connection between client rating of the working alliance

and treatment outcome (Horvath & Greenberg, 1994). Similarly, Horvath and

Symonds (1991) completed a meta-analysis to the synthesize the results of 24

investigations studying the relationship between working alliance and counseling

outcomes. They found a moderate but reliable relationship between the two

constructs, and the clients' perceptions of the working alliance were the best

predictors of treatment outcomes. More specifically, Mallinckrodt (1993)

reported that there is a positive relationship between the level of training that

counselors have and the rating of the task and goal sub-scales of the working

alliance. Dunkle and Friedlander (1996) also found that there is a positive

relationship between the ratings of the bond sub-scale and client opinions
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regarding certain counselor characteristics like social support and level of comfort

with warmth and intimacy in interpersonal relationships (Erdur, et al., 2000).

Horvath and Greenberg (1994) stated that measures of the working

alliance that are taken early in the counseling process are the best indicators of the

final outcome. They also reported that in brief therapy, client appraisal of the

working alliance evaluated as early as the first session can be a good predictor of

which clients will benefit from treatment and which clients may terminate

prematurely. There are several reasons why measuring the working alliance early

in the relationship is superior to measuring it in the middle or at the end of

counseling. The first reason is the possibility that the range of working alliance

scores obtained late in the relationship could be truncated. In other words, only

the upper ranges of scores would be represented because clients who had lower

ratings of the working alliance would be more likely to terminate counseling early

than those clients who had higher ratings of the alliance. Secondly, Horvath and

Greenberg reported that a number of studies have shown that working alliance

scores increase slightly from session 1 to session 5, and that the working alliance

greatly fluctuates during the middle phases of counseling due to ruptures.

Measuring the alliance during this unstable time would likely yield inaccurate

results. Finally, the authors stated that measures of the working alliance may be
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most effective in the relationship's early and relatively undifferentiated state

(Horvath, & Greenberg, 1994),

Consequences of Counselor Bias

In this section of the dissertation, the author will explore the literature

regarding the discrimination that different URPs face and how counselor bias has

had a negative effect on the counseling process with clients from these URPs.

This section is included because the problems AT/AG people face are similar to

those faced by other oppressed groups. There has been research done regarding

clients from other URPs, but there has been virtually no research done with

AT/AG clients.

Hamilton and Troller (1986) stated that it is a necessary human tendency

to make generalizations about the world around us, and that these cognitive

processes of generalization allow people to process and organize large amounts of

information that might otherwise overload their cognitive capacities. Stephan

(1989) stated that unfortunately, these normal cognitive processes also bias

people toward developing stereotypes about others. Furthermore, Fiske (1993)

asserted that when there are power differentials between two cultures, stereotypes

become a means for reinforcing the exclusion and marginalization of the less

powerful group. Traditionally, in the United States, European-American culture
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has held the power to define and create stereotypes in relation to its own ideals,

norms, and values (Hays, 1996).

Scissons (1993) stated that in counseling, theories about human behavior

are based on assumptions about the nature of people. Carter (1991) submitted that

these assumptions about the nature of people are almost exclusively influenced by

the dominant culture of the time. Ritchie (1994) reported that this creates the

possibility that members of URPs may be excluded from counseling research and

theory, which could result in unsatisfactory treatment. Pederson (1987)

challenged some of the stereotypes and assumptions held by the dominant Euro-

centric culture and their effect on counseling, by stating that the aftermath of

these assumptions are institutionalized ageism, racism, sexism, and cultural bias.

Lee and Richardson (1991) and Sue (1981) indicated that many of the principal

theories of counseling were derived primarily from the experiences of White,

upper-middle-class males counseling White upper-middle class clients. As a

result of being taught these theories, counselors may have skewed assumptions

about what constitutes mental health and mental illness, and how mental illness

should be treated. True and unbiased assumptions can be useful in creating a

theoretical framework to guide counselors in their practices. These same
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assumptions, if they are false and culturally biased, can be detrimental to the

training, practice, and research of counseling (Ritchie, 1994).

Ritchie (1994) stated that the definitions of mental and emotional health

symbolize the goals of counseling and, consequently, are important in guiding

counseling theory, practice, and research. If the definitions are constrictive and

biased in favor of certain groups, this could lead to unfair preconceived notions

regarding the mental and emotional health of members of under-represented

groups (Ritchie, 1994). Research by Bernal and Castro (1994) and Ho (1995)

supports the idea that, if counselor biases are present when defining client

problems, counselors may misunderstand clients, misdiagnose their issues, and

utilize ineffective interventions (Guanipa & Wooley, 2000). In the following

section of this dissertation, different URPs will be discussed along with research

regarding how counselor bias affects the clinical treatment of individuals who are

members of these URPs. Specifically, race/ethnicity, sex/gender, age, and lesbian,

gay, bisexual, and transgendered (LGBT) issues will be addressed.

Race/Ethnicity

Race in was defined in Panigua (1998) as " a category of persons who are

related by a common heredity or ancestry and who are perceived and responded

to in terms of external features or traits" (p. 19). The terms race and ethnicity
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continue to be used interchangeably and in ways that reinforce the dominant

culture's assumptions, despite the distinct differences in their meanings (Hays,

1996). Thomas and Sillen (1972) stated that race is a term that originated in an

18th century which sought to classify people on the basis of physical attributes

such as skin color and hair texture. However, as reported by Betancourt and

Lopez (1993), social scientists eventually understood that the concept of a pure

race became relatively meaningless because of the convergence of gene pools

around the world, and the larger within-group, rather than between group

variations of supposedly race-specific characteristics. Helms (1990) and Spickard

(1992) indicated that race is a critical aspect of identity for a great number of

people and is still a powerful sociopolitical construct. Fairfield, et al. (1995) also

contended that race still needs to be considered in the social sciences, particularly

in regards to understanding discrimination, prejudice, social attitudes, and

stereotypes (Hays, 1996).

McGoldrick (1982) defined ethnicity as the sense of communality

conveyed across generations by families and reinforced by their surrounding

communities. This definition refers to the idea of a shared biological heritage, but

the most commonly acknowledged definition of ethnicity pertains to its socially

constructed components, such as shared behaviors, beliefs, language, norms,
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institutions, and values. For counselors, it will always be critical to comprehend

the meaning of ethnic identity for each of their clients. Furthermore, even if a

particular client does not view ethnicity as a significant factor in her or his life,

counselors are still required to understand how the context of the dominant and

minority cultural meanings affect the client's identity (Hays, 1996).

Counselor Bias and Racial and Ethnic URPs

Ridely (1995) defined racism as "any behavior or pattern of behavior that

tends to systematically deny access to opportunities or privileges to members of

one racial group while perpetuating access to opportunities and privileges to

members of another racial group" (p.28). Racism is an issue in the practice of

counseling. For example, Ridley (1995) reported that lower scores on a White

racial identity inventory and higher racism attitudes were associated with lower

self-perceptions of multicultural counseling competence in school

counselor trainees. Jenkins and Ramsey (1991) indicated that biases in assessment

and diagnosis of cultural URPs may not be related to the particular assessment

used but rather to the prejudices and biases of the clinician conducting the

assessment (Paniagua, 1998). Ridely (1995) asserted that, without the ability to

recognize and bracket their biases, counselors have the tendency to expect clients

from racial URPs to behave and think like them (Ridley, 1995).
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Ridley (1995) stated that racism consists of the following five key

features: variety of behaviors, systematic behavior, preferential treatment, non-

random victimization and inequitable outcomes. Ridley stated that many different

types of counselor behavior, including behavior in direct services, training,

administration, policy making, and research and scholarly activities, can be

marred by racism. The author indicated that the consequences of systematic

racism include the premature termination of clients from URPs. This may occur

because theses clients may feel unhelped and disenchanted, or because they are

misdiagnosed. Ridley also stated that Whites receive preferential treatment over

racial URPs because counselors have been taught to counsel through the

dominant cultural lens. Ridley asserted that when clients from racial URPs

repeatedly terminate early, get delegated to less experienced counselors, or

receive erroneous diagnoses, it is more than likely due to racism in the mental

health delivery system. Similarly, Vel squez (1993) and others stated that blind

acceptance of biased definitions of emotional and mental disorders will sentence a

disproportionate number of people from URPs to diagnoses of mental illness

(Ritchie, 1994). Finally, Ridley stated that inequitable outcomes for clients from

racial URPs can be found in diagnosis, staff assignment, treatment modality,

utilization of services, treatment duration, and attitudes toward treatment (Ridley,
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1995). For example, Wilkinson and Spurlock (1986) indicated depression has

been reported less often in African American clients than in White clients because

the literature has perpetuated the flawed conception that depression is not as

common in this group than in the White population (Paniagua, 1998).

Sex and Gender

Sex has been defined as either of the two main categories into which

humans and most other living things are divided on the basis of their reproductive

functions. Kaschak (1992) asserted that gender and gender identity are not

determined by the physical sex of an individual. Rather, Levant (1996) defined

gender as the way in which other people interact with and teach an individual how

to appropriately be female or male, and a person's gender is constructed socially,

rather than biologically. Schnittker (2000) discovered that people are viewed as

normal or typical if they adhere to the gender norms of the society, whereas,

people who depart from this norm are often judged and labeled. Chesler (1989)

contended that women who have characteristics that are believed to be

traditionally male in nature, like being aggressive, competitive, and independent,

could be judged as being mentally unhealthy. Likewise, men who deviate from

expected gender roles could be condemned or subjected to negative psychological

labels (Chesler, 1989). Cormack & Furnham (1998) discovered that both women



Page 48

and men whose behavior violated traditional sex role norms were seen as more

pathological and experienced more negative reactions from society than their

gender-norm-adhering peers (Hinkleman, & Granello, 2003).

