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ABSTRACT: The present study was an attempt to examine the rating bias of ther- 
apists participating in an evaluation of an experimental quality assurance system at 
a community mental health center. The test program was intended to identify patients 
who demonstrated lack of progress or poor level of functioning after two months of treat- 
ment, and to employ a clinical assessment process by independent clinicians to evalu- 
ate problems in the quality of care. 

It was believed that the therapists knowledge that they might have their clinical work 
assessed would lead to biased ratings of more severe symptomatology in their patients. 
The results of this study partially supported the hypothesis. Patients in the peer review 
system were rated as more dysfunctional at admission on Psychological Functioning 
than patients in the control groups. No differences, however, were found on Basic Life 
Functioning, Anti-Social Behavior, or Mental Processes. The implications for these 
results relative to psychotherapy research, quality assurance, and program evaluation 
are discussed. 

The rap i s t  j u d g m e n t s  of  client funct ioning  have  fo rmed  a corners tone  for m u c h  
of  the p sycho the rapy  ou tcome  research l i tera ture  ( L u b o r s k y  et al. 1971) as well 

as for such other  activities as qual i ty  assurance  systems and  p r o g r a m  evalua-  
t ion of  men ta l  heal th services (Tash  et al., 1982; T a s h  and  Stahler ,  1984). T h e  

act of  s tudying  and  eva lua t ing  p sycho the rapy  or men ta l  heal th  services, how- 
ever,  m a y  influence the results of  such research.  Indeed ,  expe r imen ta l  art ifacts 

p roduc ing  biased results have  been extensively studied in m a n y  areas of  psy- 

chology (Rosentha l ,  1966; and  Rosen tha l  and  Rosnow,  1969). T h e  fact that  

therapists  are highly t ra ined does not preclude the possibility that  they, too, can 
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be affected by observer bias effects. Sullivan, for example, called attention to 
the frequent problem of the idealization of the patient by the therapist (1965, 
cited in Mullahy, 1973). Others have also discussed the biased perceptions of 
the therapist because of counter-transference (Freud, 1949; Berman, 1959; Cut- 
ler, 1958; Epstein and Feiner, 1979; Garfield and Affleck, 1960; Reich, 1951; 
Searles, 1979; Zirlde, 1959). 

Traditionally, however, researchers have tended to perceive the therapist as 
the best judge of therapeutic progress and efficacy since the clinician is the "ex- 
pert" and the patient's judgment is distorted by transference (Horenstein, Hous- 
ton, and Holmes, 1973) or by the need to feel that he/she has not "wasted his 
time" (Berg, 1952). Thus, in one review of 165 psychotherapy outcome studies, 
the vast majority utilized only therapist rating measures (Luborsky, et al., 1971). 
Yet it is quite likely that there are biases in the therapist's vantage point. 

Rosenberg's work (1969) on evaluation apprehension and social desirability 
in the psychological experiment is of particular importance in this context. His 
research suggests that when the subject perceives the experimenter as having 
"power" over him/her in regard to controlling access to a subject's desired goal 
or activity, the subject's responses will be biased in the cued direction. In a quality 
assurance situation or other forms of program evaluation, senior clinical staff 
or administrators are often viewed as controlling access to such goals as valida- 
tion of competence, approval, and promotion. Thus, scrutiny of a therapist's 
clinical work in a peer review or program evaluation situation may arouse evalu- 
ation apprehension in therapists and may affect the way therapists report pa- 
tient symptomatology or treatment progress. 

In the psychotherapy outcome research literature, there has been some specu- 
lation that rating bias may affect the results of psychotherapy evaluations, but 
this seldom has been studied. Most investigators have reasoned that when psy- 
chotherapists and patients submit the results of their work to the scrutiny of 
a researcher, they bias their assessments in the direction of successful results 
(Steinhelber, 1970). Others have reported a "reverse bias" effect in which ther- 
apist ratings of patient dysfunction are biased toward less improvement. For 
example, Parloff, Kelman, and Frank (1954) believe that this may occur when 
patients are better able to admit psychopathology over the course of treatment. 
Meehl (1959), Dailey (1952), and Michaux et al. (1963) all found evidence sug- 
gesting that therapists tended to underestimate improvement in their patients 
and overestimate pathology. 

