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SUMMARY

Background: Beliefs and Expectations in Psychotherapy is an essential factor that has
significant implications for psychotherapeutic relationship and outcomes. Pre-
treatment expectations and client improvement have been associated in numerous
research. Studies have also identified a correlation between patients' optimistic
outcome expectations from psychotherapy and improved therapeutic alliance, lower
dropout rates, and maybe better clinical outcomes. These expectancies may change as
a result of a number of variables. However, there is a paucity of evidence on these
mediating elements that affect clients' perceptions and expectations about
psychotherapy, either directly or indirectly. Sociodemographic characteristics,
Personality Traits, Coping Styles and Psychological Flexibility are some of the factors
that may alter the beliefs and expectations of clients in psychotherapy. Indian studies
in this context are scarce, and understanding these correlates will help in appropriate

patient selection for psychological interventions.

Aims: The aim of the study was to study the beliefs and expectations towards
Psychotherapy as a treatment modality for the treatment of psychiatric disorders in
patients attending psychiatry OPD and their association with Personality traits, Coping

styles, and Psychological flexibility.

Methodology: Follow-up patients attending psychiatry OPD who met the selection
criteria were explained the objective and methodology of the study, and written
informed consent was taken. Socio-demographic data and clinical details were
recorded, and open-ended questions were asked and audio recorded. The BEP (Beliefs
in the efficacy of Psychotherapy) scale was used to measure the beliefs of the patients
in psychotherapy, MPEQ (Milwaukee Psychotherapy Expectations Questionnaire)
scale was used to measure the role and outcome expectations of the client in
psychotherapy, the BFI-10 (Brief Factor Inventory-10) was used to assess the
personality traits, Coping Behaviour Assessment Scale (Indian Adaptation) was used
to assess the coping styles of the patients and AAQ-II (Acceptance and Action

Questionnaire 1l) scale was used to assess the Psychological Inflexibility of the



respondents. WHO translation method was used to translate BEP, MPEQ, BFI-10, and
AAQ-II scales into Hindi.

Results: A total of 304 patients participated in the study (Males (N)=150, Females (N)
=154). The mean age of the study population was 31.30 + 9.44. 29.9 % of the study
population had no prior experience with psychotherapy. BEP scores correlated
significantly positively with Extraversion (p=0.004), Agreeableness (p=0.001),
problem-focused coping (p=0.013), Duration of illness (p=0.022), Duration of
treatment (p=0.008), and the number of follow-ups. (p<0.001). There was a significant
negative correlation between avoidant coping and BEP scores (p<0.001). MPEQ
scores were positively correlated with Openness (p=0.019) and Agreeableness
(p<0.001), problem-focused coping (p=0.002), Age (p=0.013), Duration of treatment
(p<0.001) as well as Number of follow-ups (p=0.005). Role expectations were
positively correlated with Openness (p=0.007), Agreeableness (p=0.001), as well as
the duration of treatment (p<0.001) and the number of follow-ups (p<0.001). Outcome
expectations, on the other hand, positively correlated with Extraversion (p=0.022),
Agreeableness (p<0.001), and Age (p<0.001). Higher Beliefs were seen in the Urban
Population (p=0.003), single (p=0.003), graduates and post-graduates (p<0.001),
lower middle and lower socioeconomic categories (p<0.001), those who had prior
experience with psychotherapy (p<0.001) administered by a psychologist (p=0.001)
and those with a family history of psychiatric illness with exposure to psychotherapy
(p=0.007). People exposed to unstructured interventions in the past (p=0.028) and
those with a family history of psychiatric illness with exposure to therapy (p=0.049)
had higher role expectations. People belonging to Joint families (p=0.030) & who had
therapy experience administered by a psychologist (p=0.032) had higher outcome
expectations. Those with a higher education status had a higher role (p=0.001) as well
as outcome expectations (p=0.007). The maximum variance in the beliefs in the

efficacy of psychotherapy was found to be because of avoidant coping (SR? = 0.029).

Conclusion: This study found that Beliefs in the efficacy of Psychotherapy were
positively correlated with the personality traits of Extraversion and Agreeableness and
Problem-focused Coping Styles and negatively with the Avoidant coping style.
Expectations from Psychotherapy correlated positively with Openness and
Agreeableness along with age, problem-focused coping, duration of treatment, and the



number of follow-ups. People with an urban background, higher education status, a
lower or lower middle socioeconomic status, and those with prior experience with
psychotherapy and a positive family history of psychiatric illness with exposure to a
psychological intervention had higher expectations from psychotherapy. This clinic-
demographic profile can be used for appropriate patient selection for psychological

interventions in resource-limited clinical settings.
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INTRODUCTION

Psychotherapy or therapy has been practiced since ancient times as a healing method
across the world. Earlier religious and cultural practices formed the majority part of
psychotherapeutic practices, whether we consider the ancient Greek mythology or the
Indian Bhagwat Gita. Though more didactic, these practices helped people not only to
deal with day-to-day stress but also provided a pathway to self-awareness and change.
Subsequently, psychotherapy schools have progressed from the Freudian
psychoanalytical approach that dominated the first half of the 20th century to the
widely practiced cognitive behavioural approach that has dominated psychotherapy in
the last three decades. Humanism and existential psychotherapies are the new third-

wave psychotherapies that have evolved in recent times. *

According to Wolberg (1967), ‘psychotherapy is the treatment, by psychological
means, of problems of an emotional nature in which a trained person deliberately
establishes a professional relationship with the patient with the object of removing,
modifying or retarding existing symptoms, of mediating disturbed patterns of

behaviour and of promoting positive personality growth and development.’ 2

Psychotherapy forms an integral part of the treatment of various psychiatric disorders
along with the use of medications. It has been seen to be an effective treatment
modality for treating a range of psychiatric disorders, from the neurotic spectrum to
the psychotic spectrum disorders. Psychotherapeutic practices require in-depth
training to employ a range of interventions available in the psychological toolbox.
Although access to professional psychotherapy services in the country remains
limited, the importance of its use in the psychiatric practice cannot be overlooked, and

ways to utilize it need to be evaluated.