Counselor Bias and Sex and Gender

Guanipa and Wooley (2000) defined counselor gender bias as reacting

positively or negatively to clients based on personally held gender stereotypes or

assumptions. Since the 1970's, the effects of gender on mental health diagnosis

and treatment have been researched (Danziger & WelfeI, 2000). During that time,

Broverman, et al. (1970) discovered that mental health professionals described

healthy men and healthy women differently, and their descriptions of a healthy

adult were more similar to their definitions of a healthy man. In their study,

healthy women were represented as being more excitable, less aggressive, more

submissive, and less competitive than healthy men or healthy adults. The

Broverman et al. (1970) findings were replicated fifteen years later by O'Malley

and Richardson (1985), who indicated that counselors, psychologists, and social

workers still described both men and women using stereotypical terms (Danziger

& WelfeI, 2000). Danziger and Welfel (2000) conducted a study to ascertain if

counselors exhibited age, gender, and health biases. They reported that the
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counselors in their study rated their female clients as somewhat less competent

than male clients in making autonomous decisions (Danziger & Welfel, 2000).

Age

Age has been defined as the length of time that a person has lived or as a

particular stage in someone's life. Molinari (1996) named older adults as the most

under-served age group in the United States and reported that even though

between 10% and 40% of the people over the age of 65 have some type of mental

disorder, they under-utilize counseling services. Lagana (1995) and Lasoski

(1986) stated that this age group make up only 4% to 5% of the clients seen in

community mental health agencies. Gottlieb (1994) indicated that this population

also accounts for only 9% of all clients seen in mental health private practices.

Nordhus et al. (1998) reported that there are a number of roadblocks to

treatment for older adults. Raue & Myers (1997) indicated that one barrier is the

belief systems of older people. Lagana (1995) and Lasoski (1986) stated that the

beliefs of this population often include unfavorable feelings about aging,

internalization of the society's stereotypes about them, and the belief that

counseling would probably not be helpful for them (Danziger & Welfel, 2000).

However, Visser and Krosnick (1998) have suggested that older individuals are

more open to altering their beliefs than middle-aged adults. Norhus et al. (1998)
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reported that treating older individuals for mental illnesses and psychosocial

stressors has been found to be beneficial. Klausner and Alexopoulos (1999) have

also indicated that counseling can also aide in alleviating physical discomfort due

to medical problems (Danziger & Welfel, 2000)

Counselor Bias and Age

Knight (1996) and Raue & Myers (1997) reported that the attitudes of

counselors towards older adults serves as another major barrier to treatment.

Myers (1998) and others have discovered that counselors and other mental health

professionals seem to express less interest in older adults than other adults and are

more reluctant to work with them. Myers (1998) also reported that counselors-in-

training seem to have little interest in studying issues faced by older people. In

addition, Woolfe and Biggs (1997) concluded that mental health professionals

possess little insight concerning the unique issues of this population. Busse

(1994) and others indicated that counselors also tend to perceive older clients as

having worse prognoses than younger clients. Myers (1998) reasoned that mental

health professionals tend to view older people as less capable of change, more set

in their ways, and less likely to benefit from counseling services despite the lack

of any research evidence to support this conclusion (Danziger & Welfel, 2000).

James and Haley (1995) and others have stated that negative biases
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towards older people have been shown to affect the diagnostic process and that

mental health professionals tend to ascribe the problems of older individuals to

situational factors rather than personality problems, even when there is evidence

of personality dysfunction. For example, McConatha and Ebener (1992)

conducted a study where counselors trainees were when presented with examples

of client statements in first counseling sessions that differed only by the age of the

client. The authors found that the trainees rated younger individuals as having

more personal difficulties than older individuals. In addition, the trainees rated the

depression in older clients as less severe than depression in younger clients, even

though the symptoms depicted in each example were identical. The authors

reported that the underlying theme is that the trainees felt that it is more normal

for older adults to experience symptoms of mental illness than it is for younger

adults. McConatha and Ebener also stated that the counselor trainees believed that

mental health professionals aged 45 or older would be most appropriate to work

with elderly clients (Danziger & Welfel, 2000).

Danziger and Welfel (2000) stated that negative biases toward older adults

have been reported among a number of community mental health professionals

working in both outpatient and inpatient settings. Ray et al. (1985) indicated that

psychiatrists, who subscribed to varying theoretical orientations, thought that
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older patients had poorer prognoses and were less ideal for counseling assistance

than younger patients. James and Haley (1995) reported that psychologists felt

that counseling was less appropriate for older clients than for younger client,

This body of research indicates that mental health professionals could be

stereotyping older clients in ways that restrict their access to services and that

negatively impact their rights as competent adults. Such attitudes are clearly not

in agreement with the ethical standards of the counselingprofession and -other

mental health disciplines (Danziger & Welfel, 2000).

Sexual Orientation

Sexual orientation has been defined as the "emotional, romantic, or

affectional attraction that a person feels toward another person" (National

Education Association, p. 5, 1999). LGBT individuals are an oppressed URP

(Cooley, 1998). LG$T youth must cope with discriminatory, prejudiced and

violent behavior and messages in their families, schools and communities. These

behaviors and messages negatively affect LGBT individuals' mental health,

education, and physical health. The experience of LGBT youth is often one of

isolation, fear of stigmatization, and lack of-peer and familial support (National

Education Association, 1999). Hidalgo, et al. (1985) stated that even though our

society sees itself as enlightened, gays and lesbians are excluded from seeing -their



Page 53

partners in intensive care units, are not allowed to make life-or-death medical

decisions for their partners, and are legally denied both public and private

employment.

Counselor Bias and LGBT Clients

Research evidence has suggested that homophobic beliefs are common

among mental health professionals. Psychologists tend not to practice in an LGBT

affirmative manner consistent with the policies and ethical principals of

psychology (Garnets & Kimmel, 1993). For example, the APA has taken the

stance that sexual orientation should not be theprimary determining factor in

deciding child custody, but despite this position, therapists routinely rated the

same hypothetical client as less healthy when the client was presented as LGBT

rather than heterosexual (Vace, et al., 1995). Ethical practice with LGBT clients

thus requires that counselors explore their -own homophobic stereotypes and

biases. If left unexplored, these stereotypes and biases could harm clients and

could result in delivery of poor quality services to all clients, LGBT and

otherwise (Garnets & Kimmel, 1993).

Research has suggested that administrators, counselors, and teachers

exhibit alarmingly high levels of homophobic feelings and attitudes. Sears (1992)

reported that around 66% of the -counselors he surveyed expressed negative
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attitudes towards LGBT youth. He also stated that school counselors conveyed

the feeling that they should be more supportive and proactive as professionals

dedicated to the well-being of all their students, but opposing expressions of

personal fear, ignorance, and prejudice reduced their support of and professional

interventions for LGBT students (Sears, 1992). Counselors who are hesitant to

address issues with LGBT students are legally and ethically avoiding their

responsibilities to students and narrowing their own worldviews (Callahan, 2001).

Teachers and counselors may assume that they project a nonjudgmental

demeanor, but biased attitudes and feelings are often expressed in subtle ways

(Sears, 1992). Sears (1991, 1992) stated that Southern LGBT high school

students, who were interviewed after they graduated, reported that they did not

trust their teachers and counselors. The LGBT students believed them to be

unsupportive of their sexual orientation and would not confide in their school

counselors about their lifestyle problems. Finally, the LGBT students said that

teachers were reluctant to discuss LGBT topics in their classes (Sears, 1991,

1992).

Even though it is a natural human tendency to make generalizations about

the people and world around us, stereotyping people based on a few

characteristics can be very damaging. This is also true in the counseling field.
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Counselor assumptions about people that have been exclusively influenced by the

dominant culture can lead to the exclusion and marginalization of URPs in the

counseling process. Institutionalized racism, sexism, ageism, homophobia, and

other prejudices can cause counselors to exhibit biases toward their clients from

URPs, which could lead to misdiagnoses, ineffective interventions, and premature

terminations. AT/AG individuals are part of a religious URP in this society. There

is very little research from the counseling field about this population. In the

following section, the author will review the limited literature regarding AT/AGs

in counseling.

AT/AG Clients in the Counseling Process

AT/AG clients have not been the subject of a great deal of research within

the field of counseling. For example, Connors et al. (2001) stated that there has

been no research examining whether client religious orientation interacts with

alcoholism treatment modalities to produce differential outcomes. It may be that

there is little or no research about this population because they are an invisible

URP. Tonigan et al. (2002) stated that nearly all of the current measurements of

religiosity used in alcohol research are flawed because there is a presupposition

that religiosity exists in all persons to some degree. An absolute value of zero

wherein subjects may have no religious affiliation or may disbelieve in the
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existence of a deity has not been accounted for in current measurement practices

(Tonigan, et al., 2002). However, there have been studies regarding AT/AG

clients in Alcoholics Anonymous (AA) and the formation of disbelief in secular

Jewish people. There have also been studies done regarding spirituality where

Atheism and Agnosticism have been included.