Consistent with Rosenberg's research, the bias in the "cued direction" may 
be toward rating patients as more dysfunctional since the training of psychother- 
apists and their role functions are largely oriented toward identifying psy- 
chopathology so as to more effectively intervene. Thus, in terms of receiving 
esteem from peers, it may be preferable to be over-zealous in identifying sym- 
ptomatology than to underestimate or "miss" areas of dysfunctional behavior. 
This may be particularly true when ratings are conducted as an experiment and 
are not part of the routine procedures of a treatment facility. 

The present study was an attempt to examine therapist rating bias within 
the context of an evaluation of a demonstration quality assurance system being 
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tested in a federally funded communi ty  mental  health center.  Th e  p r imary  ques- 
tion unde r  investigation was whether  a quali ty assurance p r o g r a m  designed to 
identify problem cases would result in a biased rat ing of pat ient  level of  func- 
t ioning. 

T h e  exper imenta l  quali ty assurance system involved utilizing a peer  review 
of  cases based on level of  patient dysfunction or  lack of  progress after two months  
of t rea tment .  It was believed that because staff involved in the s tudy knew that  
their  clinical work and their  "problem cases," in part icular ,  might  come u n d e r  
peer review, their ratings of experimental group patient level of functioning would 
be more  severe at intake and te rmina t ion  than staff ratings of the two control  
groups which were comprised of r andomly  selected clients who were not par t  
of this qual i ty assurance p rog ram but  who did receive t rea tment  in the center .  

It was also predicted that the Concu r r en t  Cont ro l  G r o u p  (clients in the cen- 
ter  not involved in the demons t ra t ion  quali ty assurance p ro g ram  but  in treat- 
ment  in the menta l  health center  at the same t ime as the Exper imenta l  Group)  
would be rated as more  poorly funct ioning than the P re -S tudy  Cont ro l  G r o u p  
(comprised of clients who had completed t rea tment  in the center  pr ior  to the 
start of the qual i ty assurance project).  This  would suggest system-wide impact  
at t r ibutable to having a study team in the Center .  

ME THOD 

Subjects 

Experimental Group (E Group). Subjects in this group consisted of all new admissions and 
re-admissions enrolled in adult, adolescent, and drug outpatient therapy, residential 
treatment, and partial care modalities during alternate weeks over a four month period. 
Children under sixteen years of age, methadone patients, inpatients, non-English speak- 
ing individuals, and those unable to complete the admission forms because of the severity 
or acuteness of their illness were excluded. This resulted in obtaining 256 subjects for 
this group, with a mean age of about 30, a mean educational attainment of 12.64 years, 
and an average individual income of $6,336. Most patients were outpatients (89.5 %) 
and Caucasian (94. 1%), with only a slightly higher percentage of females (53.3 % ) rela- 
tive to males (46.5%). The majority of subjects were new admissions (79.3%), with 
only 20.7% having received prior treatment at the mental health center. 

Concurrent Control Group (C Group). With the exception of children under sixteen, metha- 
done clients, inpatients, and those unable to complete the admission forms, all patients 
admitted or re-admitted on alternate weeks during the first three months of the study 
comprised the Concurrent Control Group. This consisted of 283 patients, with a mean 
age of 31, mostly Caucasian (91.5 %), and an average educational attainment of 12.54 
years. The mean individual income for this group was $8,930, and there were slightly 
fewer males (46.3 %) relative to females (53.7 %). The majority of the group were new 
admissions (74.2 %), with only 25.8 % having received treatment at the center previously. 