According to a resolution passed by the APA in 2012, evidence for the efficacy of
psychotherapy can be found in thousands of studies and meta-analyses conducted
over several decades. Psychotherapy as a treatment modality has been effective across

clinical settings and diagnoses.®

Research has shown that while psychotherapy does modify a person’s emotional and

cognitive state, it also leads to neurobiological changes in the structure and function



of our brain. Some researchers even reported similar efficacy for psychotherapy as
compared to pharmacotherapy in several studies as a treatment modality for the

treatment of psychiatric disorders.*

In India, psychotherapy and counselling are largely synonymous in the psychiatric
practice. A large patient load, complex socioeconomic and cultural milieu, and lack of
trained professionals are only a few of the various challenges present in the practice of

structured psychotherapy in the Indian psychiatric practice. °

According to Carson and Chowdhury (2000), counselling or therapy is generally an
unfamiliar, misunderstood, or undervalued venture in India. They further explain that
therapy or psychotherapy, in particular, are generally viewed negatively and are
usually associated by Indians with the treatment of hospitalized mentally ill
individuals.® With the increasing education rates, access to social media, and
decreasing socioeconomic gaps, the relevance of mental health is increasing in the
Indian population, and so is the utilization of mental health services. But treatment
gaps exist, and the perception of seeking professional psychological help continues to

be stigmatized.

Various factors can affect the process of formation of a psychotherapeutic relationship
as well as the outcomes of the psychotherapy itself. These factors may be at the level
of the client, such as the clinical diagnosis and severity, psychosocial milieu, client
motivation and engagement in therapy, pre-treatment beliefs, myths and expectations
towards the process and outcomes related to therapy, personality-related factors,
transference issues, and so on. Similarly, therapist-related factors such as empathy,
positive regard and affirmation, collecting client feedback and managing
countertransference issues significantly affect the therapeutic relationship. These
factors interact with each other and differentially affect each other’s influence on the
therapeutic relationship and have been the subjects of research for decades. Some
factors, such as the client’s resistance and stage of change, client preferences, socio-
cultural and religious factors, coping styles, and their beliefs and expectations towards
psychotherapy, are unique to each client. Quite often, psychotherapies are offered to
patients based on their respective diagnoses without considering specific patient
factors. Some psychotherapies are indeed better suited to certain specific disorders.
However, matching psychotherapy to only a diagnosis is incomplete and not always

6



effective. The factors mentioned above should thus be considered whenever patients
are selected for a particular psychotherapeutic intervention to make it more

personalized and effective. ’
Beliefs and Expectations in Psychotherapy

Until the 1960s, when clinical psychologists began researching the significance of
client expectations in the field of psychotherapy, the effect of expectations was
primarily a sociological construct. Schulte (2008) defined expectations as ‘cognitions
about a likely future event or state.”® Any given client may have varying expectations
and preconceived assumptions or views about what they might experience during
therapy and how much it can benefit their overall well-being even before they have
come in contact with a therapist or a doctor. These beliefs and expectations might be
modified in the context of various factors unique to each client, such as the type and
duration of illness, severity of symptoms, the experience of the client-therapist

therapeutic relationship, and the unique sociocultural settings of each client.

Out of the various pre-treatment patient characteristics described above, beliefs and
expectations from the process and outcomes of psychotherapy is the one that
potentially contributes to a large number of dropouts and, at the same time, are also

easily malleable factor.

These expectations include process and outcome expectations. Process expectations
include expectations about what will happen during therapy, the techniques used, the
topics and areas covered, and what the client’s and therapist’s roles will be during
therapy. Outcome expectations include the expectations about the desired results from
therapy for the patient.’ The belief factor is the number of beliefs patients come up
with in the efficacy of psychotherapy as an effective treatment strategy for the
treatment of his/her illness. These expectations are the main determinant of client
actions in counselling, such as their level of personal participation, their readiness to
discuss sensitive topics, and even whether they stay in treatment long enough to feel
better.

Multiple studies have found a relationship between pre-treatment expectancies and
client improvement. Studies have also found that positive outcome expectancies from
psychotherapy in patients were linked to a better therapeutic alliance, reduction of

7



dropouts, and potentially better clinical outcomes. There can be several factors that
can modify these expectancies. However, there is a dearth of literature on such
mediating factors that directly or indirectly affect the beliefs and expectations of the
clients regarding psychotherapy.

Role of sociodemographic factors and clinical variables

Various socio-demographic and cultural factors unique to the patient may affect and

modify the client’s baseline beliefs and expectations.

Factors such as age, gender, and past experiences with psychotherapy also influence
variations in the beliefs and expectations of psychotherapy. For example, being older
and female predicts more positive outcome expectations.'® These may be attributed to
a general overarching theme of a better treatment-seeking attitudes in females as well
as greater beliefs that in times of distress psychological interventions are required and
may help.

Past experience shapes all kinds of human beliefs and expectations. Studies have
found that positive past experiences indicate positive outcome expectations for
psychotherapy ' and art therapies *2. Similarly, feedback regarding prior experiences,
opinions, or attitudes from the media, friends, and family members also influences

expectations in a significant manner .

Religious, socio-economic, and ethnic backgrounds also define people’s world view
in various ways. In a study by Belaire and Young (2002) highly religious Christians
expected a non-Christian counsellor to engage in more religious activities during
sessions than moderately devout Christians. Both moderate and conservative
Christians expected a non-Christian counsellor to be accepting and tolerating of
Christian ideas. ** Similarly, Egistoddir and Gerstein (2000) found that Icelandic
students had higher expectations about counsellor expertise than did Americans, and

they also expected them to be more culturally competent. *°

Clinically, several clinical variables may contribute to the beliefs and expectations a
patient might have regarding the psychotherapeutic process or outcomes. For instance,

a patient with a higher severity of illness or a longer duration of illness might expect



their treatment to last longer than someone with a milder degree or a shorter duration

of distress.