Atheists and Agnostics in Alcoholics Anonymous

Tonigan, et at. (2002) completed a research study with the Project

MATCH data set in order to ascertain if AT/AG clients derived as much benefit

from (AA) as Theist clients. The researchers speculated that the presence of

religious or spiritual beliefs would strongly predict commitment to AA-related

practices, since AA is rooted in Judeo-Christian doctrine. In the core AA

literature, it is intimated that AT/AG people ought to acquire at least a willingness

to believe in the possible existence of a higher power, The researchers found that

AT/AG clients attended AA significantly less often than their religious and

spiritual counterparts. However, there were no significant differences between the

groups when it came to observed benefits of AA. These benefits were determined

by measuring the proportion of days abstinent and the average drinks per day at 6

months and at 15 months after treatment. It was found that clients who described

themselves as unsure about their belief system had significantly less abstinence
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than the religious and spiritual clients, but there was no significant difference in

the abstinence of AT/AG clients and the abstinence of the spiritual and religious

clients (Tonigan, et al., 2002).

Connors, et al. (2001) did a similar study, using Project MATCH data, in

which they hypothesized that individuals higher in religiosity would benefit more

from the Twelve Step Facilitation intervention, than would clients lower on this

dimension. They also thought that there would be no such relationship (beyond a

weak prognostic effect) among clients receiving the Cognitive Behavioral

Therapy and the Motivational Enhancement Therapy interventions. These

researchers used the RBB to measure religiosity, percentage of days abstinent

from drinking, and the number of drinks per drinking day consumed to measure

treatment benefit. They speculated that RBB scores would be significantly and

positively correlated within the group of clients randomly assigned to the Twelve

Step Facilitation. The researchers also hypothesized that religiosity and the

number of drinks per drinking day would be significantly and negatively

correlated. The authors stated that there would be similar but weaker

relationships between the constructs in the Cognitive Behavioral Therapy and

Motivational Enhancement Therapy groups (Connors, et al., 2001).
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Connors et al. (2001) found that matching clients to alcohol treatment

modalities based on religiosity made no difference. The authors reported that

there was no differential relationship based on treatment modality between level

of religiosity and therapeutic alliance. They stated that religiosity positively

predicted post-treatment percentage of days abstinent in Aftercare clients and

negatively predicted drinks per drinking day among Outpatient clients. However

religiosity did not predict drinks per drinking day among the Aftercare clients and

did not predict percentage of days abstinent in the Outpatient clients. The

researchers stated that religiosity did not emerge as a viable matching dimension

with the treatments evaluated in Project MATCH, but it does appear that

religiosity may play a role in the prediction of therapeutic alliance (Connors, et

al., 2001).

Development of Atheist and Agnostic Belief Systems

Hezbrun (1999) conducted a qualitative study with Theist and AT/AG

Jewish people to explore the onset of non-belief and to examine the level of

spiritual well-being in AT/AG Jewish people. The researcher found that the

AT/AG participants in his study acquired their worldviews either during

childhood, adolescence, or early adulthood, and that both the AT/AG and Theist

participants had strong commitments to their belief systems. Hezbrun reported



Page 59

that parental religion had an influence on the belief systems of all of the

participants. The AT/AG subjects who never believed in the existence of a deity

and those who had changed their religious orientation in early childhood had

AT/AG parents who never attended synagogue. Most of these participants also

had never been sent to religious schools. Those participants who became AT/AG

later in life had at least one parent who was a Theist, and most of the participants

had at least one parent who attended synagogue. All of these participants had

attended religious schools (Hezbrun, 1999).

Hezbrun (1999) used four questions to measure spiritual well-being. All

participants were asked to discuss experiences of awe, their understanding of

tragedy, their purpose in life, and whether or not they had experienced

psychological distress and spiritual confusion. The AT/AG and Theist groups

gave similar answers regarding their experiences of awe and understanding of

tragedy, but the AT/AG participants identified their purpose in life as helping

others or improving themselves, while most of the Theists identified their purpose

as living in harmony with God or living a Jewish life. Four AT/AG participants

and 3 Theist participants discussed experiencing a time of spiritual crisis during

their lifetimes. One AT/AG participant described feeling guilt over her non-belief

and distress over feeling different. Hezbrun stated that some of the AT/AG
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participants in his study felt compelled to hide their non-belief from their Jewish

communities. As a result, the AT/AG individuals experienced a heightened sense

of isolation and the feeling that they were alone in their spiritual distress.

However, the researcher suggested that AT/AG people are not necessarily more

psychologically or spiritually troubled than Theists, and that the development of

non-belief is as "normal" (nonpathological) as the development of belief

(Hezbrun, 1999).

Hezbrun (1999) reported that, according to their own stories, the AT/AG

participants in his study did not seek counseling at the time of their spiritual

crises. He speculated that counseling could have been beneficial in meeting the

needs of the AT/AG subjects in this study. Westgate (1996) suggested that

counselors need to help AT/AG clients know that they are not "alone", to explore

how their non-belief is an important part of their identities, to learn how to

differentiate between the community's perception from their own perception of

self, and to have their non-belief validated as a legitimate part of their search for

meaning in the world (Hezbrun, 1999).

Counseling Religious URPs

Langman (1995) examined how spirituality and religion effect the

counseling process by studying a group of Jewish clients. He referred to Jewish
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people as a minority group because it is less common in the United States to be

non-Christian than it is to be non-White. Langman also stated that Jewish people

need to be included in multiculturalism even though they have become integrated

into the dominant culture, and as such are not often seen as a separate culture. The

author outlined some steps that therapists can take to make their practice more

ethically sound when counseling Jewish clients. First, Langman stated that

counselors need to become aware of their own feelings, beliefs, and attitudes

toward the Jewish culture. In order to prevent bias from affecting Jewish clients,

Langman suggested that if counselors have negative feelings about Jewish people,

they should get appropriate supervision and explore their feelings with Jewish and

non-Jewish colleagues (Langman, 1995). These steps are advisable for counselors

to follow when counseling clients who are different from themselves, in order to

avoid bias and to build strong working alliances.

Atheism as a Diversity Issue

D'Andrea and Sprenger (2007) explored the issues of including Atheism

and non-spirituality in the multicultural landscape and how to best assist Atheist

clients. The authors acknowledged the lack of research into the counseling needs

of this URP by stating that there are no articles in the major databases of the

counseling field, nor in the Journal of Counseling & Development that address
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non-belief as a diversity issue. They cited Weinrach and Thomas (1996) by

suggesting that the main reason Atheists have been overlooked in the counseling

literature is that researchers tend to ignore topics that are controversial and

concentrate on subjects that are publishable and politically correct. D'Andrea and

Sprenger discussed how the term "diversity" has many different meanings, but it

is meant to be an inclusive rather than exclusive concept. They stated that

counselors must be able to accept not only religious and spiritual clients, but also

clients who are Atheist or non-spiritual. Counseling professionals need to

understand that Atheist clients' experiences are valid and significant for them,

even if their counselors have contrasting belief systems.

D'Andrea and Sprenger (2007) stated that success with Atheist clients is

dependent on counselors' abilities to comprehend and evaluate their reactions to

divergent belief systems, to guide clients' reflections with validation and

understanding of their worldviews, and to be willing to utilize Atheist clients'

values and beliefs to help them discover what happiness means for them. The

authors outlined several suggestions for working with Atheist clients. First, they

suggested asking what days or events are important to them in order to convey

respect. Second, counselors should guard against making assumptions about how

Atheist clients behave or view the world and also be able to explore differences
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without presuming they are problematic. Third, counseling professionals should

validate that is it difficult to be Atheist in our society and help these clients deal

with prejudice and disrespect from the dominant culture. Fourth, counselors

should anchor their therapeutic interventions in the context of personal choices

and empowerment. Fifth, counselors should encourage Atheist clients to discuss

their beliefs if they choose to but respect that they may keep their beliefs private

until they feel safe. Sixth, counselors should examine their own religious beliefs

and evaluate their abilities to help or hinder Atheist clients' growth. If they find

that they cannot relate to and work with their Atheist clients, counselors should be

able to refer clients to other, more compatible colleagues. Finally, counselors, and

especially counselors-in-training, should seek consultation and supervision from

other professionals or clergy to help them cope with the counter-transference that

may occur when dealing with the emotionally charged subjects of religion and

spirituality (D'Andrea & Sprenger, 2007).

Conclusion

Project MATCH is a multi-site, randomized clinical trail began in 1992 by

the NIAAA. The Project was designed to test a series of hypotheses on how

certain client-treatment interactions affect treatment outcomes. The Project

MATCH data has been used in multiple research studies, including research on
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the working alliance. Historically, the working alliance has been a critical

component in counseling and is related to positive treatment outcomes. Many

aspects of counseling, including the working alliance, can be negatively affected

by counselor bias. URPs have experienced bias from counselors along with

discrimination and oppression from the dominant culture. For example, Sears

(1992) reported that around two thirds of the counselors in his study expressed

negative attitudes towards LGBT youth. Similar to the LGBT community,

AT/AGs are a URP that may experience the consequences of counselor bias. This

population has not been the subject of many counseling research studies. For this

dissertation, the quality of the working alliances formed between alcohol

counselors and clients in the Project MATCH study will be examined.
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CHAPTER 3: METHOD

Introduction

This chapter will outline the methodology that will be utilized in this

dissertation. Specific topics that will be addressed include participants,

procedures, measures, data analysis, and human subjects issues.