Pre Study Control Group (P Group). Since it was suspected that the experimental quality 
assurance program might have system-wide effects which could influence therapists 
and/or patients in the Concurrent Control Group, a second control group was included. 
The Pre-Study Control Group consisted of data obtained from 278 randomly selected 
patient records meeting the same criteria as the two other groups, but who completed 
treatment before the start of the present study. Prior to the present study, cases were 
selected for peer review on a random basis. Subjects were selected using all patients 
admitted during alternate weeks for a four month period beginning eight months prior 
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to the start of the study. The group had a mean age of 28.94 years, an average educa- 
tional attainment of 12.67 years, and a mean individual income of $6,984. A slight 
majority were female (59.9%), and most were Caucasian (89.9%). Seventy percent 
were new admissions with 29.9 percent having received prior services in the center. 

Demographic equivalence among groups was tested with one way ANOVA's and 
chi-square analyses on ethnicity, gender, marital status, diagnosis, age, educational 
attainment, and average annual income. Income was found to be significantly higher 
in the C-Group, which also had the largest number of missing data on the variable 
and the highest proportion of subjects with unknown income. It may be speculated that 
those subjects not reporting income may have had lower income levels than those whose 
incomes were known. 

Instruments 

The Level of Functioning scale (LOF) is a nine item rating scale assessing the patient's 
current level of functioning and is routinely completed by the therapist after the clini- 
cal intake session (Pre-Measure) and at termination (Post-Measure) at the center. For 
the present study, therapists also completed this form on patients in the Experimental 
Group after two months of treatment (Interim Measure) to assist in determining if peer 
review was required. 

The scale was developed by Carter and Newman (1976) and modifed by the Colorado 
Division of Mental Health, Statistical Analysis and Research Section, and the Colorado 
Treatment Outcome Task Force (Edward's McGuirk, and Wilson, 1978: Ellis, 1977) 
for use in all state mental health agencies and state hospitals in Colorado. The instru- 
ment is a 50 point rating scale divided into five levels of ten points each, with zero 
to ten representing good functioning and 40 to 50 classified as severe disruption. There 
are nine dimensions on the scale which consist 0fthe following: socio-legal functioning, 
substance use, medical/physical health, mental processes, emotional health, personal 
behavior, inter-personal relationships, occupation/education/home managements, and 
meeting basic needs. This scale has shown moderate criterion and construct validity 
(Irving, 1981; Krowinsky and Fitt, 1978; and Newman, 1980). All clinicians involved 
in the study were thoroughly trained in the use of the scale since it has been a standard 
form in the center for over a year. Prior to making any statistical comparisons, this 
scale was factor analyzed using an orthogonal (Varimax) rotation to reduce its dimen- 
sionality. The factor analysis, based on an n = 809, yielded three dimensions--Basic 
Life Functioning, Psychological Functioning, and Anti-Social Behavior. The item, "Men- 
tal Processes," did not load differentially on the other factors and was kept as a separate 
item for statistical analysis. 

Procedure 

All clinicians in the mental health center were briefed in a series of meetings by the 
Center Director and Director of Evaluation about the new procedure for a proposed 
study concerning quality assurance. The staff were informed that the study was to be 
jointly conducted with a consulting firm under contract with the National Institute of 
Mental Health, and that researchers from the firm would oversee all phases of the pro- 
ject. In addition, the methodology of the study was explained, and a brief memo describ- 
ing the project was distributed to all personnel. No staffwere informed, however, about 
the present study concerning the examination of therapist rating bias. 

