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CHAPTER I 

INTRODUCTION 

The dominant psychiatric model, the "medical model" of mental ill

ness, is the target of much criticism for its alleged inability to 

describe and explain adequately many aspects of abnormal human behavior. 

One widely debated feature of the model is its use of psychiatric labels. 

On the one hand, these labels Cwhich may be formal or infoinnal diagnoses, 

statements of psychiatric history, or descriptors of current psychiatric 

status) may be defended as useful summary statements of complex psycho

logical conditions, convenient for economical transmission of informa

tion. They may be intended to insure appropriate professional attention 

for those labeled. Unfortunately, the system of psychiatric diagnosis 

and description has been faulted not only for failing to serve this 

objective effectively but for posing many undesirable consequences as 

well. 

In this and the following chapter, theory, commentary, and empir

ical work related to several alleged shortcomings and undesirable conse

quences of psychiatric labeling are reviewed. Chapter I initially 

explores the problems of reliability and validity, the potential for 

intentional abuse, and the supposed dehumanizing effects of one variant 

of psychiatric labeling - the psychodiagnostic system. This chapter con

tinues with an introduction to the tenets of labeling or societal reaction 

theory and a discussion of criticisms of psychiatric labeling stemming 

from or consistent with societiel reaction theory. These criticisms 

include alleged consequences of labeling such as social rejection, self-

denigration, and maintenance or exacerbation of abnormal behavior. 

Chapter I concludes with a summary analysis of the empirical evidence 

related to these issues and introduces another problem involving psy

chiatric labeling (and the major topic of this dissertation), the label

ing bias effect. This phenomenon is the distortion of psychodiagnostic 

judgment as a function of prior labeling and related information. Its 

nature and empirical basis are discussed extensively in Chapter II. 

1 



Criticisms of Psychodiagnostic Labeling 

Reliability 

Some of the criticisms of the psychodiagnostic labeling system 

which have enjoyed widest currency have to do with its lack of reliabil

ity and validity. Spitzer (1976) and Stuart (1970) agreed that reli

ability of diagnosis is at acceptable level for some major categories 

of psychopathology but unsatisfactory for others, particularly the more 

specific categories. However, there was little agreement about the 

particular major categories for which reliability was considered to be 

satisfactory. 

Validity 

Many of the traditional categories of psychopathology have little 

or no relationship to particular types of treatment useful to them or 

to prognosis (Spitzer, 1976; Stuart, 1970). Spitzer (1976) maintained 

as well that the diagnostic system is even less useful when applied to 

persons who do not have severe psychological problems or neurological 

disorders with psychological concomitants. 

Intentional Misuse 

The traditional diagnostic system in psychiatry has also been crit

icized for lending itself to misuse as a political tool for the depriva

tion of human rights of various groups,. Draguns and Phillips (1971) 

discussed abuses of diagnosis (with resulting hospitalization) as a 

consequence of family or other external influences. They also mentioned 

the use of diagnosis to bring about confinement in psychiatric hospitals 

for political dissidents in the Soviet Union. 

Dehumanization and Other Problems 

Beyond reliability and validity problems and the potential of abuse 

for political purposes, the psychiatric labeling system has been faulted 

for a variety of unintended, undesirable consequences of its application 
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One source of criticism in this regard is the existential phenomenolog-

ical, or humanistic viewpoint exemplified by Laing (1967), Maslow (1960), 

and Rogers (1957). The gist of their criticism is the contention that 

diagnosing a person dehumanizes him or her by focusing attention on the 

diagnostic category rather than on the person. This inappropriate focus 

is said to contribute to the difference in status between psychother

apist and client, thereby making the human relationship between them, 

so vital for therapy, more tenuous (Dragiins & Phillips, 1971; Levy, 

1974). Laing (1965) carried this argument further, charging that the 

application of a diagnostic label reduces a person to impersonal "it 

processes" (for example, schizophrenia), which is disrespectful of the 

person and results in an erroneous impression of him or her. In an 

attack on the general psychiatric paradigm of abnormality exemplified 

by the prevailing view of the nature of schizophrenia, Braginsky, 

Braginsky, and Ring (1969) stated that this paradigm results in the 

belief that a person called schizophrenic is not quite human. 

Another objection of Braginsky et al. (1969) to the paradigm (and 

by implication, the label) of schizophrenia is that it defines certain 

behaviors, thoughts, and feelings of the person as beyond his or her 

control and encourages the view that those who are "mentally ill" are 

involiintary and largely passive victims of their "illness." Sarbin 

(1967) and Szasz (1974) have similarly argued that the labeling of cer

tain kinds of human activities as mental illness is an unwarranted gen

eralization of the concept of disease from the legitimate domain of 

body and physical processes to the different domain of behavior. Psy

chiatric labeling, then, has the effect of giving some behavior a special 

status, an outcome fraught with logical and practical problems. The 

most salient consequence of this view of behavior is that labeled per

sons may be seen as not responsible for their actions, but as irrational 

and uncontrollable, solely as a matter of definition. 

Criticisms Related to Labeling Theory 

The societal reaction or labeling theory of deviant behavior, as 

applied to "mental illness," has given encouragement to several other 



criticisms of psychiatric labeling. These include such purported con

sequences of labeling as social degradation, self-denigration, and 

stabilization of otherwise transitory abnormal behavior. Of course, 

not all comments on or investigations of these problems have been 

prompted by and done in the name of labeling theory, but its adherents 

(e.g., Scheff, 1974) and opponents (e.g., Gove, 1970) have frequently 

used such data in defense or refutation of the theory. 

Labeling Theory 

Labeling theory, as summarized by Antonio (1975) and Scheff (1966), 

proposes that mental illness is not so much a function of an individ

ual's intrapsychic processes and behavior as of the society's reactions 

to them. Mental illness is said to be only partly "in" the person; the 

labelee's condition is only one of many factors which determine the 

course and outcome of the "disease." Social contingencies of both 

labelee and labeler are considered to be of great importance in this 

regard- Unusual behaviors or other events traditionally held to be 

symptoms of mental illness are considered by labeling theorists to be 

violations of residual social norms, "residual" because these violations 

do not fit into conventional categories (such as "crime" or "dr\anken-

ness") . These violations, called "primary deviance," have a variety of 

causes but are said to be usually transitory if they are not labeled as 

mental illness. However, if the symptomatology (or prijnary deviance) 

is psychiatrically labeled, its amorphous and unstructured character 

tends to stabilize in conformity to expectations created by the societal 

stereotype of mental illness. The stereotype may be evoked either by 

the individual concerned or by others (e.g., friends or mental health 

professionals) who apply the mental illness label to the primary 

deviance. The result can be "secondary deviance," the adoption of a 

chronic mental illness role by the labelee. Mental illness labelees 

are thought to be subject to social rewards and punishments which main

tain them in that role and prevent a return to conventional functioning. 

The stereotype of mental illness to which the labelee is expected to 



conform carries connotations of degradation and is thought to be asso

ciated with social rejection of labelees. The stereotype may be 

accepted by the labelee which, in turn, may increase the probability of 

self-devaluation. 

Social Consequences and 
Self-Denigration 

The possibility of social degradation, rejection, and self-denigration 

as a consequence of labeling has been widely commented upon and inves

tigated. According to the critical views of Braginsky et al. (1969), 

Sarbin (1967), and Szasz (1974), the implications of a diagnosis for 

behavior transfer to and become seeming attributes of the person, net 

only in the perceptions of others but in the self-perceptions of the 

labelee. Stuart (1970) argued that a person who receives a diagnosis 

may lower his or her self-expectations and become dependent on others. 

Similarly, Ellis (196 7) said that the most pernicious result of being 

labeled mentally ill may be the acceptance by the labelee of the nega

tive stereotype applied by others with self-devaluation as a result. 

Ellis (1967), Sarbin (1967), and Stuart (1970) mentioned a variety of 

aversive social events thought to be consequences of labeling someone 

with one or another of the designations of mental illness. These range 

from general public reactions such as pity, fear, and contempt to such 

specific outcomes as job discrimination, inhumane treatment in certain 

settings, and loss of friends at school. Among these critics, Goffman 

(1963) is most closely associated with the labeling theory position and 

has speculated about the impact of labeling a person as disabled. He 

suggested that this may undermine self-regard and alter for the worse 

the way others view and behave toward the person. Goffman referred to 

these consequences as the stigma or "spoiled identity" of the labelee. 

Verbal Responses to Labelees 

Public opinions and attitudes. What is the empirical evidence re

garding these contentions? Many investigations, both survey and experi

mental, r.ave used a variety of paper-and-pencil measures to ascertain 
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attitudes toward and opinions about labeled target persons or confed

erates. Semantic differential scales and social distance question

naires have been commonly used (Aviram & Segal, 1973; Rabkin, 1972). 

The general conclusion to be drawn from pre-1960 studies is that people 

labeled with some variation of the phrase "mentally ill" or "mental 

patient" are feared distrusted, and disliked by the public (Johannsen, 

1969; Rabkin, 19 72, 19 74). Results of studies since 1960 have been more 

varied. Proponents of the traditional medical model of psychiatry have 

concluded from a number of survey studies and reviews of the related 

literature that the public does not strongly reject the mentally ill 

(Crocetti & Lemkau, 1965; Crocetti, Spiro, Lemkau, & Siassi, 19 72; 

Crocetti, Spiro, & Siassi, 19 71; Lemkau & Crocetti, 1962; Siassi, Spiro, 

& Crocetti, 1973). 

However, several other survey studies carried out in the 1960's 

and 1970's have supported the argument of Sarbin and Mancuso (1970, 

1972) that the piiblic still responds to labeled mental illness with the 

dislike, fear, and aversion that were common earlier findings (Cutler, 

1976; Husek & Bobren, 1964; Phillips, 1963, 1966, 1967; Sieveking & 

Doctor, 1969; Tringo, 1970). At least one experiment (Farina, Thaw, 

Lovern, & Mangone, 1974) found a somewhat mixed public response to 

mental illness labeling. Farina et al. (1974) obtained responses involv

ing both more negative and more positive dispositions to an audiotaped 

"former mental patient" than to a "former medical-surgical patient." 

Views of specific groups. Besides the studies of attitudes in the 

general public, investigators have sampled reactions of specific occupa

tional groups, peer groups, relatives of labelees, and labelees them

selves to psychiatric labels. Farina and Ring (1965), Swain (1973), 

and Sweetland (19 73) used similar experimental designs to manipulate 

college students' or nursing students' beliefs that their student part

ners in a motor task were mentally ill. Though attitude and opinion 

measures showed responses to the labelees to be generally negative, 

zhe college students did not completely reject their student partners. 

In a review of studies of the effects of the label "mentally retarded" 

on peer acceptance of school children, however, MacMillan, Jones and 



Aloia (1974) concluded that the lack of controlled studies rendered the 

evidence on this topic inconclusive. 

Studies of employers' and employees' reactions to various types of 

psychiatric labelees as prospective employees tend to conclude that 

employers are reluctant to hire labelees or tend to give them less de

sirable, low skill jobs (Johnannsen, 1.969; Farina, Felner, & Boudreau, 

1973; Rothaus, Hanson, Cleveland, & Johnson, 1963). According to these 

reviewers, employers have fears about labelees' productivity, sociabil

ity, and dangerousness. Experimental studies in this area are rare. 

Rothaus el al. (1963) found that psychiatric hospital patients who 

described their hospitalization as a means of learning to solve inter

personal problems were rated by vocational counselors as slightly but 

significantly easier to place in jobs than patients who presented them

selves as suffering from mental illness. Investigating department store 

and hospital employees ' reactions to confederates pretending to be pros

pective co-workers labeled as mental patients. Farina, Felner, and 

Boudreau (1973) found that male workers rejected the labeled confederate 

whether or not he was also behaviorally "tense;" female workers rejected 

the applicant when she was tense but not when she was labeled. 

Responses of families to mental illness of relatives were reviewed 

by Kreisman and Joy (1974). They found that family members tended to 

place social distance between themselves and psychiatric labelees, 

though not to the extent found in the general public. However, expecta

tions about cure and attitudes toward homecoming seemed to be more 

pessimistic and negative among family members than among others. Their 

review emphasized that these social consequences for labelees may be 

more a function of their disturbed behavior than of their labels. 

Labelees ' Self-Concept 

Interestingly, Rabkin (1972) concluded that the attitudes of psychi

atric patients toward the mentally ill are as negative as those of the 

general public. MacMillan et al. (19 74) reviewed previous work in 

labeling effects on self-concept among mentally retarded children. They 
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found that some studies have shown negative effects of labeling on self-

concept, others found positive effects, one reported no effects, and 

most were almost uninterpretable due to methodological faults; MacMillan 

et al. concluded that a direct relationship between self-concept and 

labeling was not supported by the available evidence. However, sweet-

land (1973) used controls necessary to isolate changes in self-concept 

subsequent to labeling. Student participants in conversation pairs who 

knew that their partners believed them to have been "seriously mentally 

ill" reported feeling less natural in their interactions. In addition, 

whether or not they knew their partners had this information, labeled 

participants felt less likable, less open, and less relaxed. Thus, 

while no attempt has been made to link labelees' reactions to the "men

tally ill" to their views of themselves, it seems that their attitudes 

are negative and that, at least in some circumstances, their feelings 

about themselves change in an undesirable direction, whether that change 

be related to their own or others' awareness of the label. 

Behavior toward Labelees 

Given these findings and the prevailing negative verbal responses 

to target persons, confederates, and patients reported in the literature, 

what are the concomitant behavioral consequences for labelees? A variety 

of methodologies have been used to study this question, ranging from exper

imental manipulation of labels, through surveys of ex-patients' experi

ences in the community, to observations of large-scale social trends 

related to mental health care. 

Farina and his colleagues have conducted a series of experimental 

studies of behavioral responses to psychiatric and special education 

labelees in dyadic situations (Farina, Felner, & Boudreau, 19 73; Farina, 

Hagelauer, & Hotzberg, 1976; Farina, Holland, & Ring, 1966; Farina, 

Thaw, Felner, S Hust, 1976). A variety of behavioral indices, including 

electric shock administered to labelees in a mock learning situation, 

and a variety of subject populations (employees, students, and physi

cians) have been used. Results were not as harsh as might be expected 



and, in some cases, labelees were treated as well or better than non-

labeled participants. Moreover, individual characteristics of labelees 

and subjects were sometimes shown to influence how the former were 

treated. 

Kreisman and Joy (1974) reviewed the literature regarding family 

behavior toward mentally ill relatives and concluded that rejection 

(e.g., concealment) occurs but is not as prevalent as might be expected. 

A survey of former psychiatric hospital patients (Gove & Fain, 1973) 

found that only seven of 258 respondents were concerned about others 

knowing that they had been in a mental hospital. Gumming and Gumming 

(1965) reported that almost half of the ex-patients they interviewed 

felt stigmatized by their hospitalization, but it is not clear that this 

perception resulted from actual discrimination against them. Moreover, 

their feeling of discrimination tended to disappear over time with a 

return to normal functioning. A survey of delinquent boys (Foster, 

Dinitz, & Reckless, 1972) concluded that few of them perceived serious 

social consequences as a result of public knowledge of their status; 

Foster et al. warned, however, that the boys' optimism did not mean that 

they would encounter no real discrimination in the f utxire. 

A review and position paper by Aviram and Segal (1973) suggested 

that the recent movement to relocate treatment of the mentally ill from 

state hospitals to community centers has resulted in adoption by commu

nities of new means of exclusion. These may include higher rates of 

long-term commitment to hospitals or other institutions, bureaucratic 

delay of settlement of patients in the community, and restrictive city 

zoning ordinances. 

The studies cited above strongly suggest that the behavioral 

response to labelees is not as uniformly harsh as the attitude and opin

ion measures might lead one to expect. However, the optimism of Page 

and Page (1974), who contended that people do not actually discriminate 

against labelees but only say they do, is not supported by the experi

mental and survey results taken as a whole. Farina and his co-workers 

(Farina, Holland & Ring, 1966; Farina, Thaw, Felner, S. Hust, 1976; 
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Farina, Thaw, Lovern, & Mangone, 1974) suggested that people are in 

conflict about psychiatric and special education labelees. They have 

significant negative reactions (presumably both verbal and behavioral) 

but in some cases adopt a more benign approach toward labelees than 

toward others. People may regard ex-patients as degraded or blemished, 

but they may also believe they must not abuse them. 

Variables Moderating 
Social Consequences 

Labelee and subject characteristics. A variety of s-ubject attri

butes may also influence attitudes and behavior toward labelees. 

Rabkin'3 (19 74) review noted that age, education, occupation, race, 

ethnicity, social class, and experience with psychiatric patients have 

been related to attitudes shown toward the mentally ill. In addirion, 

relationship to the labelee (Kreisman i Joy, 1974), subjecrs' sex 

(Farina & Hagelauer, 19 75), and perceived emotional similarity to the 

labelee (Ring & Farina, 1969) have been found to influence verbal and 

behavioral responses. The public appears to make a variety of distinc

tions in its responses to labelees. Characteristics of labelees other 

than their labels have been studied. Those which have been found to 

affect responses to labelees include sex, social class, race, and social 

ties within the community (Rabkin, 19 74). 

Labelee behavior. Perhaps the finding which casts most doubt on 

the power of labeling per se to determine responses to labelees is that 

their symptomatic behavior is an important variable in its own right. 

Several investigators have manipulated subjects' belief that others 

perceived them to be present or former mental patients (Farina, Allen & 

Saul, 1968; Farina, Gliha, Boudreau, Allen, & Sherman, 1971) or homo

sexuals (Farina, Allen, & Saul, 1968; Pollack, Huntley, Allen, & 

Schwartz, 1976). One can tentatively conclude from these studies that 

a person who believes that he or she is stigmatized by the label "mental 

patient" may behave in a way which contributes to rejection by others. 

Several experimental studies have concluded that the behavior of a 

labelee is at least as important a factor in social rejection as is 
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the label. These experiments typically compared effects of target 

persons' or confederates' symptomatic behavior to effects of various 

labels on subjects' paper-and-pencil or behavioral responses. Labelees' 

behavior has been presented to subjects in written case descriptions, 

on audio- or video-tape, and by live confederates (Bond, 19 71; Farina, 

Felner, & Boudreau, 1973; Farina, Thaw, Lovern, Sc Mangone, 1974; 

Lehmann, Joy, Kreisman, & Simmens, 1976; Kirk, 1976; Phillips, 1964; 

Pollack, Huntley, Allen, & Schwartz, 1976). A survey by Schwarrz, 

Meyers, and Astrachan (19 74) and two reviews of the literature (Kreisman 

S Joy, 1974; MacMillan et al., 1974) support the importance'of labelee 

behavior in these experimental studies. Schwartz et al. (1974) surveyed 

relatives of former mental patients and found that the ex-patients' symp

tomatology was much more important in determining their rejection than 

was public knowledge of their psychiatric history. As mentioned earlier, 

Kriesman and Joy (1974) concluded from a review of the literature that 

the rejecting response of a family of a patient is most likely to be a 

function of his or her disruptive behavior. Finally, the review by 

MacMillan et al. (1974) of studies of the effects of tne mental retarda

tion label on school children suggested that the labeled children's 

objectional behavior may be at least partly responsible for their social 

rejection. 

Conclusions 

Though the picture painted by the variety of surveys, experimental 

studies and reviews is somewhat confusing, it is possible to draw a 

number of conclusions from them. Attitudes, opinions and predictions 

of behavior, as measured by paper-and-pencil techniques, are largely 

negative toward the mentally ill and other labelees, but they have 

become less so over the last decade (Rabkin, 1974). Behavior toward 

labelees is much less harsh than might be expected. A number of per

sonal characteristics of labelees and respondents appear to modulate 

such behavior; moreover, respondents may view labelees as undesirable 

in a number of ways but may also be reluctant to abuse them (Farina, 

Hagelauer & Holzberg, 1976; Farina, Thaw, Lovern & Mangone, 1974; 
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Rabkin, 1974). While most studies of social consequences of labeling 

have used procedures which emphasized the role of labels in these 

responses, others have called attention to the importance of the 

labelees' behavior. When information about labelees' symptomatic behav

ior was made available to respondents, labels exerted much less influ

ence and behavior became the more significant determinant of social 

consequences for labelees (Kirk, 1976). Thus, while psychiatric labels 

may lead to social rejection under some circumstances, they do not appear 

to have the power attributed to them in this regard by labeling theorists. 

Moreover, the empirical basis for the contention that labels adversely 

affect labelees' self-esteem is somewhat limited (MacMillan et al., 1974; 

Sweetland, 1973). 

Labeling as a Cause of 
Abnormal Behavior 

Much attention has also been given by researchers to another con

tention of labeling or societal reaction theory, that psychiatric label

ing maintains or exacerbates psychological abnormality which would 

otherwise be transitory. Antonio (1975) suggested that a person may 

apply a psychiatric label (for example, "mental illness" or "insanity") 

to his or her own temporarily disturbed behavior or consciousness in an 

attempt to understand it. In the course of such, the person may become 

even more distressed as a result of both the stereotype this invokes 

and the attendant sensitization to ordinary but disturbing events of 

consciousness. Thus, the result may be to prolong or exacerbate the 

condition as a sort of self-fulfilling prophecy. Alternatively, the 

label may be applied by others, creating expectancies which prevent the 

return of the labelee to normal functioning even though the initially 

acute aspects of the disturbance have been alleviated (Antonio, 1975; 

Scheff, 1966). The hypothesized outcome of this process may also be 

viewed as a self-fulfilling prophecy. 

Self-labeling. Discussing self-labeling as an exacerbating factor 

in mental illness, Petroni and Griffin (1969) concluded from their 

review of the literature that little empirical work had been done on the 
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topic. Several early studies not stemming from labeling theory found 

that acceptance of the mentally ill role (as assessed by a variety of 

behaviors, though rarely including a direct measure of self-labeling) 

was negatively correlated with discharge from the hospital (Blumenthal, 

Note 1; Downing, 1958; Kadushin, 1958; Schwartz, Schwartz, & Stanton, 

1951). Ishiyama and Brown (1966) and Perry and Shea (1957) concluded 

that psychiatric patients who refused to accept the mentally ill role 

were not seen by hospital staff as sick; the implication drawn by 

Petroni and Griffin (1969) from these studies was that acceptance of 

the role reinforces others' judgements that a patient is indeed ill. 

Doherty (1974) used several measures of patient recovery (beyond mere 

discharge) to investigate the relationship between hospital patient self-

labeling and treatment outcome. Self-labeling was assessed by direct 

questioning of the patient: "In your opinion, are you mentally ill?" 

The patients who denied mental illness were psychiatrically unchanged 

over a one-month period. The patients who accepted the label initially 

and over time were also unchanged, while those who initially accepted 

and subsequently denied the label during the month were significantly 

improved. Of co\irse, it is not known whether rejection or continued 

acceptance of the label was a function of patient improvement or vice-

versa. Thus, the role of self-labeling in exacerbation of psychiatric 

abnormality remains largely unknown, though the evidence is suggestively 

supportive of labeling theory. 

Perception of others' awareness of the label. As discussed earlier 

in relation to social rejection and self-denigration, experimenters have 

studied the effects of a person's belief that others view him or her as 

mentally ill or homosexual. Normal college students who believed them

selves to be perceived as mentally ill by their partners in a motor task 

performed it better than students who did not believe themselves stig

matized, perhaps in an attempt to dispel the unfavorable views they 

thought their partners had of them (Farina, Allen, & Saul, 1968). Homo

sexual students who were given memory tests and a mood-adjective check

list by an examiner who they believed was aware of their sexual 



14 

orientation felt more dysphoric than a homosexual control group which 

did not believe itself stigmatized (Pollack, Huntley, Allen, & Schwartz, 

1976). Memory scores were affected only when the students were also 

treated "somewhat coldly and distantly" by the examiner. Finally, 

Farina, Gliha, Boudreau, Allen, and Sherman (1971) foiond that when real 

psychiatric hospital patients were led to believe that they were stigma

tized, they performed worse on a motor task and were perceived by an 

observer as more tense and anxious than a control group. Apparently 

then, labelees who believe that others are aware of their psychiatric 

status behave differently than they might otherwise. However, sometimes 

they may behave more adaptively, not less, and, while undesirable feel

ings and behavior were produced in these experiments, they are at best 

only analogous to the symptomatic behavior predicted by labeling theory 

to occur in real-life labeling. 

Stability of abnormal behavior. Much attention has been given to 

the stability of deviant (or symptomatic) behavior over time by propo

nents and critics of labeling theory. A society is said to have certain 

expectations of "how to be mentally ill" and to use social contingencies 

to insure that those identified as mentally ill behave as prescribed 

(Waxier, 1974). The experience of psychiatric labeling and treatment 

inculcates the labelee with the appropriate expectations and publicly 

identifies him or her as someone subject to them. Consequently, it is 

thought to be difficult for the labelee to return to normal fionctioning 

following psychiatric intervention, even if symptomatology has subsided 

(Scheff, 1966). The empirical evidence used in defense or disparagement 

of this contention is of several kinds, including anthropological data, 

studies of ex-patients ' functioning in the community and of discrimina

tion against them, and investigations of the stability of labeled and 

unlabeled psychiatric disorders over time. 

Analyzing a variety of studies of cultural beliefs, treatments and 

outcomes associated with mental illness in Western, African, and Eastern 

societies. Waxier (1974) concluded that the much better prognosis for 

psychotic disorders in the African and Eastern cultures was due to the 
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impact of the prevalent beliefs about the mentally ill role and of the 

nature of the psychiatric treatment system in the society. In less-

advanced cultures, a person's basic "self" or personality is not thought 

to be compromised by the disorder, and the patient and his or her rela

tives are better able to negotiate a favorable definition of the psycho

sis with its healers. Thus, the mentally ill role is more easily shed 

than in Western societies which believe that psychosis means basic 

personality disorganization and maintain highly bureaucratized treatment 

systems. 

Several surveys have been conducted regarding functioning of former 

psychiatric patients in the commTinity. Labeling theory predicts poor 

performance by ex-patients and discrimination against them by others. A 

conclusion to be drawn from two of these surveys (Angrist, Lefton, 

Dinitz, & Pasamanick, 1968; Freeman & Simmons, 1961) is that symptomatic, 

disruptive behavior by ex-patients leads to their rejection, lowered ex

pectations about them, and feelings of stigmatization on the part of 

their relatives; these social events were said to follow disordered 

behavior, not to cause it. The more severely distiurbed ex-patients were 

more likely than others to be rehospitalized, an event which was viewed 

by their families as a last resort in the face of intolerable behavior 

(Angrist et al., 1968). Gumming and Gumming (1965) reported that 41% 

of their sample of ex-patients felt stigmatized, but it is unclear 

whether they were actually discriminated against and, if so, why. At 

any rate, this perception tended to disappear with time and occupancy 

of normal roles in the community. Gove (1970) concluded his review of 

this and related literature by commenting that difficulties of former 

patients are due to situational problems or symptomatic behavior, not 

to expectancies to which they must conform. 

Gove and Fain (1973) questioned ex-patients regarding their post-

discharge and (in retrospect) pre-hospitalization functioning. They 

found increased employment, better performance of domestic duties, 

smoother relationships with family members, modest but positive changes 

in relationships and activities outside the home, and very few 
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impressions of stigmatization. These results are supported by Karmel's 

(1969, 1970) surveys of.ex-patients, which concluded that there was 

little evidence for the generalization that formerly hospitalized 

labelees adopt a deviant way of life. In spite of a lack of unhospital-

ized control groups in these studies, the results are plausible in view 

of the previously cited evidence that behavior toward the psychiatric 

labelees is not as harsh as might be expected (on the basis of paper-

and-pencil measures) and that such behavior is modulated by the personal 

and demographic characteristics of respondents and labelees as well as 

by the labelees' behavior. Of course, these studies do not rule out the 

possibility that labeling exacerbates symptomatology, which chen leads 

to undesirable social consequences for the labelee. 

An approach to the study of this possibility has involved investi

gation of the stability of labeled as opposed to unlabeled psychiatric 

symptomatology. Clarizio (1968) reviewed many earlier longitudinal 

studies and concluded that only certain types of disturbed children 

develop into disturbed adults and that stability of deviant behavior 

depends on its nature. "Normal problem behavior" (that: which does not 

come to the attention of psychiatric personnel) is usually transitory, 

but most "clinical problems" (behavior which is, by definition, psy

chiatrically labeled) tend to become stable and reflected in adult 

behavior. Scheff and Sundstrom (1970) interpreted these findings as 

supporting labeling theory. Unfortunately, none of the studies compared 

labeled and unlabeled symptomatology of equal severity. The assumption 

that the labeled and unlabeled samples of problem behavior alluded to by 

Clarizio (1968) were similar in degree of abnormality prior to labeling 

is consistent with labeling theory (Scheff, 1966), but it remains only 

an assumption. Consequently, it is impossible to say that labeling 

stabilized the symptomatology rather than that more severe problems 

were brought to the attention of psychiatric labelers. 

Moreover, Robbins (1966) found that childhood neurosis, whether 

labeled or unlabeled, was generally a very poor predictor of adult symp

tomatology. She also compared adult diagnoses of a sample of persons 
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perviously diagnosed and psychiatrically treated as children with those 

who as children had been diagnosed but not treated; the frequency of 

"sociopathic personality" diagnoses was not significantly different 

between the two groups. Investigating stability of deviant behavior 

over a 30-week period, Wodarski, Feldman, and ?edi (1975) found that 

boys referred as "anti-social" by teachers and mental health profes

sionals did not differ from boys considered prosocial in the amount of 

anti- and pro-social behavior they exhibited in a community center 

counseling and activity program. These results were obtained in spite 

of the fact that the program's counselors expected boys' behavior to 

conform to their labels. Warren (1974) studied effects of labeling on 

members of weight loss, drug rehabilitation, delinquent girls', traffic 

offenders', and child abusers' treatment programs. He concluded thar, 

under certain conditions, labels can reduce the incidence of behavior 

which is psychiatrically or otherwise deviant. 

Conclusions 

On the basis of evidence considered here, the contention that label

ing stabilizes otherwise transitory psychiatric abnormality remains a 

largely unproven hypothesis. Studies on the effects of self-labeling 

provide indirect but suggestive support; however, results of experimen

tal manipulations of the belief that one is stigmatized offer only mixed 

evidence for the hypothesis, and that on an analogue level. Studies of 

ex-patients' functioning in the community and of the stability of de

viant behavior generally do not support this labeling theory prediction. 

Summary 

Psychiatric labeling has come under fire in recent years for a 

variety of alleged ills associated with its application. It must plead 

guilty to some of these accusations. These include its limited reli

ability and validity and its amenability to abuse as a political tool. 