Participants

Subjects for this dissertation will be members that comprised both the

Outpatient and Aftercare arms of Project MATCH. There were 952 subjects in the

Outpatient arm and 774 subjects in the Aftercare arm. Participants were divided

into two groups: Theists and Atheists/Agnostics (AT/AG). The Theist group

consisted of the 441 (26%) clients who identified themselves as religious and 964

(57%) clients who described themselves as spiritual. The AT/AG group consisted

of the 85 (5%) clients who identified themselves as Agnostic, and the 37 (2.2%)

clients who described themselves as Atheist. There were significantly more

AT/AG clients in the Outpatient arm of the study than in the Aftercare arm

(Tonigan, et al., 2002). All subjects were given the Working Alliance Inventory

(WAI) and asked to rate the working alliances formed with their counselors.
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Procedures

Subjects were removed from the data set who did not provide answers to

one or more of the instruments used in this study. There were 325 subjects

removed because they did not give answers on the WAI, and there were 199

clients removed because they did not provide answers for the RBB. The data from

1239 clients were used for analysis in this study.

Data were pulled from the first question of the RBB in order to determine

if clients identified themselves as AT/AG or Theists. This information was

recoded from the answers given on the RBB to 1 or 0, one indicating Theist and 0

indicating AT/AG. Data were also pulled from the client responses on the WAI,

more specifically the client rating of the bond component of the WAI. These sets

were combined along with the demographic information of Treatment Arm in

Project MATCH.

Measures

Independent Variable

Religiosity

Description

Religiosity was defined using the first item of the RBB questionnaire (see

Appendix II). Along with asking respondents to choose labels for their religious
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preference, the RBB requires participants to rate how often they engage in

thinking about God, praying, meditating, attending worship services, reading or

studying scriptures, and having direct experiences with God. The measure

incorporates two factors, labeled God Consciousness and Formal Practices. The

RBB's test-retest correlation over a 3-day interval was found to be 0.97, and the

internal item consistency for the combined study arms (Outpatient and Aftercare)

at intake to be 0.86 (n=1637).

Scoring

The RBB is composed of 13 items. Scoring of the first item is based on a

range of score assignments, from 0 to 4, where 0= atheist, 1= agnostic, 2= unsure,

3= spiritual, and 4= religious. For this study, the RBB scores were recoded so that

all of the subjects who chose 3 or 4 on the first question of the original instrument

will be re-labeled as "Theist". All subjects who chose 1 or 2 on the same question

of the original instrument will be re-labeled as "Atheist/Agnostic". For the

purpose of statistical analysis, Religiosity will be transformed into a binomial

variable as follows:

0= Atheist/Agnostic

1= Theist
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Dependent Variables

Working Alliance

Description

The WAI (Appendix III) was developed in 1981 by Horvath to measure

the working alliance that develops between clients and counselors. The

instrument is a self report measure consisting of 36 items on a 7-point scale,

ranging from a score of 1 (never) to 7 (always).The WAI can be used to measure

the working alliance from three different perspectives: the counselor's, (WAI-

Therapist) the client's, (WAI-Client), and an observer's (WAI-Observer). The

forms are administered to participants and observers at the end of counseling

sessions. Internal consistency reliabilities for the client form has been reported as

.87, and for the counselor form as .93 (Burkard, Ponterotto, et al., 1999). For this

study, the scores from the counselor form will be analyzed.

Scoring

For this study, the researcher will be analyzing the bond component of the

WAL The bond between client and counselor consists of the affective quality of

the relationship. For example, this component of the working alliance could

elucidate how much clients feel understood, respected, and valued by their

counselors. The data from the items of the WAI that were designed to measure
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the bond between counselors and clients will be used, and these data will be in the

form of Likert scaled scores.

Covariates

Treatment Arm

Description

There are 1726 participants in the Project MATCH clinical trials. There

were 952 subjects in the Outpatient arm of the study. These clients were seen for

twelve weeks at outpatient counseling facilities in one of the following cities:

Albuquerque, New Mexico; Buffalo, New York; Farmington, Connecticut;

Milwaukee, Wisconsin, and West Haven Connecticut. There were 744 subjects in

the Aftercare arm of the study. These clients were seen for twelve weeks after

they had received treatment in a residential alcohol treatment facility. They were

seen in facilities in one of the following cities: Charleston, South Carolina;

Houston, Texas; Providence, Rhode Island, and Seattle, Washington. Subjects in

both groups were randomly assigned to Twelve-Step Facilitation, Cognitive-

Behavioral Coping Skills, or Motivational Enhancement Therapy.

Scoring

For the purpose of statistical analysis, Treatment Arm will be transformed

into a binomial variable as follows:
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0 = Outpatient Arm

I = Aftercare Arm

Data Analysis

Overview

Four statistical tests were utilized with the data from Project MATCH.

Correlations, Chi-squared test of independence, t tests, and Multiple Linear

Regression were run using the scores from the first question of the RBB, the

placement of the clients into either the Outpatient or Aftercare Arm treatment

groups, and predetermined items from the WAI. Project MATCH had both clients

and counselors complete the WAI at weeks 2, 6, and 10 of treatment. Clients

completed the RBB during the same time intervals. The counselor bond scores

from week 2 were used for this study. Interval data from questions 1, 5, 8, 17, 19,

20, 21, 23, 26, 28, 29, and 36 of the WAI (see Appendix III) were used to

determine the bond between counselor and client

(http://www.educ.sfu.ca/alliance/allianceA, 2005).

Human Subjects Approval

The Institutional Review Boards (IRBs) of all 10 participating institutions

approved the research process used by Project MATCH. The Coordinating

Center of Project MATCH has approved the use of the dataset for this study (see
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Appendix I). The research committee reviewed and approved the reseacher's

application and forwarded the requested dataset. The Oregon State University

IRB approved this study (see Appendix IV) under the exempt status because the

data has already been collected and that the clients and counselors in the study

have remained anonymous.
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CHAPTER 4: RESULTS

Introduction

The specific relationship between client religiosity and counselor ratings

of the therapeutic bond in both the Outpatient and Aftercare arms of Project

MATCH participants were examined using descriptive statistics and multiple

linear regression. Religiosity was measured using the RBB, and the quality of the

bond was measured using selected items from the WAI. This chapter details the

results of the statistical analysis and will present the results from the Correlations,

the T-tests, Chi-square tests, and the Linear Regression statistical analyses of the

data.

Religiosity, Therapeutic Bond, and Treatment Arm

Correlations

This dissertation analyzed clients' religiosity based on the responses given

on the first question of the RBB, the treatment arm they were assigned to by the

Project MATCH research team, and Therapeutic Bond measured by selected

items of the WAI. The first question of the RBB asked respondents to choose a

category for themselves from the following: Atheist, Agnostic, Unsure, Spiritual,

or Religious. Spiritual and Religious respondents were grouped together, and

Atheist and Agnostic respondents were grouped together. Those clients who
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answered "Unsure" were not included in this study. These data were identified as

"Beliefcat" in the data analysis. Clients were assigned to the Outpatient Arm if

they were actively seeking treatment for substance addiction or abuse and were

assigned to the Aftercare Arm if they had already completed 12 weeks of

outpatient or inpatient treatment for substance addiction or abuse. These data

were described as "Arm' 'in the analysis. The author of the WAI identified items

that can be utilized to measure the strength of the bond between counselors and

clients. These items were isolated for analysis from the counselor version of the

WAI to measure this bond. These data were identified as "Wacbnd2" in the data

analysis.

The correlations of the Arm, Beliefcat and Wacbnd2 variables are

presented in the matrix found in Table 1. The correlation between Arm and

Beliefcat was not significant (p= 0.0706). This is to be expected because clients

were not placed in an Arm of treatment based on religion. The correlations

between Arm and Wacbnd2 (p= 0.0047) and Beliefcat and Wacbnd2 (p= 0.0086)

were found to be significant. This suggests that the rating of the quality of the

Therapeutic Bond is influenced by both client religiosity and treatment Arm.
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Table 1

Correlateion Matrix for Treatment Arm. AT/AG or Theist Status, and Wacbnd2

Arm Beliefcat Wacbnd2

Arm - 0.0706 0.047*

Beliefcat - - 0.0086*

Wacbnd2 - - -

* Correlations are significant when the p values are smaller than 0.05.

T-tests

Table 2 shows the descriptive statistics of the scores on the Wacbnd2 for

the two different Treatment Arms, the AT/AG group, and the Theist group. The

Wacbnd2 scores for the entire sample are also listed. The number of subjects, the

means, and the standard deviations are included for each.
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Table 2

Descriptive Statistics for Treatment Arm, AT/AG or Theist Status, and Wacbnd2

Measure N Mean Standard Deviation Min Max

Outpatient 706 69.708 9.279 31 84

Aftercare 533 71.178 8.713 36 84

AT/AG 104 68.106 9.892 45 84

Theist 1135 70.545 8.963 31 84

Wacbnd2 1229 70.606 8.603 45 84

Note: Min is an abbreviation for Minimum, and Max is an abbreviation for

Maximum.