Alternate weeks over a four month period were designated as E sampling weeks, during 
which time all patients admitted or re-admitted on these days would be placed in the 
Experimental Group. Patients admitted or re-admitted during alternate weeks were 
included in the Concurrent Control (C) Group. On admission, clients in the E Group 
were given an admission form and told they might be requested to come in at a later 
date to be interviewed as part of the center's quality assurance program. C Group clients 
were given only the admission form to complete. After this administrative intake, clients 
were assigned to a clinician based on availability and scheduled for a clinical intake 
session. After meeting with clients for one session, clinicians completed the LOF pre- 
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measure which is a routine procedure in the center. After two months of treatment E 
Group clients were again re-evaluated on the LOF. Those showing the least progress 
or those most dysfunctional according to these measures were referred to the peer re- 
view committee, which assessed the process of treatment. This committee reviewed the 
case file and had the option to utilize clinical assessment interviews by independent 
center clinicians to assist in identifying problems in the quality of care. After the peer 
review process, recommendations were then provided to the client's therapist. During 
the study a total of 90 clients were referred to the peer review committee and 54 clients 
were invited for assessment interviews. The objective of this procedure was to identify 
and remediate any deficiencies in the quality of treatment which may have contributed 
to the lack of client progress, to provide feedback to therapists on their "problem" cases, 
and to implement a more direct evaluative mechanism for assuring quality of care. At 
termination, each therapist again completed the LOF for clients in both groups. For 
the purposes of this study only intake and termination LOF data were used. 

RESULTS 

I t  was predic ted  that  therapis ts  involved with pat ients  in the E G r o u p  would  

rate  t h e m  as m o r e  dysfunct ional  in compar i son  to those in the C and P Groups .  

In  addi t ion,  it was ant ic ipa ted  that  C G r o u p  Pat ients  would  be ra ted  as m o r e  

dysfunct ional  than  P G r o u p  pat ients  indicat ing a sys tem-wide  impac t  of  the 
demonstra t ion quality assurance p rogram.  T w o  series of  analyses were per formed 

on the L O F  data .  First, p lanned  or thogona l  contrasts  (Winer ,  1971) were  uti- 

lized to c o m p a r e  the three  subject g roups  on L O F  scores at admiss ion.  T h e  sec- 

ond series of  tests involved using analyses of  covar iance  ( A N C O V A )  on termi-  

na t ion  scores corrected for the admiss ion  rat ings.  Wi th  var iables  on which 

significant differences were  found  a m o n g  groups  in the A N C O V A ,  contrasts  
were  employed  as post hoc tests with D u n n - B o n f e r o n i  correct ions.  T o  reduce  

within cell var iance ,  the E G r o u p  was divided into seven groups  for purposes  

of  analysis accord ing  to the processes of  the qual i ty  assurance  system, but  are 

aggrega ted  here for clarity. 

Admission Scores 

Planned  or thogonal  contrasts  were used to test for differences be tween E G r o u p  

and  C and P G r o u p s  on admiss ion  L O F  scores for the three L O F  factor  scales 

and  Men ta l  Processes i tem. Tab l e  1 presents  the m e a n s  and  s tandard  devia-  

tions for admiss ion  L O F  scores for all groups.  Cons is ten t  with expecta t ions ,  

E G r o u p  rat ings of  Psychological  Func t ion ing  were found  to be h igher  (i .e. ,  

m o r e  dysfunct ional)  than  those of  the C and P G r o u p s  (F  = 6.60, df = 1 ,804 ,  

p < .01). 
O n  the other  hand ,  no differences were found be tween  the E G r o u p  and the 

C and P G r o u p s  on therapis t  ra t ings  of  pa t ien t  level of  funct ioning  on Basic 
Life Func t ion ing  (F  = 1.35, df = 1, 803, p = .60), Ant i -Social  Behav ior  (F 

= 1.35, df = 1 ,803 ,  p = .24), and  M en ta l  Processes (F  = .77, df = 1, 805, 

p = .37) at admiss ion.  
In  addit ion,  p lanned  or thogonal  contrasts  were also employed  to test whether  

the C and P Groups  differed on L O F  ratings to de te rmine  the extent  of  a system- 
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Table 1 
Means and Standard Deviations for Admission LOF Scores 

For All Subject Groups 

Basic Life Psychological Anti-Social Mental 
Group n Functioning Functioning Behavior Processes 

Experimental 252 62.12 92.57 41.01 21.54 
Subgroups (28.04) (22.74) (21.04) (10.78) 