Other critical charges that it is "dehumanizing" (and therefore harmful 

to the psychotherapeutic relationship) and that it is illogical have 

not been or are not subject to the kind of empirical investigation wnich 
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might influence their acceptance or rejection. Finally, accusations 

that labelees are rejected and discriminated against, that their self-

concept is damaged, and that their condition is exacerbated and stabil

ized by having been labeled remain plausible though highly overstated 

in view of the limited evidence supporting them. These last charges 

have been associated with or derived from the labeling or societal 

reaction theory of mental illness. The societal reaction theory offers 

a clearcut alternative to the traditional psychiatric "medical model" 

of mental illness, proposing that what is termed psychopathology by tra

ditionalists is more a function of the societal response to the behavior 

than of its nature. From this perspective, judgements of mental illness 

are seen as largely independent of the phenomena (behavior, thinking, 

and emotion) to which they are applied. A derivative of this proposi

tion is the study of yet another problem of psychiatric labeling, the 

clinical labeling bias effect, which is the focus of the remainder of 

this review and the topic of the present study. 



CHAPTER II 

THE LABELING BIAS EFFECT 

Persons who have contact with mental health or special education 

personnel in their official capacity are often accompanied or preceded 

by infoinnation about them. Referral or intake procedures in past con

tacts may have resulted in a diagnosis or a file folder containing rele

vant historical information. The point at which these labeling data 

become known to the mental health professional or teacher depends on 

the manner of entry into and the nature of the psychiatric or special 

education setting. Even if the individual seeking help is not offi

cially labeled by the time of entry into the setting, the very fact of 

being there may be an announcement of psychiatric or special education 

status. It is frequently charged that knowledge of these labels, 

whether arising from formal diagnosis or informal contextual cues, 

biases the way in which professionals perceive the labelee; Much atten

tion has been paid to the causes, parameters, and consequences of this 

phenomenon known as the labeling bias effect. 

Labeling Theory and the Labeling Bias Effect 

The study of the labeling bias effect is related to a basic 

premise of labeling theory. That premise assumes that mental illness 

is more a function of the reaction of society in general and mental 

health personnel in particular to certain specific behaviors than of 

the general behavior and the associated internal events it. may be con

sidered to represent. The societal reaction to abnormality may have a 

variety of determinants, many of them irrelevant to the nature and mean

ing of the abnormality. Concretely, labeling theory contends that diag

nostic judgments about a person may be the result of events having 

little or nothing to do with the actual condition of the person (Scheff, 

1966). This charge has been a major influence in the discussion and 

investigation of determinants of psychodiagnosis and, perhaps indirectly, 

19 
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m a similar and equally intense concern in the field of special 

education. 

Labeling and Expectancies 

The fact that labels create perceptual sets which bias subsequent 

responses has been long established and widely studied (Adams, 1974; 

Rosenthal, 1976). The differential interpretation of events as a 

function of set or "expectancy" has been referred to as a "halo effect," 

"interpreter effect," and "experimenter effect not influencing subjects' 

behavior" (Rosenthal, 1976; Rosenthal & Jacobson, 1968). These effects 

are to be distinguished from a "self fulfilling prophecy," in which 

expectancies created in an observer influence the behavior of the 

observed (Barber, Calverly, Forgione, McPeake, Chaves, & Bowen, 1969; 

Rosenthan,1976) . The labeling bias effect is considered to involve 

influence of data interpretation by expectancy without necessarily 

affecting the behavior that is observed and interpreted. 

Nonclinical Studies 

Mischel (1968) noted that there is much support in nonclinical 

psychological studies for the view that expectancies develop rapidly 

from early data and influence the way in which data obtained later are 

interpreted. He discussed this effect in studies of hypothesis testing, 

thinking, and person perception, among other areas. Beginning with a 

study by Asch (1946) , much attention has been paid by social psychol

ogists to the effects of labels on person perception; labels were said 

to create expectancies in observers which influenced how target persons, 

confederates, or naive subjects were perceived by them (Kelley, 1950; 

Huguenard, Sager, & Ferguson, 1970; Rinella, Ferguson, & Sager, 1970) . 

These investigators focused on a "warm-cold" dimension of labels which 

Asch (1946) found to be a "central" quality in the perception of others. 

They demonstrated that labeling a person as "warm" or "cold" results in 

his or her being judged to be warm or cold, congruent with the label 

and largely independent of behavior. 
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Clinical Studies 

In clinical psychology, psychiatry, and special education, interest 

in the labeling bias effect resulted from social psychological research 

in person perception (Langer & Abelson, 1974), as well as from the pre

viously discussed labeling theory contention that labels and labeled 

behavior are often independent (Scheff, 1966). There has been much 

concern for the possible harmful effects to both parents (Minor, 1974) 

and students (Allington, 1975) of applying labels. The criticisms of 

labeling in this last regard are many and varied but are summarized in 

the belief that labels are difficult to rem.ove when no longer warranted 

and likely to inhibit further gathering of information once applied, 

causing considerable harm to the labelee. 

Constriction of the diagnostic process. Regarding the possibility 

of constricting further diagnostic data collection following the label

ing of an individual, Mischel (1968) reviewed studies of clinicians' 

diagnostic impression formation. He concluded that once diagnostic 

conceptuatlizations are formed and patients are assigned to categories, 

new data are used mainly to confirm initial impressions. Rosenhan 

(1973) charged that following assignment of a diagnosis (usually 

"schizophrenia") to confederate "pseudopatients" in several psychiatric 

hospitals, diagnostic efforts or hospital staff were limited to behav

ioral observations and psychodynamic inferences which were or could be 

made consistent with the initial labels. Moreover, Rosenhan (1973, 

1975) noted that the very fact that a person was in a psychiatric hos

pital seemed to influence the staff to perceive him or her in a limited 

way, with consequences similar to those attributed to the more discrete 

label "schizophrenia." Several clinicians have commented on the appar

ent blunting of diagnostic and therapeutic concern following psychiatric 

labeling by diagnosing or taking the history of such disparate groups as 

emergency room patients (Leeman, 1975), those with hysterical symptoms 

(Lewis, 1974), and those considered to be characterologically disordered 

(Lion & Leaff, 1973). On a different level of analysis, Braginsky et al. 

(1969) contended that the current psychiatric paradigm of schizophrenia 



22 

results in certain aspects of normality in schizophrenics being inter

preted as further evidence of their abnormality. 

Deterrence of therapeutic effort. Several clinicians and research

ers have charged that labeling deters therapeutic efforts by profes

sionals who may be unduly discouraged about prognosis (Menninger, 1969; 

Minor, 1974) or inappropriately wary of the risk of hurting a patient 

(Gauron S Rawlings, 1973) . Ellis (1967) warned that a patient given a 

diagnosis may lose hope of improvement and, by implication, become un

motivated to change. In the area of special education labeling, 

Allington (1975) charged that assignment of a label to a child shifts 

responsibility for failure from teacher to child, presumably obviating 

the need for the teacher to teach differently or better. 

Evaluative components and "stickiness" of labels. A related con

cern is the "stickiness" or long-lasting effects of "negative" labels 

including psychiatric ones. Among the several criticisms leveled by 

Rosenhan (1973) at the concept and practice of psychodiagnosis was the 

comment that labels remain even when the labeled condition no longer 

exists, creating the expectancy that it will recur. Rosenhan (1975) 

and Petroni and Griffin (1969) have echoed this concern. Minor (1974) 

reviewed the beneficial functions and harmful consequences of labeling 

in general and psychodiagnosis in particular and commented that, though 

labeling is necessary for the ordering of experience, an evaluative 

factor is of primary importance in influencing the meanings ascribed to 

labels. Consequently, labels may have positive or negative effects for 

labelees depending upon the evaluations associated with them. Negative 

labels (those with an undesirable connotation on a good-bad dimension 

of meaning) seem to have both greater and longer-lasting effects than 

do positive ones. 

Osgood, Suci, and Tannenbaum (1957) referred to the tendency for 

negative meanings to predominate over others in word mixtures as "pessi

mistic evaluative stickiness." Minor (1974) attempted to give that term 

a much more general meaning, implying that the evaluative components of 

psychiatric labels are related to several of the hypothesized 
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consequences which may befall a labelee. Consequences attributed to 

labeling such as social rejection, self-denigration, dehumanizing profes

sional treatment, and the enduring nature of these effects may, indeed, 

be products of the connotations of badness conveyed by some psychiatric 

labels (Minor, 1974). On the other hand, "badness" implied by labels 

intuitively seems less related to other alleged consequences of labeling 

such as prejudicial effects on diagnostic or therapeutic decisions or 

teaching strategies. As noted previously, these last effects are m.ost 

frequently attributed to expectancies created by prior information about 

the person or event to be observed (Rosenthan, 1976). Nevertheless, one 

may conclude from Minor's (1974) work that the impression of a person 

conveyed by a negative label (and several psychiatric ones were shown to 

be negatively evaluated) may be difficult to alter by subsequent intro

duction of information which is not consistent with that impression. 

The Study of the Labeling Bias Effect 

As the term has been generally used, "labeling bias effect" refers 

to the distortion of diagnostic judgment as a function of a diagnosti

cian's awareness of a prior diagnostic label (Sushinsky & Wener, 1975). 

However, descriptive labels other than diagnoses have also been shown to 

affect diagnostic judgment (Caetano, 1974; Langer & Abelson, 1974). In 

order to assess the effects of the variety of descriptive labels which 

have been manipulated by investigators, the definition of "label" and 

"labeling" will be restricted for purposes of this review. In the 

present report, these terms will refer to the application to a target 

person of formal and informal diagnoses such as "schizophrenic" (Herson, 

1974), "psychotic" (DiNardo, 1977), and "educable mentally retarded" 

(Foster & Keech, 1977), descriptors of present or past psychiatric 

patient status (Caetano, 1974; Pollack, Huntley, Allen, & Schwartz, 1976), 

descriptive statements from psychological or other reports (Adams, 1974; 

McCoy, 1976), and information about IQ or other psychological test per

formances (Gordon, 1976; Sattler, Hillix, S Neher, 1970). 



24 

Other information arising from the contexts in which clinical diag

nosis occurs also influences diagnostic judgments. Sources of informa

tion include the settings and roles in which diagnosticians function 

(Greenberg, 1975; Katz, Cole, & Lowery, 1969), the legal route taken 

by a person to enter a psychiatric hospital (Denzin & Spitzer, 1966), 

and the source of a referral to the diagnostician (Huard, 1974). These 

variables seem to belong within the labeling theory concept of "label" 

because they are cues associated with the attribution of "mental ill

ness" or its variants to 1fhe persons to whom they apply. However, 

investigations of the effects of these and similar variables will not 

be treated as directly related to the labeling bias effect. These 

studies will be excluded from primary consideration because they have 

frequently focused on the manipulation of characteristics associated 

with the diagnostician (e.g., the nature of the clinical setting in 

which diagnoses are made) rather than those of labelees (e.g., prior 

diagnosis) and because they have used labels which were less than direct 

statements of psychiatric or special education status of labelees. 

Results of these studies will be discussed where appropriate to the 

literature on the labeling bias effect but are not the focus of this 

review. 

Experimental Design 

Findings of labeling bias are frequent in the literature on this 

subject. Diagnostic and other descriptive psychiatric and special edu

cation labels have been found to influence diagnostic judgments in a 

variety of situations. Twenty-six studies are reviewed here which used 

independent groups of subjects. Of these, 22 provided at least some 

support for the labeling bias effect. These studies made several kinds 

of comparisons between different labels and between labels and the be

havior of the labelees. Labels and behavior varied widely, and inves

tigations of their effects employed many kinds of labeler, setting, 

labeling medium, labelee, subject, and dependent variables. This 

review is organized to examine each of these classes of variables across 
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ing bias effect. Most of the studies used psychiatric populations, 

labels, contexts, and dependent measures, usually in the form of ana

logues, though some related to the field of special education are 

discussed as well. 

Twenty-four of these investigations of the labeling bias effect 

were experiments, and two of them were each composed of two separate 

experiments performed on nonindependent groups of subjects (Foster & 

Keech, 1977 1 & 2; Foster, Ysseldyke,& Reese, 1975 1 & 2). The two 

other studies reviewed were not true experiments. In the terminology 

of Campbell and Stanley (1963), one of the nonexperimental studies was 

an ex post facto analysis (Babigian, Gardner, Miles, & Romano, 1965) 

and the other a group of one shot case studies reported together (Rosen

han, 1973). In the experimental studies, factorial and nonfactorial 

posttest-only control group designs were the most commonly used, with a 

wide variety of treatment conditions and control groups. Counterbalanced 

designs and pretest-posttest control group designs were used infrequently, 

The major problems with experimental design in the experiments involved 

threats to external validity, the ability to generalize from the 

strictly controlled experimental variables to the universe of such 

variables. 

Internal validity. The designs used in these experiments give 

reasonable assurance that their manipulations of labels and other vari

ables were responsible for the results obtained. As noted by Campbell 

and Stanley (1963), the desire to manipulate experimental variables 

with precision and, thus, to specify antecedents and consequents involved 

in phenomena of interest, may limit the ability to generalize from the 

manipulated variables to those of wider relevance. 

Problems with external validity. First, subjects were usually drawn 

from limited populations. Except for Temerlin and Trousdale (1969), no 

attempts were made to sample widely from the population to which gener

alization would be most useful, mental health professionals. A second 

problem was the presentation of multiple treatments to subjects. Eleven 
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of these studies required subjects to respond to more than one combina

tion of label and behavior (or other characteristics of labelees). 

Consequently, generalization of results must be made cautiously to sub

ject populations in which multiple presentations of labelees about 

whom similar judgments are to be made are uncommon. However, this sit

uation may resemble some clinical diagnostic settings in which diagnos

ticians must respond diagnostically to a number of labelees in a brief 

period of time (Scheff, 1966). 

Third, most of the experiments reviewed probably involved some 

reactivity in subjects' responses due to the artificiality of the stimuli 

presented and responses required. None of the experiments was conducted 

in actual clinical settings with real psychiatric or special education 

labelees and diagnostic tasks. Many were introduced to subjects as 

experiments, though with cover stories intended to conceal the hypoth

eses being tested. Four experiments assessed subjects' awareness of the 

true nature of the experimental manipulations (Adams, 1974; Gordon, 1976; 

Pollack et al., 1976; Temerlin & Trousdale, 1969); all but Pollack 

et al. (1976) obtained labeling bias effects. At least half of the sub

jects in the first two studies reported some awareness of the experimen

tal hypotheses. Very few siibjects in the Temerlin and Trousdale (1969) 

study were suspicious of the experimental conditions, and none diagnosed 

in conscious compliance with the pathological label they were given. 

Indeed, all who reported suspicion still succumbed to the misleading 

label in that study. Pollack et al. (1976) found that at least one of 

their experimental conditions was implausible to subjects. Moreover, 

Sushinsky and Wener (1975 3) suggested that their male subjects 

responded oppositionally to an "obvious attempt at influencing their 

judgments"; that is, they rated less pathologically in the label condi

tion than in the no-label condition. However, Sushinsky and Wener 

reported no independent evidence that their manipulation was implausible 

to subjects. Thus, reactive procedures may have characterized many of 

the studies reviewed, and some subjects were aware of experimental 

hypotheses in at least three of them (Adams, 1974; Gordon, 1976; 
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Temerlin & Trousdale, 1969). Since such awareness of hypotheses is 

frequently negatively correlated with subjects performing according to 

the hypotheses (Allen, 1966; Ettinger, Marino, Endler, Geller, & 

Natziuk, 1971; Strieker, Messick, & Jackson, 1967, 1969), the labeling 

bias effect would seem a conservative outcome. However, the artificial

ity and possible reactivity of the experimental arrangements necessi

tate further caution in generalization to actual clinical diagnostic 

situations. 

Nonexperimental designs and associated problems. The one shot 

case studies reported by Rosenhan (1973) were carried out in several 

natural clinical settings without subjects' awareness of their partic

ipation, but several sources of internal invalidity were uncontrolled 

(Campbell & Stanley, 1963). Because of the ex post facto nature of the 

Babigian et al. (1965) study, both internal and external validity of 

its results are highly suspect. 

Dependent Variables 

Investigations of the labeling bias effect vary in the kind of 

response required, degree of objectivity or inference allowed subjects, 

and target and source of the dependent measure. 

Outcome measiires. The 26 studies reviewed (including two studies 

each composed of two experiments using nonindependent subject samples) 

employed several kinds of tests of the effects of their manipulations. 

The most frequently used were rating scales; 19 of the studies used this 

type of measure. Contents of the scales included: general psychiatric 

status such as degree of illness or impairment (Caetano, 1974); personal-

social adjustment (Foster and Keech, 1977 1 & 2; Foster et al., 1975 

1 & 2;); incapacitation (Henson, 1974); disturbance (Langer & Abelson, 

1974); adjustment (McCoy, 1976; Pollack et al., 1976); mental distur

bance (Sattin, 1974); and psychopathology (Sattin, 1974; Sushinsky & 

Wener, 1975 1, 2, & 3). Rating of specific areas of functioning were 

also frequent: Sexual and social adjustm.ent (Minor, 1974 1 & 2) ; 

daily problem solving ability (Sattin, 1974; Sushinsky & Wener, 1975 
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1/ 2, & 3); intellectual and academic skills (Foster & Keech, 1977 1 i 2; 

Foster et al., 1975 1 & 2; Minor, 1974 1 & 2; Pollack et al., 1976); 

test-taking behavior (Hersh, 1971); and occupational success (Minor, 

1974 2). A third class of content rated involved areas of symptomatol

ogy: activity (Adams, 1974; Sattin, 1974); distractability, withdrawal, 

apathy, impulsivity, aggression, and manipulation (Adams, 19 74); hyper

activity and perceptual-motor development (Foster S Keech, 1977 1 5 2; 

Foster et al., 1975 1 & 2); physical health, insight, and ego strength 

(Minor, 1974 1 & 2); depression (Romanoff, Lewittes, & Simmons, 1976 2); 

potency, excitability, and dangerousness (Sattin, 1974); and self-esteem 

and anxiety (Sushinsky & Wener, 1975 1, 2, & 3). Rating scales also 

asked for subjects' judgments of labelees' prognosis in psychotherapy 

(DiNardo, 1975; Minor, 1974 1 ^ 2 ; Sattin, 1974) and need for treatment 

(McCoy, 19 76). Finally, Hersh (1971) had observers rate the v/armth 

displayed by subject-examiners who tested labeled children. 

The next most frequently used dependent variable entailed the 

assignment of a diagnosis to labelees by subjects. Four experiments 

used this measure (Caetano, 1974; DiNardo, 1975; Gordon, 1976; 

Temerlin & Trousdale, 1969). The ex post facto analysis of Babigian 

et al. (1965) measured diagnostic consistency for patients entered more 

than once in county-wide psychiatric case register in 1961 and 1962. 

Rosenhan (1973) retrieved discharge diagnoses assigned to persons who 

obtained admittance to psychiatric hospitals by feigning a psychotic 

symptom. Caetano (1974), Langer and Abelson (1974), Sattin (1974), and 

Temerlin and Trousdale (1969) requested subjects to describe the behav

ioral observations or other attributes of labelees which they had used 

to form their diagnostic impressions or scale ratings. 

Qr-sort descriptions of degree of psychopathology were used by sub

jects in DiNardo (1975) and Gordon (1976) . Subjects in Foster and 

Keech (1977 1 & 2) and Foster et al. (1975 1 & 2) filled out a person

ality test as they thought labelees would. Hersh (1971) and Sattler 

et al. (1970 1 & 2) used subjects' scoring of "ambiguous" parts of 

labelees' IQ tests as dependent measures. Pollack et al. (1976) asked 
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subjects to count the frequency of labelees' "deviant, unusual, strange, 

or uncommon" verbal and nonverbal behavior. Finally the "pseudopatients" 

in Rosenhan's (19 73) case studies kept notes about their treatment by 

ward staff subsequent to their admission to psychiatric hospitals. 

Inference and description in the dependent variables. Dependent 

measures varied in their requirements, from inferential judgments to 

pure behavioral description. Most of the studies reviewed used depen

dent measures which seemed to require a mixture of behavioral descrip

tions and inference about the labelees. Temerlin and Trousdale (1969) 

reported that, in spite of instructions to describe the behavioral bases 

of the diagnoses they assigned to the labelees, most subjects reported 

mixed inferences and descriptions or inferences labeled as descriptions 

of behavior. While no test of statistical significance was applied to 

these data, Temerlin and Trousdale noted that subjects who diagnosed 

the labelee correctly were more likely to approach conformity to these 

instructions than were those who misdiagnosed. Unfortunately, it is 

not clear from their report whether any subjects who approximated a 

behavioral description of the labelee were in the experimental groups 

(i.e., were told that the labelee was psychotic) rather than the 

neutral-label or no-label groups. Consequently, this report left un

certain the relationship between labeling bias and objectivity of the 

dependent measure. However, Pollack et al. (1976) used a highly de

scriptive outcome measure, a frequency count of labelees' deviant 

behavior. These investigators stopped their videotapes of labelees at 

one-minute intervals to facilitate accurate recording by subjects. 

This study did not obtain a labeling bias effect, which suggests that 

labeling bias is less likely to occur when subjects must report obser

vations of labelees' behavior rather than make inferences about it. 

The authors themselves suggested that this method of presentation 

forced subjects to attend to the labelees' actual behavior, thereby 

removing the usual distorting effect of labels on judgments. 
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Label and Labelee Behavior Variables 

Different labels have been manipulated in consort with both normal 

or abnormal behavior samples in investigations of the labeling bias 

effect. This section of the review discusses the findings on biasing 

effects when labels are varied in the context of differing behavior 

samples to which the labels have been applied. Studies of labeling 

bias as a function of the degree of discrepancy between the abnormality 

actually exhibited in the behavior sample and the abnormality attrib

uted to it by labels are reviewed. Other findings reviewed relate to 

the sequence in which labels and behavior samples were presented to 

subjects. 

Labels without behavior samples. Two experiments compared the 

effects of negative and neutral labels on expectancies of labelees' 

behavior. Foster and Keech (1977 1) instructed one group of teachers 

to rate several attributes of a hypothetical, educable mentally retarded 

fourth grade child and to complete a personality questionnaire as they 

thought the child would; another group responded on the same instruments 

to a hypothetical normal fourth grader. Teachers were given only the 

labels; no sample of the labelees' behavior was presented to them. The 

hypothetical labelee described as retarded was rated more negatively 

than the other on both measures. A study by Foster et al. (1975 1) 

using the same procedures and instruments, found that an "emotionally 

disturbed" fourth grader was rated more negatively than a "normal" one 

by students in education courses. These results suggested that the 

labels "emotionally disturbed" and "educable mentally retarded" influ

ence perceptions of labelees in the absence of actual or described 

labelee behavior. 

Labels with objectively normal behavior samples. Several studies 

presented subjects with labeled samples of objectively normal labelee 

behavior. One compared positive-, negative-, neutral-, and no-label 

conditions (Adams, 1974). Another study used negative-, neutral-, and 

no-label conditions (Temerlin & Trousdale, 1969). Four compared nega

tive to neutral labels (Critchley, 1971; Foster & Keech, 1977 2; 
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Foster et al., 1975 2; Lee, 1976). Finally, four studies used negative-

and no-label conditions (DiNardo, 1975; Romanoff et al., 1976 2; 

Sushinsky & Wener, 1975 2 & 3) . 

Adams (1974) showed videotaped test-taking and play behavior of 

several five-year-old children to speech pathology and audiology stu

dents under four labeling conditions. The children, whose behavior was 

screened for normality, were labeled by pre-rated positive, negative, or 

neutral evaluative statements read by subjects prior to observation of 

the children's behavior; in the neutral condition, no evaluative state

ment was given to subjects. Ratings of the children's behavior were 

more favorable in the positive-label than in the other conditions and 

less favorable in the negative- than in the neutral- and no-label con

ditions. Ratings differences between the last two conditions were not 

significant. Critchley's (1971) nursing student subjects observed 

children (screened for normality) in a videotaped play interview. The 

children were labeled "normal," "schizophrenic," or "obsessive-

compulsive neurotic." Evaluations of the observed behavior on a rating 

scale were more negative with the schizophrenic and obsessive-compulsive 

labels than with the normal label. There was no difference between 

ratings in the two negative-label conditions. Foster and Keech (1977 2) 

showed teachers a videotape of a fourth-grader taking tests and playing 

in a manner previously screened for normality. He was labeled either 

"educable mentally retarded" or "normal." More negative ratings and 

personality test responses occurred in the former condition. Foster 

et al. (1975 2) used the same procedures and instruments, but with edu

cation students as subjects and "emotionally disturbed" as the negative 

label. Similar results as in Foster and Keech (1977 2) were obtained. 

Lee (19 76) presented education undergraduates with videotaped test-

taking and play behavior of a normal eight-year-old boy labeled either 

"educable mentally retarded" or "normal." His behavior was rated more 

negatively in the former labeling condition. Temerlin and Trousdale 

(1969) played an audiotaped interviev; with a mentally healthy adult 

male (by several commonly used criteria) to groups of mental health 
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professionals, psychology graduate students, law students, and under

graduates . Some groups were told that the man appeared neurotic but 

was "actually quite psychotic"; another group was told that he was men

tally healthy; the remaining subjects were given no label. Subjects 

given the negative label assigned significantly more pathological 

diagnoses than did subjects in the other conditions. Subjects given 

the "healthy" label seemed to assign less pathological diagnoses than 

did subjects in the no-label condition, but no test of significance was 

reported for these data. 

DiNardo (1975) presented psychology graduate students with an audio

tape interview using the "healthy man" script. The students who were 

told that the interviewee was psychotic prior to observing him gave sig

nificantly more pathological diagnoses and more negative prognostic and 

psychopathology ratings than did si±)jects who were not given a label. 

However, this labeling effect was obtained only when the labelers were 

said to be two psychiatrists rather than psychologists. Sushinsky and 

Wener (1975 2 & 3) reported two experiments using the Temerlin and 

Trousdale (1969) audiotaped interview script and substituting a "healthy 

woman" for the "healthy man." Subjects in both experiments were told 

that the woman appeared neurotic but was "actually quite psychotic" or 

were given no label. In one of them (Sushinsky & Wener, 1975 2), psy

chiatric aides and nurses exhibited a labeling bias effect in several 

ratings of the interviewee's functioning. In the other (Sushinsky i 

Wener, 1975 3), undergraduates also were significantly influenced by 

the pathological label, though on only some of the scales. Moreover, 

female subjects in this experiment gave ratings in the expected path

ological direction, while males responded in the opposite direction! 

Sushinsky and Wener hypothesized that the males reacted "negativistic-

ally to an obvious attempt at influencing their behavior" (p. 87). 

Romanoff et al. (1976 2) found no difference in students' ratings of 

fellow undergraduates' everyday social behavior on a depression-elation 

dimension under label ("more depressed than most people") and no-label 

conditions. 



Summarizing the results of these studies using only normal samples 

of behavior as stimuli, Adams (19 74) found that positive labels resulted 

in significantly less negative diagnostic judgments than did negative-, 

neutral-, or no-label conditions. Five studies reported that negative 

labels led to significantly more negative subject responses than did 

neutral labels (Critchley, 1971; Foster & Keech, 1977 2; Foster et al., 

1975 2; Lee, 1976; Temerlin & Trousdale, 1969). Significant effects 

in the expected negatively biased direction were obtained for negative-

versus no-label comparisons by Temerlin and Trousdale (1969), DiNardo 

(1975), and Sushinsky and Wener (1975 2 & 3). In Sushinsky and Wener 

(1975 3) only females responded in the expected direction. However, 

Romanoff et al. (19 76 2) did not find a labeling bias effect when 

negative- and no-label conditions were compared. 

Labels with written descriptions of abnormal behavior. Two experi

ments compared the effects of negative- and no-label conditions when 

sxobjects were given descriptions of abnormal behavior consistent with 

the negative labels. Combs and Harper (1967) had education students 

and teachers respond on behavior rating scales to labeled and unlabeled 

written descriptions of behavior consistent with the labels "schizo

phrenic," "psychopathic," "mentally deficient," and "cerebral palsied." 

Ratings were significantly different between negatively labeled and 

unlabeled descriptions, and all labels except "mentally deficient" 

resulted in more pathological ratings. Minor (1974) in a review of 

this study, hypothesized that the students and teachers responded 

more positively to the labeled than to the unlabeled description of 

mental deficiency because their familiarity with that label rendered 

it less threatening to them, than the other, less familiar terms. 

Herson (1974) used teachers as siabjects. She presented the labels 

"marginally retarded," "depressed neurotic," "emotionally disturbed," 

and't^aranoid schizophrenic" alone; labels with behavioral descriptions 

consistent with them; and behavioral descriptions alone. There was no 

difference between the label-alone and the label-with-description con

ditions. Herson (1974) reported that the mean of scores for these two 
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conditions combined was more pathological than that for the description-

alone condition. Failure to report separate results from the comparison 

of the label-plus-description and description-alone conditions precludes 

interpretation in terms of the labeling bias effect. 

To summarize, these two experiments compared the effects of label 

and no-label conditions on subjects' ratings of abnormal behavior de

scribed to them in writing. The results of Combs and Harper (1967) 

suggested that psychiatric labels may cause abnormal behavior to be 

judged more negatively than it would be were it not labeled. This was 

also the case with the label "cerebral palsied," though not for "men

tally deficient"; the difference may be related to the subjects' (teach

ers') allegedly greater familiarity with the latter label (Minor, 1974). 

Herson's (1974) results are uninteirpretable, since she failed to report 

the outcome of the relevant comparison, the negatively labeled versus 

the lonlabeled description of abnormal behavior. 

Labels with objectively normal and abnormal behavior samples. Six 

experiments presented subjects with both normal and abnormal behavior 

samples under a variety of label and no-label conditions. One of these 

(McCoy, 1976) compared positive and negative labels; four used negative 

and neutral labels (Caetano, 1974; Gordon, 1976; Pollack et al., 1976; 

Sattin, 1974); Sushinsky and Wener (1975 1) compared negative- and no-

label conditions. 

McCoy (1976) used pre-rated positive and negative evaluative state

ments to label videotaped samples of six- and seven-year olds' play 

behavior. Though the children's histories were screened for normality, 

their play consisted of either normal or abnormal activities, as pre-

rated by observers. Psychology graduate students rated both the normal 

and the abnormal behavior samples in compliance with the positive and 

negative labels; ratings were of need for treatment and level of 

adj ustment. 