For example, Constantino et al. (2014) investigated the correlation of participant
characteristics with patient’s treatment beliefs in psychotherapy in 65 adult
outpatients. They found that patient’s manic symptoms were associated with higher
baseline expectations, whereas substance abuse symptoms and Axis Il comorbidity
were associated with lower baseline expectations. Patients' psychotic symptoms were
positively correlated to post-Session one expectancies, and better global functioning
was linked to greater post-Session one credibility beliefs. *® Similarly, Visla et al.
(2021) in their study found that higher depression levels at the beginning of

psychotherapy were associated with worse outcome expectations. *’
Beliefs & Expectations in Psychotherapy & Personality

The five-factor model of personality is a graded organization of personality traits in
terms of five basic dimensions: Extraversion, Agreeableness, Conscientiousness,
Neuroticism, and Openness to Experience. This model has been used for this study to
assess personality traits in the patients and their association with beliefs and

expectations regarding psychotherapy.®

As per personality theorists, the therapeutic relationship is just one of many
characteristics of counselling related to the fundamental aspects of personality.
Studies have found that patients tend to seek therapists of similar personalities as they
tend to associate better with them. Patients with higher agreeableness and
conscientiousness and lower neuroticism preferred a therapist who was warm and
emotionally in control, whereas participants with lower agreeableness and
conscientiousness and higher neuroticism preferred a therapist who was low on

warmth and with emotion dysregulation. *°

According to studies, people who are friendly, warm, cooperative, and trustworthy are
more inclined to seek counselling from those who share their characteristics (i.e.,
facilitative conditions). Individuals who exhibit these characteristics, as well as those
who are open-minded and responsible, expect to take an active position in the
counselling process. Individuals who are more conventional, guarded, and reluctant,
on the other hand, have higher expectations for a directing counsellor who will do the

9



majority of the talking and take responsibility for the psychotherapy's direction and
success. In practice, therapists expect that ideal clients should be hardworking,
amiable, conversational, open to investigating new concerns, and actively participate

in the counselling process. 2°

The evaluation of the five factors can thus offer a thorough picture of the client's
personality, including emotional, attitudinal, interpersonal, and motivational styles.
This may help the therapist better understand the patient and come across as more

empathic, promoting a better rapport between them.

Beliefs & Expectations in Psychotherapy & Coping styles

Coping style denotes ‘an enduring personality trait that predisposes people to deal
differentially with anticipated or experienced change. It is a characteristic way of
behaving to reduce discomfort and to adapt to a changing environment that is outside

21
of one’s control’

The compensation and capitalization models are two opposing hypotheses concerning
how patients' pre-treatment attitudes and subsequent therapeutic responses interact,
according to Cronbach and Snow (1977). %

Because psychotherapeutic modalities such as CBT are intended to make up for
patients' coping deficiencies by teaching them how to stop self-defeating attitudes and
patterns of behaviour, the compensation model predicts that patients with weak
coping skills before treatment will experience the greatest improvements after
treatment. The capitalization model, however, predicts that because CBT builds on
patients' strengths, those who had the best coping mechanisms prior to treatment will

experience the greatest improvements.?

In times of stress, a person might use various kinds of coping strategies. They may
avoid dealing with the stressor altogether by distracting themselves, denying the
problem completely, or even taking support of substances. These constitute the

avoidant coping styles.

On the other hand, Problem-focused coping strategies, as the name suggests, seek to

modify or eliminate a stressor. Problem-focused coping occurs when the person

10



adapts a method to try to deal with the stressor directly. Planning, problem-solving, or

removing the stressor entirely are all instances of problem-focused coping.

Emotion-focused coping is attempting to deal with one’s emotional reaction to the
stressor. Emotion-focused coping is utilized when you strive to diminish, eliminate, or
merely endure your emotional response to a stressor. Examples include
disengagement, expressing anger and dissatisfaction, seeking emotional support, or

ruminating.

There is a dearth of studies assessing the relationship between beliefs and
expectations in psychotherapy and client coping styles so as to substantiate these
assumptions. Nonetheless, active coping styles may, in general, reflect a better
motivation to change, which might, in turn, lead to greater positive beliefs as well as
positive process & outcome expectations from the psychotherapeutic process, which
might further increase the client’s engagement. Whether coping styles affect client

beliefs and expectations remains an important research question.
Beliefs & Expectations in Psychotherapy & Psychological flexibility

Psychological flexibility is referred to as the “ability to contact the present moment
more fully as a conscious human being, and to change or persist in behaviour when

doing so serves valued ends”

According to the psychological flexibility model, suffering occurs when a person's
behavioural range is functionally limited and less sensitive to adjusting to the current
situation to facilitate living in one of the available life-affirming directions. This is
due to the dominance of cognition and a pattern of avoiding/escaping unwanted

internal experiences (psychological inflexibility).?

On the other hand, it is hypothesised that emotional wellbeing is more likely to exist
when an individual’s behavioural repertoire is functionally large and flexible in the
presence of challenging internal experiences, receptive to the limits of the present
settings and guided by what individuals choose to be the most essential principles for
their life. %

Greater psychological flexibility could also be an outcome of the therapy process
itself as in humanistic therapies like Acceptance & Commitment therapy (ACT).