Concurrent 281 60.76 87.42 38.51 21.46 
Control (26.27) (22.51) (20.71) (9.98) 

Pre-Study 278 59.74 87.42 37.93 22.73 
Control (28.72) (24.72) (21.68) (11.67) 

Total 811 60.83 89.02 39.10 21.92 

wide effect. No differences were found on Basic Life Funct ion ing  (F = 0, df 
= 1, 804, p = 1.0), Anti-Social Behavior  (F  = .10, df = 1, 803, p = .74), 

and Menta l  Processes (F  = 1.91, df = 1, 805, p = .16), thereby indicat ing 
no support for the predicted system-wide impact of the quality assurance program. 

Termination Scores 

Analysis of covariance ( A N C O V A )  was used to test for differences among groups 
at t e rmina t ion  with values corrected for admission scores. Table  2 presents the 
means  and s tandard deviations for the L O F  at terminat ion.  Co n t r a ry  to expec- 
tations, no differences among  groups were found on Menta l  Processes (F  = 
.56, df = 8 ,463 ,  p = .81). Significant differences were found, however,  among  
groups on Basic Life Funct ioning  (F  = 2.39, df = 8 ,463 ,  p = .01), Psycholog- 
ical Funct ion ing  (F  = 2.49, df = 8, 463, p < .01), and Anti-Social  Behavior  
(F  = 2.21, df = 8, 463, p = .02). Contras ts  with the Dunn-Bonfe ron i  adjust- 
ment  were employed  to make post hoc comparisons of  interest relative to hy- 
potheses: Cont rac t  1 = E vs. C + P ;  Cont ras t  2 = C vs. P. This  procedure  
revealed no differences on Basic Life Funct ion ing  (F  = .391, df = 1, 463, p 

= . 5 3 ; F  = .01, d r =  1 ,463 ,  p = . 8 9 ) , F  = .44, d f =  1 ,463 ,  p = .50), and 
Anti-Social  Behavior  (F  = .35, df = 1, 463, p = .55; F = .11, df = 1, 463, 
p = .74). The  only post hoc tests that revealed significant differences among  
groups concerned non-hypothesis  related comparisons.  

Therapist Debriefing Questionnaire 

At the conclusion of this study, therapists who had patients as subjects in the 
study were administered a questionnaire concerning a n u m b e r  of aspects regard- 
ing the qual i ty assurance program.  One  item that was relevant  to the present  
study was the following: "How did the knowledge that some of your  more  dys- 

functional  cases might  come unde r  peer  review and clinical assessment to eval- 
uate the qual i ty of  t rea tment  affect you? Did you do anyth ing  differently be- 
cause of this possibility?" O f  the 51 therapists given the quest ionnaire ,  twenty 
re turned  them. These  twenty clinicians were responsible for t reat ing 91 of the 
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Table  2 
Means  and Standard D e v i a t i o n s  for T e r m i n a t i o n  L O F  Scores 

Basic Life Psychological Anti-Social Mental 
Group n Functioning Functioning Behavior Processes 

Experimental 129 59.93 82.26 40.81 19.41 
(25.69) (24.78) (20.36) (9.30) 

Concurrent 143 56.08 79.79 36.57 19.40 
Control (26.61) (26.55) (21.19) (10.20) 

Pre-Study 200 55.13 78.70 35.17 20.57 
Control (27.89) (28.08) (20.88) (10.87) 

Total 473 56.73 80.00 37.14 19.90 

173 E G r o u p  pat ients  who had  three or m o r e  sessions as well as 32 of the 38 

patients who were clinically assessed. These clinicians were relatively experienced, 
hav ing  worked  for the center  for an average  of  4.5 years,  and  hav ing  worked  

professional ly  as therapists  for an average  of nine years.  Overa l l ,  mos t  clini- 

cians repor ted  that  the peer  review sys tem did not  affect them.  O n e  clinician 

m e n t i o n e d  that  it m a d e  h im anxious  at first: "I felt anxious  ear ly on abou t  this, 

bu t  now feel little or  no anxiety.  Peer  Rev i ew  . . . is clearly of  a non-puni t ive  

na tu re . "  Several  therapists ,  however ,  seemed somewha t  defensive in their  re- 

m a r k s  abou t  a peer  review nol affect ing them:  

--"I am never threatened by the prospect of my peer reviewing my work as I 
see this as a learning experience, not competition!" 