Caetano (1974) exposed psychiatrists and undergraduates to video

taped interviews with a schizophrenic hospital patient with a marked 

"hippie philosophy" and dress and a student described by an observer as 



35 

"subdued in affect" but otherwise normal. Subjects were told either 

that both interviewees were "off the street" and paid to participate or 

that they were patients in a state mental hospital. Ratings of degree 

of illness, diagnoses, and free-response descriptions of the student 

interviewee were significantly more negative in the pathological than 

in the neutral condition, but labels exerted no influence on responses 

to the interview with the actual schizophrenic patient. Using Rorschach 

protocols instead of interviewees, Gordon (1976) investigated the 

effects of prior labels on psychology graduate students' subsequent 

judgments of psychopathology. Contrived, abbreviated Rorschach proto

cols were pre-rated as either normal or psychotic. These protocols 

were then labeled with pre-rated neutral, intermediate, or psychotic 

Q-sort descriptions, and neutral, neurotic, borderline, or psychotic 

diagnoses. Though subjects could discriminate normal from psychotic 

protocols, there was a significant labeling bias effect for all combina

tions of labels and protocol on diagnostic and Q-sort outcome measures. 

Pollack et al. (1976) labeled videotaped samples of screened normal and 

abnormal interview behavior with a history of hospitalization for either 

psychiatric or medical reasons for the interviewee. The psychiatric 

hospitalization was said to have been for manic-depression. No signif

icant differences were obtained between the labeling conditions on a 

measure of frequency of deviant behavior or on several rating scales. 

The siobjects were undergraduates. Sattin (1974) exposed undergraduates 

and psychiatric residents to audiotaped samples of unrehearsed interviews 

varying in the degree of impulse control and distress exhibited by inter

viewees. Subjects were told that the interviewees were either normal 

university undergraduates or psychiatric inpatients; some undergraduate 

subjects v/ere also told that the interviewees were mental health center 

outpatients. "Inpatient" labelees were judged more disturbed than the 

normals on some outcome measures (four ratings of mental illness and a 

rating of excitability) with interactions between labeling and labelee 

behavior on other measures. Student subjects showed expected signif

icant differences between the outpatient and normal conditions but 
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apparently not between the inpatient and outpatient conditions on a 

rating of mental disturbance. 

Sushinsky and Wener (1975 1) compared the effects of negative-label 

and no-label conditions when subjects (undergraduates) heard an audio-

taped "clinical" interview with a hospitalized, nonpsychotic psychiat

ric patient and a "normal" interview with a woman using a modified 

version of Temerlin and Trousdale's (1969) "healthy man" script. No 

information regarding the degree of pathology exhibited in the clinical 

tape was reported. Subjects in the negative-label condition were told 

that the interviewee appeared neurotic but was actually psychotic. A 

significant difference was obtained between labeling conditions only 

on a rating of agitation and only for the normal tape. 

In summary, several experiments exposed subjects to both normal and 

abnormal behavior or psychological test responses. Two studies showed 

that labels which were positive (or positive relative to other labels) 

favorably influenced subjects' judgments of play behavior (McCoy, 19 76) 

and Rorschach test responses (Gordon, 1976); in the latter case, the 

labels were objectively negative but seemingly less so than the test 

responses to which they were attached. Gordon (1976) also showed that 

a normal label favorably influenced judgments about Rorschach test 

responses which were apparently more negative than the label by objec

tive rating. Studies on negative labels as they influence judgments 

about normal behavior or other stimuli yielded mixed results. Two of 

these obtained no labeling bias effect when negative labels were com

pared to normal ones (Caetano, 1974; Pollack et al., 19 76). However, 

Sattin (1974) obtained significant differences between negative- and 

neutral-label conditions. Gordon (19 76) and McCoy (1976) obtained com

parable results with labels which were apparently more negative than 

the stimuli they labeled; Sushinsky and Wener (1975 1) compared 

negative-label and no-label conditions and found the former to cause 

more negative judgments of behavior on only one of four outcome measures, 

a rating of agitation. Finally, Gordon (1976) found that attachment of 

labels which were relatively more negative to pre-rated negative 
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Rorschach responses resulted in more pathological judgments about the 

latter than were objectively warranted. 

Labels with behavior samples of uncertain valence. Several inves

tigators presented subjects with behavior samples of uncontrolled, 

ambiguous, or unspecified valence. Three of these reported comparisons 

of positive labels to other label or no-label conditions. Sattler et al. 

(1970 1) used reports of "bright-" and "dull-level" performance on a 

previous Wechsler Intelligence Scale for Children subtest and a condi

tion in which no previous scores were reported to label unscored "ambig

uous" responses supposedly given by children to later subtests. A 

difference was obtained between subjects' scoring of ambiguous responses 

in the bright- and dull-level conditions but no other comparisons were 

significant. Subjects were psychology and guidance and counseling grad

uate students. In a second experiment Sattler et al. (1970 2) showed 

videotapes of confederates giving superior and average performances on 

Wechsler Adult Intelligence Scale verbal subtests prior to having sub

jects score certain "ambiguous" responses on three of the subtests. 

Subjects gave higher scores for the "ambiguous" responses of the 

"superior" confederate. Hersh (1971) had psychology graduate student 

subjects administer Stanford-Binet intelligence tests to Head Start 

children labeled by positive or negative evaluative statements describ

ing their intellectual, academic, and social abilities. Children given 

the positive labels elicited significantly better ratings of test-taking 

behavior and more favorable recommendations from testers as well as 

higher IQ scores than did children in the negative-label condition. 

Three other studies reported results of comparisons between negative-

and neutral-label or other conditions. Minor (1974 2) compared a pre-

rated negative label ("schizophrenic") to pre-rated positive ("stable") 

and neutral ("conventional") ones and to a no-label condition. The 

behavior presented was a brief audiotaped segment of a psychotherapy 

session though no information about its content was given in the pub

lished report. Subjects were undergraduate students. The comparison 

between the negative-label and other conditions revealed differences 
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on ratings of several areas of functioning. Minor (1974 1), in another 

experiment, used the same behavior sample with negative-label ("psy

chotic") and no-label conditions to obtain differences in psychology 

graduate students' responses on measures similar to those in Minor 

(1974 2). A study by Langer and Abelson (1974) presented graduate and 

postdoctoral psychology students, residents, and faculty members (whether 

these included psychiatrists was not made clear) with a videotaped inter

view of a young man who discussed his past employment and problems with 

authority on the job. The interview was described by the authors as 

ambiguous because the interviewee was intense and uncertain but consid

ered psychiatrically normal in general. He was described to subjects as 

either a job applicant or a patient. A difference in the expected 

direction was found for subjects' free-response descriptions of the 

interviewee. The subjects' descriptions were rated for degree of dis

turbance by psychology graduate students blind to the experimental 

conditions and hypothesis. 

Two investigators examined the biasing effects of negative labels 

alone on subsequent diagnostic decisions. The ex post facto analysis 

of Babigian et al. (1965) found no effect en consistency of psychotic 

and nonpsychotic diagnoses due to communication of diagnostic informa

tion between the several psychiatric facilities in which the labelees 

(real patients) were seen over a two-year period. These patients' 

presentations of themselves during their contacts with mental health 

personnel were, of course, uncontrolled and were not described in the 

report. Rosenhan (1973) detailed some diagnostic and treatment conse

quences which he attributed to contextual cues including initial diag

nostic labeling by admitting psychiatrists when his "pseudopatients" 

(assumed normal confederates who feigned a psychotic symptom) presented 

themselves at several psychiatric hospitals. The pseudopatients were 

said to have been anxious at first but to have behaved in a normal fash-

iong otherwise. However, their behavior was not under close experimental 

control. Rosenhan (1973, 1975) contended that the initial diagnoses of 

paranoid schizpohrenia (in 11 cases) and manic-depressive psychosis (in 
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the twelfth case) along with the psychiatric hospital contexts were 

responsible for distortion of pseudopatients' status. These distortions 

occurred along such dimensions as altering personal histories to make 

them consistent with the diagnoses, hospital staff members' perceptions 

that pseudopatients' normal behavior was abnoinnal, and assignment of 

the diagnosis "schizophrenia in remission" (or its equivalent) to all 

pseudopatients at discharge. However, Rosenhan's (1973, 1975) conclu

sions were rebutted extensively in the literature. The alleged tendency 

of psychiatric personnel to assimilate new information into old cate

gories on the basis of diagnostic and other contextual cues was gener

ally acknowledged and sometimes defended. Charges were leveled that 

Rosenhan's design was inadequate to study this phenomenon (Dimond, 1974); 

that the discharge diagnoses were warranted by the pseudopatients' 

behavior and by what is known about the course of severe mental illness 

(Spitzer, 1976; Weiner, 1975); that the pseudopatients' behavior was not 

that of noirmal people in a psychiatric hospital, though it might have 

been normal behavior (Spitzer, 1976); that the pseudopatients did not 

always exhibit normal behavior (Millon, 1975); and that hospital per

sonnel did not view all, or even most, of the pseudopatients' behavior 

as abnormal (Millon, 1975; Spitzer, 1976), 

These studies compared a variety of label and no-label conditions. 

Unfortunately, their failure to provide a clear indication of the extent 

of psychopathology or other dysfunction exhibited in the samples of 

behavior or other stimuli presented to subjects renders them somewhat 

less informative than they would have been had they incorporated defi

nitely normal or abnormal behavior samples or test responses. Two of 

the investigations compared positive to negative labels (Sattler et al., 

1970 1; Hersh, 1971) with both obtaining less pathological judgments by 

subjects with positive than with negative labels. Sattler et al. 

(1970 1) also found that a positive label led to less attribution of 

pathology than did a normal label or no label. Minor (1974 2) obtained 

more pathological responses with a negative than with a positive label. 

Two studies compared negative to neutral labels (Langer & Abelson, 1974; 
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Minor, 1974 2); both found the former to cause greater attribution of 

pathology to labelees. Three experiments compared negative-label to 

no-label conditions; two by Minor (1974 1 & 2) found a negative label

ing bias effect but Sattler et al. (1970 1) obtained no significant 

difference between the two conditions. An ex post facto analysis by 

Babigian et al. (1965) concluded that changes between successive diag

nostic judgements were not affected by communication of diagnostic 

information about the labelees. Finally, Rosenhan's (1973) case 

studies attributed several pathologizing consequences to negative diag

nostic labels, but his conclusions were controversial, and his non-

experimental design did not permit definitive interpretation of the 

results. 

Conclusions. These predominantly positive findings suggest that 

labeling bias operates with a variety of combinations of label and be

havior, though it has certainly not been shown to be a ubiquitous phe

nomenon. Neither Babigian et al. (1965) nor Rosenhan (1973) were able 

to document labeling bias in natural settings, though their nonexperimen

tal designs may have precluded such findings. Some experimental studies 

have also yielded contradictory results. Most comparisons of negative 

and neutral labels found labeling bias, but Caetano (1974) did not. 

Regarding comparisons of positive labels to no label, Adams (1974) found 

distortion of subjects' judgments in the direction of the positive label, 

but Sattler et al. (1970 1) did not. Comparing a neutral label to no 

label, Adams (1974) found no effect, while Temerlin and Trousdale (1969), 

whose raw data suggested that they may well have, did not statistically 

analyze them. The most confusing picture is presented by the many com

parisons of negative- and no-label conditions. Keeping in mind that 

some of these studies used labeled samples of both normal and abnormal 

behavior, nine found labeling bias with at least some combinations of 

labels and behavior (Adams, 1974; Combs & Harper, 1967; DiNardo, 1975; 

Minor, 1974 1 & 2; Sushinsky & Wener, 19 75 1, 2, & 3; Temerlin & Trous

dale, 1969). However, as noted earlier, the generality of labeling 

bias in three of these was limited (DiNardo, 1975; Sushinsky & Wener, 



1975 1 & 3). Moreover, four studies failed to obtain the effect at all 

with at least some of the combinations of labels and behavior (Pollack 

et al., 1976; Romanoff et al., 1976 2; Sattler et al., 1970; Sushinsky & 

Wener, 1975 1). The variable and constant features of these studies 

which might account for these contradictory findings are discussed in 

subsequent sections of this review. 

Discrepancy between labels and behavior samples. It is informative 

to consider the relationship between outcomes of labeling bias studies 

and the degree and kind of discrepancy between the labeled pathology and 

that inherent in the behavior samples or other stimuli to which the 

labels were applied. Discrepancies along what may be considered a quan

titative dimension are considered first. Four studies compared labels 

which appeared to differ in the degree of psychopathology reflected, 

though only one (Gordon, 1976) actually used labels which were previously 

rated along this dimension before presentation to siibjects. None of 

these studies reported significant differences on outcome measures be

tween labels implying differing degrees of psychopathology. Babigian 

et al. (1965) compared psychotic and nonpsychotic diagnoses; Critchley 

(1971) compared "schizophrenic" and "obsessive-compulsive" diagnoses 

(and a neutral label); Gordon (1976) used psychotic and intermediate 

Q-sort descriptors and psychotic, borderline, and neurotic diagnoses 

(as well as neutral descriptors and diagnosis); Sattin (1974) compared 

the labels "psychiatric inpatient" and "mental health center outpatient" 

(and a neutral label). Gordon (1976) also directly analyzed the rela

tionship between the psychotic and normal diagnoses assigned to 

Rorschach protocols by independent judges and the labels attached to 

the protocols for presentation to subjects. The degree of discrepancy 

between actual and attributed labels did not affect subjects' own diag

nostic judgments. Of these studies, only the Babigian et al. (1965) 

ex post facto analysis did not obtain a labeling bias effect. 

Two other findings are related to these examinations of discrepancy 

effects. First, Pollack et al. (1976) found that an experimental con

dition combining an abnormal behavior sample with a neutral label was 
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evidence, a conclusion regarding the effects of qualitative discrepancy 

is impossible. As described earlier, more substantial evidence suggests 

that quantitative discrepancies between the psychopathology implied by 

a label and that evident in the labeled abnormal behavior or test 

responses do not appear to influence labeling effects (Babigian et al., 

1965; Critchley, 1971; Gordon, 1976; Sattin, 1974). 

Sequence of label and behavior sample presentation. What influence, 

if any, is exerted by the sequence with which a label and its behavioral 

correlate are presented? McCoy (1976) presented half her subjects with 

an initial contrived "parental report" containing evaluative statements 

about a child followed by a videotape of the child's behavior. The 

remaining subjects observed the videotape first and then received the 

label. Outcome measures were administered after each videotape and 

each report. Analysis of change scores suggested that subjects' ratings 

of the children's need for treatment and adjustment were based almost 

entirely on the labels contained in the reports; the behavior samples 

contributed little to their judgments, and sequence was unimportant. 

Two other experiments by Sushinsky and Wener (1975 1 & 2) produced no 

differential effects of the sequence with which label and behavior sam

ples were presented. In one study (1975 1), they presented the label 

" . . . this person appears neurotic, but is actually quite psychotic" 

either before or after subjects viewed one of two videotaped samples of 

the labelees' behavior ("clinical" and "normal" interviews); no signif

icant differences were obtained for either videotape due to this manipu

lation. Their second study (1975 2) used only the "normal" tape and 

also obtained no sequence effects on outcome measures. Apparently, 

then, labeling bias may occur whether the behavior sample is labeled 

before or after it is observed by subjects. 

This review has shown labeling bias to occur in a variety of com

parisons among valences of labels (positive-, negative-, neutral-, and 

no-label), with many types of labels (diagnoses, statements of psychi

atric history or status, evaluative descriptors, and evidence of pre

vious psychological test performance), and in conjunction with many 
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valences of behavior or psychological test responses (normal; abnormal; 

and uncontrolled, unknown, or ambiguous samples). However, a number of 

other features of these studies (some systematically varied, some held 

constant) require examination in order to more thoroughly describe the 

parameters of the labeling bias effect. These features include the 

medium through which behavior samples or test responses are presented 

to subjects, the sources of the prior labels, subjects' attributes, 

other contextual information given to subjects, the medium through which 

labels are presented to subjects, and other labelee attributes. 

Behavior Sample Presentation Medium 

Ten of the studies reviewed used videotaped samples of labelee be

havior (Adams, 1974; Caetano, 1974; Critchely, 19 71; Foster & Keech, 

1977 2; Foster et al., 1975 2; Langer 6; Abelson, 1974; Lee, 1976; McCoy, 

1976; Pollack et al., 1976; Sattler et al., 1970 2). Five of these 

reported the timings of these tapes; the range was from an average of 

7.3 minutes (Adams, 1974) to 20 minutes (Caetano, 1974). The videotape 

used by Pollack et al. (1976) was stopped at one-minute intervals so 

that subjects could record the frequency of abnormal behaviors. All 

other videotapes appear to have been shown from beginning to end without 

interruption. Eight studies used audiotapes (DiNardo, 1975; Minor, 1974 

1 & 2; Sattin, 1974; Sushinsky & Wener, 1975 1, 2, & 3; Temerlin 5i Trous

dale, 1969). Minor (1974 1 & 2) and Sushinsky and Wener (1975 1, 2, & 3) 

reported their timings as five and ten minutes, respectively. Six 

studies used written descriptions of labelees (Combs & Harper, 1967; 

Critchley, 1971; Gordon, 1976; Hersh, 1971; Herson, 1974; Sattler et al., 

1970 2). Four studies used live, in-person behavior of labelees 

(Babigian et al., 1965; Hersh, 1971; Romanoff et al., 1976 2; Rosenhan, 

1973). Two studies presented no samples of labelees' behavior (Foster & 

Keech, 1977 1; Foster et al., 1971 1). There is a trend for studies 

using more realistic media for presentations of labelee behavior (i.e., 

in vivo and videotape) to obtain more negative results than studies 

using audiotaped or written presentations, but these experiments 

differed in too many ways for this variable to be considered solely 
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responsible for the findings. Regarding the contradictory findings 

involving negative- and no-label comparisons, virtually the only incon

sistencies in outcomes occurred in studies using videotaped presenta

tions of labelee behavior. These results are specially noted because 

of the later focus of this review on this particular group of 

comparisons. 

Label Presentation Medium 

Prior labels also were presented to subjects in a variety of ways. 

The most common was in writing via either psychological report (Adams, 

1974), booklet (Combs & Harper, 1967; Critchley, 1971), teacher report 

(Hersh, 1971), letter from the experimenter (Romanoff et al., 1976 2), 

parent report (McCoy, 1976), written instructions to subjects (DiNardo, 

1975; Minor, 1974 1 & 2; Pollack et al., 1976; Sushinsky & Wener, 1975 

1, 2, & 3), or report of prior tests results (Sattler et al., 1970 1). 

Some labels seem to have been presented orally (Caetano, 1974; Foster & 

Keech, 1977 1 & 2; Foster et al., 1975 1 & 2; Gordon, 1976; Langer & 

Abelson, 1974; Temerlin & Trousdale, 1969). Sattler et al. (1970 2) 

used videotape to present confederates' test performances as labels. 

The labeling medium was not reported in three studies (Herson, 1974; 

Lee, 1976; Sattin, 1974) and not controlled in two others (Babigian 

et al., 1965; Rosenhan, 1973). 

In one experiment, Sushinsky and Wener (1975 2) presented the label 

to all subjects in writing, orally, and orally via videotape. In another 

(1975 3) , they compared the effects of single versus double presentation, 

giving the label to some s\±)jects in writing only while to others in both 

written and oral form. A main effect was not obtained for this manipula

tion, though it was part of a significant interaction involving subjects' 

sex (female), labeler prestige ("Chairman of the Department of Psychol

ogy"), and mode of presentation (double). Subjects under this treatment 

condition rated the labelee as having lower self-esteem, but no differ

ence was found on three other outcome measures. The bulk of the studies 

reviewed suggest, of course, that a labeling bias effect can be obtained 
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with a single presentation of the label. Labeling medium does not seem 

to be importantly related to outcomes of studies reviewed, though the 

only failures to obtain labeling bias when negative- and no-label com

parisons were made occurred when labels were presented to subjects in 

writing. 

Labeler Variables 

Temerlin and Trousdale (1969) first determined empirically that 

"prestige suggestion" biased diagnosis. They attributed their labelee's 

diagnosis to high-status figures. Psychiatrist-subjects were told that 

"two board-certified psychiatrists, one also a psychoanalyst" had pre

viously diagnosed the labelee. Psychologists and psychology graduate 

students, law students, and undergraduates were told that the label 

had been applied by a "well-known" psychologist, a criminal law profes

sor, and a psychology instructor, respectively. A labeling bias effect 

was obtained in negative-compared to neutral- and no-label conditions. 

However> the labeler variable was confounded with label (subjects in 

the no-label conditions were not given a prestige suggestion) and pos

sibly with professional identity of subjects as well (it is not clear 

whether the same professional groups were represented in all label and 

no-label conditions). Therefore, a significant role for the labeler 

variable was suggested but not clarified by this experiment. 

Attributed sources of labels. In many of the studies reviewed, 

lables were attributed to particular sources. This was usually the 

case when the labels used were diagnostic terms or evaluative statements 

(e.g., descriptions of below-average intellectual ability) but not when 

other types of labels were used. In the former cases, subjects were 

told that labels had been applied by teachers (Hersh, 1971), parents 

(McCoy, 1976), a psychology professor (Romanoff et al., 1976 2), a 

"clinical team" (Foster & Keech, 1977 2; Foster et al., 1975 2), the 

labelee's psychotherapist (Minor, 1974 2), "Dr. R.," the interviewer 

of the labelee (Sushinsky & Wener, 1975 1, 2, & 3), and a psychologist 

(Adams, 1974) . Identities of labelers were not controlled in the two 
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nonexperimental studies (Babigian et al., 1965; Rosenhan, 1973), though 

they were probably psychiatrists or other mental health professionals. 

Six studies which used diagnostic labels did not clarify to whom, if 

anyone, the labels were attributed (Combs & Harper, 1967; Critchley, 

1971; Foster & Keech, 1977 1; Foster et al., 1975 1; Herson, 1974; 

Minor, 1974 1) . However, with the exception of Critchley (1971) and 

Minor (1974), these investigators did not attempt to simulate clinical 

diagnostic situations. The six studies which did not use diagnostic 

labels or evaluative statements apparently did not indicate sources of 

labels to subjects (Caetano, 1974; Langer & Abelson, 1974; Pollack 

et al., 1976; Sattin, 1974; Sattler et al., 1974 1 & 2). The Sattler 

et al. (1974 1 & 2) studies used prior or concurrent psychological 

test scores as labels, while the remaining investigations employed 

statements of present or former psychiatric patient status. 

Status and relevance of labelers. Four other experiments used 

diagnostic labels as independent variables and tested the effects of 

labeler identity (DiNardo, 1975; Gordon, 1976; Lee, 1976; Sushinsky & 

Wener, 1975 3). In each of these studies, labels were attributed to 

different sources for different subjects. The different "levels" of -che 

labeler variable were psychologist versus psychiatrists (DiNardo, 1975), 

psychology graduate students alone versus psychology graduate students 

with a PhD psychologist (Gordon, 1976), teachers versus a psychiatrist 

with a school psychologist (Lee, 1976), and "Dr. R," the interviewer on 

the audiotape played for subjects, versus the psychology department 

chairman at the subjects' university (Sushinsky & Wener, 1975 3). In 

each case, the latter level of the variable was shown to influence at 

least some subjects' judgments of the labelee to a greater degree than 

was the former. DiNardo (1975) found that only the psychiatrists' diag

nostic suggestion produced a labeling bias effect. He suggested that 

the subjects, who were psychology graduate students, viewed diagnostic 

assessment based on interview data as the domain of psychiatrists but 

not psychologists. In each of the three other studies, both levels of 

labeler produced the labeling bias effect, though there were significant 

differences between the levels. In Lee (1976), however, only subjects 
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rated as "externals" on the Rotter (1966) I-E locus of control scale 

were affected by the labeler variable. 

DiNardo (1975), Gordon (1976), and Sushinsky and Wener (1975) con

ceptualized their labelers as varying on a status dimension, with higher-

status labelers exerting more influence than lower-status ones. 

Sushinsky and Wener (1975) also suggested that the status of the labeler 

may be modulated by the attractiveness and power it implies in particu

lar settings and with particular subject populations. Their diagnostic 

suggestion by "Dr. R." resulted in only a partial labeling bias effect 

in a sample of undergraduates (1975 1) but produced a strong one in an

other experiment with psychiatric nurses and aides (1975 2). When Dr. R. 

was compared to the psychology department chairman as a labeler, the 

subjects were undergraduates in a psychology class (1975 3); the inves

tigators suggested that the latter labeler was more relevant to this 

setting and these subjects than was the former. 

While labeler status did emerge as a partial determinant of the 

labeling bias effect in those'studies which compared labelers of differ

ent status (or relevance), no clear pattern regarding its influence 

results from analysis of other studies in which this variable was held 

constant or possibly omitted. For example. Minor's (1974 2) experiment 

was similar to Sushinsky and Wener (1975 1) in regard to this variable. 

In both studies, undergraduate psychology student-subjects were told 

that the labelees had been diagnosed by their psychotherapists, who 

were also the interviewers in the audiotapes heard by the subjects. 

Minor (1974 2) obtained a labeling bias effect, while Sushinsky and 

Wener (1975 1) found only a limited effect with a normal behavior sample 

and none at all with an abnormal one. This discrepancy and the results 

of many other studies which obtained effects with labelers of unspec

ified or possibly irrelevant status by Sushinsky and Wener's criterion 

(1975 3) leave somewhat unclear the role of labeler status in the label

ing bias effect. Labelers of higher or more relevant status may produce 

greater bias than do those of lower or less relevant status, but the 

former conditions are apparently not crucial for occurrence of the 

effect in most cases. 
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Subject Variables 

Subject populations. Studies of the labeling bias effect have 

presented labels and samples of labelees ' behavior or test responses to 

a variety of subject populations. Such subject pools ranged from under

graduates to mental health professionals. Undergraduates (including 

student in psychology, education, speech pathology and audiology, and 

nursing courses) were used as subjects by Adams (1974), Caetano (1974), 

Combs and Harper (1967), Critchley (1971), Foster et al. (1975 1 & 2) , 

Lee (1976), Minor (1974 2), Pollack et al. (1976), Romanoff et al. 

(1976 2), Sattin (1974), Sushinsky and Wener (1975 1 & 3), and Temerlin 

and Trousdale (1969). Graduate students in clinical or counseling psy

chology were used by DiNardo (1975), Gordon (1976), Hersh (1971), Langer 

and Abelson (1974), McCoy (1976), Minor (1974 1), Sattler et al. (1970 

1 & 2) , and Temerlin and Trousdale (1969). Educational psychology and 

guidance and counseling graduate students participated in studies by 

Hersh (1971) and Sattler et al. (1970 1 & 2). Law students were sub

jects for Temerlin and Trousdale (1969). Adams (1974) used speech path

ology and audiology graduate students. Teachers, including some taking 

graduate education courses, and education graduate students were subjects 

in studies by Combs and Harper (1967), Foster and Keech (1977 1 & 2) , 

Foster et al. (1975 1 & 2), and Herson (1974). Psychiatric hospital 

staff, including nurses and aides, were participants in studies 

reported by Rosenhan (1973) and Sushinsky and Wener (1975 2). Post

doctoral psychology trainees, psychiatric residents, psychologists, and 

psychiatrists were used as subjects by Babigian et al. (1965), Caetano 

(1974), Langer and Abelson (1974), Sattin (1974), and Temerlin and 

Trousdale (1969). 

Level of professional experience. Three of these studies inves

tigated the relationship of level of experience in particular profes

sional groups to the labeling bias effect. Adams (1974) compared three 

groups of speech pathology and audiology graduate and undergraduate 

students - those without practicum experience, those in their first 
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practicum, and those who had been in several practica. The most experi

enced group differed from the other two in that it gave less patholog

ical ratings on the outcome measures; the other two groups did not 

differ significantly. Combs and Harper's (1967) subjects were under

graduate students in education courses and teachers taking graduate 

courses; no differences due to level of training were obtained on out

come measures. Temerlin and Trousdale (1969) found that clinical 

psychology graduate students and clinical psychologists gave the same 

percentage of pathological compared to "healthy" diagnoses, but the 

latter group diagnosed the labelee psychotic more frequently. Analysis 

of other studies holding the experience variable constant does not 

reveal a clear relationship between experience and the labeling bias 

effect. From the few comparisons made of levels of professional expe

rience (Adams, 1974; Combs & Harper, 1967; Temerlin & Trousdale 1969), 

it seems that increased experience rendered clinical psychologists more 

susceptible to labeling bias. However, cross-sectional comparisons of 

this kind are fraught with threats to internal validity; the groups 

(psychologists and graduate students) probably differed in many ways 

besides level of experience. The comparison of relatively experienced 

and inexperienced audiology and speech pathology students (Adams, 1974) 

is difficult to interpret because none of these subjects would be con

sidered experienced by absolute standards. Moreover, the general rele

vance of training in speech pathology and audiology to detection of 

behavioral abnormality is uncertain; this result could have been fortu

itous. Finally, the finding (Combs & Harper, 1967) that teachers and 

education students do not differ in susceptibility to labeling bias is 

not very useful because the only stimuli presented to subjects were 

labeled and unlabeled descriptions of behavior consistent with certain 

diagnostic categories; the effect of experience on these subjects' 

judgments of labeled in vivo, audiotaped, or videotaped behavior samples 

is unknown. Even accepting these contradictory findings at face value, 

one may conclude that the experience variable is associated with in

creased or decreased susceptibility to labeling bias, but not 
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necessarily with its presence or absence. However, in studies involving 

negative- and no-label comparisons, the only failures to obtain evidence 

of labeling bias were associated with undergraduate subjects. This 

variable may interact with others when subjects are drawn from a college 

student population. 

Subjects' sex. The role of this variable was emphasized in one 

study (Sushinsky & Wener, 1975 3). Females responded to the label 

"psychotic" in the expected direction, while males judged less patholog

ically in the negative-than in the no-label condition! The authors 

suggested that the male subjects reacted oppositionally to an apparent 

attempt to influence their judgments, implying that no sex-related dif

ference would have been obtained in a more plausible situation. No 

other investigator has reported such a finding. Seven studies revealed 

that subjects were all or mostly of one sex. Gordon (1976) used mostly' 

males, while Adams (1974), Critchley (1971), Foster et al. (1974 1 & 2) , 

Pollack et al. (1976), and Sushinsky and Wener (1975 2) used all or 

mostly female subjects. Since all but Pollack et al. (1976) obtained 

a labeling bias effect, and Sushinsky and Wener's (1975 3) previously 

reported finding may have been fortuitous, there is no convincing evi

dence of sex differences in susceptibility to labeling bias. 

Internality-externality. Lee (1976) pretested subjects with 

Rotter's (1966) I-E Locus of Control Scale but found no relationship 

between internality-externality and susceptibility to labeling bias. 

However, externals (but not internals) were more susceptible to the 

diagnostic suggestion of a psychiatrist and a school psychologist than 

to identical labeling by a teacher. 