Two different t-tests were performed with these data. In both cases, the

alpha values were set at 0.05, and the tests were run using the two-tailed method.

The first was run by comparing the Wacbnd2 scores for the Outpatient Arm and

the Aftercare Arm. The t Statistic was found to be 2.859, and the tabular t-value

for infinite degrees of freedom is 1.960, thus the Null Hypothesis, stating that

there are no differences between the means of the Outpatient group and the

Aftercare group, would be rejected. This indicates that Treatment Arm had some

effect on th quality of the bonds that were formed between the counselors and

their clients in this sample. The second t test was performed by comparing the
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Wacbnd2 scores for the AT/AG group and the Theist group. The t Statistic was

calculated to be -2.633, and the tabular t-value for infinite degrees of freedom is

1.960, thus the Null Hypothesis, stating that there are no differences in the means

of the AT/AG group and the Theist group, would also be rejected. This suggests

that clients' identities as either AT/AG or Theist had some effect on the quality of

the bonds formed with their counselors in this sample.

Chi-Squared

Chi-squared tests of independence were performed on the data. The null

hypothesis that client status as Atheist/Agnostic or Theist is independent of the

quality of client-counselor bond was rejected (X2= 9.7225, p= 0.0211, 0.05).

The calculated X2 value is greater than the Critical X2 value of 7.81473. The null

hypothesis that client-counselor bond is independent of Treatment Arm placement

was also rejected (X2= 7.977, p= 0.0465, The calculated X2 value is

greater than the Critical X2 value of 7.81473. As with the preceding tests reported

in this chapter, the results of the Chi-squared tests suggest that Treatment Arm

and client religious status has some effect on the quality of the bond between

counselors and their clients.
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Linear Regression

The results from the Correlations, the T-tests, and Chi-square tests suggest

that there is a relationship between Treatment Arm and the quality of counselor-

client therapeutic bond, and between client religious status and counselor-client

therapeutic bond. Multiple Linear Regression tests were run to determine if these

relationships have a predictive value. The results of these tests are displayed in

Table 3.

Table 3

Multiple Linear Regression Statistics for Treatment Arm and RBB scores as

Predictor Variables for the bond cam, ponent of the Working Alliance

R Adj. R han a RZ Change F df Sig of FChnu

Arm 0.11 0.01 0.10 7.15 2 0.00082

RBB 0.006 0.005 0.001 6.93 1 0.00857

Note: Adj is an abbreviation for Adjusted; Sig is an abbreviation of Significance,

and Chng is an abbreviation for Change.

The Null Hypothesis that the slopes (Coefficient Values) of the lines equal zero

was rejected. The Coefficient Value for treatment arm is -1.41, and the

Coefficient Value for the RBB scores is 2.44. There is significance, but the R
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square values are very small. This suggests that client religiosity and Treatment

Arm are not good predictors for the quality of the therapeutic bond.

Summary of Findings

The following results were presented and explained for this study in this

chapter: (a) correlations between the means of the scores from the Wacbnd2,

RBB, and Treatment Arm, (b) t tests comparing the Wacbnd2 scores for the

Outpatient Arm and the Aftercare Arm, and comparing the Wacbnd2 scores for

the AT/AG group and the Theist group, and (c) chi-squared tests of independence

for the Wacbnd2, Treatment Arm and AT/AG or Theist data. All of the results of

the tests revealed significance between the quality of therapeutic bond and

treatment Arm as well as the quality of the therapeutic bond and client religiosity.

The Multiple Linear Regressions tests, however, revealed no predictive value of

these data.

It is important to remember that statistical results may not completely

illuminate treatment efficacy in counseling and that some constructs in social

science research may be difficult to quantify. Jacobson and Truax (1991)

addressed the issue of using statistical methods to quantify clinical change. They

stated that there is confusion regarding statistical effectiveness and counseling

efficacy. For example, the authors stated that large effect sizes are often found to
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be more clinically significant than smaller ones, but even large effect sizes are not

always clinically significant. Conversely, clinical significance in counseling often

refers to a treatment's ability to meet benchmarks of efficacy defined by clients,

counselors, and researchers, but there is little agreement in the profession

regarding what these benchmarks should be (Jacobson & Truax, 1991). In relation

to this study, the three descriptive statistical tests that were performed revealed

significant differences in the counselor ratings of the bond component of the

working alliance for the Theist client group and the AT/AG client group. It is

important to keep in mind that statistical analysis may not always capture the true

clinical picture.
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CHAPTER 5: DISCUSSION

Introduction

This dissertation explored the relationship between client status as AT/AG

and the quality of the bond formed with alcohol counselors in the Project

MATCH study. The Project MATCH database was utilized by including 1239

participants from both the Outpatient and Aftercare Arms of the study.

Correlations, Chi-sqaured tests of independence, t-tests, and Multiple Linear

Regression were employed using the scores from the RBB and WAI. The first

three types of tests revealed a significant difference between the counselor rating

of the therapeutic bond for AT/AG clients and their Theist counterparts, as well as

a significant difference in the therapeutic bond between the two Treatment Arms.

However, the Multiple Linear Regression tests showed that there is little or no

value of client religiosity and Treatment Arm in predicting the quality of the

working alliance bond. This chapter presents potential explanations for these

results and implications for counseling practice and future research regarding

AT/AG clients.

Variables

This study explored the relationship between client placement in

Treatment Arm, client religiosity, and the counselor rating of the therapeutic
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bond, as well as the predictive value between these three variables. These

variables will be reviewed here.

Treatment Arm

Clients were placed in one of two Treatment Arms depending on the

progress of their treatment. Clients who were just beginning their treatment for

alcohol abuse or dependence were place in the Outpatient group. Clients who had

already completed twelve weeks of treatment were placed in the Aftercare Arm.

Religiosity

Client religiosity was measured using the first question of the RBB. This

item of the instrument requires clients to categorize themselves as Atheist,

Agnostic, Unsure, Spiritual, or Religious. For this study, clients who chose

Atheist and Agnostic were placed in one group, and clients who chose Spiritual

and Religious were placed in one group. Clients who chose Unsure were not

included in this study.

Working Alliance Bond

The counselor rating of the counseling bond was measured using the WAI.

The WAI is an instrument used to measure the strength of the working alliance

formed between counselors and their clients. By definition, the working alliance

is composed of the counseling task, bond, and goal. Additionally, there are three



Page 82

different versions of this inventory, the Counselor rated, the Client rated, and the

Observer rated. The Counselor rated version of the instrument was utilized for

this study. The author of this dissertation chose to examine only the bond

component of the working alliance, so only the items designed to study this

component were included in the data analysis.

Results

In this study, there was a significance difference found in the ratings of

therapeutic bonds between the AT/AG group and the Theist group. However, this

difference, when tested using Multiple Linear Regression, was not found to have

a predictive value. The significant difference found by the descriptive statistics,

could be explained by client behaviors, counselor biases, and treatment modality.

AT/AG clients may have chosen to hold back from their counselors because they

feared being judged and rejected (D'Andrea & Sprenger, 2007). This URP has

been shown to experience these types of reactions when disclosing their status as

AT/AG. The counselors in Project Match may have noticed this holding back and

rated the therapeutic bond as weaker. In the author's opinion, AT/AG individuals

are often independent thinkers who make their own decisions about their life

circumstances. This may have caused these individuals to be slow to "buy in" to

the counseling process, which in turn, could have affected the therapeutic bond.
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Counselors are influenced by the dominant culture, which is Theist. As

Ritchie (1994) stated, if counselors have constricted and biased definitions of

mental and emotional health, they may have skewed notions about the mental and

emotional health of clients from URPs. They may have incorporated some of the

negative stereotypes about AT/AG individuals into their worldviews. D'Andrea

and Sprenger (2007) stated that moral decadence, disregard for others, and self-

indulgence are stereotypical behaviors that people tend to assign to Atheist

individuals. Ridley (1995) found that, if counselors are not able to recognize and

encapsulate their biases, they tend to counsel through the dominant culture lens

and expect clients who are culturally different to think and behave like them. The

counselors in this study may have overtly or covertly communicated to the

AT/AG clients that they should conform and become Theist or Spiritual. Myers

(1998) reported that counselors have viewed older people as more set in their

ways, less able to make changes, and therefore, less likely to gain from

counseling. The counselors in this research study may have believed the

stereotype of AT/AG individuals being inflexible, less open to change and

therefore, less likely to benefit from counseling. As Sears (1992) asserted,

counselors may believe that they are projecting a nonjudgmental image, but their

biases are often communicated in very subtle ways. The counselors in this study
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may have unknowingly been expressing biases with their AT/AG clients.

Possessing and conveying any of these biases would be obstacles to forming

strong therapeutic bonds with AT/AG clients.