"It was impossible to do any better than I was already doing, as I always do the 
best I can. It felt critical, but I think it should not be." 

"I always do the best I can." 

Finally,  several  we lcomed  the oppor tun i ty  of  potent ial ly  ob ta in ing  feedback on 

their  work:  

"I was always eager to compare their assessment with my own." 

"It felt helpful to have others' opinions." 

"It is helpful to have my more dysfunctional cases reviewed." 

"I welcomed the opportunity to have the case reviewed, but felt in some ways 
it placed the client in a bind." 

Thus ,  if therapis t  self-report  is t aken  at face value,  there  is little over t  evi- 

dence to suppor t  the predic t ion that  the possibil i ty of  peer  review changed  their  

ra t ings of  pa t ient  s y m p t o m a t o l o g y ,  a l though in some cases, therapis ts  had  

repor ted  a modes t  level of  eva lua t ion  apprehens ion  rega rd ing  peer  review. 

Nevertheless ,  consider ing that  the s tudy was conduc ted  in one C M H C ,  the re- 
turn  rate  of  therapis t  ques t ionnai res  (40 %) m a y  be indicat ive of  the defensive-  

ness we were t rying to measure .  Al though  the s tudy was conduc ted  at only one 
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site, the center is fairly typical of C M H C s  nationally, which is one of the rea- 
sons the site was selected. However, additional invesigation in other centers will 
be needed to further assess the validity of these results. 

Intra-Group Comparisons Related to Data Loss 

One of the major problems in this study, as is the case with many other field 
research projects, is that of data loss. In this study, data were lost in two ways. 
First, patients dropped out of treatment prior to the three session criterion mea- 
surement. Secondly, some patients were still in treatment by the end of the study 
and therefore did not have the termination data completed on them. An exten- 
sive series of analyses were conducted to examine the characteristics of these 
groups and to compare them to subjects within the same experimental or con- 
trol group on whom the hypothesis-testing analyses were conducted. This helped 
to ascertain how representative the data used in the hypothesis-testing compar- 
isons were in relation to the initial subject groups admitted to the study. 

A detailed presentation of these results is reported elsewhere (Stahler, 1982). 
In general, however, dropouts tended to be rated better on Psychological Func- 
tioning than the non-dropouts, and the non-terminated patients tended to have 
a higher incidence of psychosis but a lower rate of Anti-Social Behavior than 
terminated patients. 

DISCUSSION 

The purpose of this study was to assess the presence of therapist rating bias as 
a function of potential observation, or in this case peer review scrutiny in a field 
setting. It was expected that therapists would bias their ratings of client level 
of functioning toward greater severity so as not to "miss" any psychopathology. 
The results indicated partial support for the hypothesis in that the E Group pa- 
tients were rated as more dysfunctional at admission than C or P Group pa- 
tients on Psychological Functioning, but not in terms of the other dimensions 
of Basic Life Functioning, Anti-Social Behavior, or Mental Processes. This pat- 
tern of results may be because clinicians are more attuned to Psychological Func- 
tioning than to the other dimensions. The practitioner in the field of mental 
health carries a cognitive set predisposed to finding psychopathology. The ba- 
sic purpose of an initial clinical evaluation is to assess, with as much precision 
and specificity as possible, the patient's symptomatology and psychological dis- 
turbance. With few exceptions, most psychotherapy orientation focuses on psy- 
chological dysfunction or maladjustment (as opposed to psychological health), 
just as medicine seeks to identify and treat pathological processes. Thus, it would 
be expected that in anticipation of possible peer scrutiny, clinicians may have 
a bias toward rating patients as more dysfunctional during their initial assess- 
ment since positive regard by peer professionals is in part contingent upon how 
well therapists can identify and recognize psychopathology. The fact that only 
ratings of Psychological Functioning were found to be biased, and not the other 
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factor scales, may be due to the fact that psychological functioning is the aspect 
of functioning to which clinicians are most attentive. 