Professional identity and increased susceptibility to bias. The 

question of greater susceptibility of mental health professionals than 

others to labeling bias is a controversial issue. It stems from claims 

by Scheff (1966) and others that psychiatrists and related professionals 

have a predisposition to see mental illness in persons with whom they 

have professional contact. This hypotheses is central to the labeling 

or societal reaction theory of mental illness. That theory maintains 
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that abnormality is more a function of conditions external to the person 

than it is of his or her psychological state. The alleged tendency of 

mental health professionals to "overpathologize" has been blamed for the 

creation and maintenance of much abnormal behavior by adherents of 

labeling theory (Scheff, 1966) and acknowledged as an unfortunate prob

lem by others. It has been attributed to several causes: the medical 

decision rule which teaches that an error of inclusion (diagnosis of 

illness when none is present) is preferable to one of exclusion (failure 

to diagnose illness when it is present); expectancies and response sets 

of mental health personnel based on their experience in psychiatric 

settings;' limitations on the amount of time available for diagnosis; the 

abstract nature of psychiatric theories of psychopathology and their 

uncertain relationship to diagnosis; bureaucratic demands m some set

tings on mental health professionals to reach decisions about patients; 

and payment contingencies in commitment examinations which make psychi

atrists ' fees dependent on finding examinees mentally incompetent 

(Farber, 1975; Mechanic, 1962; Millon, 1975; Scheff, 1966; Shah, 1969). 

Caetano (1974) also referred to "suggestion effects," by which he meant 

prior labeling, as a cause of the alleged overpathologizing tendency. 

Studies considering rates of hospitalization of voluntary appli

cants for admission and rates of psychiatrists' recommendations for 

hospitalization in court-ordered competency examinations have been 

brought to bear on this issue (Gove, 1970; Scheff, 1974). These rates 

are considered by labeling theory supporters to reflect a disposition 

to assume the presence of mental illness. Regarding hospitalization 

rates, Mandel and Rapport (1969) and Mishler and Wexler (1963) reported 

that the public and private psychiatric hospitals they studied accepted 

from 39% to 58% of voluntary applicants; Brown (1961) and Mechanic (1962) 

contended that almost all voluntary applicants to psychiatric hospitals 

are admitted but presented no data in support. Gove (1970) concluded 

that some hospitals may assume illness and admit all who apply, but not 

all do. Of course, these data are inconclusive since they do not indi

cate what percentage of applicants were labeled but not considered 
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sufficiently disturbed to require hospitalization. More relevant to an 

understanding of the behavior of individual psychiatrists are the 

studies of competency examination outcomes. Generally, rates of recom

mendations for hospitalization were found to be very high (Haney & 

Michielutte, 1968; Kutner, 1962; Scheff, 1966, 1968; Wilde, 1968). 

These five studies seem to document a tendency to certify the presence 

of mental illness, if not to perceive it where such does not exist. 

Other evidence related to the alleged tendency of mental health 

professionals to assume illness emerges from studies of public defini

tion and recognition of mental illness. Generally, the public has been 

found likely to overlook much unlabeled mental illness and reluctant to 

label descriptions of behavior which psychiatric professionals had 

defined as mental illness (Rabkin, 1974; Sattin, 1974). These findings, 

of course, do not indicate that professionals have a tendency to over

pathologize but merely that they are more likely to label than are lay 

persons. 

Three studies have investigated the relationship of professional 

identity and susceptibility to labeling bias. Caetano (1974) found that 

psychiatrists diagnosed an objectively normal labelee (said to be a 

patient) more mentally ill than did undergraduates taking a psychology 

course; however, when the labelee was an actual psychiatric patient 

(labeled a patient), psychiatrists' responses were no more pathological 

than were the students' and no more pathological than when the real 

patient was given a neutral label. The author suggested that this latter 

finding was a function of the patient's obvious hippie-like philosophy 

and way of life which a free-response measure indicated was not per

ceived by many psychiatrists as mental illness. Sattin (1974) reported 

that psychiatric residents more frequently described a labelee ("psy

chiatric inpatient") in mental illness terms than did undergraduates 

in a psychology course, regardless of the normality or abnormality of 

the labelees' behavior. Temerlin and Trousdale (1969) told psychi

atrists, psychologists, psychology graduate students, law students, and 

undergraduates in a psychology course that a normal interviewee was 
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psychotic. Psychiatrists diagnosed the labelee psychotic more fre

quently than did the other groups; psychologists also gave more psy

chotic diagnoses than did the student subjects but less than did the 

psychiatrists. Assignment of neurotic and character disorder diagnoses 

did not differ among any of the groups. The results of these studies 

suggest that mental health professionals, especially psychiatrists, are 

more susceptible to labeling bias than are other groups. However, this 

increased susceptibility may take the form of attribution of more severe 

psychopathology than is perceived by others rather than attribution of 

psychopathology when none is perceived by others. 

Setting Variables 

Role of setting in diagnosis. Much opinion and research supports 

the notion that diagnostic activity is influenced by the physical and 

organizational setting in which it occurs (Babigian et al., 1965; 

Farber, 1975; Greenberg, 1975; Millon, 1975; Rooymans, Schut, & Boeke, 

1972; Rosenhan, 1973, 1975; Sattin, 1974). This hypothesis, is, of 

course, consistent with labeling theory contentions that "mental illness" 

is as much or more a function of the context in which it occurs than of 

the person whose behavior is so labeled (Scheff, 1966). Some authors 

have stated or implied that clinical settings create expectancies about 

and response sets toward those who are served there (Millon, 1975; 

Rosenhan, 1973, 1975). Two studies have found a relationship between 

the nature of clinical settings (e.g., private practice versus a psy

chiatric emergency department) and the diagnoses given in them 

(Babigian et al., 1965; Greenberg, 1975). These differences were not 

a function of different kinds of patients being seen in different set

tings, since the comparisons made involved the same patients. Why 

clinicians working in different settings preferred different diagnoses 

for many of the same patients is not clear, though Rooymans et al. 

(1972) demonstrated that the answer may lie in the purpose for which the 

diagnoses were made. In their study, psychiatrists encouraged to diag

nose "as they were accustomed to do in the daily routine of clinical 

treatment" gave diagnoses judged to be therapeutically more useful (that 
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is, less pathological) than did psychiatrists told to diagnose as if 

they were demonstrating their knowledge of psychiatry. Rooymans et al. 

(1972) suggested that in settings where the purpose of diagnosis is to 

"provide guidance for a therapeutic approach," diagnosticians' judgments 

may be influenced by their desire to do something for their patients. 

Settings and the labeling bias effect. In the studies of the 

labeling bias effect reviewed in this chapter, the setting of the diag

nostic task was not varied independently of other elements of the inves

tigations. Consequently, the role of this variable in labeling bias 

can only be assessed by comparison of groups of studies which character

ized the settings for the diagnostic task and the behavior samples or 

test responses in different ways. In only two non-experimental studies 

were both the diagnostic task and the behavior of labelees presented in 

actual clinical settings (Babigian et al., 1965; Rosenhan, 1973). 

Eight experiments used behavior samples described to subjects as diag

nostic or therapeutic interviews (Adams, 1974; Caetano, 1974; Langer & 

Abelson, 1974; McCoy, 1976; Minor, 1974 1 & 2; Pollack et al. , 1976; 

Temerlin & Trousdale, 1969) . In five experiments subjects were given 

instructions which probably did not imply a clinical diagnostic setting. 

DiNardo (1975) described his audiotaped interview as part of a survey, 

and Romanoff et al. (1976 2) told subjects that they were participating 

in a field study of behavioral assessment. Hersh's (1971) subjects 

administered Stanford-Binet Intelligence tests to children in a Head 

Start program and were told that the test results would be used for edu

cational planning. Sattler et al. (1970 1 & 2) had subjects score 

Wechsler intelligence test responses as classroom exercises. Twelve 

studies did not indicate what subjects were told about the origin of 

the behavior samples or test data they judged (Combs & Harper, 1967; 

Critchley, 1971; Foster & Keech, 1977 1 & 2; Foster et al., 1975 1 & 2; 

Herson, 1974; Lee, 1976; Sattin, 1974; Sushinsky & Wener, 1975 1, 2, 

& 3). However, in the case of the three Sushinsky and Wener studies, 

other information provided by the authors suggests that their labelee 

behavior samples were probably given clinical setting contexts. The 
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setting variable has not been shown to exert a very powerful influence 

in these studies taken as a whole. One study (DiNardo, 1975) which 

described its interview behavior sample as "part of a survey," obtained 

a labeling bias effect (with psychiatrists as labelers) while three 

which used a clinical setting for their labelee behavior did not, at 

least under some conditions of label and labelee behavior variables 

(Babigian et al., 1965; Caetano, 1974; Pollack et al., 1976). The 

labeling bias effect can occur in other than clinical diagnostic set

tings or analogues of them. However, an examination of this variable 

in the group of studies comparing negative- and no-label conditions sug

gests that it may be more important there than it seems to be in label

ing bias studies as a whole. Of eight studies using what were probable 

if not assured clinical settings, only two (Pollack et al., 1976; 

Sushinsky & Wener, 1975 1) did not obtain evidence of labeling bias 

with some conditions of label and labelee behavior. The negative 

results of the former may have been at least partially due to the highly 

descriptive outcome measure discussed previously. In the latter study, 

evidence of labeling bias was found with a normal labelee behavior sam

ple but not with an abnormal one. Of two studies using nonclinical 

settings, one (Romanoff et al., 1976 2) did not find labeling bias, 

while the other (DiNardo, 1975) did, but only when psychiatrists were 

said to be the labelers. 

Labelee Variables 

Labelees were both male and female, adult and child. While the 

labelees were usually male, outcomes of studies which identified 

labelees' sex did not seem closely related to this variable. However, 

in the group of studies comparing negative- and no-label conditions, 

the only contradictory findings occurred with male labelees; two such 

studies found labeling bias (DiNardo, 1975; Temerlin & Trousdale, 1969) 

while one did not (Pollack et al., 1976). The single study with an 

identified female labelee (Sushinsky & Wener, 1975 1) did not obtain 

evidence of labeling bias with the behavior sample involving that 
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labelee. Admittedly, the argument for an interactive role of labelee 

sex is minimally supported by these studies; DiNardo (1975) obtained 

positive results with psychiatrists, but not psychologists as labelers, 

and Pollack et al., 1976 used an outcome measure which might have pre

cluded a finding of labeling bias. Additionally, eight other studies 

in this group (two-thirds of the total) failed to report the sex of 

their labelees. Consequently, this assertion is highly tentative. 

With regard to age of labelees, in all studies but one in which 

they were identified as children some degree of labeling bias was 

obtained. The exception was Herson (1974), whose results were uninter

pretable. Results with adult labelees were mixed but most of the studies 

using them also obtained positive results. This is an interesting differ

ence, and, while the studies varied in many ways besides the ages of 

their labelees, it raises the possibility that children's behavior is 

more susceptible to being judged in accordance with inaccurate psychi

atric labels than is that of adults. The picture is the same in the 

group of studies using negative- and no-label comparisons; discrepant 

results are only found among those with adult labelees, suggesting the 

possibility of an interaction of this variable with others in these 

investigations. 

A final note regarding the relation of labelee attributes to out

comes of labeling bias studies has to do with the "hippie" characteris

tics of the patient in Caetano's (1974) study. As discussed earlier, 

when this labelee (actually a schizophrenic) was observed by psychi

atrists, he was rated no differently in a negative- than in a neutral-

label condition. These results suggested that the availability of an 

alternative, nonpsychiatric label ("hippie") which accounts for the 

deviance might reduce diagnosticians' compliance with a prior psychi

atric label and avoid categorization of the deviance as mental illness. 

This hypothesis is consistent with the labeling theory definition of 

mental illness as "residual deviance" - that deviant behavior which 

does not fit into a more traditional category. It seems that, in some 

circumstances at least, labeling bias is militated against by 
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labelees' congruence with one of these more traditional categories of 

deviance. 

Summary and Conclusions 

Labeling theory, research in person perception, and clinicians' 

concerns about the effects of labels on psychiatric patients and others 

have led to interest in what is known as the labeling bias effect. 

This phenomenon, defined as the distortion of a diagnostician's judgment 

as a function of awareness of prior diagnostic or related information, 

has been the subject of several investigations. While such features as 

restrictive subject populations, presentation of multiple treatments to 

subjects, and reactivity of experimental manipulation probably limit 

the generalizability of some of these, reasonable assurance of their 

internal validity is given by their use of experimental controls. Two 

nonexperimental studies are difficult to interpret due to their lack of 

such controls. Without regard to design considerations, most of the 

studies reviewed offered at least some support for the existence' of the 

labeling bias effect. The studies differed in many ways, including 

outcome measures; labels and behavior samples presented to subjects; 

behavior sample and labeling presentation media; subject, labeler, and 

labelee characteristics; and types of settings in which behavior samples 

were said to have occurred or in which they were presented. The fact 

that labeling bias was found in many studies using these varied and 

possibly implausible manipulations and conditions argues for the robust 

nature of the phenomenon. 

However, the results of some studies suggest that the labeling bias 

effect is not ubiquitous. Several have found that subjects rate behavior 

samples or psychological test responses no differently when they are 

labeled pathologically or otherwise negatively than when no prior diag

nostic or related information is given (Pollack et al., 1976; Romanoff 

et al., 1976 2; Sattler et al., 1970 1; Sushinsky & Wener, 1975 1). 

Of two studies which investigated the effects of positive- compared to 

no-label conditions, one found no evidence of Icibeling bias for this 
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comparison (Sattler et al., 1970 1). Results of studies which made com

parisons among positive, neutral, and negative labels much more consis

tently supported the labeling bias effect. Since the statistical tests 

in the experimental studies reviewed were based on differential effects 

of labeling conditions, it is possible that significant differences were 

more easily obtained with positive versus neutral, positive versus nega

tive, and negative versus neutral label comparisons than with negative 

versus no-label and positive versus no-label ones. The foinner group of 

comparisons may involve a greater difference between differentially 

labeled behavior samples in the outcome variables assessed than does the 

latter group. For example, negative- and no-label conditions may be 

closer together on a subjective dimension of pathology than are negative-

and neutral-label ones, rendering significantly different responses more 

likely in the latter case. 

It would also seem that comparisons involving negative- and no-label 

conditions are more relevant to actual clinical diagnostic practice than 

are those involving positive or neutral labels. Both of the latter are 

probably rare in mental health settings, though they may occur more fre

quently in the practice of special education. Moreover, comparisons of 

labels using samples of interview or other behavior are probably of 

greater importance to an understanding of labeling bias in the typical 

clinical diagnostic situation than are those involving psychological 

test, especially intelligence test, scores. The experimental analogues 

of greatest interest, then, are those comparing negative- and no-label 

conditions and interview or other similar behavior of labelees. As 

noted previously, the evidence from these studies is equivocal. The 

empirical status of the most relevant and interesting aspect of the 

labeling bias effect remains unclear. In the following chapters, an 

experiment is described which sheds light on this problem by varying 

those elements of the studies which seem to be related to presence or 

absence of labeling bias effects. Table 1 summarizes the elements and 

outcomes of the 11 experimental studies which compared negative- and no-

label conditions involving psychodiagnostic judgments and yielded 

interpretable outcomes. 



TABLE 1 

SUMMARY OF STUDIES COMPARING NEGATIVE- AND 
NO-LABEL CONDITIONS 
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Author and Study Subjects 

1. Adams, 1973 pre-practicum vs. initial-practicum vs 
multi-practicum speech pathology and 
audiology undergraduates and graduate 
students 

2. Combs & Harper, 1967 

3. DiNardo, 1975 

education undergraduates vs. education 
graduate students/teachers 

clinical psychology graduate students 

4. Minor, 1974 1 

5. Minor, 1974 2 

psychology graduate students 

undergraduates in psychology courses 

Pollack et al., 1976 undergraduates in psychology courses 

7. Romanoff et al. , 
1976 2 undergraduates 

8. Sushinsky & Wener, 
1975 1 

9. Sushinsky & Wener 
1975 2 

undergraduates in psychology course 

nurses and aides in private psychiatric 
hospital 

10. Sushinsky & Wener, 
1975 3 

11. Temerlin & Trousdale, 
1969 

undergraduates in psychology course 

psychiatrists vs. clinical psychologists 
vs. clinical psychology graduate students 
vs. law students vs. undergraduates in 
psychology course vs. 3 mixed professional 
and student groups vs. jurors 
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TABLE 1—Continued 

Author and Study Subject's Sex 

1. Adams, 1973 

2. Combs & Harper, 1967 

3. DiNardo, 1975 

4. Minor, 1974 1 

mostly female 

both 

5. Minor, 1974 2 

6. Pollack et al., 
1976 

7. Romanoff et al., 
1976 

both 

female 

Setting and/or Rationale 
for Task 

diagnostic interview 

part of survey 

therapy session to be rated 
as exercise predictive of 
ability in people-oriented 
professions 

therapy session to be rated 
as exercise predictive of 
ability in professional 
occupations 

psychiatric screening inter
view of applicant to 
graduate school 

field study of behavioral 
assessment 

8. Sushinsky & Wener, 
1975 1 

both 

9. Sushinsky & Wener, mostly female 
1975 2 

10. Sushinsky & Wener female vs. male 
1975 3 

11. Temerlin & Trousdale, ? 
1969 

exercise in rating different 
kinds of people 

experiment concerned with 
rating interviews 

experiment concerned with 
rating interviews 

diagnostic interview as part 
of exercise in diagnosis, 
research project, or mock 
sanity hearing; personnel 
interview; interview with a 
mental patient 
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Author and Study Labeling Medium Labelers 

1. Adams, 1973 psychological report 

Combs & Harper, 
1967 booklet 

3. DiNardo, 1975 mimeographed sheet 2 board-certified 
psychiatrists vs. 2 
board-certified 
psychologists 

4. Minor, 1974 1 

5. Minor, 1974 2 

written instruction 

written instruction therapist (inter
viewer) 

6. Pollack et al., 
1976 

7. Romanoff et al., 
1976 2 

biographical data 
sheet 

handwritten letter 
from E to S 

Professor of Psychol
ogy 

8. Sunshinsky & Wener, 
1975 1 instruction booklet 

10. 

Sushinsky & Wener, 
1975 2 

Sushinsky & Wener, 
1975 3 

11. Temerlin & Trous
dale, 1969 

written, spoken, 
videotaped 

written and spoken 
vs. written 

spoken 

Dr. R. (interviewer) 

Dr. R. (interviewer) 

Dr. R. (interviewer) 
vs. Chairman of 
Department of Psychol
ogy at Ss' university 

2 board-certified psy
chiatrists, 1 also a 
psychoanalyst; well-
known psychologist; 
law professor; psy
chology instructor 
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Author and Study Labelees' Sex Labels" 

1. Adams, 1973 male vs. female positive vs. negative 
vs. neutral evalu
ative statements 
about child's behav
ior 

2. Combs & Harper, 
1967 

schizophrenic, psy
chopathic , mentally 
deficient, cerebral 
palsied 

3. DiNardo, 1975 male psychotic 

4. Minor, 1974 1 psychotic 

5. Minor, 1974 2 schizophrenic vs 
stable vs. 
conventional 

6. Pollack et al., 
1976 male 

June to September, 
1968, hospitalized 
and treated for manic-
depressive psychosis 
at Mendota State 
Mental Hospital 

7. Romanoff et al., 
1976 2 

8. Sushinsky & Wener, 
1975 1 

9. Sushinsky & Wener 
1975 2 

10. Sushinsky & Wener 
1975 3 

female 

female 

female 

more depressed than 
most people 

appears neurotic but 
is actually quite 
psychotic 

appears neurotic but 
is actually quite 
psychotic 

appears neurotic but 
is actually quite 
psychotic 

11. Temerlin & Trous
dale, 1969 

male looks neurotic but 
actually is psychotic 
vs. looks like a 
normal healthy man 
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Author and Study Labelees' Age Behavior Sample 
Presentation Medium 

1. Adams, 1973 

2. Combs & Harper, 
1967 

3. DiNardo, 1975 

4. Minor, 1974 1 

5. Minor, 1974 2 

6. Pollack et al., 
1976 

7. Romanoff et al. , 
1976 2 

8. Sushinsky & Wener, 
1975 1 

9. Sushinsky & Wener, 
1975 2 

10. Sushinsky & Wener, 
1975 3 

11. Temerlin & Trous
dale, 1969 

child 

adult 

adult 

adult 

adult 

adult 

adult 

adult 

adult 

adult 

videotapes; 7 minutes, 
20 seconds per child 

booklet with labeled or 
unlabeled description of 
each identity 

audiotape; ? duration 

audiotape; 5 minutes 

audiotape; 5 minutes 

videotapes; ? duration 

in vivo; at least 2 hours 
including dinner, on 1 
day 

audiotapes; 10 minutes 
for "clinical" tape, ? 
for "normal" tape 

audiotape; ? duration 

audiotape; ? duration 

audiotape; ? duration 
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TABLE 1—Continued 

Author and Study Labelee Behavior Sample Content 

1. Adams, 1973 test-taking and play behavior of 
average-appearing child 

2. Combs Sc Harper, 1967 descriptions of disabilities devel
oped from actual case reports 

3. DiNardo, 1975 normal interview behavior 

4. Minor, 1974 1 segment of therapy session 

5. Minor, 1974 2 segment of therapy session 

6. Pollack et al., 1976 high-deviance vs. low deviance inter
view and test-taking behavior 

7. Romanoff et al., 1976 2 role-played depressive behavior 

8. Sushinsky & Wener, 1975 1 normal vs. abnormal interview behavior 

9. Sushinsky & Wener, 1975 2 normal interview behavior 

10. Sushinsky & Wener, 1975 3 normal interview behavior 

11. Temerlin S Trousdale, 1969 normal interview behavior 
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TABLE 1—Continued 

Author and Study Outcome Measures 

1. Adams, 1973 ratings of hyperactivity, distractibil-
ity, aggression, withdrawal, manipula
tion, disruption, negativism, passivity 
impulsivity, apathy; true-false global 
assessment of labelee 

2. Combs & Harper, 1967 

3. DiNardo, 1975 

4. Minor, 1974 1 

5. Minor, 1974 2 

6. Pollack et al., 1976 

7. Romanoff et al., 1976 2 

8. Sushinsky & Weaver, 
1975 1 

ratings of aggravating, annoying, defiant, 
demanding, depressing, destructive, dis
gusting, disobedient, disorganized, dis
respectful, exasperating, frustrating, 
inattentive, quarrelsome, spoiled, 
ungrateful, unpleasant, unpredictable, 
unresponsive, unrewarding, considerate, 
dependable, merry, stable, well-mannered 

diagnosis; Q-description; rating of 
therapy prognosis 

ratings of intellectual and verbal skills, 
ego strength, college performance, physi
cal health, appearance and personal 
grooming, sexual adjustment, therapy 
prognosis and motivation to improve, 
popularity, personal functioning 

similar to Minor (1974 1) with collapsing 
of overlapping dimensions and addition of 
ratings of occupational success, child
hood experiences, ease in social situ
ations, self-insight 

frequency count of abnormal behaviors; 
ratings of adjustment, likelihood of 
success, S_'s willingness to interact 

ratings of 12 behavioral parameters of 
depression-elation dimension and of 
magnitude and direction of behavior 
changes 

ratings of disturbance, agitation, self-
esteem, daily functioning 
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Author and Study Outcome Measures 

9. Sushinsky & Wener, 1975 2 same as Sushinsky & Wener (1975 1) 

10. Sushinsky & Wener, 1975 3 same as Sushinsky & Wener (1975 1) 

11. Temerlin & Trousdale, 
1969 

diagnosis; behavioral description 

Author and Study 

1. Adams, 1973 

Results 

2. Combs & Harper, 1967 

3. DiNardo, 1975 

4. Minor, 1974 1 

5. Minor, 1974 2 

subjects (pre-practicum s initial-
practicum > multi-practicum); label 
(negative, neutral, & no > positive; 
negative > neutral & no). NS^ for 
labelee sex; label (neutral vs. no) 

label (schizophrenic, psychopathic, & 
cerebral palsied > no; no > mentally 
deficient). NS for subjects 

label X labeler (negative'> no, with 
psychiatrist labelers) 

label (negative > no) 

label (negative > positive, neutral, & 
no) 

6. Pollack et al., 1976 

7. Romanoff et al., 1976 2 

8. Sushinskey & Wener, 
1975 1 

9. Sushinsky & Wener, 
1975 2 

10. Sushinsky & Wener, 
1975 3 

NS for label 

NS for label 

label X tape (negative > no, with normal 
tape, on agitation rating) 

label (negative > no) 

label X subject sex (negative > no, with 
females, on disturbance & self-esteem 
measures; no > negative, with males, on 
same measures); labeler (Chairman > Dr. R., 
on disturbance measure); subject sex X 
labeler X label presentation medium 
(females with Chairman & double presenta
tion gave significantly more pathological 
ratings) 
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TABLE 1—Continued 

Author and Study Results 

11. Temerlin & Trousdale, 
1969 

label (negative > positive & no); 
subjects (psychiatrists > psychologists 
> other subjects) 

Arabic numerals indicate separate experiments in same report. 

Information not reported. 

Each study also had no-label condition. 

Ampersand means "and," not "plus." 

Significantly more pathological judgments were obtained with 
levels of variables listed before the inequality than with those 
listed after it. 

Difference obtained was not significant. 

As suggested by Table 1, some elements of the studies seem more 

related to outcomes than do others. Included in the former group are 

the nature of the outcome measure (inferential versus descriptive re

sponses to the labelee) and the setting in which the labelees' behavior 

occurs (clinical versus nonclinical). In each case, the variant listed 

first seems to be more closely related to findings of labeling bias 

than does the other. Only two studies presented evidence suggesting that 

the inferential versus descriptive nature of the outcome measure is an 

important methodological consideration, but they are difficult to ignore 

nonetheless. Temerlin and Trousdale (1969) state that only those sub

jects who diagnosed the labelee correctly (i.e., were not susceptible to 

labeling bias) tended to comply with the experimenters' request that they 

describe the behavioral bases for their judgments. Other subjects sub

mitted baldly inferential statements or inferences labeled as descriptions 

Pollack et al. (1976) used a highly descriptive outcome measure, a fre

quency count of labelees' abnormal behaviors and found no labeling bias 
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effects. They followed this measure with a more inferential one, which 

also failed to show evidence of labeling bias. Virtually all other 

studies employed largely inferential measures and obtained labeling 

bias; no other studies used a purely descriptive measure. As discussed 

previously, the setting variable also seems to be highly related to the 

outcomes of these studies. 

There are several other variables which seem to be related to the 

outcomes of these studies, including labelee age and sex, subject level 

of experience, and medium by which labels and behavior samples are pre

sented to subjects. In each of these, contradictory findings occur 

largely with certain "levels" of the variable. These levels are adult 

labelees, male labelees, undergraduate si±>jects, videotaped presenta

tion of labelee behavior, and written presentation of labels. All 

studies using children or females as labelees, graduate students or 

professionals as subjects, written or in vivo presentation of labelee 

behavior, and/or oral or combined oral and written presentation of 

labels obtained consistent results, whether positive or negative. More

over, of seven studies using audiotaped presentation of labelee behavior, 

only one obtained a result inconsistent with the others, and then with 

only one of two behavior samples (Sushinsky & Wener, 1975 1). 

Other characteristics of these studies seem much less closely re

lated to their results. These include normal or abnormal content of 

labelees' behavior, the status and relevance of the labeler, the prior 

label used, subjects' professional identity, and subjects' sex. Profes

sional identity of subjects is significant in that it tends to affect 

the magnitude of labeling bias effects when varied, but it does not 

seem crucial for their presence or absence (Temerlin & Trousdale, 1969). 

Regarding sex of subjects, Sushinsky and Wener (1975 3) found that only 

females responded in the expected biased direction. Males' judgments 

were distorted so that the labelee was seen as more pathological in the 

no-label than in the negative-label condition. However, the authors 

suggested that the male subjects reacted negativistically to an "obvious 

attempt" to influence them, and no other investigation has reported a 

similar result. 
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The Present Study 

This experiment involved manipulation of three variables the appli

cation of which the literature suggests may produce labeling bias 

effects, i.e., labeling condition, outcome measure, and setting. In 

addition, subjects' level of experience seems to be related to labeling 

bias effects, but in a less clear way. For that reason and because the 

use of graduate students as subjects makes the results more general-

izable, subjects' level of experience was varied as well. 

Other variables which have been associated with interaction effects 

(i.e., age and sex of labelees and medium of presentation of labels and 

behavior samples) were held constant. The labelee was an adult male, in 

order to be more representative of labelees in other studies using 

negative- and no-label conditions. The diagnostic label used for prior 

labeling was also presented to subjects in writing, the typical medium 

in these other studies. The medium of presentation of labelee behavior, 

videotape, has also been employed before in studies of this nature. 

However, audiotape has been used more frequently. The reason for selec

tion of the "videotape level" of this variable was that it permits a 

more complete test of the hypothesis that subjects are less susceptible 

to labeling bias when they are required to describe the labelees ' behav

ior than when they must make inferences from it. Audiotape presents a 

much more limited sample of the labelees' behavior and does not allow 

subjects to respond to nonverbal behaviors which might be significant 

clinical data in a diagnostic interview. Selection of these "levels" 

of labelee age and sex as well as the medium for presenting label and 

labelee behavior may pose some difficulties in interpretation of 

results since they have not always been associated with positive find

ings. However, the advantage of more representative and/or realistic 

levels chosen seemed to the investigator to outweigh potential compro

mises in effect size. 

Those variables which seemed to have little relationship to out

comes (i.e., normal or abnormal content of the labelees' behavior, 

status and relevance of the labeler, the nature of the prior label. 
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subjects' professional identity, and sex of subjects) were also held 

constant. Finally, subjects were assigned to treatment conditions 

without regard to their sex. 

The intent of the present study was to address the contradictory 

findings regarding the labeling bias effect in comparisons of negative-

and no-label conditions. As discussed previously, these comparisons 

seemed to provide the most useful information regarding the effects of 

prior diagnostic information in the clinical situation. The study 

isolated those variables which have been associated in previous studies 

with inconsistent findings (i.e., findings of labeling bias in some 

studies and failures to find same in others) and investigated inter

actions between and among them. Of the four variables selected for 

manipulation (label, setting, outcome measure, and subjects' level of 

experience), only outcome measure has not been applied in previous 

research in such a way that would allow a clear comparison of the 

effects of the levels under consideration in the present study (i.e., 

descriptive and inferential). However, in only one previous study were 

as many as two of these four variables manipulated simultaneously (i.e., 

Temerlin and Trousdale varied both label and subjects' level of experi

ence in their 1969 study). Thus, the interactive effects of the four 

variables are almost completely unknown. The importance of interactive 

effects in labeling bias was suggested by inconsistencies in the out

comes of many of the previous studies reviewed. The hoped-for result 

of the present investigation, then, was partial clarification of the 

circumstances of the clinical interview in which prior diagnostic infor

mation available to the clinician does and does not affect his or her 

judgments about patients. In light of the considerable theoretical 

and empirical support for the contention that factors other than actual 

psychiatric condition influence diagnostic judgments made about a 

patient, identification of some of the variables operating in the label

ing bias effect seemed a subject worthy of rigorous experimental 

investigation. 
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Hypotheses 

I. Clinical and counseling psychology graduate student subjects 

rate a target person significantly more disturbed than do undergraduates 

(mental health—mental illness dependent variable). 