11



More psychological flexibility will result in less resistance and greater motivation to
go through the process of change, which may have a big impact on the therapy

process itself as well.
The rationale behind the study

Beliefs and Expectations in Psychotherapy is a significant component that affects
intake, retention, as well as outcomes following psychotherapy. Relevant
sociodemographic characteristics, personality, coping strategies, and psychological
flexibility are all aspects that can contribute considerably to a client's beliefs and
expectations. Some of these factors are modifiable, and early interventions may
significantly change their impact on the client’s beliefs and expectations regarding
psychotherapy and subsequent retention in therapy. These parameters may guide the
selection of patients who may be well-suited for psychotherapeutic interventions and
may yield better clinical outcomes in resource-limited countries such as India.
Evidence from India on beliefs in the efficacy of psychotherapy, psychotherapy
process and outcome expectations, and their correlates are currently scarce. Indian
patients are typically anchored in their complicated socio-cultural backgrounds, and
their psychological framework differs from that of the western population, where the
majority of research has been undertaken in this area. In general, Indian patients seek
therapy passively and regard their doctors as mentors, elevating them to pedestals,
resulting in a more passive engagement in the therapeutic process. In contrast, the
new urban, educated, and internet-savvy population appears to be a potentially
unexplored study population with varied attitudes and notions regarding their
psychological health. Clinical characteristics that are unique to the country's
demographic and distinct clinical environments where psychotherapies are conducted

contribute to the complexity of this study subject.

This study seeks to evaluate some of the aspects mentioned above in Indian clinical
settings, which will help to enhance and personalise this evidence-based therapy
modality by creating suitable clinical profiles that can be selected for appropriate
psychological interventions. This exercise may potentially translate into better clinical

outcomes for the patients.
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REVIEW OF LITERATURE

The literature on the effects of expectancies in psychotherapy is a growing field in
psychotherapy research. Although the work began a few decades ago, it is only in the
recent years, that the understanding of the pre-treatment factors and its role in

psychotherapy outcomes has vastly expanded.

The current literature review gives an overview of the progress made in this area and
examines the relationship of beliefs and expectations from psychotherapy process and
outcomes along with its association with personality, coping styles and the
phenomenon of psychological flexibility. In some studies, beliefs and expectations
has been assumed to be studied by proxy factors such as client engagement or
professional help seeking attitudes. The role of the baseline sociodemographic factors
and clinical profiles has also been explored to make the literature review

comprehensive.
Attitudes towards psychotherapy, Sociodemographic Factors & Clinical Factors

In a metanalysis by Swift & Greenberg (2012) in which a total of 83,834 adult
clients from 669 studies were included, the dropout rate from therapy on an average
was found to be 19.7 % with 1 in every 5 patients dropping out of therapy. Patients
who were younger, who saw professionals in training, in university-based settings,
who had a personality/eating disorder, and who got therapy that was not manualized
or time-limited had greater dropout rates. Results for gender, marital status, and

education levels were inconsistent.?’

In a study done on 732 university students by Cepeda & Short (1998), participants
completed questionnaires about their perceived likelihood of seeking professional
psychological help (The Intention of Seeking Counselling Inventory), attitudes toward
psychotherapy (The Attitudes Toward Seeking Professional Psychological Help Scale
(ATSPPH)), fears of psychotherapy (Thoughts About Psychotherapy Survey),
psychological distress (Texas Hopkins Symptom Checklist-21 (HSCL-21)), social
support (The, Wilcox Social Support Network Survey), and self-concealment (Self
Concealment Scale). According to the study, people who wanted to keep their

personal information private were more inclined to avoid therapy than to actually go

13



to it. Although a greater perceived likelihood of seeking assistance was linked to a
lack of social support, this effect was balanced by high levels of self-concealment.
According to the situation for which help would have been sought, specific types of
distress (seeking help for psychological and interpersonal concerns, R? =0.24,
p=0.001; academic-related problems, R? =0.10, p=0.0001; and drug use concerns, R?
=0.04, p=0.001) predicted the estimated possibility of seeking help. %

In a study by Have et al. (2010) the, data was collected from the European Study of
Epidemiology of Mental Disorders (ESEMeD), a survey representative of the adult
population of 6 countries: Belgium, France, Germany, Italy, the Netherlands and
Spain (n = 8,796). World Mental Health Composite International Diagnostic
Interview (CIDI version 3.0) was used to explore attitudes towards mental health help
seeking and associated service use. The respondents' attitudes related to their opinions
of the effectiveness of mental health care as well as their convictions that they would
seek professional assistance if they were experiencing a significant emotional
problem, would feel secure discussing personal problems with a specialist, and would
not feel ashamed if friends found out they were receiving professional assistance.
Nearly 33% of those surveyed said that having professional assistance for coping with
significant emotional problems was worse than or on par with receiving no assistance.
At least two of the four attitudes that were examined had to do with being a woman,
being under 65, earning a lot of money, living in Spain or ltaly, suffering from a
mood disorder, or having previously sought help. Even after adjusting for prior
service usage, all four attitudes were found to be significantly linked to the use of

mental health services.?*

Serafini et al. (2016) investigated the relationship between outcome expectations and
associated treatment outcomes in motivational enhancement therapy delivered in
English (N=461) and Spanish (n=405) as part of secondary analyses of two large
multisite RCTs that compared the outcomes in the two groups using a single item
about abstinence expectations prior to starting treatment. Even after controlling for the
severity of drug use at baseline, the MET-S study found that outcome expectancies
were strongly related to the majority of substance use outcomes (but not in the MET-
E). Individuals in MET-S who stated that they were "unsure” they would achieve

abstinence during treatment had a greater rate of drug-positive urine toxicological

14



tests than those who stated that they were "sure™ they would achieve abstinence (F =
18.83, p=0.001). The study concluded that individual characteristics and cultural
factors may play a role in the relationship between treatment outcomes and outcome

expectations. *

Boge et al. (2021) used the Patient Satisfaction Questionnaire (PSQ), which is divided
into four subscales to assess patient satisfaction with therapy, bias towards therapist,
effects of therapy, and stigma, in Syrian refugees, internally displaced people, and
KRI host community members regarding mental health care in the governorate of
Duhok (n=101). The participants had received counselling or psychotherapy within
the previous six months and had gone to more than four sessions prior to the
assessment, regardless of whether they were taking medication. They discovered very
high satisfaction rates with a moderate amount of bias. About 58.9% of respondents
expressed concerns about their therapist's gender, religious affiliations, race, and
country of origin. About 47.0% respondents rejected the self-stigmatizing items,

while about 83.5% approved of the treatment's outcomes with therapy.®*

In a study done by Johnson (1998) on 218 college students the Bem Sex Role
Inventory and the Attitudes Toward Seeking Professional Psychological Help
measures were completed by the respondents. It was found that women showed less
stigma associated with seeking professional psychological help and were more willing

to recognize a need for seeking help than men.*?