At termination, however, ratings of Psychological Functioning in the E Group 
were no different from those of the other groups. This may have been a result 
of the therapists' need to see their patients as improved. Given the amount  of 
therapist effort and involvement provided in psychotherapy, clinicians may need 
to believe that their patients' level of functioning has improved. However, the 
latter findings also may have been influenced by data loss incurred in the study. 
Admission scores were not affected by treatment "dropout" and non-terminated 
clients since ratings were made during the first clinical contact. There was an 
approximate sample loss of 40 percent across groups between admission and 
termination. It is difficult to ascertain what the impact of this data loss was on 
the hypothesis testing. In very general terms, dropouts tended to be less dys- 
functional than non-dropouts, but the non-terminated client group tended to 
have a higher proportion of diagnosed psychotic patients with a smaller proportion 
of substance abusers. Thus those with termination data utilized in the analyses 
may have been biased toward a more "average" level of dysfunction since there 
was a tendency toward a disproportionate loss of patients at opposite ends of 
the functioning scale. 

One of the problems that lessened the impact of implementing a new problem- 
based quality assurance program was that the center had a peer review system 
already in place prior to the study. Although cases were selected purely on a 
random basis, clinicians were still to some extent accustomed to having their 
work come under peer scrutiny. Hence, the new quality assurance program in- 
volving peer review of problem cases may not have affected clinicians at this 
center as much as it might have at a clinic where no prior peer review had been 
in existence. Moreover, because research is conducted on a fairly routine basis 
at this particular C M H C ,  clinicians are perhaps more accustomed to observa- 
tion than at many other clinical settings. Thus, the impact of the experimental 
manipulation was probably diluted somewhat by a "desensitization" to researcher 

scrutiny. 
Another limitation of the study involved the assignment of clinicians to sub- 

ject groups. Unfortunately, the same clinicians treated patients in all three sub- 
ject groups. Ideally, it would have been preferable to randomly assign therapists 
to treat patients in each specific subject group exclusively. Although therapists 
were informed of subject group membership for their patients (i.e., whether 
these patients could be potentially selected for peer review or not), this still may 
have resulted in a greater probability for a Type II error. There would prob- 
ably be a greater likelihood of more similar ratings of patients across groups 
by the same therapist, than if the ratings were made by separate therapists for 
each subject group. These limitations would probably increase the probability 
of Type II error, that is, it would be more difficult to find differences among 
groups. Hence, the results are probably conservative. 

The major finding of the present study was that under potential observational 
or evaluative conditions, therapists tend to rate patients as being more psycho- 
logically dysfunctional at admission than they would otherwise rate them. This 
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raises the issue in psychotherapy research, program evaluation, and quality as- 
surance systems that observing or evaluating therapist work may inherently bias 
therapist ratings of patient functioning. The present study was exploratory in 
that it was conducted in the field and examined rating bias in a rather global 
fashion. More controlled, rigorous research which attempts to examine more 
specifically the nature of therapist rating bias and isolate specific causal factors 
needs to be conducted. It is important to know how and in what ways the act 
of evaluating and studying psychotherapy itself influences that which is being 
studied since it is possible that our knowledge base obtained from psychother- 
apy research may be systematically biased in an unknown way. Research needs 
to address how various modalities of observation impact on the therapist-- patient 
interactions, the extent and magnitude of the impact, and how possible conse- 
quences (such as negative peer review evaluations) affect therapist work. The 
often presumed independence between object of study and observer that un- 
derlies the foundation of psychotherapy research and program evaluation needs 
to be examined with the same scientific rigor and methods as any other psycho- 
logical subject of study. 
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