A third of the participants were randomly placed into Alcoholics

Anonymous (AA), which is a treatment modality that requires a belief in a Higher

Power. In AA, clients are encouraged to follow the 12 steps to help them stop

drinking. Of these 12 steps, six are dependant on a belief in a Higher Power

(http://www.alcoholics-anonymous.org). The AT/AG clients who were placed

into this treatment modality were asked to follow these steps that are contrary to

their worldviews and belief systems. This may have made it difficult for the

AT/AG clients to fully engage in the counseling process, which in turn, could

have affected the counselor rating of the therapeutic bond.

Limitations

The limitations that may have affected the outcome of the research will be

discussed here.

Use of a Database

The data for this study were culled from a database where the researcher

could not communicate with the participants. This created a situation where the

researcher could not check with the participants for clarification. Also, this
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dissertation was limited by the data and measures used in Project MATCH. The

instruments used are still very credible, but the author did not have the option of

choosing different types of assessments.

Age of the Database

Project Match was begun in 1992, and in the 15 years since then, the

opinions of counselors regarding spirituality and AT/AG people may have

changed. The advent of the Multicultural Competencies and the move toward

Social Justice in counseling have helped counselors be more open and

understanding of clients from URPs. Also, there has been an increase in the

amount of research regarding the inclusion of spirituality into the counseling

process. However, most of this research has been from the Theist point of view.

There has been very few studies investigating the experiences of AT/AG clients

in counseling, so they are still an invisible URP to the profession:

Nature of the Presenting Problems

The participants in this study were undergoing treatment for the cessation

of alcohol or drug abuse. This may have affected the relationships formed with

their counselors. Meier and Domnall (2006) found that counselor and client

measures of the therapeutic alliance in drug counseling were weakly correlated

and became more dissimilar as treatment progressed. If clients are not ready to
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change, they may disagree about the Goal of counseling, which would also affect

the Task and Bond of counseling relationships.

Implications for the Counseling Process

Counselor

In this country, counselors live in a society where the dominant culture is

religious and/or spiritual, and there are myths and hostile feelings toward non-

religious people. Following the lead of Sodowsky et al., (1994) and Sue et al.,

(1992), counselors need to learn more about the culture of AT/AG people and to

talk to AT/AG individuals. Supervision should help counselors become aware of

their own preconceived ideas, values and biases; comprehend the worldview of

AT/AG clients; utilize culturally appropriate counseling interventions, strategies

and techniques; create culturally relevant case conceptualizations and treatment

strategies; recognize the heterogeneity of AT/AG people, and acquire knowledge

of the socio-cultural history of AT/AG people. Through self-exploration,

counselors should become comfortable with their own spirituality and the idea

that their clients may not share their same spiritual worldview. Seeking this type

of supervision will help counselors to prevent bias from affecting their working

alliances with AT/AG clients.
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Counseling Interventions

Following the concepts that Kaplan and Saperstein (1985) outlined in their

study of counseling LGBT clients, it is vital that counselors include the full

spectrum of religious or spiritual identities in their list of presenting problems

during the intake process. By doing this, counselors can communicate to their

clients that they do not assume that clients are always part of the dominant culture

in many ways, including race, sexuality, ability, and/or religiosity. In order to

convey a supportive perspective, counselors should express nonjudgmental

attitudes in their interactions with all of their clients. Also, counselors should

remember that AT/AG clients may come to therapy for reasons that have nothing

to do with spirituality. It is imperative that counselors do not pathologize clients

because they are AT/AG, or automatically assume that all of clients' difficulties

are caused by their choice of spirituality (Vace, DeVaney, & Wittmer, 1995),

As a part of communicating nonjudgmental attitudes, counselors need to

reject the stereotypes of AT/AG people as being immoral, angry, and

uncompassionate. AT/AG individuals need to be seen as complete people who are

dealing with societal oppression. These clients should be reassured that they are

not to blame for the persecution, hatred, or exclusion of the larger society. They

may internalize these negative perspectives and develop a variety of short and
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long term issues (Frandsen, 1985). Therefore, counselors must be willing to not

only accept AT/AG clients, they must also have the willingness to work with

these clients within the realities of AT/AG life, rather than within the dominant

culture's interpretations of those realities. Counselors must thoroughly examine

their own worldviews and preconceptions about what they believe to best for their

clients (Moses & Hawkins, 1982).

Mallon (1994) outlined several tasks and concepts that counselors should

be aware of when counseling LGBT youth. Many of these ideas are also

appropriate when helping AT/AG clients. First, counselors should meet clients

where they are. Demonstrating to AT/AG clients that it is acceptable to be

AT/AG, that it is okay to be confused, and that it is acceptable for clients to

explore their own ways of being, are appropriate strategies with this population.

Second, counselors should help AT/AG clients to develop and implement

effective interpersonal coping skills to combat the negative effects of oppression.

AT/AG people may need assistance in dealing with conflict with friends or family

members, maintaining relationships, deciding when and when not to disclose their

belief system, and preserving their emotional and physical safety. Because

AT/AG individuals deal with societal oppression, it is imperative that counselors

also know the signs of depression, suicidal ideation, and substance abuse, as well
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as appropriate referral resources for these issues. Counselors can help their

colleagues to view Atheism and Agnosticism from a non-discriminatory and non-

judgmental perspective by giving presentations on the subject with accurate

information about AT/AG people. Finally, counselors need to maintain

confidentiality at all times in order for their relationships with AT/AG clients to

be based on respect, trust, and understanding (Mallon, 1994).

When counseling AT/AG individuals, counselors need to remember that

they are a unique URP who bring unique issues to the counseling relationship.

Some of these issues are similar to LBGT clients. Three of the five presenting

problems faced by LGBT youth that Cooley (1998) outlined may also apply to

AT/AG clients. These are development of social identity, isolation, and family

issues. Each of these presenting problems can affect the formation of the

therapeutic bond.

Development of Social Identity

Similar to difficulties faced by LGBT youth as they develop their social

identities, AT/AG individuals may struggle with being different because of

societal pressures to conform. AT/AG people may either isolate themselves for

fear of rejection or deny their belief systems because they feel uncomfortable

around their dominant culture peers (Cooley, 1998). If AT/AG clients do not feel
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safe enough to be genuine with their counselors, a strong therapeutic bond will

not be formed.

Isolation

Isolation is one of the biggest factors for any URP struggling to become

accepted in a larger society (Robinson, 1994). Because there are not many

positive role models accessible to AT/AG people, the experience of being AT/AG

is often perceived only in a negative way. Feelings of isolation can contribute to

internalized oppression that may manifest itself as depression, overcompensation,

repressed feelings, and withdrawal. These emotions and actions can often result in

acting out behavior such as drug or alcohol abuse. (Kaplan & Saperstein, 1985).

Martin and Hetrick (1988) identified cognitive, social, and emotional

problems that clients can face related to isolation. The cognitive isolation that

AT/AG people can experience is due to the fact that there is a predominance of

inaccurate, negative, and stigmatic information about this community in our

society. The social isolation of AT/AG individuals is apparent when realizing that

they can risk of being thrown out of their families, expelled from their peer

groups, or of losing their social identities because of their status. The emotional

isolation that AT/AG individuals may experience is the most serious type of

isolation to consider. They may feel that they are abnormal, that they have no one
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to talk to, and they feel that they are completely alone (Martin & Hetrick, 1988).

For many AT/AG people, the reinforcements for being "normal" are so great that

those who can pass for being part of the dominant culture will generally do so,

This deception isolates AT/AG individuals because all of the relationships that

they attempt to develop will be distorted (Cooley, 1998). This includes the

relationships formed with counselors. The therapeutic bond could be adversely

affected if AT/AG clients do not feel comfortable enough with their counselors to

be honest about what is really bringing them to counseling.

Family Issues

Many AT/AG people may struggle with the decision of whether or not to

reveal their chosen belief systems. These individuals are seeking acceptance and

understanding from their families and peers while at the same time, fearing

alienating from their support systems (Kaplan & Saperstein, 1985). These family

issues may create cognitive dissonance for AT/AG individuals. This dissonance

arises from knowing their families' expectations, and feeling that they cannot

meet these expectations, which causes feelings of anger, guilt, shame, and fear of

rejection (Martin & Hetrick, 1988). Hidalgo, et al. (1985) reported that many

individuals cope with feelings of inferiority by trying to please others, which
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often leads to loss of identity, self-neglect, disregard for personal needs, and

destructive habits of caretaking (Cooley, 1998).

One unique difficulty faced by the LGBT and AT/AG communities is

family rejection. African American children are not rejected by parents because

of their race. Even though some children with disabilities are rejected by their

parents because of their status, these parents often feel guilty. Parents who reject

LGBT or AT/AG children sometimes appear to be self-righteous rather than

guilty. Parents may fear that their LGBT or AT/AG children will lead tortured,

lonely, or unhappy lives (Vace, et. at, 1995). If AT/AG clients come to counseling

to deal with family issues, counselors must be sure not further reject these clients

by displaying bias against their worldview. If this occurs, the therapeutic bond

could be compromised.

Counseling Profession

The counseling profession is always expanding in an attempt to be more

inclusive of clients' ways of being. In this vein, the counseling profession needs

to extend its definition and view of spirituality to include Atheism and

Agnosticism. The profession also needs to expand it's conceptualization of

multiculturalism and social justice to include AT/AG people. Counselors may

need to receive supervision specifically about serving this URP, and, like other
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oppressed groups, understand that ATIAG clients will bring unique issues to

counseling, as well as undergo their own unique identity development.