II. Subjects exposed to the "clinical" level of the setting vari

able rate a target person significantly more disturbed than do those 

exposed to the "nonclinical" level (mental health—mental illness 

dependent variable). 

III. Clinical and counseling psychology graduate student subjects 

exposed to the "clinical" level of the setting variable assign a target 

person significantly more psychopathological diagnoses than do those 

exposed to the "nonclinical" level (psychodiagnosis dependent variable). 

IV. Subjects exposed to the "inferential" level of the outcome 

measure variable rate a target person significantly more disturbed than 

do those exposed to the "descriptive" level (mental health—mental 

illness dependent variable). 

V. Clinical and counseling psychology graduate student subjects 

exposed to the "inferential" level of the outcome measure variable 

assign a target person significantly more psychopathological diagnoses 

than do those exposed to the "descriptive" level (psychodiagnosis 

dependent variable). 

VI. Subjects exposed to the "negative level" of the label variable 

rate a target person significantly more disturbed than do those exposed 

to the "no label" level (mental health—mental illness dependent 

variable). 

VII. Clinical and counseling psychology graduate student subjects 

exposed to the "negative label" level of the label variable assign a 

target person significantly more psychopathological diagnoses than do 

those exposed to the "no label" level (psychodiagnosis dependent 

variable). 



CHAPTER III 

METHOD 

Subjects 

Participants in the present study were 46 male and 50 female stu

dents enrolled at Texas Tech University. Of this number, 48 were under

graduates, and 48 were graduate students in doctoral programs in 

clinical and counseling psychology. 

Undergraduates were recruited from courses in*the Psychology Depart

ment by oral and written announcements by the experimenter and were 

promised partial credit toward fulfillment of the requirement that they 

participate in psychological experimentation during their enrollment. 

They were assigned to treatment conditions roughly in the order in which 

they signed the standard departmental roster indicating their willing

ness to participate in this experiment. Undergraduates who participated 

were a minority of the potential siibjects in the Psychology Department's 

undergraduate subject pool. Their age range was from late teens to 

middle age. 

Graduate students were recruited from among those who had completed 

at least nine semester hours of their doctoral programs, including at 

least one graduate-level course in psychopathology. These students were 

not compensated for their assistance. Most of them were friends of the 

experimenter. Their participation was solicited by telephone, individ

ual in-person contact, and written note. They were assigned to treatment 

conditions associated with sessions they were able to attend. The great 

majority of clinical and counseling graduate students at Texas Tech Uni

versity served as subjects. They ranged in age from early twenties to 

middle age and included both sexes, as did the undergraduate subjects. 

Because there was no convincing evidence of sex differences in sus

ceptibility to labeling bias, subjects were assigned to cells without 

regard to sex. 

73 
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Apparatus 

This study required the use of a videotape camera, recorder, and 

monotor. The monitor was a black-and-white television with a 19-inch 

diagonal screen. The equipment was used to record and present to sub

jects the interview adapted from the Temerlin and Trousdale (1969) 

"healthy man" script. This interview provided the sample of behavior 

of the target person. 

Materials 

Interview Script 

The target person's (or "labelee's") behavior was presented to 

subjects in the form of a videotaped version of Temerlin and Trousdale's 

(1969) "healthy man" script which had been used in one of the first 

experimental investigations of the labeling bias effect. Since then, it 

has been employed in studies by DiNardo (1975) and Sushinsky and Wener 

(1975 1, 2, & 3). In the original study, a professional actor'was 

trained to portray a man intended to appear mentally healthy by several 

criteria: 

We wrote a script of a diagnostic interview in which the person 

interviewed quickly established a warm interpersonal relationship 

with the interviewer, cordially verbalizing his inner experience 

in a coherent and organized fashion, without evasion, defense, 

withdrawal or guilt. He was not obsequious, he had no preoccupa

tion with dirt, and he was not tortured by sexual or hostile 

thoughts; nor was he driven to repetitive actions. He remembered 

his childhood clearly, articulated memories without labile affect, 

and freely discussed early sexual experience without embarrass

ment, shame, or guilt. We excluded from the script these "patho

logical" characteristics: anxiety, somatic preoccupation, hallu

cinations, delusions, conceptual disorganization, emotional 

withdrawal, grandiosity, hostility, suspiciousness, guilt, depres

sive or blunted affects, delinquency, and any unusual thought 

content.(Temerlin & Trousdale, 1969, p. 24) 
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The original script included 29 exchanges between "interviewer" 

and "client," with each speaking alternately throughout. The inter

viewee, or client, was identified in the script as "an educated and 

productive physical scientist and mathematician who was enjoying life, 

who had read a book on psychotherapy, became intellectually curious, 

and wanted to see if it would help him enjoy life even more fully" 

(p. 24). Certain changes were made in this script for its use in the 

present study. The script used here consisted of the original script 

with a discussion of the Vietnam war deleted and a related minor change 

made in the dialogue. The discussion of the Vietnam war dated the in

terview, and its deletion did not significantly affect the interview's 

content with regard to the several mental health cues it contained. 

The related alteration in dialogue allowed the interview to flow more 

smoothly and be more clearly understood. 

A problem with credibility of the acting at the beginning and end 

of the inteirview as obviated by further changes. Only the middle por

tion of the script, comprising approximately 85% of the exchanges be

tween the interviewer and the interviewee, was used. The incompleteness 

of the interview was explained to subjects as due to the dearth of rel

evant information in the omitted portions. 

The altered version of the script was acted by two persons, a doc

toral student in theater at Texas Tech University (the interviewee) and 

a PhD clinical psychologist at the Texas Tech University Health Sciences 

Center (the interviewer) . The theater student was paid $100 for his 

performance; the experimenter bought dinner for the psychologist, a 

close friend. 

In the videotape made from the script, only the interviewee was on 

camera. He was seen from the right side, seated in a chair, and he 

appeared to be speaking to the off-camera interviewer. 

Copies of the original script and the version used in the present 

study are in Appendices H and I, respectively. 
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Experience, Training, and 
Orientation Questionnaire 

This instrument was part of the cover story given subjects, that 

the study was an investigation of the relationship of academic and prac

tical training, job experience, and treatment orientation to accuracy of 

psychodiagnostic judgment. The instrument requested information regard

ing subjects' treatment orientation, training, and experience related 

to several areas of clinical psychological knowledge and practice. 

Each subject was given an identifying number which was recorded on all 

questionnaires and other response measures he or she received during 

the experiment. The number lent credibility to the cover story and was 

used to correlate each subject's materials while maintaining anonymity 

(see Appendix C). 

Pre-Videotape Information Sheets 

Prior to presentation of the videotaped interview to subjects, each 

was given a sheet of paper containing certain information about the in

terview about to be observed. This information was related to two of 

this experiment's independent variables, setting and label. There were 

four versions of the sheet, with each version presenting one of the 

four combinations of the levels of these two variables: clinical setting 

with negative label, clinical setting with no label, nonclinical setting 

with negative label, and nonclinical setting with no label. The first 

listed of these, for example, told the stibject that what he or she was 

about to observe was a diagnostic interview of a prospective patient by 

a psychology intern, that it took place in the intern's hospital office, 

and that the interviewee had been diagnosed as psychotic by a group of 

mental health professionals, some of them from the subject's university 

(see Appendices D through G). 

Independent Variable Manipulation 
Disguised as Dependent Variable 

Descriptive "outcome measure." This instrument was administered 

to subjects in the descriptive level of the outcome measure variable. 
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Responses to it were not analyzed. It was essentially an abbreviated 

mental status examination (Johnson, Snibbe, & Evans, 1975), with dele

tion of those items requiring inference from rather than description 

of behavior. Each of the 15 items consisted of a symptom or group of 

related symptoms, including many in the categories of appearance, behav

ior, emotion, perception, and thinking. Subjects were requested to make 

a judgment about the interviewee by choosing one of these three cate

gories for each item: "Not a Problem for this Person," Slight or Occa

sional Problem for this Person," and "Serious or Repeated Problem for 

this Person." Descriptive "outcome measure" forms were prepared in 

both the above and the reverse order of categories, and they were dis

tributed to the appropriate subjects, randomly. 

This instrument was developed for use in this study to present 

approximately half of the subjects with a concrete and objective means 

of judging the psychopathology of the interviewee. It was considered 

an objective measure because it requested descriptions of interviewee 

behaviors, including those only reported by the interviewee, rather than 

inferences about them. It was similar to measures used in the Temerlin 

and Trousdale (1969) and Pollack et al. (1976) studies in this regard, 

though it was not identical to either. The former study requested sub

jects to describe narratively the interviewee's behaviors on which they 

had based their diagnoses of him. In the latter study, subjects counted 

the instances of abnormal behavior they observed. The outcomes of these 

studies compared to outcomes of others suggested that when subjects 

describe rather than make inferences about behavior they observe, they 

are less susceptible to labeling bias as indicated by other dependent 

variables used in conjunction with the descriptive ones. The descriptive 

measure used in this study was intended to be sufficiently dissimilar in 

format from those in Temerlin and Trousdale (1969) and Pollack et al. 

(1976) so that it would yield information regarding the hypothesized 

effect, yet not so dissimilar that it would not allow a reasonable exam

ination of it. This instrument appears in Appendices J and K. 
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Inferential "outcome measure." This instrument v/as administered to 

subjects in the inferential level of the outcome measure variable. 

Responses to it were not analyzed. It consisted of 15-three-point rating 

scales requiring judgments about psychological characteristics of the 

interviewee presumably able to be inferred from his behavior. Most of 

the characteristics chosen for inclusion in this scale were selected 

from those used in previous studies involving comparisons of negative-

versus no-label conditions. Other items included in the present scales 

closely resemble items used in such previous research. All the charac

teristics share the property of not being directly observable; rating 

them required inferences about the interviewee. Each of the character

istics were assigned by subjects to one of the same three categories 

used on the bogus descriptive outcome measure. As with that instrument, 

two forms of the inferential outcome measure were distributed randomly 

among appropriate subjects. 

The response formats and scaling techniques used in real inferential 

dependent variables in previous research varied widely. In many in

stances they were not described sufficiently for replication. The Likert-

type scale used in the present experiment was chosen because it presented 

approximately half the siibjects with an opportunity to make inferential 

judgments about the interviewee which were not very dissimilar from 

those made by subjects in some previous studies. This instrument 

appears in Appendices L and M. 

The bogus descriptive and inferential outcome measures were designed 

to be parallel with regard to the number of response categories, direc

tion of categories on the health-pathology dimension, and evaluative 

nature of categories. However, the two outcome measures were not equated 

with regard to the areas of psychological functioning they contained. 

This nonparallelism is due to the emphasis on observable behavior in the 

descriptive bogus outcome measure and on internal states and traits in 

the inferential version. The different focus on observable versus in

ternal psychological phenomena in each bogus measure necessitated cover

age of different areas of the labelee's functioning, and, indeed, the 
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observable-internal dimension was considered an integral aspect of the 

distinction between the two kinds of response to the labelee required 

of subjects in previous labeling bias studies. 

Actual Dependent Variables 

Mental health-mental illness variable. After subjects completed 

one of the two bogus outcome measures described above, they responded 

to a rating scale measuring the degree of mental illness or mental 

health they attributed to the interviewee. The four points on the scale 

were labeled "Very Mentally 111," "Mentally 111," "Mentally Healthy," 

and "Very Mentally Healthy." The order of these categories was reversed 

for some subjects, chosen at random- Though little information was 

available to guide construction of a representative dependent variable, 

this scale seemed to call for responses similar to those required in 

some previous studies. This dependent variable was statistically ana

lyzed as described later in this chapter. It appears in Appendices 

N and 0. 

Psychodiagnosis variable. After graduate student subjects completed 

one of the two bogus outcome measures and the mental health-mental illness 

rating scale, they were given a checklist of psychiatric diagnoses and 

asked to assign the most appropriate one to the interviewee. The cate

gories were "Psychosis," "Character disorder," "Neurosis," "Situational 

disturbance," and "Normal psychological adjustment." They had been 

ranked along a dimension of severity of psychopathology by most of the 

graduate students who (months later) participated in this experiment. 

Mean rankings of the categories are given in Table 2. The order of the 

categories in the dependent variable was reversed for subjects chosen at 

random. The psychodiagnosis dependent variable resembled instruments 

used in some previous studies. It was administered only to graduate 

students because undergraduates were presumed to lack the sophistication 

to respond to it meaningfully. Its analysis is described later in this 

chapter. See Appendices P and Q for copies of this measure. 
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TABLE 2 

MEAN RANKINGS OF DIAGNOSTIC CATEGORIES USED IN 
PSYCHODIAGNOSIS DEPENDENT VARIABLE 

a ,b 
Category Mean Ranking 

Psychosis 1.000 

Character disorder 2.277 

Neurosis 2.830 

Situational disturbance 3.894 

Normal psychological adjustment 5.000 

^Categories were ranked by 47 graduate students. 

A rank of 1 was given to the most pathological and a rank of 5 

to the most normal category. 

Manipulation Check and 
Post-Experiment Questionnaire 

When subjects had completed the appropriate bogus and real response 

measures, they were given a questionnaire requesting recall of informa

tion related to the label and setting manipulations in order to deter

mine whether the manipulations had been perceived as had been intended. 

The questionnaire also asked subjects what they thought were the experi

ment's hypotheses and whether they believed the videotaped interview 

was real or staged. The questions regarding credibility of the inter

view were asked orally by the experimenter, and subjects wrote their 

opinions on the reverse of the last page of the questionnaire. The 

questions were, "Do you have any comments about the interview?" and 

then, "While you were watching the interview and responding to it on 

the questionnaires, did you think that it was a real one, or did you 

think that it had been staged?" 

TWO versions of this instrument differed in regard to one question, 

subjects in the negative-label condition were asked what diagnosis had 

previously been given to the interviewee, while other subjects were 
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asked how they had learned that this experiment was being conducted. 

Copies of these forms are in Appendices R and S. 

Design 

Independent Variables 

The experiment contained four independent variables, each with two 

levels. The independent variables were presented to subjects in 16 

cells, with each cell receiving one of the 16 possible treatment combi

nations. Each subject was exposed to only one treatment combination, 

as the cells were independent of each other. 

Label. In the negative level, subjects were told in the pre-

videotape information sheet that the interviewee they would observe had 

"severe personality problems of a psychotic nature," as diagnosed by a 

group of psychiatrists and psychologists from Texas Tech University. 

The no-label sheet contained no such diagnostic information. 

Setting. The information sheet for the clinical level said that 

the interview took place in a psychology intern's office in the Univer

sity Hospital of the University of Oklahoma Health Sciences Center and 

that the intern was interviewing a self-referred prospective psycho

therapy patient. Nonclinical subjects were told by their information 

sheets that the interview was part of a sociological study and that it 

occurred in the office of a sociology doctoral student who was speaking 

with a man paid to participate in the study. 

Outcome measure. The two levels of this variable and their manipu

lation in the experiment are described in the "Materials" section of 

this chapter. 

Subject level of experience. Current undergraduate or graduate 

status of subjects comprised the levels of this variable. Undergrad

uates were randomly assigned among eight of the 16 cells, and graduate 

students were randomly assigned to the remaining eight. 
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Dependent Variables 

The mental health-mental illness and psychodiagnosis dependent 

variables are described in the "Materials" section of this chapter. 

Logistical Considerations 

The experiment required approximately one hour of each subject's 

time. Subjects participated alone in small groups of from two to seven 

persons in classrooms in the Psychology Department at Texas Tech Univer

sity, and subjects in each group were simultaneously exposed to the 

experimental situation. The sessions took place between April 26 and 

July 9, 1979. 

Procedure 

After subjects were seated in the classroom, the experimenter dis

tributed a Subject Consent Form to each (see Appendix A) and orally 

paraphrased its contents while subjects read it to themselves, signed, 

and dated it. Each subject was then given a slip of paper with a num

ber and instructions to use the number rather than a name for identifi

cation of all response forms (see Appendix B). 

The next task was to complete the Experience, Training, and Orien

tation Questionnaire. Then, each siibject was given one of the versions 

of the pre-videotape information sheet. Next, subjects observed the 20-

minute videotaped interview segment. When this was finished, subjects 

completed a bogus outcome measure and then the mental health-mental 

illness dependent variable. Graduate student subjects then also com

pleted the psychodiagnosis dependent variable. All materials were 

collected by the experimenter, and the manipulation check and post-

experiment questionnaire was distributed. When these were turned in, 

subjects were informed of the real hypotheses and background of the 

experiment, the essential normality of the interviewee's history and 

present mental status, and the bogus nature of the prior diagnostic 

suggestion and of some of the ostensible outcome measures. Finally, 
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subjects were asked not to reveal these deceptions, thanked and 

dismissed. 

Data Analysis 

Subjects' responses to the mental health-mental illness dependent 

variable were analyzed by means of Completely Randomized Factorial 

(CRF-2222) analyses of variance using the least squares solution for 

unequal cell sizes (Kirk, 1968). The Tukey HSD test with a .01 level 

of significance was used for a posteriori comparison of means where 

necessary. Graduate students' responses to the psychodiagnosis depen

dent variable were analyzed for main effects with Mann-Whitney U_ tests 

and for first order interactions with the Kruskal-Wallis analysis of 

variance (Brady, 1968; Siegel, 1956). 

The statistical power of the CRF-2222 analyses of variance was 

calculated. The .05 level of significance was used for all tests except, 

as previously noted, the Tukey HSD. Subjects whose responses to recall 

items on the manipulation check and post-experiment questionnaire indi

cated that they had been unaware of or had misunderstood the label- or 

setting-related information given to them prior to their observation 

of the videotaped interview were not used in the statistical analyses 

and were not included among those described in the "Subjects" section 

of this chapter. 



CHAPTER IV 

RESULTS 

Prior to performance of the statistical analyses described below, 

the subject sample was divided in two ways by the experimenter and the 

chaiimian of the dissertation committee. The first division was made on 

the basis of subjects' responses to manipulation check and post-

experiment questionnaire items regarding the plausibility of the video

taped interview. Two "subsamples" resulted. One, called the "real" 

subsample, was composed of subjects who probably thought that the inter

view was authentic; the other subsample consisted of all subjects 

regardless of their opinion of the videotape's authenticity and is 

accordingly labeled the "all" subsample. Data from "real" and "all" 

subjects were analyzed separately. 

In the second division of the sample, subjects whose manipulation 

check and post-experiment questionnaire responses indicated that they 

were aware of the hypotheses and/or the manipulation related to the 

"label" independent variable ("aware" subjects) were distinguished from 

those who were ignorant of these hypotheses and manipulation ("unaware" 

subjects). 

Analysis of the Mental Health—Mental Illness 
Dependent Variable 

Means and standard deviations for subsamples, cells, and levels of 

the independent variables are presented in Tables 3, 4, and 5, respec

tively. The primary statistical tests performed on the mental health— 

mental illness dependent variable (MHMI) were CRF-2222 ANOVAs. 

Summaries of these ANOVAs are found in Tables 6 and 7 for the "all" and 

"real" subsamples, respectively. Means and standard deviations for 

statistically significant post hoc effects within significant main 

effects and interactions appear in Table 8. 

84 
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TABLE 3 

MEANS AND STANDARD DEVIATIONS OF SUBSAMPLES 
ON MHMI DEPENDENT VARIABLE 

Subsample 

"All" 

"Real" 

n per 
Subsample 

96 

54 

Mean n 
per Cell 

6.000 

3.373 

a 
Mean 

2.427 

2.556 

Standard 
Deviation 

0.557 

0.538 

Higher values indicate more pathological ratings. 
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TABLE 6 

SUMI4ARY TABLE FOR ANALYSIS OF VARIANCE OF ALL 
SUBJECTS ON MHMI DEPENDENT VARIABLE 

Source 

Setting (S) 

Label (B) 

Outcome Measure (0) 

Level of Experience (LV) 

S X LB 

S X 0 

S X LV 

LB X 0 

LB X LV 

0 X LB 

S X LB X 0 

S X LB X LV 

S X 0 X LV 

LB X 0 X LV 

S X LB X 0 X 

Within cell 

Total 

LV 

SS_ 

1.092 

3.420 

0.352 

3.141 

0.144 

0.000 

0.084 

0.746 

1.072 

0.054 

0.019 

0.204 

1.659 

0.106 

0.336 

17.222 

29.490 

df 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

80 

95 

MS 

1.092 

3.420 

0.352 

3.141 

0.144 

0.000 

0.084 

0.746 

1.072 

0.054 

0.019 

0.204 

1.659 

0.106 

0.336 

0.215 

F_ 

5.079* 

15.910*** 

1.637 

14.609*** 

0.670 

0.000 

0.391 

3.470 

4.986* 

0.251 

0.088 

0.949 

7.716** 

0.493 

1.563 

** 

'£<.05. 

£<.0l 

*** 
)<.001, 
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TABLE 7 

SUMMARY TABLE FOR ANALYSIS OF VARIANCE OF "REAL" 
SUBJECTS ON MHMI DEPENDENT VARIABLE 

Source SS df MS 

Setting (S) 

Label (LB) 

Outcome Measure (0) 

Level of Experience (LV) 

s 

s 

s 

X 

X 

X 

LB 

0 

LV 

LB X 0 

LB X LV 
t 

0 

s 

s 

s 

X 

X 

X 

X 

LB : 

LV 

LB X 

LB X 

0 

LV 

0 X LV 

X 0 X LV 

S X LB X 0 X LV 

Within cell 

Total 

0.833 

2.299 

0.687 

1.243 

0.074 

0.007 

0.009 

0.472 

0.094 

0.055 

0.019 

0.351 

1.050 

0.001 

0.000 

8.517 

15.333 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

38 

53 

0.833 

2.299 

0.687 

1.243 

0.074 

0.007 

0.009 

0.472 

0.094 

0.055 

0.019 

0.351 

1.050 

0.001 

0.000 

0.244 

3.719 

10.263*** 

3.067 

5.549** 

0.330 

0.031 

0.040 

2.107 

0.420 

0.246 

0.085 

1.567 

4.688* 

1.004 

0.000 

** 

)<.05 

5<.025. 

*** 
p<.005 
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TABLE 8 

MEANS AND STANDARD DEVIATIONS OF SIGNIFICANT 
POST HOC EFFECTS ON MHMI DEPENDENT VARIABLE 

Interaction 

LB X LV 

S X 0 X LV 

Effect^ 

LV at LB 

LB at LV 

S at 0 X LV 

S at 0^ X LV^ 

0 at S X LV 

LV at S X 0^ 

LV at S X 0 

S X 0 at LV 

S X LV at 0^ 

Treatment 
Level (: s)^ 

All Subjects 

LV^ 

LV^ 

LB^ 

LB^ 

^1 

^2 

^1 

= 2 

°1 

°2 

LV^ 

LV^ 

LV^ 

LV^ 

S^X 

S^X 

s^x 

s^x 

s^x 

s^x 

• 

°1 

°2 

°1 

°2 

LV^ 

LV^ 

n 

23 

24 

25 

23 

12 

12 

12 

15 

9 

12 

12 

12 

12 

12 

9 

12 

12 

15 

9 

12 

c 
Mean 

2.913 

2.333 

2.320 

2.913 

2.417 

2.000 

2.917 

2.533 

2.333 

2.917 

2.917 

2.250 

2.583 

2.000 

2.333 

2.917 

2.583 

2.533 

2.333 

2.417 

Standard 
Deviation 

0.515 

0.565 

0.476 

0.515 

0.515 

0.426 

0.669 

0.516 

0.500 

0.669 

0.669 

0.452 

0.515 

0.426 

0.500 

0.669 

0.515 

0.516 

0.500 

0.515 
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TABLE 8 ~ C o n t i n u e d 

^ Trea tmen t S t anda rd 
I n t e r a c t i o n E f f e c t L e v e l ( s ) n Mean^ D e v i a t i o n 

A l l S u b j e c t s 

0 X LV a t S 

LV a t S XO 

^2 

= 2 

°1 

°l 

°2 

°2 

" R e a l " 

X 

X 

X 

X 

X 

X 

LV^ 

LV^ 

LV^ 

LV^ 

LV^ 

LV^ 

S u b j e c t s 

LV^ 

LV^ 

12 

12 

9 

12 

12 

12 

9 

5 

2 . 5 8 3 

2 . 0 0 0 

2 . 3 3 3 

2 . 4 1 7 

2 . 9 1 7 

2 . 2 5 0 

3 . 0 0 0 

2 . 4 0 0 

0 , 5 1 5 

0 . 4 2 6 

0 . 5 0 0 

0 . 5 1 5 

0 . 6 6 9 

0 . 4 5 2 

S X 0 X LV LV a t S, XO^ LV, 9 3 . 0 0 0 0 . 5 0 0 

0 . 5 4 8 

£<.05 by F_ test for all effects. LB = label; LV = level of 
experience; S = setting; O = outcome measure. 

LV = undergraduates; LV = graduate students; LB = no label; 
LB = negative label; S = nonclinical; S = clinical; 0 = descriptive; 
0^ = inferential. 
2 

^Higher values indicate more pathological ratings. 

Of the three significant simple interaction effects in the 
S X O X LV interaction, only this one contained significantly different 
means at £<.01 by Tukey's HSD test. Subjects in 0^ X LV^ rated the 
labelee more mentally ill than subjects in 0 X LV^. 



92 

ANOVA for All Subjects 

When data from the entire subject sample were considered, three 

significant main effects were obtained: setting, label, and level of 

experience. Subjects in the nonclinical setting (F_ [1,80] = 5.079), 

negative label (F [1,80] = 15.910), and undergraduate level of expe

rience (£ [1,80] = 14.069) conditions rated the interviewee more 

mentally ill than did subjects in the other levels of these three 

independent variables. 

Two interactions were significant. Label and level of experience 

were involved in a first order interaction, F_ (1,80) = 4,986. Analysis 

of simple main effects indicated that undergraduates rated more patho

logically than did graduate students among subjects exposed to the 

negative label and that undergraduates rated more pathologically when 

exposed to the negative label than they did when not given prior diag

nostic information (see Table 8).. 

Setting, outcome measure, and level of experience also interacted, 

F_ (1,80) = 7.716. Five simple simple main effects were significant 

within this interaction (see Table 8). They were as follows. Graduate 

students who completed the descriptive bogus outcome measure rated the 

interviewee more mentally ill when exposed to the nonclinical setting 

than when exposed to the clinical setting. Undergraduates who completed 

the inferential bogus outcome measure similarly rated more pathologically 

in the nonclinical than in the clinical setting condition. Undergrad

uates in the nonclinical setting condition rated more pathologically 

when they completed the inferential bogus outcome measure than when they 

completed the descriptive one. Among subjects in the nonclinical setting 

and inferential bogus outcome measure conditions, undergraduates consid

ered the interviewee more mentally ill than did graduate students. 

Finally, among subjects exposed to the clinical setting and descriptive 

bogus outcome measure conditions, undergraduates again rated more patho

logically than graduate students. 

Three simple interaction effects were also significant within the 

interaction of setting, outcome measure, and level of experience. First, 
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setting interacted with outcome measure among undergraduate subjects. 

Second, setting and level of experience interacted in the descriptive 

bogus outcome measure condition. Third, outcome measure interacted with 

level of experience in the nonclinical setting condition. However, 

pairwise comparisons among the four means within each simple interaction 

effect using Tukey's HSD test found only one comparison to be signif

icant at the .01 level. Within the interaction of outcome measure and 

level of experience in the nonclinical setting condition, undergrad

uates completing the inferential bogus outcome measure rated more men

tally ill than graduate students completing the same bogus outcome 

measure (see Table 8, footnote d). 

The analysis of MHMI data in the "all" subsample obtained signif

icant effects for label and outcome measure in the predicted directions. 

However, of these two independent variables only label was sufficiently 

powerful to reach significance as a main effect as well as in inter

action with others. The significant effects of setting and level of 

experience were in directions opposite to those predicted, and both 

operated in part interactively (i.e., not as powerfully as predicted). 

Due to the experimenter's oversight, extensive statistical analyses 

were conducted on MHMI dependent variable data when one siibject cell con

tained only two members. Consequently, six additional stibjects were 

aciministered the treatment conditions appropriate to that cell (see 

Table 4, "all" subsample, cell number 5) on December 13 and 14, 1979. 

Table 4 shows that the MHMI mean for the two-subject cell number 5 was 

2.500; the MHMI mean for the additional six subjects was 2.667. The 

difference between these two means was not significant, t_(6) = 0.369. 

When f̂flMI data from the six additional and the two original subjects 

were pooled and a CRF-2222 ANOVA performed, only one significant effect 

was lost, and no new ones appeared, in comparison to the results with 

the two-subject cell. In the interaction of setting, outcome measure, 

and level of experience, the simple interaction effect involving setting 

and outcome measure among undergraduates was not obtained with the eight-

subject cell. 
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Because of the nonsignificant t_, the single change in post hoc 

effects, and the current investigation's interpretive emphasis on post 

hoc effects as a group rather than as separate effects, the experimenter 

judged that the results were essentially unchanged when the MHMI data 

from the additional subjects were included in cell number 5. Rather 

than unnecessarily complicate the presentation of results and their 

discussion, the original two-subject cell number 5 was retained, and 

the additional subjects' data were not used in statistical analysis of 

the "all" subsample. 

ANOVA for "Real" Subjects 

This test revealed that two of the four main effects attained sig

nificance; these were label and level of experience. Subjects told that 

the interviewee in the videotape had been diagnosed psychotic rated him 

more mentally ill than did subjects given no prior diagnostic informa

tion about him, F_ (1,38) = 10.263. Undergraduates rated the interviewee 

more mentally ill than did graduate students, F_ (1,38) = 5.549. 

One interaction in this ANOVA was significant, involving setting out

come measure, and level of experience, F_ (1,38) = 4.688. Investigation 

of the interaction's post hoc effects revealed that the significance lay 

in one simple simple main effect. Among subjects in the nonclinical set

ting and inferential bogus outcome measure conditions, undergraduates 

rated more pathologically than did graduate students (see Table 8). 