Similarly, in a study done on 200 university students of Delhi by Arshad et al.
(2012), students responded to the Attitude Toward Seeking Professional
Psychological Help Scale (ATSPPHS) questionnaire. The ATSPPHS consists of four
subscales: Need (recognition of need), Stigma Tolerance (the degree of tolerance
against stigma associated with help-seeking action), Openness (interpersonal
openness), and Confidence (confidence in mental health professionals). Results
showed that Indian University students have favourable attitudes toward seeking
counselling help similar to participants in other studies and women fared better in

their study as well.*®

Allen et al. (2022) investigated expectations about seeking psychotherapy among
Polynesian Americans (N=593). Participants completed the Attitudes Toward Seeking
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Professional Psychological Help Scale (ATSPPH), Milwaukee Psychotherapy
Expectations Questionnaire (MPEQ), Psychotherapy Expectancy Inventory-Revised
(PEI-R), and Intentions to Seek Counselling Inventory (ISCI). A significantly higher
proportion of either gender favoured the same gender therapist. There were no
significant variations among Polynesian American ethnicities in attitudes toward
seeking professional psychological help (ATSPPH; F=51.70, df=52), nor were there
significant differences in intention to seek counselling for psychological and
interpersonal difficulties (F=51.31, df=52). The intent of Polynesian American
ethnicities to seek academic counselling differed significantly (F=53.10, df=52,
p=0.01). Although there were no significant differences in advice seeking or audience
seeking across the group, women scored higher than men on expectations about the
psychotherapy process and outcomes. The intention to seek psychotherapy was
positively connected with the expectation to take command during sessions and
receive guidance from the therapist, which could be explained by Polynesians’

cultural context of deferring to authority figures for counsel in times of distress. >
Expectations & Beliefs in Psychotherapy:

Bloch et al. (1976) examined the link between patients' expectations of therapeutic
improvement and their actual outcomes following 8 and 12 months of group
psychotherapy at Stanford University (n=59). They discovered a significantly
favourable association between expectations and outcomes only when assessments
came from patients, as opposed to those made by therapists or outside evaluators. The
authors speculated that patients might enter therapy with certain expectations &
continue to hold them throughout the therapy process and ultimately determine

outcomes.*

Overall and Aronson (1963) examined the treatment expectations of patients from
lower socioeconomic levels at the University of Maryland Medical School (N=40)
who were about to have their first consultation by a questionnaire with 35 items about
potential therapist behaviour in session. Following the session, they were asked three
questions to determine whether their expectations had been satisfied. Their therapists
were simultaneously asked to complete questionnaires prior to and after the initial
interview in order to analyse their own behaviour as well as the fitness of each patient
in therapy. Most of the pre-interview questions were answered in affirmative and

16



reflected the expectation that the therapist will be simultaneously active, passive,
medical and psychiatric in his approach. The post interview results showed that the
therapist was less medical and supportive than the patients anticipated. Higher rates of
non-return for treatment were significantly correlated with discrepant expectation and
perception of the interview. This discrepancy was a better predictor for non-return

than discrepant patient perception and therapist reflections.*

Grencavage and Norcross (1990) in their review on the common factors literature
identified positive expectations of the patients and optimism for improvement as an
ideal common change factor. The authors examined through 50 studies to find
similarities among putative therapeutic common factors in various psychotherapies.
The number of factors proposed per publication ranged from 1 to 20, with a total of
89 distinct commonalities proposed. Analyses found that change processes accounted
for 41% of proposed commonalities, while client attributes accounted for just 6% of
articulated commonalities. The development of a therapeutic alliance (56% of all
authors), the potential for catharsis (38%), the acquisition and practical application of
new behaviours (32%), clients' positive expectancies (26%), favourable therapist
characteristics (24%), and the provision of a rationale as a change process (24%) were

the most consensual commonalities across all categories.’

Furthermore, in a review of psychotherapy outcome literature, Norcross & Lambert
(1992) provided an estimate that at least 15% of the improvement in psychotherapy

patients is attributable to the effect of expectancies.®

Arnkoff et al. (2001) in their review of 24 studies on the relationship of patient
expectations of change and psychotherapy outcomes found significant association in
12 studies. 5 studies revealed mixed findings, while 7 studies showed no significant
associations. Client expectations outperformed therapist factors, client adjustment,
and symptoms in predicting the therapeutic alliance after the first session. The
association of Role expectations and Role preferences with outcomes could not be

established due to mixed findings in most studies.*

In a review by Dew & Bickman (2005), significant association was found in 10 out
of 13 studies between pre-treatment outcome expectations and actual outcomes post

therapy. The review also suggested a significant relationship between expectations
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and therapeutic relationship. The review also discovered that numerous studies made
use of measures of expectancies that evaluate various types of expectancies without

independently analysing results for role and outcome expectancies °

In a study done on 185 British adults by Furnham et al. (2009), a 4-part
questionnaire that assessed patient reaction to psychotherapy, Attitudes to, and beliefs
about psychotherapy, Mental illness and psychotherapy along with Personal details
was used. The study found that participants were generally very positive about
psychotherapy believing the process to be highly beneficial. They had a somewhat
rudimentary but slightly realistic understanding of the nature and effectiveness of
psychotherapy. The participants appeared to be fairly knowledgeable about the
method, goal, and techniques used in psychotherapy. They rejected outdated clichés,
such as the idea that clients of psychotherapy sit on a couch, because they were aware
that medications are rarely administered. The majority, for instance, continued to