The profession also needs to address the needs of ATIAG clients in

counselor education. A major barrier to treatment for older individuals has been

counselor attitudes (Knight 1996, and Raue & Myers 1997). Myers (1998)

reported that counselors and counselors-in-training have expressed less interest in

working with older adults.Additionally, Woolfe and Biggs (1997) stated that

counselors have little insight regarding the unique problems of older clients.

Similarly, if counselor trainees are not taught about the unique needs and

worldviews of ATIAG clients, they may express negative attitudes and biases

towards them.

Future Research

Ritchie (1994) reported that, because ideas about human nature are

influenced by the dominant culture of the time, it is possible that members of

URPs may receive unsatisfactory treatment. This is due to their exclusion from

counseling research and theory. Since there is very limited research regarding

ATIAG individuals in counseling, there is great need for comprehensive studies

involving the perspectives of counselors and their ATIAG clients. The following
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is a list of possible research studies that will elucidate the requirements for

counselors and the needs of AT/AG clients:

1. Quantitative and qualitative research regarding the beliefs and preconceptions

that counselors have about AT/AG clients and the presenting problems that they

bring to counseling.

2. Studies comparing the counselor ratings of the counseling Task, Bond and Goal

of Spiritual/Religious clients and AT/AG clients in mental health counseling.

3. Research involving the opinion of counselors, supervisors, and counselor

educators regarding the addition of Atheism and Agnosticism to the spectrum of

Spirituality.

4. Quantitative and qualitative studies involving AT/AG clients and their

perception of the counseling process, how they feel they are treated by the

counseling profession, and clients' ratings of the Task, Bond, and Goal of mental

health counseling.

5. Research utilizing counselors' and clients' perspectives in order to develop a

model of AT/AG identity development.

Conclusion

AT/AG people are a religious URP in this country who live with societal

hatred, stereotyping, and exclusion from the dominant culture. Dealing with this



Page 95

oppression on personal and institutional levels may bring AT/AG people to

counselors for help. Counselors are expected not to discriminate against their

clients based on age, color, culture, ethnic group, gender, race, religion, sexual

orientation, marital status, or socioeconomic status (Herlihy & Corey, 1996).

Counselors are encouraged to use multicultural counseling skills to appropriately

assist clients who are somehow different than themselves. These skills are utilized

in order to prevent counselor bias from interfering with the therapeutic

relationship that is formed between counselors and their clients. The resilience of

this relationship, often called the working alliance, is often considered to be the

strongest predictor of counseling outcomes. Counselors may have biases

regarding clients' spirituality or religion that could affect the working alliance,

The purpose of this study was to examine if the therapeutic bond of the working

alliance is affected by the religious status of clients. It was found that there is a

relationship, although not a predictive one, between client status as AT/AG and

the counselors' ratings of the therapeutic bond.

There is currently not a consensus in the counseling profession regarding

the inclusion of Atheism and Agnosticism into the concept of spirituality, even

though spirituality is a concept that has many definitions. Some of the definitions

include the belief in a god or gods, and some do not. Because the counseling
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profession is always striving to be inclusive, AT/AG people should be viewed as

a group who live with oppression and discrimination, who should be accepted by

counselors even though they have a unique and sometimes unpopular worldview,

and who should be embraced by multiculturalism and social justice. This

dissertation is merely the first step toward the fruition of these goals.
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APPENDIX I

University of Connecticut Health Center Bonnie Windish,

Doctoral Student

263 Farmington Ave. Oregon State

University

Department of Community Medicine 1811 16th Ave SE #6

Farmington, CT 06030-6325 Albany, OR 97322

Dear Bonnie:

Congratulations, you are the proud new owner of the Project MATCH

Public Data Set. Accompanying this letter are a number of files which

make up the data set. Below is a loose description of the files you will

receive and how they relate to the entire data set.

8 Data riles:

alcdrug. *, cogfunc. *, persnlty. *, readi. *, relig. *, socsup. *, trialvar. *,

txexper.*

8 Codebooks:
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alcdrug.doc, cogfunc.doc, persnlty.doc, readi.doc, relig.doe, socsup.doc,

trialvar.doc, txexper.doc

The User's Manual:

cover.doc, index.doc, manual.doc

The Descriptive Statistics of the Wave I Data Set:

desstat.doc

Enjoy the data set. Good luck!

Sincerely,

Janice Vendetti, M.P.H.

Data Coordinator

MATCH Coordinating Center
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APPENDIX II

RPBORJY R"60 7184 Papa 1 of 1

CASAA Research Division*

Religious Practices and Beliefs (RPB 2F)

1. Which of the following categories best describes you today? (Check one)

(1) Atheist I do not believe in God.

(2) Agnostic I believe we can't really know about the existence of God.

(3) Unsure I don't know what to believe about God.

(4) Spiritual I believe in God, but I'm not religious.

(5) Religious I believe in God and practice a religion.

If you practice a particular religion, what is your religious denomination?

My religious denomination is:

2. During the past three months, how often have you done each of the

following

things? (Circle the number of your answer for each line.)

DURING THE PAST 3 MONTHS: 1= Never, 2- Rarely; 3= Once a Month; 4=Twice a

Month; 5= Once a
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Week; 6=Twice a Week; 7= Almost Daily; 8=Once a Day or More

1.! thought about God 12345678

2.I prayed 12345678

3.1 meditated 12345678

4. I attended religious services 12 3 4 5 6 7 8

5. I read or studied holy writings 12 3 4 5 6 7 8

6. 1 had direct experiences of God 12 3 4 5 6 7 8
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APPENDIX III

The Working Alliance Inventory

Form C

Instructions

On the following pages there are sentences that describe some of the different

ways a person might think or feel about his or her therapist (counselor). As

you read the sentences mentally insert the name of your therapist (counselor)

in place of in the text.

If the statement describes the way you always feel (or think) circle the number 7;

if it never applies to you circle the number 1. Use the numbers in between to

describe the variations between these extremes.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

1.1 feel uncomfortable with

1 2 3 4

7
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Never Rarely Occasionally Sometimes

Often Very Often Always

2. and I agree about the things I will need to do in therapy

to help improve my situation.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

3. I am worried about the outcome of these sessions.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

4. What I am doing in therapy gives me new ways of looking at my problem.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

5. and I understand each other.

1 2 3 4

7
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Never Rarely Occasionally Sometimes

Often Very Often Always

6. perceives accurately what my goals are.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

7. I find what I am doing in therapy confusing.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

8. I believe likes me.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

9. I wish and I could clarify the purpose of our sessions.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always
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10. I disagree with about what I ought to get out of therapy.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

11. I believe the time and I are spending together is not spent

efficiently.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

12. does not understand what I am trying to accomplish in

therapy.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

13. I am clear on what my responsibilities are in therapy.

1 2 3 4

5 6 7
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Never Rarely Occasionally Sometimes

Often Very Often Always

14. The goals of these sessions are important for me.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

15. I find what and I are doing in therapy is unrelated to my

concerns.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

16. I feel that the things I do in therapy will help me to accomplish the changes

that I want.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

17. I believe is genuinely concerned for my welfare.

1 2 3 4

5 6 7



Page 126

Never Rarely Occasionally Sometimes

Often Very Often Always

18. I am clear as to what wants me to do in these sessions.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

19. and I respect each other.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

20. I feel that is not totally honest about his/her feelings

toward me.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

21. I am confident in 's ability to help me.

1 2 3 4

5 6 7
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Never Rarely Occasionally Sometimes

Often Very Often Always

22. and I are working towards mutually agreed upon goals.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

23. I feel that appreciates me.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

24. We agree on what is important for me to work on.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

25. As a result of these sessions I am clearer as to how I might be able to

change.

1 2 3 4

7
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Never Rarely Occasionally Sometimes

Often Very Often Always

26. and I trust one another.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

27. and I have different ideas on what my problems are.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

28. My relationship with is very important to me.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

29. I have the feeling that if I say or do the wrong things,

will stop working with me.

1 2 3 4

5 6 7
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Never Rarely Occasionally Sometimes

Often Very Often Always

30. and I collaborate on setting goals for my therapy.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

31. I am frustrated by the things I am doing in therapy.

1 2 3 4

5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

32. We have established a good understanding of the kind of changes that would

be good for me.

1 2 3 4 5 6 7

Never Rarely Occasionally Sometimes

Often Very Often Always

33.The things that is asking me to do don't make sense.

1 2 3 4 5 6 7
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Never Rarely Occasionally Sometimes

Often Very Often Always

34. I don't know what to expect as the result of my

therapy.

1 2 34567

Never Rarely Occasionally Sometimes

Often Very Often Always

35. I believe the way we are working with my

problem is correct.

1 2 3 4567

Never Rarely Occasionally Sometimes Often

Very Often Always

36. I feel cares about me even

when I do things that he/she does not approve of.

1 2 34567

Never Rarely Occasionally Sometimes

Often Very Often Always
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APPENDIX IV

INSTITUTIONAL REVIEW BOARD (IRB)

APPLICATION FOR RESEARCH INVOLVING HUMAN PARTICIPANTS

Please read through the entire application before beginning. All

materials must be typed and submitted to the Human Protections

Administrator at the address indicated above. Incomplete applications

will delay the review process. Applications will be returned without

review if the application involves technical language without

common explanations or if the application is poorly constructed

grammatically. Send an e-mail to IRB(aregonstate. edu or call (541)

737-3437 with any questions.