As in the "all" subsample, only label and outcome measure obtained 

significant effects in the predicted directions. However, only among 

"real" subjects did the label applied to the target person in the inter

view operate only as a main effect and not in interaction. Contrary to 

the hypotheses, setting, outcome measure, and level of experience did 

not obtain significance as main effects only. Moreover, the main effect 

obtained for level of experience was in the direction opposite to that 

predicted, as were the interactive effects of level of experience and 

setting. 
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As noted above, cell number 5 contained only two subjects when 

these data were first analyzed. Both of these subjects were "real." 

Of the six other subjects later administered the treatment conditions 

appropriate to this cell, five were judged to be "real" subjects. When 

the data from these subjects were analyzed the experimenter judged that 

their inclusion in this subsample would not significantly change the 

results or their interpretation. 

A t_-test comparing the MHMI means of the two- and five-subject ver

sions of the cell was not significant, t_ (5) = 0.205. When the addi

tional and the original subjects' data were pooled and a CRF-2222 ANOVA 

performed, only one new significant effect was obtained, and none was 

lost in comparison to results with the two-subject cell. A new simple 

simple main effect appeared in the interaction of setting, outcome measure, 

and level of experience. Undergraduates in the nonclinical setting con

dition rated the interviewee more mentally ill when they used the infer

ential bogus outcome measure than when they used the descriptive one. 

For the reasons elaborated previously regarding the ANOVA for the "all" 

subsample, it was judged unnecessary to include the five additional 

"real" subjects in the data analysis and discussion presented here and 

in the following chapter. 

Power of the ANOVAs 

Table 9 presents statistical power for all effects obtainable in 

the "all" and "real" subsamples on the MHMI dependent variable. Power 

for most effects was low, and few attained what is considered a medium 

or large effect size (Cohen, 1976). 

MHMI and Credibility of 
the Videotaped Interview 

MHMI responses of "real" subjects were compared to responses of 

those who thought that the videotaped interview had been staged ("fakes") 

A t-test for independent samples indicated that "real" subjects gave 

significantly more pathological ratings to the interviewee than did 

"•P=Vo" ciiH-i^r-t-t; . t (Qd) = '?^1Q 



96 

TABLE 9 

POWER OF ANALYSIS OF VARIANCE ON MHMI 
DEPENDENT VARIABLE^ 

Effect 

All Subjects "Real" Subjects 

Effect Size Power Effect Size Power 

Setting (S) 

Label (LB) 

Outcome Measure (0) 

Level of Experience (LV) 

S X LB 

S X 0 

S X LV 

LB X 0 

LB X LV 

0 X LV 

S X LB X 0 

S X LB X LV 

S X 0 X LV 

LB X 0 X LV 

S X LB X 0 X LV 

. 1 2 5 

. 4 0 0 
9 

. 1 9 0 

. 3 8 1 

.067 

. 026 

. 0 5 9 

.190 

. 2 3 1 

. 082 

.034 

.144 

. 2 8 9 

. 1 1 9 

. 162 

. 2 1 

. 9 6 ^ 

. 4 1 

. 9 3 " 

. 09 

< . 0 7 

< . 0 7 

. 4 1 

. 5 5 " 

. 1 1 

< . 0 7 

. 28 

. 5 7 " 

.20 

. 3 1 

. 245 

. 3 9 1 

. 262 

.294 

.085 

. 008 

.012 

.192 

. 1 2 3 

.072 

. 0 2 1 

. 219 

. 2 8 1 

. 032 

.127 

. 3 3 

. 6 8 " 

. 3 6 

. 4 4 " 

. 08 

< . 0 6 

< . 0 6 

. 2 1 

. 1 1 

.07 

.06 

.27 

. 3 1 " 

. 06 

. 1 3 

^Adjusted ns were 41 and 20 for "all" and "real" subsamples 

respectively. 

b. 'Cohen (1976) 

.1 

1 

J 

t 

;3 
.4 

" )<.05 for effect. 
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Analysis of the Psychodiagnosis 
Dependent Variable 

Summaries of responses of graduate student subjects on the psycho

diagnosis checklist by subsamples, cells, and levels of the independem 

variables are presented in Tables 10, 11, and 12, respectively. The 

information is expressed as the percentages of subjects assigning each 

diagnosis. Mann-Whitney U tests were used to investigate significance 

of main effects in this dependent variable, and results of these tests 

are presented in Table 13. Tests of first order interactions were 

carried out by means of Kruskal-Wallis ANOVAs. The outcomes of these 

tests are in Table 14. For both statistics, results are presented for 

the "all" and "real" subsamples. 

Tests of Main Effects in 
Both Subsamples 

No significant two-way interactions were found for any of the three 

independent variables in either subsample. Examination of the tabled 

data for treatment cells (Table 11) did not suggest the presence of three-

way interactions. Thus, none of the hypotheses involving the psycho

diagnosis dependent variable was supported by the data. 

Psychodiagnosis and Credibility 
of the Videotaped Interview 

Responses of "real" and "fake" graduate student subjects on the 

psychodiagnosis dependent variable were compared directly with a Mann-

Whitney U test. Analogous to the MPIMI dependent variable, "real" sub

jects gave the interviewee significantly more pathological diagnoses 

than did the others, U (distributed as z) = 2.225. 

No significant main effects were found in either subsample for any 
i 

of the three independent variables (setting, label, and outcome measure) 1 
) 

to which graduate students were exposed. : 
I 

I 

Tests of First Order Interactions j 
in Both Subsamples > 
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TABLE 12 

SUMMARY OF RESPONSES BY TREATMENT LEVELS ON 
PSYCHODIAGNOSIS DEPENDENT VARIABLE 

Independent 
Variable 

Setting 

Label 

Outcome 

Setting 

Label 

Outcome 

Measure 

Measure 

Level 

All 

Clinical 

Nonclinical 

Negative 

None 

Inferential 

Descriptive 

Percentage 
n 1 

Subjects 

24 

24 

24 

24 

24 

24 

"Real" Subj 

• 

Clinical 

Nonclinical 

Negative 

None 

Inferential 

Descriptive 

11 

10 

12 

9 

11 

10 

0 

4 

4 

0 

0 

4 

ects 

0 

0 

0 

0 

0 

0 

of S 
2 

13 

33 

25 

21 

17 

29 

27 

60 

50 

33 

27 

60 

s Assigning Diagi 
3 

25 

25 

21 

20 

42 

8 

27 

20 

17 

33 

36 

10 

4 

29 

0 

8 

21 

17 

13 

18 

0 

0 

22 

18 

0 

:iosiŝ  
5 

33 

38 

42 

29 

25 

36 

27 

20 

33 

11 

18 

30 

^Diagnosis 1 = psychosis; 2 = character disorder; 3 = neurosis; 
4 = situational disturbance; 5 = normal psychological adjustment. 
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TABLE 13 

MANN-WHITNEY U TEST OF MAIN EFFECTS ON 
PSYCHODIAGNOSIS DEPENDENT VARIABLE 

a 
Effect n̂  n^ U 

—1 —2 -

Setting 

Label 

Outcome Measure 

Setting 

Label 

Outcome Measure 

All Subjects 

24 

24 

24 

"Real" Subjects 

10 

9 

10 

24 

24 

24 

11 

12 

11 

-1.237^ 

-0.072^ 

-0.474^ 

37.0 

52.0 

44.0 

p>.05 for all effects. 

Distributed as z and corrected for tied observations 

Further Analysis of Graduate Student Data 

As described above, the CRF-2222 ANOVAs applied to the MHMI data 

indicated that graduate students in both subsamples rated the inter

viewee significantly less mentally ill than did undergraduates. The 

Mann-Whitney £ tests and Kruskal-Wallis ANOVAs performed on the psycho

diagnosis data, which were obtained only from graduate students, found 

no significant effects. 

In light of this evidence that graduate students either were not 

susceptible to labeling bias or were less susceptible than undergrad

uate subjects, an additional statistical analyses was carried out on 

the MHMI data of graduate students. A CRF-2222 ANOVA omitting the level-

of-experience independent variable and using only graduate students' 

data was performed, but no effects reached significance. 
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TABLE 14 

KRUSKAL-WALLIS ANALYSIS OF VARIANCE OF FIRST 
ORDER INTERACTIONS ON PSYCHODIAGNOSIS 

DEPENDENT VARIABLE 

Interaction H '" 

All Subjects 

Setting X Label 0.313 

Setting X Outcome. 1.249 

Label X Outcome 0.105 

"Real" Subjects 

Setting X Label 2.600 

Setting X Outcome 0.716 

Label X Outcome 0.000 

df = 1 for each interaction. 

£_>.05 for all interactions. 

c 2 
Distributed as X_ with 1 df_ and corrected for 

tied observations. 

Analysis of Awareness versus Ignorance of 
Labeling Hypotheses and Manipulation 

A t-test for independent samples which was used to compare MHMI 

responses of "aware" and "unaware" subjects was not significant, t_ (86) 

= 1.636. The mean for the former group was nonsignificantly more patho

logical than that of the latter group. This test was applied to data 

from 88 students, 38 "awares" and 50 "unawares." The remaining eight 

subjects in the sample were not classifiable into these groups. The 

Mann-Whitney IJ test comparing "aware" and "unaware" subjects on the 

psychodiagnosis dependent variable was also not significant, U_ (dis

tributed as z) = 0.210. Forty subjects' data were used in this 
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comparison, 25 "awares" and 15 "unawares" with eight subjects unclassifi-

able. These results indicate that awareness of the demand characteris

tics of this experiment did not affect subjects' responses to either 

dependent variable. 

Appendix T contains each subject's raw scores on the MHMI and 

psychodiagnosis dependent variables and his or her categorization in the 

aware-unaware and real-fake dichotomies. 



CHAPTER V 

DISCUSSION 

In general, the present study provides support for charges that 

application of psychiatric labels to persons constricts subsequent 

diagnostic efforts and results in a form of stigmatization of labelees. 

When an inaccurate diagnostic label was attached by the experimenter to 

samples of normal interview behavior, diagnosticians' mental health 

judgments of the interviewee were biased in the direction of the patho

logical label, compared to a control group. This finding has been common 

in past research which compared effects of prior diagnostic information 

to effects of the absence of such information. Previous research also 

suggested that the setting of the behavior sample plays a role in la

beling bias; specifically, distortion of subjects' mental health judg

ments about a target person seemed to occur more consistently when the 

target person was observed in a situation associated with delivery of 

mental health services than in nonclinical settings. An effect for this 

variable was obtained, but the direction of its influence was the oppo

site of that predicted. Moreover, the influence of setting was less 

than had been anticipated, and it operated in interaction with other 

variables. 

The extent of subjects' experience in the field of mental health 

was also thought to be a determinant of the labeling bias effect. It 

was important in the present study, but in the unexpected direction. 

Graduate students were found here to be largely impervious to biasing 

infoinnation on both dependent variables, while undergraduates' ratings 

of the target person's mental health were distorted by labels. The 

final independent variable compared an outcome measure requiring infer

ential judgments about the target person to one permitting only descrip

tion of his behavior. As predicted, the inferential condition resulted 

in attribution of greater psychopathology to the target person, but only 

in interaction with other variables and to a lesser extent than was 

anticipated. 

104 
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Although these conclusions are generally couched in terms of the 

main effects of these variables, several significant interactions oc

curred among them. As is shown below, interpretation of the effects of 

some of the independent variables is somewhat restricted for that reason. 

Prior to a more detailed discussion of the present results, the 

relatively low statistical power for most effects in the subsamples 

should be noted. The consequences of increased power for this research 

are, of course, unknown, though it is possible that other effects in

cluding interactions would become significant. Therefore, the present 

results are considered to be tentative, based as they are on tests with 

less than optimal probability of detecting effects of the independent 

variables. 

Preliminary Issues 

Graduate Students' Responses 

The psychodiagnosis dependent variable was administered only to 

graduate students. The failure to obtain significance with it for any 

main effects or two-way interactions (as shown in Tables 13 and 14) 

raised a question regarding susceptibility of graduate students to 

labeling bias. The two CRF-2222 ANOVAs (Tables 6 and 7) revealed that 

subjects' level of experience is related to the labeling bias effect. 

In both subsamples, undergraduates rated the interviewee significantly 

more disturbed than did graduate students on the MHMI dependent vari

able, though the effect of level of experience was qualified by its 

involvement in interactions. (Mean ratings by graduate students on 

the MHMI dependent variable were toward the "healthy" rather than the 

"ill" end of the scale in both subsamples of subjects.) Further, 

CFR-222 ANOVAs omitting the level-of-experience variable were applied 

to graduate students' MHMI responses and failed to find significance for 

any effect in either subsample. Finally, Mann-Whitney U_ tests and 

Kruskal-Wallis ANOVAs performed on these same MHMI data resulted in a 

significant two-way interaction: Setting by outcome measure in the 

"real" subsamples. Taken together, the results of these four different 
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analyses of graduate students' behavior indicated that the graduate 

student subjects in the present sample were only minimally susceptible 

to the attempt to influence their diagnostic judgments, even when 

analyzed via liberal statistical procedures. The significant first 

order interaction in the graduate students' MHMI data analyzed with 

Mann-Whitney and Kruskal-Wallis tests has no plausible explanation. 

A parsimonious interpretation is that these effects are not large even 

if they are real phenomena; the parametric ANOVAs applied to the same 

data found no significant effects. 

Reactivity of Experimental' Stimuli 

Effects related to reactivity of the videotaped interview and other 

stimuli were studied in two ways. The entire subject sample was divided 

into two groups based on credibility of the interview and into two other 

groups based on awareness of the hypotheses and manipulation related to 

prior labeling. It is reasonable to postulate that analysis of the 

aware-unaware dimension taps some of the effects of demand character

istics on subjects' responses, while the real-fake dimension is related 

to the effects of artificiality of stimuli on subjects' responses. 

"Aware" versus "unaware" subjects. Analysis of the aware-unaware 

dimension revealed no effects of demand characteristics on either the 

MHMI or the psychodiagnosis dependent variable. This result is con

sistent with previous findings in the labeling bias literature which 

showed that subjects who were aware of the experimental hypotheses 

still diagnosed in compliance with them (Adams, 1974; Gordon, 1976; 

Temerlin & Trousdale, 1969). As noted in Chapter II, subjects' aware

ness of hypotheses is frequently associated with responses opposite to 

those predicted in other areas of research. Therefore, biasing of 

diagnostic perceptions via manipulation of information seems to be a 

robust phenomenon. Interactions of demand characteristics with specific 

independent variables in labeling bias are unknown, though, because they 

were not tested in the present design. 

"Real" versus "fake" subjects. Analysis of the real-fake dimension 

obtained more mixed results. The simple pairwise comparisons of "real" 
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and "fake" groups found that subjects who believed the videotaped inter

view to be authentic rated the interviewee significantly more disturbed 

and gave him significantly more pathological diagnoses than did sub

jects who thought the interview had been staged. However, in spite of 

the relatively lower susceptibility of the "fake" subsample to labeling 

bias, CRF-2222 ANOVAs performed on MHMI data of "fake" and of all sub

jects found significance for several main effects and interactions. 

(The "all" ANOVA is in Table 6.) Thus, implausibility of the diagnostic 

task may reduce the absolute level of misperception, but labeling'bias 

continues to occur. No previous research in labeling bias had dealt 

with the effect of stimulus plausibility (as distinct from demand char

acteristics) on subject responses in an enlightening fashion; Pollack 

et al. (1976) analyzed plausibility of their labeling conditions and 

labelee behavior samples, but their failure to obtain labeling bias 

effects in any combination of label and behavior sample prevented 

interpretation of the relationship between st.imulus plausibility and 

labeling bias. 

Interpretation of Dependent Variables 

"All" Subsample 

Summary of findings. As seen in Table 6, three significant main 

effects were obtained on the MHMI dependent variable when data from all 

96 subjects were considered. The main effect for label was in the 

predicted direction, with subjects rating more pathologically in the 

negative-label than in the no-label condition. Contrary to expectation, 

subjects in the nonclinical setting condition rated the interviewee 

more mentally ill than those in the clinical setting, as did undergradu

ates compared to graduate students. Also contrary to the hypotheses, 

outcome measure did not appear as a main effect, but it operated inter

actively. 

All four independent variables were involved in significant inter

actions on the MHMI dependent variable, a finding not anticipated in 

the hypotheses. As seen in Table 6, label and level of experience 
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interacted such that undergraduates rated the interviewee more disturbed 

than did graduate students among subjects in the negative-label condition, 

and undergraduates in the negative-label condition rated him more dis

turbed than did undergraduates in the no-label condition. Setting, 

outcome measure, and level of experience were also involved in a sig

nificant interaction. Within the limits of the simple simple main 

and simple interaction effects derived from this interaction, outcome 

measure influenced subjects in the expected direction; the inferential 

form resulted in more pathological ratings than did the descriptive one. 

As with their main effects, however, the direction of the interactive 

effects of setting and level of experience was opposite to that pre

dicted. Moreover, only one pairwise comparison between means was sig

nificant among all the post hoc effects derived from the three-way 

interaction: In the nonclinical setting condition, undergraduates 

completing the inferential bogus outcome measure rated the interviewee 

more disturbed than did graduate students on the same bogus outcome 

measure. 

No significant effects were foiind in the psychodiagnosis dependent 

variable (Tables 13 and 14). 

Implications. Data obtained from the pooling of subjects with 

different perceptions of the plausibility of the videotaped interview 

(the "all" siobsample) are worthy of consideration because studies 

reviewed in Chapter II may also have used significant numbers of siibjects 

who did not find the experimental stimuli plausible. Temerlin and 

Trousdale (1969) reported that six of their 291 subjects thought that 

the audiotaped interview they heard had been staged. More recently, a 

low mean rating of plausibility was obtained by Pollack et al. (1976) 

for their audiotaped interview. 

Among all subjects, the negative-label versus no-label manipulation 

was involved in a significant two-way interaction with subjects' level 

of experience. Application of the "psychotic" label resulted in more 

severe attributions of psychopathology than did the no-label condition, 

but only among undergraduates. The involvement of the level-of-experience 
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variable in this and other interactions was not surprising on the basis 

of previous labeling bias studies reviewed in Chapter II, although this 

outcome was not formally hypothesized. However, the direction of this 

variable's interactive effects was both truly unexpected and contrary 

to this investigator's prediction. It was also contrary to the pattern 

of results obtained in previous studies which compared negative- and 

no-label conditions. All of those using psychology graduate students as 

subjects found evidence of labeling bias, while some of those using under

graduates in psychology courses did not (Pollack et al., 1976; Romanoff 

et al., 1976 2; Sushinsky S Wener, 1975 1). Moreover, Temerlin and 

Trousdale (1969) found that susceptibility to labeling bias was directly 

related to level of mental health experience of subjects who ranged from 

undergraduates through clinical psychology graduate students to PhD-

level practitioners. In the present study, not only were graduate stu

dents less susceptible than undergraduates to the labeling manipulation, 

they may have been completely immune to it. No significant differences 

between label and no-label conditions were obtained on the psychodiag

nosis dependent variable aciministered only to graduate students or on 

the MHMI dependent variable when only graduate students' responses were 

analyzed by a CRF-222 ANOVA. 

This finding is all the more striking because 24 of 48 of these 

subjects were judged to have been aware of the hypotheses or the manipu

lation involving the prior diagnostic label and its intended influence 

on their judgments of the intei-viewee. Some graduate students indicated 

on the manipulation check and post-experiment questionnaire their desire 

to respond in accordance with the experimenter's hypotheses. It is also 

reasonable to assiame that many others wished to "help" the experimenter 

complete his dissertation by responding compliantly. (Virtually all of 

the graduate students who participated in this investigation were per

sonal friends of the experimenter.) Moreover, previous labeling bias 

research indicated that awareness of hypotheses did not prevent subjects 

from succumbing to the misleading labels given to them. To summarize, 

in the present study graduate student subjects' awareness of relevant 
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hypotheses and their desire to help the experimenter could reasonably 

have been expected to lead them to diagnose and rate in conformity to 

the labeling manipulation, but such was not the case. Perhaps graduate 

students in clinical and counseling psychology have lately become more 

aware of the labeling bias phenomenon and are consequently less suscep

tible to it. Support for this explanation derives from the fact that the 

relevant previous studies using graduate students as subjects were prob

ably conducted no more frequently than five years ago (DiNardo, 1975; 

Minor, 1974 1; Temerlin & Trousdale, 1969). One other study (Foster 

et al., 1975) showed that subjects were susceptible to labeling bias in 

spite of prior exposure to the literature regarding the phenomenon. How

ever, they were education students, not psychology graduate students. 

Level of experience also interacted in very specific ways with 

setting and outcome measure in this subsample. The nature of these 

interactions is formally unknown because the adjusted rate of signifi

cance used yielded only one interpretable pairwise comparison among 

three simple interaction effects. However, an informal comparison of 

means within these and five other post hoc effects derived from the 

significant overall second order interaction of setting, outcome measure, 

and level of experience generally supports the conclusion that the non

clinical setting, inferential outcome measure, and undergraduate level 

of experience are associated with ratings of greater psychopathology on 

the MHMI dependent variable than are the other levels of these three 

independent variables. 

Thus, setting neither played as important a role in labeling bias 

as was predicted, nor was the direction of its influence expected. In 

previous labeling bias research reviewed here, this variable seemed to 

have been very closely related to experimental outcomes. In the present 

study, its main effect size was small both by comparison to effect sizes 

for label and level of experience and by absolute standards (see Table 

9 and Cohen, 1976). Moreover, because of its involvement in the three-

way interaction, its hypothesized significant main effect was not 

interpretable. 
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Of eight previous studies which compared negative- and no-label 

conditions and which used what were probably clinical settings for 

their behavior samples, only two did not find strong evidence of label

ing bias (Pollack et al., 1976; Sushinsky & Wener, 1975 1). Of two 

other studies which used nonclinical settings, one did not obtain sig

nificance (Romanoff et al., 1976 2), and the other found labeling bias 

in only some of its experimental conditions (DiNardo, 1975). 

In the face of this evidence, the present finding of the influence 

of the setting variable in the opposite direction is difficult to under

stand. An explanation is suggested by a methodological feature of the 

experiment. Subjects in the nonclinical setting condition were told by 

the experimenter that they would observe an interview between a sociology 

graduate student and a paid, volunteer research participant in the fojnn-

er's sociology department office. Some of these subjects (in the 

negative-label condition) were also infoinned that the interview had been 

used for diagnostic purposes by several mental health professionals. 

These siabjects may have reasoned, "\^y would this interview,' which has 

nothing to do with mental illness, come to the professional attention 

of psychiatrists and psychologists unless something is really wrong with 

this man?" Thus, they may have been sensitized to perceive more psycho

pathology than did subjects in the clinical setting condition who were 

given a more internally consistent message about the nature of the inter

view and the interest of mental health professionals in it. 

Unlike the setting variable, outcome measure exerted its effects 

in the predicted direction. However, like setting, its effect size was 

small. Its main effect did not reach significance. Pollack et al. 

(1976) and Temerlin and Trousdale (1969) provided suggestive evidence 

that a failure to obtain labeling bias was associated with the use of out-

measures requiring descriptions of the interviewee rather than inferential 

judgments about him. In the former study, subjects counted the frequency 

of the interviewee's abnormal behaviors; no labeling bias effect was 

found. In the latter, the authors reported that subjects who diagnosed 

the target person correctly (that is, were not misled by the inaccurate 

nrior diaanostic label) were more likely than others to have described 
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the behavioral bases of their diagnoses. However, in the present study 

this hypothesized effect was not as powerful as was inferred from 

Pollack et al. (1976) and Temerlin and Trousdale (1969). 

Finally, interpretation of the MHMI results in the "all" subsample 

(and the "real" subsample as well) must take into account the relatively 

low statistical power of the ANOVA for most of the effects (Table 9). 

With a larger sample size, more interactions might have become significant. 

"Real" Subsample 

Summary of findings. As seen in Table 7, significance was obtained 

only for a few MHMI effects in this subsample, and their interpretation 

is less complicated than in the "all" subsample. A predicted significant 

main effect occurred for label in the direction expected; subjects told 

that the interviewee had previously been diagnosed psychotic rated him 

significantly more disturbed than did subjects not given a diagnostic 

suggestion. A predicted main effect for level of experience was also 

significant. However, as in the "all" subsample, the direction of 

difference between the mean MHMI ratings of graduate students and under

graduates was iinexpected, and this independent variable was involved in 

a significant three-way interaction with setting and outcome measure. 

In this interaction, the one significant simple simple main effect 

revealed that undergraduates rated the interviewee more disturbed, but 

only when they were exposed to nonclinical setting information prior to 

observation of the interview and siobsequently completed an inferential 

bogus outcome measure. The setting and outcome measure variables 

figured in the results for this subsample only to the extent of this 

involvement in the three-way interaction. The effect of outcome measure 

was in the expected direction; that of setting was not. 

No significant effects were found for any independent variables 

on the psychodiagnosis dependent variable (Tables 13 and 14). 

Implications. Thus, in the subsample providing the relatively pure 

test of the hypotheses (that is, consisting of subjects who believed 

the videotaped interview to be authentic), the predicted and most 
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frequently found effect of diagnostic label occurred on one of two 

dependent variables. Specifically, the information that the interviewee 

had previously been diagnosed psychotic by mental health professionals 

biased judgments of his mental health-mental illness but did not affect 

assignment of diagnoses to him. This discrepancy probably came about 

because undergraduates, who completed only the MHMI scale, were found 

to be much more susceptible to labeling bias than were graduate students, 

who responded to both dependent variables. In the ANOVA applied to 

MHMI data in this subsample, the difference between the two levels of 

experience occurred only in those treatment conditions defined by the 

previously described simple simple main effect of this variable at cer

tain levels of setting and outcome measure. However, the virtual lack 

of significant effects found for graduate students in all other analyses 

suggests that level of experience exerts more generalized effects on 

susceptibility to labeling bias. 

The two other variables which were hypothesized to influence sub

jects' responses had only weak and limited effects in this subsample, 

as was found in the analysis of all subjects' data. Among "real" sub

jects, the involvement of setting and outcome measure in significant 

effects was limited to definition of the experimental conditions in 

which undergraduates rated the interviewee more disturbed than did 

graduate students on the MHMI scale. 

A comparison of effect sizes for independent variables in the 

"real" subsample (Table 9) reveals that relatively small f_s are asso

ciated with setting and outcome measure. These f_s are consistent with 

those for these two variables in the "all" subsample. This pattern may 

mean that the degree of inference permitted to subjects by the outcome 

measure to which they respond after viewing the target person is just 

not as important in producing labeling bias as was inferred from the 

methodology and results of Pollack et al. (1976) and Temerlin and 

Trousdale (1969). The explanation advanced to account for the unex

pected direction of the setting variable as a methodological artifact 

is plausible in this as well as in the "all" subsample. 
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Conclusion 

The most obvious conclusion of the present dissertation is that 

labeling bias may be more complexly determined than was previously 

believed. Application of a psychodiagnostic label to a target person 

resulted in biased perceptions of him on a dimension of mental health-

mental illness. However, this effect did not always operate indepen

dently of other aspects of the clinical diagnostic analogue used in this 

study. In the "real" subsample, where the influence of implausibility 

of the target person's behavior sample on diagnosticians' judgments was 

removed from consideration, prior diagnostic information attained sig

nificance as a main effect (Table 7). When implausibility was operative 

to some extent, in the "all" subsample, bias in diagnostic judgments was 

codetermined by label and by subjects' level of experience in mental 

health and psychology (Table 6). 

A tentative conclusion based on these findings is that in the 

actual clinical diagnostic contexts where the identity of the target 

person as a help-seeking patient or client is taken for granted, prior 

diagnostic information has important effects independent of diagnos

ticians' level of experience. On the other hand, labeling bias research 

has typically used analogues of these real situations, which have some

times included reactive procedures and unbelieving subjects (for example, 

the "all" subsample in the present study). In such analogue contexts, 

prior diagnostic information and subjects' level of experience apparently 

interact so that more experienced diagnosticians are less influenced by 

misleading labels, and less experienced diagnosticians have a lower 

threshold for perception of psychopathology when prior diagnostic infor

mation is available than when it is not. In other words, the interaction 

of these two independent variables, label and level of experience, may be 

a methodological artifact which does not pertain to the actual settings 

in which real diagnosticians function. 

Although diagnosticians' level of experience may not be an impor

tant variable with regard to susceptibility to labeling bias in real 

diagnostic situations, this study provides considerable evidence that 
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level of experience is related to diagnosticians' thresholds of per

ception of psychopathology. More experienced diagnosticians were less 

apt to rate the target person mentally ill regardless of the presence 

or absence of prior diagnostic information. This difference between 

undergraduate and graduate students occurred in several simple simple 

main effects of both CRF-2222 ANOVAs with varying combinations of set

ting and outcome measure. Several other statistical analyses failed 

to find plausible significant effects of label, setting, and outcome 

measure on graduate students' MHMI and psychodiagnosis responses. 

Thus, the higher threshold for more experienced diagnosticians may be. 

an ubiquitous phenomenon which ought to exist in both real diagnostic 

situations and experimental analogues. 

These conclusions must be considered tentative, however, because 

of the rather low statistical power for effects in the present study. 

While effect sizes are also low in both subsamples, the probability of 

detecting effects whicJi really exist is much lower in the "real" than 

in the "all" subsamples (Table 9). (There are more than twice as many 

subjects in the latter than in the former.). Thus, the apparent inde

pendence of label and level of experience among "real" subjects, those 

whose perceptions of the interviewee's behavior as authentic may be 

very similar to perceptions of actual diagnosticians about their patients, 

may itself be an artifact of low power. If power were greater, a similar 

possibility exists that label would interact with level of experience 

and the other two independent variables. In that case, the differential 

threshold of perception of psychopathology would be a less generalized 

phenomenon. 

Keeping this objection in mind, one may still ask why the present 

study found more experienced diagnosticians to be less susceptible to 

labeling bias and/or to have a higher threshold for perception of 

psychopathology than less experienced diagnosticians. Previous research, 

reviewed earlier in this chapter, suggested that experience was directly 

related to susceptibility to labeling bias when negative- and no-label 

conditions were compared and psychology undergraduate and graduate 
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students were used as subjects. Other research reviewed in Chapter II 

indicated that mental health professionals are more likely than members 

of the public to define a sample of behavior as psychopathological. It 

is unclear why the direction of the present findings is at odds with 

the pattern of results in previous studies. One explanation is that 

graduate students in clinical and counseling psychology have become more 

aware of and have taken active steps to respond to the labeling bias 

phenomenon and the alleged tendency of mental health professionals to 

overpathologize. Active measures would seem to have been necessary 

because mere awareness of the labeling bias phenomenon is apparently 

not sufficient to prevent its occurrence, at least in a sample of edu

cation graduate students and teachers (Foster et al., 1975). This 

hypothesis has not been tested, however. A replication of the Temerlin 

and Trousdale (1969) study, which used undergraduates, graduate students, 

and professionals in clinical psychology, would be informative in this 

regard. 