assume that patients are asked about their dreams, which is incorrect.*

In an extensive meta-analysis of publications published through 2009 by Constantino
et al. (2011) involving 8,016 patients from 46 distinct clinical samples, the
relationship between post-treatment symptomatology and patients' self-reported result
expectancies (measured at baseline or Session 1) was studied. A modest, but
significant positive impact (d = 0.24) suggested that greater posttreatment symptom
reduction was associated with higher expectations of the efficacy of a treatment. This
association was unaffected by the study design (comparative trial, open trial, or
naturalistic), the diagnosis (mood, anxiety, substance use, or other), the treatment
orientation (cognitive-behavioural or other), the type of therapy (individual, group, or

other), the publication date, or any other factor.**

Tambling (2012) examined the effects of pretherapy expectations in couple therapy
patients in his literature review. It was concluded that studies clearly proved that pre
therapy interpersonal expectations significantly influenced cognitions, behaviours,
and interpersonal process outcomes. Expectations were found to be clearly related to
therapy initiation, therapy continuation, alliance building, and treatment outcomes in a
number of ways, according to the existing research. There is evidence that suggests

expectations for couple therapy shift over time, but little is known about how this
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occurs or how these expectations for couple therapy may be related to processes and

outcomes in couple therapy, thus additional research is necessary. **

Swift et al. (2012) recruited adult clients (n =57) from two psychology department
training clinics to complete measures of outcome expectations (TDCRP Patient
Attitudes and Expectations Questionnaire), generalised hope (State Hope Scale), and
suffering (Outcome Questionnaire 45.2) (After the initial phone conversation). These
factors, along with previous therapy experience and the length of time between
appointments, correctly predicted appointment status for 88.7% of the sample.
Attendance was greater when the wait time was shorter (OR =1.58, p=0.01) and for
people who had previously received therapy (OR=9.89, p =0.05). Initial outcome
expectations were significantly associated with overall levels of hope (r=0.59, p=0.01)
and inversely related with severity of distress (r=0.59, p=0.01) (r=0.48, p=0.01). *®

In a study by Frankl et al. (2014), 159 patients with substance use disorders filled out
the PEX-S (Psychotherapy Expectation Questionnaire-short form) during the therapy
evaluation. A subsample of these patients (n = 41; 24 in individual therapy and 17 in
group therapy) provided details regarding their therapy, including their psychotherapy
experiences (also measured with the PEX-S) and therapeutic alliance (measured with
the Working Alliance Questionnaire-short version). The study found that the strength
of the therapeutic alliance increased with the degree of agreement between patients'
expectations and what they experience in group therapy. No meaningful association
was seen in individual psychotherapy. Defensiveness was inversely connected with
retention in therapy. The results demonstrated that substance use disorder patients
who think they will gain by repressing painful memories, emotions, and thoughts will
discontinue visiting for appointments. Both the PEX-S Internal Orientation and
External Orientation subscales obtained high average scores, indicating that patients
wish to be able to reflect on their internal processes and do concrete work on changes
in daily life. The findings highlight the fact that SUD patients anticipate therapy to be

specific and grounded in their difficulties.**

Constantino et al. (2017) investigated the relationship between individual
characteristics and general treatment outcome expectation in 178 socially anxious
people. General outcome expectations (Credibility/Expectation Questionnaire (CEQ)),
general distress (Brief Symptom Inventory), social anxiety severity (Social
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Interactions Anxiety Scale (SAIS)), general state hope (State Hope Scale (SHS)), and
psychological mindedness (Psychological Mindedness Scale (PMS)) were all
assessed. To assess the intent to seek therapy, participants were asked two study-
specific questions: (1) "Are you actively contemplating psychotherapy for any
psychological difficulties?" and (2) "Are you actively considering psychotherapy for
social anxiety concerns?" Prior therapy experience and satisfaction, as well as patient
demographics, were taken into account. It was found that positive opinions about
therapy and intent to seek therapy were substantially associated with participants'
general outcome expectation. Multivariate regression models revealed a positive
relationship between psychological mindedness and outcome expectations (B =0.59,
p=0.001). Subgroup analyses revealed that greater satisfaction with the treatment (B =
5.26, p=0.001) was associated with higher outcome expectations in individuals who

had previously received therapy. ™

Szymanska et al. (2017) through a survey of former patients of the Academic Center
for Psychotherapy (AOP) (n=276), investigated the relationship between "patient's
characteristics" before psychotherapy, including "expectations of the therapy,”
"experience in the therapy,” including the "psychotherapeutic relationship,” and
"assessment of the direct effectiveness of the psychotherapy.”" Using the structural
equation model (SEM), the study discovered a high positive association between "“the
direct effectiveness of the psychotherapy” and the concept of "a good relationship
with the psychotherapist.” "The expectation of support” was a key mediating element
between the other patient characteristics and the expected effectiveness of the
psychotherapy. Patients viewed their relationship with the psychotherapist as positive
when they found the therapist to be “activating the patient”; “interpreting and

informing the patient”; & “focusing on the transference relationship” & vice versa. 4

Bitan and Abayed (2020) used the Expectations of the active processes in
psychotherapy scale (EAPPS) to examine process expectations in therapy in therapists
(n = 107), patients (n = 97), and lay individuals with no prior experience in
psychotherapy (n = 160). Seven mechanisms of change were also ranked by the
respondents in terms of perceived relevance. The study found that whereas patients
and laypeople valued cognitive and emotional reconstruction more than therapists,

therapists valued emotional processing and interaction between patients and

20



themselves. Additionally, whereas patients and laypeople considered cognitive control
as the most significant process of change, therapists saw the study of unconscious

contents as the most significant mechanism of change. *°

In a study by Visla et al. (2021), outcome expectations were evaluated at the pre-
treatment, Session 5, Session 10, and posttreatment points in patients with generalised
anxiety disorder (N = 80) who were receiving different forms of cognitive-behavioral
therapy. Results showed that patients’ expectation of their treatment's success had
significantly increased linearly with progress in therapy. They discovered that lower
pre-treatment outcome expectations were linked to greater educational status. which
was in contrast to another study's findings (Visla et al., 2019), which found no
relationship between patient educational status and their initial treatment outcome
expectation. High baseline depression was linked to a lower anticipation for a
favourable treatment outcome. Early changes in patients' overall self-efficacy were

predictive of changes in treatment outcome expectations.*’
Personality and Psychotherapeutic Expectations and/or outcomes:

Conte et al. (1991) conducted a study in which 90 psychiatric outpatients completed
self-report measures of four ego functions (Judgment, Synthetic-Integrative
Functioning, Mastery-Competence, and Ego Strength) as well as an eight-trait
personality test (Acceptance, Submission, Passivity, Depression, Rejection,
Aggression, Assertion, and Sociability). Clinicians compared their outcomes at the
start and completion of therapy using a 21-item scale (Psychiatric Outpatient rating
scale). Mastery-Competence had a significant correlation with both the discharge (r=-
0.35) and change measures (r=-.36). Ego Strength and discharge (r=0-.36) and change
(r=-0.28) ratings had a strong relationship. These results corroborated the generally
held belief that, regardless of presenting issues, individuals who have the greatest
capacity for managing their environment and interpersonal issues are likely to gain the
most from psychotherapy. While Depression, Rejection, and Conflict were linked to
negative results (r's =0.34, 0.33, and 0.28, respectively, p=0.05), Sociability was

positively correlated with positive outcomes (r = -0.33, p=0.05). “®

Over a two-year period, Miller (1991) documented his experience using the five-

factor model of personality, as operationalized by the NEO Personality Inventory
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(NEO-PI), to facilitate psychotherapy treatment with 101 private-practice, outpatient,
psychotherapy patients. The outcome was divided into five categories: extremely
good (21 cases), good (27 cases), fair (16 cases), mixed (11 cases), and poor (4 cases).
Neuroticism (N) influenced the patient's level and duration of discomfort,
Extraversion (E) affected the patient's enthusiasm for therapy, and Openness (0)
influenced the patient's reactions to the therapist's interventions. The patient's attitude
toward the therapist's personality was impacted by agreeableness (A), whereas the
patient's motivation to engage in the psychotherapy work was influenced by

conscientiousness (C).*

Hatchett and Han (2006) conducted a study in an undergraduate student population
of two universities to establish a relationship between expectations from therapy and
the Five Factor Model (FFM) of personality in a nonclinical population. The
Expectations About Counselling Inventory (EAC-B) responses from the students
(n=460) were scored, and the results indicated three factors: supportive environments,
counsellor expertise, and client involvement. They discovered that extraversion,
agreeableness, and conscientiousness were all positively correlated with expectations
that psychotherapy would take place in a supportive environment. The therapist's
competence expectations were negatively correlated with agreeableness and openness.
Expectations of client participation in treatment sessions were positively correlated

with extraversion, openness, agreeableness, and conscientiousness.?’

Anestis et al. (2020) studied the congruence of client personality and therapist
preference with 454 undergraduate students and 227 community members. The
Interpersonal adjective scales - Big Five (IASR-B5), a 124-item self-report
questionnaire was used to assess participant personality. To assess client preferences
for therapist qualities, a modified IASR-B5 was employed. Each personality factor
was associated with a preference for therapists who had similar features; participant
neuroticism was the least associated with preferred therapist neuroticism. Participant
conscientiousness (undergraduates only) and agreeableness (both groups) were also
adversely correlated with therapist neuroticism. People with higher levels of
agreeableness and conscientiousness and lower levels of neuroticism preferred a

therapist who was warm and emotionally in control, whereas people with lower levels
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of agreeableness and conscientiousness and higher levels of neuroticism preferred a

therapist who was lesser in warmth and affectively dysregulated.*®
Coping and expectations and beliefs in psychotherapy:

In their trial, Simons et al (1985) recruited 35 moderately depressive outpatients who
were randomly randomised to either cognitive therapy or antidepressant medication
therapy for 12 weeks. Although improvement did not differ by treatment type, initial
scores on Rosenbaum's Self-Control Schedule (SCS), which evaluated learnt
resourcefulness, were found to be differentially correlated with outcome in the two
groups. Patients with high SCS ratings did better with cognitive treatment, while those
with low SCS levels did better with medication. This showed that individuals who

have active coping abilities may recover faster with CBT than those who do not.>®

On the other hand, Burns & Nolen-Hoeksema (1991) conducted a study done in 307
patients of mood disorders by using the Self-Help Inventory which assesses the
various coping methods patient used to cope with their low mood. Despite the fact
that active coping techniques were significantly associated with a reduction in the
severity of depression, the study indicated that neither those who actively deal nor
those who do not are more likely to benefit from CBT. Pretherapy patient
expectations regarding the usefulness of coping skills were not associated with

baseline or future depression, assignment completion, or therapeutic response.**

In a study by Baldwin (1974) based on the results of Byrnes' Repression-Sensitization
Scale, two groups of 49 university students were identified as repressors and
sensitizers. In order to research the effects of defensive orientation on expectations for
a therapeutic relationship, students completed the Jourard Self-Disclosure
Questionnaire and a Likert-type scale assessing psychotherapy dimensions. The study
found that repressors are far less likely than sensitizers to seek out psychotherapy in
the future, and anticipate more planned rather than unplanned activities from the

therapist, and to be much more open about their own issues during sessions.

A Meta- analysis of 18 studies by Beutler & Moos (2018) demonstrated a strong
correlation between coping mechanisms and psychotherapy outcomes and suggested

that patients who are externalizers benefit more from symptom-focused
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psychotherapy, whilst internalizers typically benefit more from insight-focused
psychotherapy. The number of studies were small, most of them used indirect
measures for assessing the coping styles and had limited generalizability due to being

centred mostly in north America. >3
Psychological Flexibility and Expectations and Beliefs in Psychotherapy:

Direct correlation between psychological flexibility and psychotherapeutic
expectations has not been studied. However, the correlation s between psychological
flexibility and psycho-therapeutic emotional work as well as outcomes particularly

from a humanistic standpoint has been studied.