Application No.-
Principal Investigator: Dr. Cass Dykeman E-mail:

dykemanc@onid. orst. edu

Department: Counselor Education and Supervision Telephone: (541)737-8204

Project Title: The Effect of Client Status as Atheist/A ostic on the Counseling

Working Alliance

Type of Project: OSU Faculty or Staff Research Project X

Student Project or Thesis
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Student Researcher: bonnie Windish N.C.C., P.C. (OH), Ph.D

Candidate

Level of Review Requested:

Exempt from Full Board: The methodology of this dissertation involves the

examination of existing data that were collected by Project MATCH, which is a

multisite clinical trial designed to test a series of a priori hypotheses on how

patient-treatment interactions relate to outcome. Two independent yet parallel

matching studies were conducted, one with clients recruited from outpatient

settings, the other with patients receiving aftercare treatment following inpatient

care. Patients were randomly assigned to the following: Twelve-Step Facilitation,

Cognitive Behavioral Coping Skills, or Motivational Enhancement Therapy.

Subjects were followed at 3-month intervals for 1 year following completion of

the 12-week treatment period and were evaluated for changes in drinking patterns,

functional statuslquality of life, and treatment services utilization. In this study,

interaction effects with selected patient characteristics were examined. Project

MATCH was designed to provide a rigorous test of the utility of patient-treatment

matching in general and has important implications for clinical practice (Project

MATCH Research Group, 1993). The information has been coded by the

investigator to ensure subject confidentiality.

External Funding (present or proposed): Yes X No

If yes, Sponsor Name: Not applicable

Project Start Date (i.e., recruitment of human participants): The existing data from

Project MATCH will be reviewed and amined after receiving I rov .
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All research staff involved in this project must receive training in the ethical use of

human participants in research. To document this training, the OSU IRS's Certification

of Education form (available at:

httu://osu.orst.edulresearch/RegulatorvCompliancc/HumanSubjects.html) must be

submitted. The Certification of Education form is not the confirmation issued by the

educational tutorial. The Certification of Education form needs to be submitted only

once for each researcher.

CERTIFICATION OF EDUCATION - Please indicate if the form has been previously

submitted:

Principal Investigator: X Yes No*

Student Researcher: Yes X No*

Additional Research Staff (attach additional sheet if necessary): None

*If not previously submitted, please submit the Certification of Education form

immediately. IRB review of the proposed project will not occur until the

appropriate Certification of Education form for each research staff member has

been received.

Other IRB Review: Will this project be submitted to another institution's IRB for

review?: Yes X No

If yes, name of institution: Not applicable.

Principal Investigator's assurance and compliance statement:

I agree to accept responsibility for the scientific and ethical conduct of this

project.

If this project is approved, I agree to submit q modifications to the

approved project to the IRB for review and approval prior to implementation
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(including changes in research staff, external funding sources, changes in

wording to the consent form, etc.).

I agree to promptly report all adverse events that may occur as a result of this

study.

I agree not to start any part of this study involving human participants

(including participant recruitment) until I have received full IRB approval.

I will submit any requested information in a timely manner.

Conflict of Interest Statement: Could the results of the study provide a potential

financial gain to you, a member of your family, or any of the co-investigators that

may give the appearance of a potential conflict of interest? If "Yes", please describe

any potential conflicts of interest in a cover letter and disclose in the informed

consent document.

Yes No

If acting as an advisor for a student project:

I agree to be the point of contact between the IRB and the student

investigator(s) for all communication (students will not receive

communications directly).

I agree to oversee the student research and to ensure the project's methods

and the model are sound and ethical.

Signed Date

Principal Investigator
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ATTACHMENTS

Attachment 1: Protocol Sections

L. Brief Description

The purpose of this study is to investigate if there is a significant

relationship between client status as Atheist/Agnostic and the

strength of the bond formed with counselors. The clients in the study

consisted of individuals either enrolled in outpatient drug and

alcohol treatment counseling or in the after-care phase of inpatient

drug and alcohol treatment. The counselors involved with Project

MATCH are drug and alcohol counselors who conducted either

Twelve-Step Facilitation, Cognitive-Behavioral Facilitation, or

Motivational Enhancement Therapy. Specifically, the study will use

the clients' responses to the first question of the Religious Beliefs

and Background (RBB) inventory in order to separate the clients into

the categories of Theists and Atheists/Agnostics. The study will

then examine the clients' ratings of the Bond component of the

Working Alliance Inventory (WAI) to ascertain if there is a

significant difference between the two groups. The bond component

of the alliance consists of the affective quality of the relationship

between patient and therapist (e.g., the extent to which the patient

feels understood, respected, and valued). This is an important study

in increasing knowledge of an under-represented population's
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(Atheists/Agnostics) experience of counseling. The intended use of

this research will be to complete the student researcher's doctoral

dissertation and may be published in an academic journal in the

future.

2. Participant Population

1. One thousand seven hundred twenty-six clients participated in the

Project MATCH study. Their scores on inventories related to alcohol

use and other characteristics are part of the Project MATCH

database and were sent to the researchers.

2. The participants in the Project MATCH study were clients

enrolled in either outpatient drug and alcohol treatment counseling

or in the after-care phase of inpatient drug and alcohol treatment.

The counselors in the study are drug and alcohol counselors who

conducted either Twelve-Step Facilitation, Cognitive-Behavioral

Facilitation, or Motivational Enhancement Therapy at various

outpatient clinical sites. More information about the Project and the

collection of data can be obtained by visiting the website

http://www.commed.uchc.edu/match. This is a random sample of

data that represents a population of diverse ages, genders, races, and

ethnic groups; this study is not restricted to any gender or ethnic

group.
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3. The researchers requested data from Project MATCH regarding

client religiosity and counselor rating of the Bond component of the

Working Alliance. The data has been received but not examined.

There were 1726 data points sent to the researchers.

3. Methods and Procedures

1. The Project MATCH data were sent to the researchers in February

2004. Data pertinent to the study will be retrieved from the database

and analyzed using SPSS. The data important to this study includes

the client answers to the first question of the Religious Background

and Behavior (RBB) questionnaire. This question asks participants

to identify their religious preferences as either Atheist, Agnostic,

unsure, spiritual, or religious. Answers to this item will be used

differentiate Theists from Atheists/Agnostics.

2. The second set of data that will be retrieved from the Project

MATCH database pertains to whether clients were seen in an

outpatient or aftercare setting. These set of data will be included

because treatment modality has been identified to have an affect on

working alliance.

3. The third and final set of data to be retrieved and analyzed is the

client responses to the Bond question of the Working Alliance

Inventory (WAI). It has been shown that clients' ratings of the
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strength of the working alliance are a very good indicator of

treatment outcome. The purpose of this research study is to ascertain

if there is a significant difference in the bonds formed between

Theists and their counselors and Atheists/Agnostics and their

counselors.

4. Statistical analysis will be conducted by using ANCOVA and

General Linear Model. Client status as Atheist/Agnostic or Theist

will be the independent variable. Client scores on the Bond question

from the WAI will be the dependent variable, and whether clients

were seen in the Outpatient or Aftercare arm of the study will be the

co-variate. Studies have shown that clients rated the working

alliance stronger in the Outpatient arm than in the Aftercare arm.

This variance will be accounted for by using ANCOVA.

4. Risks

There are no foreseeable risks to participants.

5. Benefits

There are no direct benefits to participants.

6. Compensation

The researchers are offering no compensation to the client or

counselor participants in this study, nor to the administrators of

Project MATCH.

7. Informed Consent Process
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The administrators of Project MATCH obtained informed consent

from all of the clients and counselors who participated in their

studies.

8. Anonymity or Confidentiality

1. Anonymity In order to protect the participants' anonymity, the

data files have been reorganized according to content domains; client

identifiers have been scrambled, and performance sites have been

recoded. In other words, users of the Project MATCH data have no

way of identifying the clients and counselors in their data set and no

way of knowing at which sites the clients were treated.

2. Individuals Who May Have Access to Data:

The following individuals or organizations are the only entities who

may see the data from this study. Their descriptions and vested

interest in the data are described below.

Bonnie L.Windish: Bonnie is the student researcher on this project

who is completing this work for her dissertation research. She will

have access to the data at all times and takes legal and moral

responsibility for the anonymity and confidentiality of all study data.

Dr. Cass Dykeman: Dr. Dykeman is the chair of Bonnie's doctoral

committee and the Principal Investigator of the study. He will have
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access to the data at all times and also takes legal and moral

responsibility for the anonymity and confidentiality of all the study

data.

OSU Statistical Department: The Department of Statistics offers a

free consulting service for statistical advice on university related

research projects on a first-come first-served basis. This department

will be contacted for assistance in the accurate statistical analysis of

the data. This department is not considered part of the research staff.

9. Attachments

Since the researchers will be working with data that has already been

gathered, there are no recruitment, informed consent, surveys, or

debriefing materials to be used. However, the researchers are

including the letter granting permission to the student researcher to

use the data set and the two inventories that are instrumental to this

study.