Also requiring explanation is the finding that observation of the 

target person in a supposedly neutral setting resulted in attribution 

of the greater degree of psychopathology. An important correlary of the 

societal reaction or labeling theory of mental illness is that for one 

to appear at a mental health agency seeking help is practically to beg 

to be stigmatized as not normal, among other consequences. Several 

studies reviewed in Chapter II led to an experimental hypothesis con

sistent with that point of view. The reason for its contradiction here 

is unknown, although the methodological explanation previously described 

has the virtue of plausibility. A different way of manipulating the 

contextual information available to subjects might obtain a different 

outcome, one more congruent with prior theorizing about the effects of 

such infoimiation. 

The outcome measure variable was chosen to investigate a methodol

ogical issue which seemed to have some relation to the results of studies 

of labeling bias. The consistently small effect sizes associated with 

this variable in the present study suggest that even if statistical 
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power were increased, the inferential-descriptive response dimension 

would be of relatively minor importance. It does play an interactive 

role in labeling bias, however. Apparently, encouraging observers to 

attend to actual behaviors (or symptoms) exhibited by a target person 

reduces the opportunity for biased perceptions. The clear implication 

of this finding is that a diagnostic system based on observation or 

report of relatively concrete referents (e.g., discrete behaviors or 

symptoms) produces more reliable decisions about patients than does 

one involving generalization from these data to higher-order abstrac

tions. The latter kind of information apparently includes (but may not 

be limited to) data about reconstructed historical, events, dynamic 

forces, and internal structures, as well as predictions based on these 

hypothesized phenomena. These concepts may be related to relatively 

concrete referents, but perhaps it is in the inferential step between 

observation of these referents and abstraction from them where lies a 

danger of diagnostic bias. Assuming this to be true, an obvious remedy 

for labeling bias associated with the methodology of data collection in 

diagnostic interviews is the use of a symptom checklist based on ob

servable and reportable behaviors of the interviewee. Such an instru

ment would minimize abstraction and generalization and would probably 

be reliable. However, in insuring reliability of decisions based on 

it, it might rob them of a measure of their validity, that is, their 

usefulness in terms of conceptual and predictive power. The dilemma 

here involves a need to maximize both the reliability and the useful

ness of psychodiagnostic instrimients, and the current findings suggest 

that to increase one is to decrease the other. Further factorial 

experimentation would be useful for delineating the conditions in which 

the inferential-descriptive dimension has its effects. 

The recurring recommendation for further factorial experimentation 

in labeling bias is not intended only to satisfy academic curiosity. 

In the long run, practical issues are involved. For example, what kind 

of training can be given to mental health professionals to reduce their 

susceptibility to labeling bias? Is such an immunization process 
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occurring now, informally, at the graduate school level? Have mental 

health professionals learned to disregard, perhaps even to be suspicious 

of the notion that seeking help equals psychiatric disturbance? Do use

ful alternative diagnostic systems exist which reduce the susceptibility 

of the diagnostician to labeling bias? 

While the present experiment did not directly address these ques

tions, its unanticipated results did inspire some of them. It demon

strated the interactive patterns of labeling bias variables and showed 

that more is involved in the phenomenon than application of an inaccu

rate psychiatric label, 

A troublesome methodological point in the present study was the 

implausibility of the videotaped interview for slightly less than half 

of the subjects. The script used was written for the Temerlin and 

Trousdale (1969) experiment. Very few of their subjects found it im

plausible, perhaps in part because it was audiotaped rather than video

taped. Temerlin and Trousdale reported that some subjects thought it 

was staged because "it was too smooth" and because the person being 

interviewed was too relaxed, as though he were reading a script (1969, 

26). To this list of reasons for doubting the interview's authenticity 

were added several more by subjects in the present experiment: general 

suspicion of psychological experiments, awareness of hypotheses and 

treatment manipulations, the "laundry list" nature of the topics covered 

by the interviewee, and a variety of interviewer and interviewee be

haviors classifiable under the rubric of "bad action." 

Tentative evidence is presented here that "real" subjects responded 

in a different fashion to the treatment manipulations than did "fake" 

subjects. The generalizability to real clinical situations of experi

mental findings based partially on responses of subjects who disbelieve 

the authenticity of their task is probably limited, although such find

ings may clarify results of previous analogue research in the area. 

Consequently, it behooves the future investigator of labeling bias to 

obtain a maximally plausible behavior sample (or samples) if he or she 

wishes to replicate the negative- versus no-label paradigm used in this 
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and many earlier studies and to insure reasonable external validity. 

The Temerlin and Trousdale script has been shown to have serious 

deficiencies for its purposes. Authentic behavior samples employed in 

the past (e.g., Caetano, 1974; Romanoff et al., 1976 2; Sattin, 1974) 

should be considered for use in future studies. Continuity could be 

maintained with past studies, and the pitfalls encountered with staged 

samples could be avoided. 
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APPENDIX A: SUBJECT CONSENT FORM 

I hereby give my consent for participation in the project entitled 
"Determinants of Interpersonal Judgments." 

I understand that the person responsible for this project is Bill Barley. 
He or his authorized representative has explained that the phase of the 
study in which I am participating now has the objective of determining 
educational and professional training variables which influence certain 
interpersonal judgments. 

Mr. Barley or his authorized representative has explained the procedures 
to be followed as follows: I will be asked to give written information 
regarding my education, training, and experience in the field of psychol
ogy. I will then be asked to watch a videotape of one person interview
ing another. I will then complete three or four paper-and-pencil 
questionnaires about what I observed in the videotape. My participation 
in the project will last about one hour. 

I understand that I may discontinue my participation in the project at 
any time I choose. 

I understand that my •performance during the project is a matter of com
plete confidentiality. 

Mr. Barley has agreed to answer any questions I may have concerning the 
procedures and has informed me that I may contact him by calling 742-1382 
or 792-5722 in Lubbock, Texas (collect, if necessary). Additionally, I 
may contact the Texas Tech University Institutional Review Board for the 
Protection of Human Subjects by Writing to the Office of Research Services, 
Texas Tech University, Lubbock, Texas, 79409, or by calling 742-3884 in 
Lubbock. 

Subj ect's Signature 

Experimenter's Signature 
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APPENDIX B: NUMBER GIVEN TO EACH SUBJECT 

Your number is: . Please keep this piece of paper 
and write the number in the indicated place on all the materials you 
are given while you are here. By use of this number instead of your 
name, you are guaranteed confidentiality of all your responses. There 
will be no attempt to identify your name by use of this number. 
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APPENDIX C: EXPERIENCE, TRAINING, AND 

ORIENTATION QUESTIONNAIRE 

1. Please enter your number in this blank: 
Use of this number will not reveal your identity but will allow me 
to keep track of the various questionnaires you will be filling out. 

2. Please describe the educational or training program in which you 
are enrolled and your status in the program. For example: "Senior 
psychology major at Texas Tech," "junior education major taking 
psychology course at Texas Tech," "freshman with undeclared major 
taking psychology course at Texas Tech," "first-year master's 
student in clinical psychology at New Mexico Highlands," "third-
year doctoral student in counseling psychology at Texas Tech," etc.: 

3. If you are an undergraduate student, please indicate the total 
number of your semester hours in psychology: 

If you are an undergraduate, please describe any jobs or other 
experience you have had which was or is related to the field of 
mental health. Also, please indicate how long each one lasted: 
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5. If you are a psychology graduate student, please choose the cate
gory from among the following which best describes your orientation; 

Psychoanalytic (including more recent variants of classical 
analysis) 

Adlerian 

Client-centered 

Gestalt 

Reichian (including body therapies) 

Family 

Behavioral 

Cognitive (including rational-emotive therapy) 

Eclectic 

If you checked the "Eclectic" category, please indicate what com
bination of the other categories best describes your orientation; 

6. Please indicate in the blanks whether you have had graduate-level 
coursework or practicum experience (as part of your psychology 
training program) in each of the following areas of clinical 
practice and knowledge: 

Coursework Practicum 

Psychotherapy or counseling 

Behavior therapy or modification 

Family therapy 

Psychodiagnosis 

Intelligence testing 

Personality testing 
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Coursework Practicum 

Neuropsychological testing 

P sychopathology 

7. Have you completed or are you taking a master's-level interhship 
in clinical or counseling psychology? Yes No . If "Yes," 
how much have you completed? 

8. Have you completed or are you taking a doctoral-level internship 
in clinical or counseling psychology? Yes No . If "Yes," 
how much have you completed? 

9. Aside from your graduate program, what other job or other expe
rience do you have which is relevant to the field of mental health, 
especially psychology? Please describe the nature and duration of 
these experiences: 
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APPENDIX D: PRE-VIDEOTAPE INFORMATION SHEET FOR 

CLINICAL SETTING AND NEGATIVE-LABEL CONDITION 

The videotape you are about to see was made by a psychology intern in 
the University Hospital of the University of Oklahoma Health Sciences 
Center. The videotape is a recording of an initial diagnostic inter
view with a man who was self-referred because he was thinking about 
beginning psychotherapy and wanted to know if it would help him. The 
man's attitude at the beginning of the interview seemed to be that he 
was not sure that he needed psychotherapy; he said, in a humorous way, 
that he was not crazy or homosexual but that he thought that psycho
therapy might help him to get more out of life. Several psychologists 
and psychiatrists, including two from the psychology department at 
Texas Tech University, have observed recordings of this person, and he 
was diagnosed as having severe personality problems of a psychotic 
nature. 

The interview took place in the psychologist's office, and it is shown 
with the permission of the person being interviewed. You will not see 
the beginning and end of the interview, because they contained little 
information which would help you with your task. Please pay careful 
attention to the videotape, because when it is over you will be asked 
to answer some questions about the person who was being interviewed. 
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APPENDIX E: PRE-VIDEOTAPE INFORMATION SHEET FOR 

CLINICAL SETTING AND NO-LABEL CONDITION 

The videotape you are about to see was made by a psychology intern in 
the University Hospital of the University of Oklahoma Health Sciences 
Center. The videotape is a recording of an initial diagnostic inter
view with a man who was self-referred because he was thinking about 
beginning psychotherapy and wanted to know if it could help him. The 
man' s attitude at the beginning of the interview seemed to be that he 
was not sure that he needed psychotherapy; he said, in a humorous way, 
that he was not crazy or homosexual but that he thought that psycho
therapy might help him to get more out of life. 

The interview took place in the psychologist's office, and it is shown 
with the permission of the person being interviewed. You will not see 
the beginning and end of the interview, because they contained little 
information which would help you with your task. Please pay careful 
attention to the videotape, because when it is over you will be asked 
to answer some questions about the person who was being interviewed. 
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APPENDIX F: PRE-VIDEOTAPE INFORMATION SHEET FOR 

NONCLINICAL SETTING AND NEGATIVE-

LABEL CONDITION 

The videotape you are about to see was made by a doctoral student in the 
department of sociology at the University of Oklahoma. The videotape is 
a recording of an initial interview with a man who was being paid to 
take part in a study being conducted by the sociology department. The 
man's attitude at the beginning of the interview was one of curiosity 
about why he had been asked to participate; he said, in a humorous way, 
that he did not think that there was anything unusual about him but that 
he would be willing to answer questions about himself and his family. 
Several psychologists and psychiatrists, including two from the psychol
ogy department at Texas Tech University, have observed recordings of 
this person, and he was diagnosed as having severe personality problems 
of a psychotic nature. 

The interview took place in the sociology department, and it is shown 
with the permission of the person being interviewed. You will not see 
the beginning and end of the interview, because they contained little 
information which would help you with your task. Please pay careful 
attention to the videotape, because when it is over you will be asked 
to answer some questions about the person who was being interviewed. 
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APPENDIX G: PRE-VIDEOTAPE INFORMATION SHEET FOR 

NONCLINICAL SETTING AND NO-LABEL CONDITION 

The videotape you are about to see was made by a doctoral student in the 
department of sociology at the University of Oklahoma. The videotape is 
a recording of an initial interview with a man who was being paid to 
take part in a study being conducted by the sociology department. The 
man's attitude at the beginning of the interview was one of curiosity 
about why he had been asked to participate; he said, in a humorous way, 
that he did not think that there was anything unusual about him but 
that he would be willing to answer questions about himself and his 
family. 

The interview took place in the sociology department, and it is shown 
with the permission of the person being interviewed. You will not see 
the beginning and end of the interview, because they contained little 
information which would help you with your task. Please pay careful 
attention to the videotape, because when it is over you will be asked 
to answer some questions about the person who was being interviewed. 
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APPENDIX H: "TRANSCRIPT OF A DIAGNOSTIC 

INTERVIEW WITH A PROFESSIONAL ACTOR 

PORTRAYING A HEALTHY MAN' 

Transcript of Diagnostic Interview With a Professional Actor 
Portraying a Healthy Man. Some of the Explicit Indices of 

Health Are Indicated in the Column at the Left 

I = interviewer 

C = "client" 

I 1; My name is Dr. Temerlin. What can I do for vou? 

C 1: 
(Reason for being 
in a clinic -
curiosity.) 

Well, I don't really know. I don't think there's 
anything wrong with me. I, I've read a lot about 
psychotherapy—oh, not a lot but I, I've read some 
about psychotherapy and it may be that psycho
therapy can help me so—I, I really came in here 
to, to talk that over with you I guess. 

I 2 Well, where does it hurt? 
you need psychotherapy? 

What makes vou think 

C 2: 
(Explicitly disawows 
psychosis, homosexu
ality, or Communism 
in humorous way.) 

I'm not really sure I do need it. I'm not crazy 
you know, I know what other people are saying and 
doing. I don't hear voices. I'm not a homosexual 
—nobody's calling me a homosexual and I'm not a 
Communist. (Laughter.) 

I 3: (Laughter.) Well, what makes you think you need 
treatment then? 

C 3: 
(Currently, enjoy
ing life; would 
like more pleasure.) 
(Acceptance of 
reality of death.) 

Well, I'm not really sure I do but you, you know, 
as far as I know, I, I've only got one life to 
live and it may be that psychotherapy could help 
me get more out of life. I, I want to live life 
to the fullest and experience as much as I can, 
I want to have as good a time as I can. I was 
raised a Christian but I'm not really a Christian. 
I don't believe in life after death and a Supreme 
Being any more. I think that I should just get 
as much out of this life as I can. Actually, I'm 
getting quite a bit out of it, I think. I enjoy 
my work and I think I'm very good at it. 
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I 4: 

C 4: 
(Self-confidence 

What is your work? What do you do? 

Enjc 
i s e 
i t ; 
t oo . 
(Not 
froir 
not 

lys work and 
i f fec t ive in 
l i k e s people 
) 

: withdrawn 
I people -
s c h i z o i d . ) 

(Happily 
married.) 

I 5 

I'm a graduate student right here on campus now. 
I'm in mathematics. I've always been good at 
math or any kind of physical science. I, I 
enjoy it. I can get off into math and, you know, 
it's just a, a world of its own. It's got its 
own symmetry and its own beauty, its own orderly 
procedures and processes and I'm quite happy with 
it. I don't mean to imply by this now that I 
don't get along with people too. I, I get along 
very well with people—don't really have any 
trouble with them. I, I suppose I'm somewhat 
atypical as a math major. I was raised on a 
farm and I know a lot of the other graduate stu
dents over there come from families where their 
parents were professors or scientists of one 
sort or another or something like this. 

Actually, I guess I get along real well with the 
graduate students. For that matter, with most 
people. My wife and I are, are very happy to
gether. We, we do quarrel sometimes though. 

What do you quarrel about? 

C 5: 
(Personal disagree
ments with wife over 
raising children; 
estimate conflict 
typical of 90-95% 
educated people.) 

Well, we quarrel—I wouldn't say a lot but we 
fight sometimes. I suspect everybody fights 
sometimes. A lot of times I have doubts about 
whether or not we're raising our son right. 
We've been married about eight, I guess about 
seven years and have a child five, a boy and, 
and a lot of little things you know come up in 
the process of raising a child. I'm sure you 
know about this better than I do. Well, you 
want to do one thing—your wife wants to do an
other. You really don't know what's best for 
the child. We're raising him as well, as good 
as we can--not like I was raised or not like 
my wife was raised. 

1 6: 

C 6: 

You're trying to do as well by him as you can. 

Yeh. We're as modern and progressive as we can. 
We've read Spook, and we love our child. We give 
him the best of medical care and all that but, 
oh, I don't know, sometimes when I come home I'm 
all preoccupied with studying for general exams 
or some aspect of mathematics. I'm probably not. 
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I 7: 

C 7: 
(Non-punishing 
attitudes toward 
sexual behavior 
of children.) 

I probably don't pay as much attention as I 
ought to, but you can't really say there's any
thing the matter with that. Aren't most people 
that way? 

Are they? 

Well, my wife, she loves him. We, we don't 
punish him at all. Sometimes, well, my wife 
doesn't punish him either. She found him mastur
bating the other day and she didn't say anything 
about it, you know. He was just sitting on the 
couch in the living room playing with himself 
and she told him, she told him that he shouldn't 
do that; but she didn't punish him or anything 
like that. She probably figures, well, he 
didn't know what he was doing. He's really too 
young to know anything about sex and so on, so 
she told him that this was private, you know, 
and he ought to do it in the bathroom but not in 
the living room—particularly when there's any
body about, you know. But, I, I thought she did 
all right on that. She didn't tell him she was 
going to cut it off or anything like my mother 
would have. We do quarrel though over raising 
the child about one thing though. 

I 8: What's that? 

C 8: 
(Conflict over 
going to church-
prefers to stay 
abed on Sunday. 

Well, my wife goes to the Episcopal Church and 
she wants to take him. You know, I was raised 
in the Church of Christ—you know what that's 
like—and I had religion crammed into me when I 
was very, very young. Now, I don't want to 
force my child to go to the Episcopal, or go to 
any church-. He's only 5 1/2 or 6, I think that's 
too early really to start a kid in Sunday School 
or church. He, he's not old enough to make up 
his own mind. I, I'm a scientist myself and I 
think you should never indoctrinate a child in 
religious dogma until he's old enough to examine 
the evidence for himself. Well, anyway, she wants 
to take him to church with her and I don't care 
whether she goes to church or not—she can be
lieve anything she damn well wants to. That's her 
own business. I just, I wouldn't go myself and I 
think it's sheer hypocrisy that she wants me to go 
I'd rather sleep late on Sunday mornings frankly, 
and I'd really rather she stay in bed with me and 
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I tell her this but she's just all the time off 
to church and she wants to take him. Well, we 
quarrel about this and it's a bone of contention 
between us and we, we differ on the Viet Nam 
situation too. 

I 9: I know what you man. 

C 9: 
(Doubts about war 
in Viet Nam.; 
disagrees with 
wife over U.S. 
policy in Viet Nam.) 
(Dislikes 
violence.) 

Well, I'm really worried about what we're doing 
in Viet Nam. It, it bothers me. I, I don't 
mean because I'm involved. I've got a deferment 
because I'm in graduate school, in mathematics— 
well, I'm a veteran, anyway. The issue is, I 
just don't think we ought to be over there in the 
first place and I sure don't think we ought to be 
fighting a war that we can't win and you know, 
war never solves any problems anyway, but my wife 
thinks we ought to be there and we ought to use 
more force and perhaps even use the A Bomb, you 
know and she thinks that I'm just a soft-headed 
humanitarian about this, but I've always been 
against violence in any form. As a matter of 
fact I don't even punish my child if there'e any 
possible way to get around it, you know because I 
think violence is bad—it never leads to anything 
except more violence and she probably considers 
that this is weakness. 

I 10 And she probably thinks this is weakness and 
would just incite them to more violence or 
something like that. 

C 10: 
(Dislikes violence; 
but has seen it; 
reacts by 
cognitive means, 
studying, 
reading.) 

Yeh, I don't want you to think I'm crazy on the 
subject of violence or anything like that. I've 
seen my share of it and I've had my share of it. 
In fact, that's probably what got me interested 
in reading in psychology and the social sciences 
anyway and so on. 1,1 had nothing else to do 
when I was in the Army except, ah, sit around the 
PX and read. 

I 11 A little earlier, you said you were from a farm 
background—that this is atypical for a math 
major and it's my experience too. Was your wife 
from a farm too? 

C 11: 
(Says he had 
progressive, 
creative father.) 

Well, I was born on a farm and I was certainly 
raised on a farm but I was always a very atypical 
person. I, I think my parents were very atypical 
people to be farmers. They were actually farmers, 
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My, my father owned a large wheat farm in Iowa 
and he made his living off of it but he inher
ited the farm originally from his mother. She 
was the strong one in that family. She, she 
really worked it up into a paying operation. My 
father originally was an engineer but this was 
during the Depression and he wasn't making a 
very good living in engineering so he decided . 
he'd better give it up. And, ah, he came to the 
farm to live there and, and be self-supporting. 
But as far as that goes, he continued with his 
reading and his engineering and he was always 
building things and, ah, making gimmicks on the 
farm. Well, for instance, I remember—yeah, we 
had a, we had an automatic baler before anybody, 
any people in the same county and he went out 
and fixed up an automatic milking machine. He 
made it himself, just, oh, he had all kinds of 
little automated gimmicks (laughter) and, you 
know, this was back in the days when most farms 
were just a matter of hard work and a strong 
back but, ah, I think our fann was far more 
modern than any of the others in the county. 

I 12 To change the subject slightly here but still on 
the farm—what were your parents like back on 
the farm? 

C 12: 
(Identifies with 
parent of same 
sex; masculine 
identification,) 
(Normal grief 
over father's 
death. 

Well, I was always a lot closer to my father than 
I was to mother. You know, I liked to, like all 
kids I guess, I liked to go out on the tractor 
with him and when he wasn't farming he was always 
taking me hunting or fishing. I remember we used 
to go pheasant hunting; when I was just about 6 
or 7 he got me a .22, my first rifle, then a 
couple of years later I got a shotgun. But, I 
suppose he was as good a dad as anybody could 
ask for, I, I know when he died, when he died 
about 4 years ago--I was really shook up, I remem
ber I was very depressed over that, very unhappy. 
Ah, I'd been closer to him than anyone I guess. 
I really loved him and I remember for several 
weeks there I couldn't, couldn't work or sleep 
or do anything—couldn't even read very well at 
all. I, I was really shook up. I, I stayed at 
home for a while, helped my mother with the farm 
and eventually she, she got herself more people 
you know, to live with her and she's she's still 
living on the farm. You know, she doesn't really 
do that much of the work herself but keeps books 
I think. 
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I 13: You—I may be putting words in your mouth, but 
if so you can spit them out, but you seem to 
feel much differently about her than you did 
your father. 

C 13: 
(Not obsessive 
or compulsive; 
not disturbed 
by dirt.) 

Well, I, I guess I was always closer to my 
father than I was to my mother. She, she's all 
right in her way. I, I think she loved me. I 
think—we had a big family, you know, I had three 
brothers and two sisters. It, it was a big fam
ily. She was always taking care of them and I, 
I always kinda felt that she, I thought she 
picked at my father a little bit. Oh, she'd 
always want him to wash up before dinner. He 
didn't think of anything like that. He'd come 
in from the field and he'd have dirt on his hands 
and sit right down and she'd say, "Now, Daddy, 
you're setting a bad example." She, she always 
called him "Daddy." She'd say, "You're setting a 
bad example for the children—go on in the bath
room and wash your hands," just like make him go 
in the other room and wash his hands. You know, 
I always felt about it—I was a kid, I felt 
about it, you know, hell, my hands are going to 
get dirty again' anyway. 

I 14 Well, she did seem a lot different. She was a 
different kind of person than he was. 

C 14: 
(Mother 
described as 
liking cooking 
taking care of 
kids.) 
(Conventional 
farm wife.) 

Well, I mean, well, my dad, even though he was a 
farmer, you know—he always, well he liked to 
talk science and show me things like how to fix 
cars and those things, ah, on the farm. We were 
always tinkering with things. I could always 
talk to him, you know but I, I couldn't with her 
so very well. She, she seemed to be mostly in
terested in taking care of the kids, cooking and 
baking and (laughter) going to country socials— 
she, you've heard this about mother, she always 
had to enter her jams or her relish in some kind 
of contest or was always making a cake for the 
fair. 

I 15 

C 15 

(Laughter.) 

Well, I wanted to sit around and read or talk to 
my dad or, or go hunting or fishing or, I wasn't 
really interested. And besides. Mother was kind 
of nuts—well, maybe I shouldn't say she was nuts, 
but she was at least she was pretty fanatical. 
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I 16 

C 16: 
(Mother dis
approved first 
sexual experimen
tation; 80-90% 
population.) 
(Sense of humor, 
sharing of 
laughter with 
interviewer.) 

I'll bet I can guess on what subject—sex or 
religion or both? 

Both, a combination. She was pretty fanatic, 
you know she was always taking me to Sunday 
School—I had this religion forced down me and 
telling me about my "private parts" and how these 
were "private" and she would always say, "you 
know the Lord gave us these to reproduce our own 
kind, but for heaven's sakes, don't touch them," 
and didn't want us to have any dirty thoughts. 
I, I remember the first time she, ah, she found 
me playing with my sex, playing with myself, ah, 
it was really something. I really didn't, I 
didn't know a thing about sex or what it was or 
anything. I, I remember one day, I came out, 
just as I was leaving the bathroom, I felt this 
funny sensation—it was actually kind of good, 
you know, it was kind of funny—I don't remember 
now exactly how it felt but so without thinking 
about it I was just rubbing myself as I came out 
of the bathroom instead of putting my penis back 
in my pants and Mother saw this and she, boy, 
she must have thought I was running amuck or 
something. (Laughter.) 

I 17: (Laughter.) 

C 17: 
(Feels first 
sexual experimen
tation was wrong 
after mother 
expresses 
disapproval.) 

She got this real funny expression on her face and 
said, "What are you doing?" you know. Well, I, 
hell, I didn't even know what to tell her. It was 
so new, but I, I got the idea all right that I 
should never do anything like that. And she told 
me that she never wanted to see me touching my 
"privates" again. I remember, I was scared. I, 
I really didn't know what I was doing wrong but, 
I, I knew from her expression or something, I'd 
really done something wrong. I was real scared 
for, for a long time there. 

I 18: 

C 18: 
(Latency period.) 
(Anxious about 
first date.) 
(Normal anxiety at 
time of first 
heterosexual 
experience.) 

What happened? 

I don't know what happened. Nothing happened, I 
guess. I, probably, I probably just forgot 
about six for a while. I, I don't think I ever 
had much to do with it probably then or maybe 
until I was pretty far along in high school or 
junior high or something like that. When I 
started, actually started, you know, started hav
ing dates and going with girls I was still scared. 
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I 19: 

C 19 

I 20 

You know, I really was. I got so, well, there 
was this one girl I remember in junior high 
school. I thought she was, boy, she was the 
sweetest, prettiest thing I ever saw. She was 
just too much and I remember I got real inter
ested in her and I really liked her and I was so 
scared even to ask her over to my house or take 
her on a date or something. Well, she was the 
first one I had a date with I guess, I didn't 
ask her for a long time, you know because I was 
afraid. I just knew she'd say no. Well, finally 
I, well, I finally just screwed up my courage I 
guess and I, I took her out, I took her for a 
date and we went together—I guess we went steady, 
I guess you'd call it in those days, for a long 
time and that was, really that was my firt expe
rience with sex, I remember, I was very nervous 
and I was really anxious about it. She was too 
and, oh, I don't remember now but we were prob
ably too scared-so scared we couldn't really 
enjoy it. 

Do you—I wonder if you still feel that way. 

What way? 

So anxious about sex that you can't enjoy it. 

C 20: 
(Anxiety disappears 
with subsequent 
heterosexual 
experience.) 
(Genital maturity.) 
(Healthy 
hedonism.) 

Oh, no, no. This was just in junior high school. 
She and I started, just started having inter
course in junior high school. I was pretty 
anxious for a while. Oh, but it gradually got to 
where it was much more fun and she and I went to
gether for two or three years, ah, having inter
course all through junior high school and high 
school. Oh, we got kind of worried once or 
twice about getting caught, you know, but we 
never did. It worked out real well. We, the 
only problem was that we could never get away 
from her family and from my family and school 
for long enough to have all we wanted. You 
know— 

I 21: (Laughter,) 

C 21: 
(Anxiety related 
to real problem.) 

Well, sometimes, looking back at this now, it's 
just a miracle that she didn't get pregnant be
cause, well, sometimes we took precautions and 
sometimes we didn't and, ah, I've thought about 
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it a lot and it's just a miracle but I guess 
maybe we were both so young at the time or 
something. 

I 22: 

C 22: 
(Guilt in past 
not present.) 

Is this your wife you're talking about? 

Oh, no, no. This, this was my first real sexual 
experience with a girl. You know, I used to 
masturbate some in high school and I, I felt real 
guilty about it. I didn't get married until 
after I was out of high school—matter of fact, 
right after I got out of high school, I was 
drafted, well, I was going to be drafted so I 
figured I might as well join so I spent two years 
in the Army. 

I 23: 

C 23: 
(Likes autonomy 
dislikes 
regimentation..) 

I 24: 

C 24: 
(Has established 
warm, friendly 
relationship in 
first interview.) 

I 25: 

What—how was that? What did you do in the Army? 

(Laughter.) Nothing, by and large, really nothin'g'. 
It was a sheer waste of time on my part. I, I 
didn't get a thing out of it at all. I doubt 
that the military got anything out of me either. 
It really, it was an unrewarding experience for 
both of us I suppose. You know, I don't like • 
anybody, somebody always telling me what to do. 
I like to live my own life and do what I want 
to do when I want to do it and you just can't 
have that in the military service you know. So, 
well, I didn't like some sergeant, you know, 
telling me to go dig a ditch or shine your shoes 
or clean your rifle or something like that. 

Well, let me interrupt you for a moment. I think 
we're almost out of time at least for today and I 
don't think we're anywhere near finished. 

I, I don't either. You know, actually, ah, well, 
I suppose this is, happens all the time but I 
kind of enjoyed talking to you. I didn't I 
really didn't think I would. When, when I came 
out here I was kinda scared—before I came out 
here today. Well, I really hated to come out 
here actually but I've kind of enjoyed it. 

Well, perhaps we should talk some more. Let me 
tell you the way we normally function when a 
person comes to the Psychological Clinic. We 
try to get to know them as well as possible 
before we come to any conclusions or decisions 
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and this usually involves seeing the person two 
or three times for an interview like this one 
and also giving him, you a battery of psycholog
ical tests and after this we would be in a posi
tion to perhaps talk more intelligently with you. 
Would you like to arrange an appointment when we 
both have some more time, you and the Clinic, 
and we'11 try and get to know you as well as pos
sible and then we can see whether we might be 
of help to you. 

C 25: Yeah, yeah. I'd like—if we could do that. You 
know, like I say, I don't think there's anything 
wrong with me but I think maybe— 

I 26: If you've got doubts or something -

C 26: This, if this can maybe help me live a full life 
and get more out of life, I'd like to do that. 

I 27: Well, I'm free-I don't have my book in front of 
me but I know that I'm free next Thursday at 
this time. Would you like to come back then? 

C 27: 1/ I have no classes at this time. That's OK 
with me. 

I 28: Well, let's finalize that appointment and I'll 

see you next Thursday. 

C 28: Fine. Thank you, sir. 

I 29: You're quite welcome. 
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APPENDIX I: ADAPTED SCRIPT VIDEOTAPED 

FOR PRESENT STUDY 

"ER" is the interviewer 

"EE" is the interviewee 

ER 4: What is your work? What do you do? 

EE 4: I'm a graduate student at O.U. I'm in mathematics. I've always 
been good at math or'any kind of physical science. I, I enjoy 
it. I can get off into math and, you know, it's just a, a world 
of its own. It's got its own symmetry and its own beauty, its 
own orderly procedures and precesses and I'm quite happy with it. 
I don't mean to imply by this now that I don't get along with 
people too. I, I get along very well with people - I don't 
really have any trouble with them. I, I suppose I'm somewhat 
atypical as a math major. I was raised on a farm and I know a 
lot of the other graduate students over there come from families 
where their parents were professionals of one sort or another.or 
something like this. Actually, I guess I get along very well 
'with the graduate students. For that matter, with most people. 
My wife and I are very happy together. We, we do quarrel some
times though-

ER 5: What do you quarrel about? 

EE 5: Well, we cjuarrel - I wouldn't say a lot but we fight sometimes. 
I suspect everybody fights sometimes. A lot of times I have 
doubts about whether or not we're raising our son right. We've 
been married about eight, I guess about seven years and have a 
child five, a boy and, a lot of little things you know come up 
in the process of raising a child. I'm sure you know this 
better than I do. Well, you want to do one thing - your wife 
wants to do another. You really don't know what's best for the 
child. We're raising him as well, as good as we can - not like 
I was raised or not like my wife was raised, 

ER 6: You're trying to do as well by him as you can. 

EE 6: Yeah, we're as modern and progressive as we can be. We've read 
about parenting, and we love our child. We give him the best of 
medical care and all that, but, oh, I don't know, sometimes when 
I come home I'm all preoccupied with studying for general exams 
or some aspect of mathematics. I'm probably not, I probably 
don't pay as much attention as I ought to, but you can't really 
say there's anything the matter with that. Aren't most people 
that way? 
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ER 7: Are they? 

ER 7: Well, my wife, she loves him. We, we don't punish him at all. 
Sometimes, well, my wife doesn't punish him either. She found 
him masturbating the other day and she didn't say anything 
about it, you know. He was just sitting on the couch in the 
living room playing with himself and she told him, she told him 
that he shouldn't do that, but she didn't punish him or anything 
like that. She probably figures, well, he didn't know what he 
was doing. He's really too young to know anything about sex and 
so on, she told him that this was private, you know, and he 
ought to do it in the bathroom but not in the living room -
particularly when there's anybody about, you know. But, I I 
thought she did all right on that. She didn't tell him she was 
going to cut it off or anything like my mother would have. We 
do quarrel though over raising the child about one thing though, 

ER 8: What's that? 

ER 8: Well, my wife goes to the Episcopal church and she wants to take 
him. You know, I was raised in the Church of Christ - you know 
what that's like - and I had religion crammed into me when I 
was very, very young. Now, I don't want to force my child to 
go to the Episcopal, or go to any church, he's only five-and-a-
half or six, I think that's too early to start a kid in Sunday 
school or church. He, he's not old enough to make up his own 
mind. I, I'm a scientist myself, and I think you should never 
indoctrinate a child in religious dogma. Well, anyway, she 
wants to take him to church with her and I don't care whether 
she goes to church or not - she can believe anything she damn 
well wants to. That's her business. I just, I wouldn't go 
myself and I think it's sheer hypocrisy that she wants me to go. 
I'd rather sleep late on Sunday mornings frankly, and I'd really 
rather she stay in bed with me and I tell her this but she's 
just all the time off to church and she wants to take him. Well, 
we quarrel about this and we, we differ on the violence 
question, too. 

ER 9: I know what you mean. 

ER 9: I've always been against violence in any form. As a matter of 
fact I don't even punish my child if there's any possible way 
to get around it. You know because I think violence is bad -
it never leads to anything except more violence and she probably 
considers that this is a weakness. 

ER 10: And you think she would probably say this is a weakness on your 

part. 
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EE 10: Yeah, I don't want you to think I'm crazy on the subject of 
violence or anything like that. I've seen my share of it and 
I've had my share of it. In fact, that's probably what got me 
interested in reading in psychology and the social sciences 
anyway and so on. 1,1 had nothing else to do when I was in 
the army except, ah, sit around the PX and read. 

ER 11: A little earlier, you said you were from a farm background -
that this is atypical for a math major and it's my experience 
too. 

EE 11: Well, I was born on a farm and I was certainly raised on a farm 
but I was always a very atypical person. I, I think my parents 
were very atypical people to be farmers. They were actually 
fanners. My, my father owned a large wheat farm near Ponca 
City and he made his living off of it but he inherited the 
farm originally from his mother. She was the strong one in 
that family. She, she really worked it up into a paying opera
tion. My father originally was an engineer but this was during 
the Depression and he wasn't making a very good living in engi
neering so he decided he'd better give it up. And, ah, he 
came to the farm to live there and, and be self-supporting. 
But as far as that goes, he continued with his reading and his 
engineering and he was always building things, and, ah, making 
gimmicks on the farm. Well, for instance, I know - yeah, he 
had an automatic baler before anybody, any people in the same 
county and he went out and fixed up an automatic milking 
machine. He made it himself, just, oh, he had all kinds of 
little automated gimmicks (laughter) and, you know, this was 
back in the days when most farms were just a matter of hard 
work and a strong back but, ah, I think our farm was far more 
modern than any of the others in the county. 

ER 12: To change the subject slightly here but still on the farm -
what were your parents like back on the farm? 

EE 12: Well, I was always a lot closer to my father than I was to 
Mother. You know, I liked to, like all kids I guess, I liked 
to go out on the tractor with him and when he wasn't farming 
he was always taking me hunting or fishing. I remember we 
used to go pheasant hunting; when I was just six or seven he 
got me a .22, my first rifle, then a couple of years later I 
got a shotgun. But, I suppose he was as good a dad as anybody 
could ask for. I, I know when he died, when he died about four 
years ago - I was really shook up. I remember I was very 
depressed over that, very unhappy. Ah, I'd been closer to him 
than anyone I guess. I really loved him and I remember for 
several weeks there I couldn't, couldn't work or sleep or do 
anything - couldn't even read very well at all. I, I was 
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really shook up. 1,1 went back home for a while, helped my 
mother with the farm and eventually she, she got herself some 
people you know, to live with her and she's, she's still liv
ing on the farm. You know, she doesn't really do that much 
of the work herself but keeps books I think. 

ER 13: You - I may be putting words in your mouth, but if so you can 
spit them out, but you seem to feel much differently about 
her than you did your father. 

EE 13: Well, I, I guess I was always closer to my father than I was 
to my mother. She, she's all right in her way. I, I think 
she loved me. I think - we had a big family, you know, I 
had three brothers and two sisters. It, it was a big family. 
She was always taking care of them and I, I always kinda felt 
that she, I thought she picked at my father a little bit. 
Oh, she'd always want him to wash up before dinner. He 
didn't think of anything like that. He'd come in from the 
field and he'd have dirt on his hands and sit right down and 
she'd say, "Now, Daddy, you're setting a bad example." She, 
she always called him "Daddy." She'd say, "You're setting a 
bad example for the children - go on in the bathroom and wash 
your hands," just like make him go in the other room and wash 
his hands. You know, I always felt about it - I was a kid, I 
felt about it, you know, hell, my hands are going to get 
dirty again anyway. 

ER 14: Well, she did seem a lot different. She was a different kind 
of person than he was. 

EE 14: Well, I mean, well, my dad even though he was a farmer, you 
know - he always, well he liked to talk science and show me 
things like how to fix cars and those things, ah, on the farm. 
We were always tinkering with things. I could always talk to 
him, you know but I, I couldn't with her so very well. She, 
seemed to be mostly interested in taking care of the kids, 
cooking and baking, and (laughter) going to country socials. 

ER 15: (Laughter.) 

EE 15: Well, I wanted to sit around and read or talk to my dad, or, 
or go hunting or fishing or, I wasn't really interested. 
And besides. Mother was kind of nuts - well, maybe I shouldn't 
say she was nuts, but she was at least pretty fanatical. 

ER 16: I'll bet I can guess on what subject - sex or religion or both? 

EE 16: Both, a combination. She was pretty fanatic, you know she was 
always taking me to Sunday school - I had this religion forced 
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down me and telling me about my "private parts" and how these 
were "private" and she would always say, "You know the Lord 
gave us these to reproduce our own kind, but for heaven's 
sakes, don't touch them," and didn't want us to have any dirty 
thoughts. I, I remember the first time she, ah, she found me 
playing with my sex, playing with myself, ah, it was really 
something. I really didn't, I didn't know a thing about sex 
or what it was or anything. I, l rem.ember one day, I came out, 
just as I was leaving the bathroom, I felt this funny sensa
tion - it was actually kind of good, you know, it was kind of 
funny - I don't remember now exactly how it felt but so without 
thinking about it I was just rubbing myself as I came out of 
the bathroom instead of putting my penis back in my pants and 
Mother saw this and she, boy, she must have thought I was run
ning amuck or something (laughter). 

ER 17: (Laughter.) 

EE 17: She got this real funny expression on her face and said, "What 
are you doing?", you know. Well, I, hell, I didn't even know 
what to tell her. It was so new, but I, I got the idea all 
right that I should never do anything like that. And she told 
me that she never wanted to see me touching my "privates" 
again. I renjember, I was scared. I, I really didn't know what 
I was doing wrong, but I, I know from her expression or some
thing, I'd really done something wrong. I was real scared, 
for a long time there. 

ER 18: What happened? 

EE 18: I don't know what happened. Nothing happened, I guess. I 
probably, I probably just forgot about sex for a while. I, 
I don't think I ever had much to do with it probably then or 
maybe until I was pretty far along in high school or junior 
high or something like that. When I started, actually started, 
you know, started having dates and going with girls I was still 
scared, you know, I really was. I got so, well, there was this 
one girl I remember in junior high school. I thought she was, 
boy, she was the sweetest, prettiest thing I ever saw. She was 
just too much and I remember I got real interested in her and I 
really liked her and I was so scared even to ask her over to my 
house or take her on a date or something. Well, she was the 
first one I had a date with I guess. I didn't ask her for a 
long time, you know because I was afraid. I just knew she'd 
say no. Well, finally I, well, I finally screwed up my courage 
I guess and I, I took her out, I took her for a date and we 
went together - I guess we went steady, I guess you'd call it 
in those days, for a long time and that was, really that was 
my first experience with sex. I remember, I was very nervous 
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and I was really anxious about it too. She was too and, oh, 
I don't remember now but we were probably too scared - so 
scared we couldn't really enjoy it. 

ER 19: Do you - I wonder if you still feel that way. 

EE 19: What way? 

ER 20: So anxious about sex that you can't enjoy it. 

EE 20: Oh, no, no. This was just in junior high school. She and I 
started, just started having intercourse in junior high school. 
I was pretty anxious for a while. Oh, but it gradually got to 
where it was much more fun and she and I went together for two 
or three years, ah, having intercourse all through junior high 
school and high school. Oh, we got kind of worried once or 
twice about getting caught, you know, but we never did. It 
worked out real well. We, the only problem was that we could 
never get away from her family and from my family and school 
for long enough to have all we wanted. You know -

ER 21: (Laughter.) 

EE 21: Well, sometimes, looking back at this now, it's just a miracle 
that she didn't get pregnant because, well, sometimes we took 
precautions and sometimes we didn't and, ah, I've thought 
about it a lot and it's just a miracle but I guess maybe we 
were both so young at the time or something. 

ER 22: Is this your wife you're talking about? 

EE 22: Oh, no, no. This, this was my first real sexual experience 
with a girl. You know, I used to masturbate some in high 
school and I, I felt really guilty about it. I didn't get 
married until after I got out of high school, I was drafted, 
well, I was going to be drafted so I figured I might as well 
join so I spent two years in the army. 

ER 23: What - how was that? What did you do in the army? 

EE 23: (Laughter.) Nothing, by and large, really nothing. It was a 
sheer waste of time on my part. I, I didn't get a thing out 
of it at all. I doubt that the military got anything out of 
me either. It really, it was an unrewarding experience for 
both of us I suppose. You know, I don't like anybody, some
body always telling me what to do, I like to live my own life 
and do what I want to do when I want to do it and you just 
can't have that in the military service you know. So, well, I 
didn't like some sergeant, you know, telling me to go dig a 
ditch or shine your shoes or clean your rifle or something 
like that. 
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APPENDIX J: BOGUS DESCRIPTIVE OUTCOME 

MEASURE, ORDER 1 

Please enter your number in this blank; 

Using the following list, note the presence and severity of any psycho
logical characteristics exhibited or reported by the person you just saw 
being interviewed. If the characteristic listed was present or reported 
by the person interviewed, and if it seemed to occur repeatedly or to a 
serious degree, put a mark in the column headed "Serious or Repeated 
Problem for this Person." If the characteristic listed was present or 
reported, and if it seemed to occur occasionally or to a slight degree, 
put a mark in the column headed "Slight or Occasional Problem for this 
Person." If the characteristic listed was not present or reported, 
put a mark in the column headed "Not a Problem for this Person," 

CHARACTERISTIC SERIOUS OR 
REPEATED 
PROBLEM FOR 
THIS PERSON 

SLIGHT OR 
OCCASIONAL 
PROBLEM FOR 
THIS PERSON 

NOT A 
PROBLEM 
FOR THIS 
PERSON 

Was his appearance or 
clothing untidy, unclean, 
unusual, and/or bizarre? 

Was his posture slumped, 
rigid, and/or inappropri
ate for the situation? 

Were his body movements 
speeded up, slowed down, 
agitated, and/or peculiar? 

Did his emotions not fit 
the situation and/or not 
go along with what he was 
saying or what he seemed 
to be thinking? 

Did his emotions change for 
little or no apparent reason? 

Did his emotions not change 
when they should have and/or 
did he seem to have no 
emotions? 
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CHARACTERISTIC SERIOUS OR 
REPEATED 
PROBLEM FOR 
THIS PERSON 

SLIGHT 
OCCASIONAL 
PROBLEM FOR 
THIS PERSON 

NOT A 
PROBLEM 
FOR THIS 
PERSON 

7, Was he anxious or nervous, 
sad, euphoric or extremely 
happy, and/or hostile or 
angry? 

8, Did he misinterpret or mis
takenly recognize people 
and/or objects? 

9, Did he see, hear, and/or 
smell things or people which 
were not actually present? 

10. Did he have difficulty pay
ing attention to what was 
going on, concentrating, 
or thinking abstractly, 
and/or did he seem to be 
mentally retarded? 

11. Did he not know and/or have 
difficulty determining who 
he was, where he was, or the 
date or time? 

12. Did he have difficulty remem
bering events in the imme
diate, recent, and/or 
remote past? 

13. Did he seem to have unwanted, 
repetitive, and instrusive 
thoughts: urges to perform 
irrational, repetitive acts; 
irrational fears; suicidal 
or murderous thoughts; irra
tional ideas of being influ
enced by others; irrational 
ideas of being the object of 
other people's conversation; 
and/or other unusual thoughts? 

14. Did his thinking seem to be ^ 
"loose" incoherent, or nonsensical: 

15. Was the flow of his thoughts 
- - 9 
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APPENDIX K: BOGUS DESCRIPTIVE OUTCOME 

MEASURE, ORDER 2 

Please enter your number in this blank 

Using the following list, note the presence and severity of any psycho
logical characteristics exhibited or reported by the person you just saw 
being interviewed. If the characteristic listed was not present or 
reported by the person interviewed, put a mark in the column headed "Not 
a Problem for this Person." If the characteristic listed was present or 
reported, and if it seemed to occur occasionally or to a slight degree, 
put a mark in the column headed "Slight or Occasional Problem for this 
Person." If the characteristic listed was present or reported, and if 
it seemed to occur repeatedly or to a serious degree, put a mark in the 
column headed "Serious or Repeated Problem for this Person." 

CHARACTERISTIC NOT A SLIGHT OR SERIOUS OR 
PROBLEM OCCASIONAL REPEATED 
FOR THIS PROBLEM FOR PROBLEM FOR 
PERSON THIS PERSON THIS PERSON 

1. Was his appearance or clothing 
untidy, unclean, unusual, and/ 
or bizarre? 

2. Was his posture slumped, rigid, 
and/or inappropriate for the 
situation? 

3. Were his body movements 
speeded up, slowed down, 
agitated, and/or peculiar? 

4. Did his emotions not fit the 
situation and/or not go along 
with what he was saying or 
what he seemed to be thinking? 

5. Did his emotions change for 
little or no apparent reason? 

6. Did his emotions not change when 
they should have and/or did he 
seem to have no emotions? 

7. Was he anxious or nervous, sad, 
euphoric or extremely happy, 
^nd/or hostile or angry? 
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CHARACTERISTIC NOT A SLIGHT OR SERIOUS OR 
PROBLEM OCCASIONAL REPEATED 
FOR THIS PROBLEM FOR PROBLEM FOR 
PERSON THIS PERSON THIS PERSON 

8. Did he misinterpret or 
mistakenly recognize people 
and/or objects? 

9. Did he see, hear, and/or 
smell things or people which 
were not actually present? 

10. Did he have difficulty paying 
attention to what was going on, 
concentrating, or thinking 
abstractly, and/or did he seem 
to be mentally retarded? 

11. Did he not know and/or have 
difficulty determining who he 
was, where he was, or the 
date or time? 

12- Did he have difficulty remember
ing events in the immediate, 
recent, and/or remote past? 

13. Did he seem to have unwanted, 
repetitive, and intrusive thoughts ; 
urges to perform irrational, 
repetitive acts; irrational fears; 
suicidal or murderous thoughts; 
irrational ideas of being in
fluenced by others; irrational 
ideas of being the object of 
other people's conversation; 
and/or other unusual thoughts? 

14. Did his thinking seem to be 
"loose," incoherent, or 
nonsensical? 

15. Was the flow of his thoughts 
speeded up or slowed down? 
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APPENDIX L: BOGUS INFERENTIAL OUTCOME 

MEASURE, ORDER 1 

Please enter your number in this blank 

Using the following list, make a judgment about the person you just saw 
being interviewed with regard to each of these psychological character
istics. If you think that the characteristic listed is a problem 
repeatedly or to a serious degree for the person interviewed, put a 
mark in the column headed "Serious or Repeated Problem for this Person.' 
If you think that the characteristic listed is a problem occasionally 
or to a slight degree, put a mark in the column headed "Slight or 
Occasional Problem for this Person." If you think the characteristic 
listed is not a problem, put a mark in the column headed "Not a Problem 
for this Person." 

CHARACTERISTIC SERIOUS OR SLIGHT OR NOT A 
REPEATED OCCASIONAL PROBLEM 
PROBLEM FOR PROBLEM FOR FOR THIS 
THIS PERSON THIS PERSON PERSON 

1. Does he have a need for 
psychological or psychi
atric treatment? 

2. Is he able to get along 
with others? 

3. Does he have anger or 
hostility toward others? 

4. Does he have a tendency to 
withdraw from others, to 
isolate himself? 

5. Can he handle the demands of 
the "real world"? 

6. How does he relate to others 
sexually? 

7. Is he aware of any psycho
logical problems he may 
have? 

8. How is his self-esteem or 
self-concept? 
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CHARACTERISTIC SERIOUS OR 
REPEATED 
PROBLEM FOR 
THIS PERSON 

SLIGHT OR 
OCCASIONAL 
PROBLEM FOR 
THIS PERSON 

NOT A 
PROBLEM 
FOR THIS 
PERSON 

9, How much emotional pain 
is he suffering? 

10. How dependent is he on others 
for satisfaction of his needs? 

11. Does he use or manipulate 
other people? 

12. Is he successful in his 
occupation? 

13. How is his relationship 
with his family? 

14. How does he respond to day-
to-day problems he 
encounters? 

15. How healthy was his adjust
ment as a child? 
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APPENDIX M: BOGUS INFERENTIAL OUTCOME 

MEASURE, ORDER 2 

Please enter your number in this blank: 

Using the following list, make a judgment about the person you just saw 
being interviewed with regard to each of these psychological character
istics. If you think that the characteristic listed is not a problem 
for the person interviewed, put a mark in the column headed "Not a 
Problem for this Person," If you think that the characteristic listed 
is a problem occasionally or to a slight degree, put a mark in the 
colimm headed "Slight or Occasional Problem for this Person," If you 
think the characteristic listed is a problem repeatedly or to a serious 
degree, put a mark in the column headed "Serious or Repeated Problem 
for this Person," 

CHARACTERISTIC NOT A 
PROBLEM 
FOR THIS 
PERSON 

SLIGHT OR 
OCCASIONAL 
PROBLEM FOR 
THIS PERSON 

SERIOUS OR 
REPEATED 
PROBLEM FOR 
THIS PERSON 

Does he have a need for psy
chological or psychiatric 
treatment? 

Is he able to get along with 
others? 

3, Does he have anger or 
hostility toward others? 

Does he have a tendency to 
withdraw from others, to 
isolate himself? 

5. Can he handle the demands 
of the "real world"? 

6. How does he relate to 
others sexually? 

Is he aware of any psycho
logical problems he may 
have? 

8. How is his self-esteem or 
self-concept? 
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CHARACTERISTIC 

9. How much emotional pain 
is he suffering? 

10. How dependent is he on 
others for satisfaction 
of his needs? 

11. Does he use or manipulate 
other people? 

12. Is he successful in his 
occupation? 

13. How is his relationship 
with his family? 

14. How does he respond to 
day-to-day problems 
he encounters? 

15. How healthy was his 
adjustment as a child? 

NOT A 
PROBLEM 
FOR THIS 
PERSON 

SLIGHT OR 
OCCASIONAL 
PROBLEM FOR 
THIS PERSON 

SERIOUS OR 
REPEATED 
PROBLEM FOR 
THIS PERSON 
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APPENDIX N: MENTAL HEALTH-MENTAL ILLNESS 

DEPENDENT VARIABLE, ORDER 1 

Please enter your number in this blank: 

Please use one of the following categories to indicate how mentally 
healthy or mentally ill is the person you just saw being interviewed, 
Put a mark on the line next to the description which you think best 
fits that person: 

Very mentally ill 

Mentally ill 

Mentally healthy 

Very mentally healthy 
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APPENDIX 0: MENTAL HEALTH-MENTAL ILLNESS 

DEPENDENT VARIABLE, ORDER 2 

Please enter your number in this blank 

Please use one of the following categories to indicate how mentally 
ill or mentally healthy is the person you just saw being interviewed. 
Put a mark on the line next to the description which you think best 
fits that person: 

Very mentally healthy 

Mentally healthy 

Mentally ill 

Very mentally ill 
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APPENDIX P: PSYCHODIAGNOSIS DEPENDENT 

VARIABLE, ORDER 1 

Please enter your number in this blank 

Please diagnose the person you just saw being interviewed. Use one 
of the following diagnostic categories. Indicate your choice by put
ting a mark on the line next to the category which you think fits 
best: 

Psychosis 

Character disorder 

Neurosis 

Situational disturbance 

Normal adjustment 
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APPENDIX Q: PSYCHODIAGNOSIS DEPENDENT 

VARIABLE, ORDER 2 

Please enter your number in this blank: 

Please diagnose the person you just saw being interviewed. Use one 
of the following diagnostic categories. Indicate your choice by put
ting a mark on the line next to the category which you think fits 
best: 

Normal adjustment 

Situational disturbance 

Neurosis 

Character disorder 

Psychosis 
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APPENDIX R: MANIPULATION CHECK AND 

POST-EXPERIMENT QUESTIONNAIRE FOR 

NEGATIVE-LABEL CONDITION 

Please enter your number in this blank: 

1. What diagnosis was previously given by a group of psychologists and 
psychiatrists to the person you just saw being interviewed? 

2. Who was the person you just saw being interviewed? 

3. What was the reason for- the interview? 

4. Where did the interview take place? 

5. Who was the interviewer? What was his job? 

6. Why is this study being conducted? What is the experimenter 
trying to find out? 
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7. Do you think that this study is being conducted for any reason other 
than that told to you by the experimenter? WTiat other purpose, if 
any, do you think there is? 
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8. Do you think that you were given any information by the experimenter 
which was intended to influence your responses? What was this infor
mation, if any? 
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Was the way you thought or felt about the person being interviewed 
actually influenced by any information you were given by the exper
imenter? What was this information? How did it affect your 
responses on the various questionnaires you filled out after you 
saw the videotape? 



APPENDIX S: MANIPULATION CHECK AND 

POST-EXPERIMENT QUESTIONNAIRE FOR 

NO-LABEL CONDITION 

Please enter your number in this blank 

1. How did you find out about this experiment? 

2. Who was the person you just saw being interviewed? 

175 

3. What was the reason for the interview? 

4. Where did the interview take place? 

5. Who was the interviewer? What was his job? 

6. Why is this study being conducted? What is the experimenter 
trying to find out? 
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7. Do you think that this study is being conducted for any reason other 
than that told to you by the experimenter? What other purpose, if 
any, do you think there is? 
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8. Do you think that you were given any information by the experimenter 
which was intended to influence your responses? What was this infor
mation, if any? 
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Was the way you thought or felt about the person being interviewed 
actually influenced by any information you were given by the exper
imenter? What was this information? How did it affect your 
responses on the various questionnaires you filled out after you 
saw the videotape? 
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APPENDIX T: SUBJECTS' RAW SCORES ON MHMI AND 

PSYCHODIAGNOSIS DEPENDENT VARIABLES 

Cell 
Videotape Hypothesis 

Subject Credibility Awareness'^ 
MHMI . Psychodiagnosis 
Score Score 

1 

2 

3 

4 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

R 

R 

R 

F 

F 

F 

R 

R 

R 

F 

F 

F 

F 

R 

R 

R 

R 

R 

R 

R 

F 

R 

F 

R 

R 

R 

U 

A 

A 

U 

A 

A 

U 

U 

A 

U 

A 

U 

u 

A 

A 

A 

U 

U 

U 

U 

u 

u 

u 

u 

u 

u 

3 

3 

3 

3 

3 

3 

2 

3 

3 

2 

3 

2 

3 

3 

3 

3 

2 

2 

3 

2 

2 

2 

2 

3 

2 

2 
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Cell^ 

5 

6 

7 

8 

9 

10 

Subject 

27 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 

41 

42 

43 

44 

45 

46 

47 

48 

49 

50 

51 

52 

53 

54 

55 

56 

Videotape 
Credibility 

R 

R 

R 

R 

R 

R 

F 

R 

R 

F 

F 

R 

F 

R 

R 

F 

R 

R 

F 

R 

R 

R 

R 

R 

R 

R 

F 

F 

F 

R 

Hypothesis 
Awareness 

U 

A 

A 

U 

U 

U 

A 

A 

U 

U 

U 

U 

u 

u 

u 

u 

u 

u 

u 

u 

u 

u 

A 

A 

A 

A 

A 

A 

A 

A 

MHMI ^ 
d 

Score 

2 

3 

2 

3 

4 

3 

4 

3 

2 

2 

2 

2 

2 

3 

3 

2 

3 

3 

2 

2 

3 

3 

2 

2 

2 

2 

2 

1 

2 

2 

Psychodiagnosis 
Score 

5 

5 

2 

2 

5 

4 

4 

5 
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Videotape , Hypothesis MHMI Psychodiagnosis 
Cell Subject Credibility Awareness Score Score 

5 

2 

3 

3 

11 61 F U 2 5 

5 

4 

12 

13 

14 

15 

57 

58 

59 

60 

61 

62 

63 

64 

65 

66 

67 

68 

69 

70 

71 

72 

73 

74 

75 

76 

77 

78 

79 

80 

81 

82 

83 

84 

85 

86 

F 

R 

F 

R 

F 

F 

F 

R 

F 

R 

F 

R 

F 

F 

R 

R 

F 

R 

R 

F 

F 

R 

F 

F 

R 

F 

R 

R 

F 

F 

A 

A 

A 

A 

U 

U 

u 

u 

X 

u 

u 

u 

X 

u 

u 

X 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

A 

U 

U 

2 

3 

3 

3 

2 

2 

2 

2 

3 

2 

2 

2 

2 

2 

2 

3 

2 

3 

3 

3 

2 

2 

2 

3 

3 

2 

3 

2 

3 

2 

5 

4 

4 

3 

3 

4 

3 

5 

2 

2 

1 

5 

5 

3 

3 

3 

5 

2 

5 

3 

5 
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a 
Cell 

16 

5' 

Subject 

87 

88 

89 

90 

91 

92 

93 

94 

95 

96 

Vid eotape 
Credibili 

Additional 

97 

98 

99 

100 

101 

102 

F 

R 

R 

F 

R 

F 

F 

R 

F 

F 

b 
ty"" 

Subjects 

R 

R 

R 

R 

R 

F 

Hypoth esis 
Awareness 

U 

X 

u 

X 

X 

X 

u 

X 

u 

u 

for Cell 

X 

X 

X 

X 

X 

X 

Number 

MHMI ^ 
Q Score 

2 

2 

3 

2 

2 

2 

2 

2 

2 

2 

5 

3 

2 

3 

3 

3 

Psychod, iagnosis 
Score'^ 

2 

2 

2 

5 

2 

5 

3 

3 

5 

2 

^See Table 4 for treatments pertinent to each cell. 

^R = Judgment by S_ that interview was real; F = judgment by 2 

that interview was fake. 

"u = S unaware of manipulation and/or hypotheses related to label 

independent" variable; A = 2 aware; X = 2 unclassified or unclassifiable 

^Higher values indicate more pathological ratings; scores varied 

from 1 to 4. 

^Administered to graduate students only. Diagnosis 1 = psychosis; 

2 = character disorder; 3 = neurosis; 4 = situational disturbance; 5 = 

normal psychological adjustment. 