Brandon et al. (2021) investigated the extent to which clients' psychological
flexibility, specifically acceptance-and-mindfulness and commitment (Cognitive and
Affective Mindfulness Scale Revised (CAMS-R)) and behavioural activation
(Valuing Questionnaire—Progress Subscale (VQ)), changed following episodes of
routine psychotherapy of diverse treatment orientations and were predictors of
outcome changes (CCAPS-34, Distress Index Subscale& Flourish). Acceptance-and-
mindfulness and commitment-and-behavioral activation scores increased statistically
significantly from baseline to post therapy. Moreover, changes in psychological
flexibility were significant predictors of changes in both thriving and distress,
explaining 42% and 23% of those respective therapy outcomes. The authors suggested
that although combining therapeutic approaches may improve psychological
flexibility slightly, greater specific focus to increasing it may assist the work of
different psychotherapists due to its potential significance in reaching common

therapy objectives.>

Marshall and Brockmann (2016) explored the links between psychological
flexibility, self-compassion, and emotional well-being in 144 university psychology
students. Students completed measures of psychological flexibility (The Acceptance
and Action Questionnaire-11), defusion (Drexel Defusion Scale), mindfulness
(Philadelphia Mindfulness Scale), self-compassion (The Self-Compassion Scale-Short
Form), valued living (The Valuing Questionnaire (VQ)), and meaning (The Meaning
in Life Questionnaire (MLQ)). Outcome measures of emotional distress (the

Depression Anxiety Stress Scales-21), emotional well-being (Satisfaction with Life

24



Scale (SWLS) and the Rosenberg Self-Esteem Scale (RSES)). The study showed that
Self-compassion was significantly related to psychological flexibility and its
individual processes, such as non-judgmental acceptance, defusion, and valued living.
It was also shown that there was a substantial favourable association between self-
compassion and emotional well-being. In contrast, there was a significant negative
association between self-compassion and emotional distress indices such as sadness,

anxiety, and stress.>

Silberstein et al. (2012) investigated the relationship between Mindfulness (Mindful
Attention and Awareness Scale (MAAS)), Psychological Flexibility (Acceptance and
Action Questionnaire Il (AAQ-II)), and fourteen aspects of Emotional Schemas
(Leahy Emotional Schema Scale) and fourteen aspects of Emotional Schemas (Leahy
Emotional Schema Scale) (LESS). 107 adult cognitive-behavioural outpatient study
participants completed these self-report questionnaires. The study found that
individuals with higher levels of dispositional mindfulness demonstrated more
psychological flexibility and were more likely to endorse more adaptive components
of emotional schemas. Individuals who seemed to be less psychologically flexible or
to have lower levels of dispositional mindfulness were more likely to have less

adaptive and rigid responses to emotional experience. *°

Yasinski et al. (2020) investigated the process of change in cognitive behavioural
therapy for treatment resistant depression and its association with psychological
flexibility, rumination, avoidance, and emotional processing in a subsample of
depressed adult patients (n = 49) who had not fully responded to antidepressant
medication and were randomised to receive cognitive-behavioral therapy (CBT). The
Beck Depression Inventory was developed to determine the severity of depression.
The Change and Growth Experiences Scale (CHANGE) was used to analyse the
mechanisms facilitating change after therapy, which included characteristics such as
avoidance, ruminative processing, and emotional processing, as well as a multi-modal
measure of psychological flexibility. Three sessions were coded for each of the 49
participants: baseline (session 2), pre-sudden gain (or control), and post-depression
spike (or control). Each time, each participant's session was classified individually.
According to the results, psychological flexibility before a sudden gain was associated

with less depression at the 12-month follow-up. Interaction analyses showed that
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avoidance and rumination predicted higher depressive symptoms at the 12-month
follow-up when flexibility was low during the post-spike period, whereas emotional
processing predicted lower symptoms. None of these traits were related to results
when flexibility was high. These results highlighted the significance of psychological

flexibility as a therapeutic goal in CBT for depression that is resistant to therapy. >’

In a study by Masuda et al. (2011), two cross-sectional studies sought to determine if
psychological flexibility modulates the relationships between self-concealment and
negative psychological outcomes in 591 university students of Georgia. The first
study looked at whether psychological flexibility (measured by AAQ-16) can buffer
the relationship between self-concealment (measured by Self Concealment Scale
(SCS)) and emotional suffering in difficult interpersonal contexts (measured by The
Interpersonal Reactivity Index — Personal Distress Scale (IR1-PD)). Study 2 evaluated
whether psychological flexibility mediates the association between self-concealment
and overall psychological ill-health (measured by The General Health Questionnaire-
12 (GHQ-12) scale) in addition to duplicating the findings of Study 1. Psychological
flexibility was discovered to partially regulate the association between self-
concealment and emotional suffering in stressful interpersonal circumstances, as well

as the relationship between self-concealment and general psychological ill-health.*®

Gulati and Saha (2018) used the Acceptance and Action Questionnaire-2 and Myers
Briggs Preference Questionnaire to examine the association between psychological
flexibility and personality in 60 Indian adults (30 men and 30 females). The results
discovered a significant (r=-0.09) association between the two variables. The
correlation for males was found to be negative (r=-0.374), but the correlation for

females was found to be positive (r=0.06). *°
Indian Literature:

Literature from India is sparse as the practice of a structured psychotherapy itself is
missing from a greater part of the practice of mental health practitioners in the

country.

Neki (1973) suggested the concept of Guru—chela(teacher—disciple) relationship as a
more culturally appropriate model for psychotherapeutic relationship in the Indian
scenario.”
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According to Agarwal (1989), an important reason for not practising psychotherapy
in India is enormous workload on psychiatrists and inability of Indian masses to
understand and appreciate psychotherapeutic help on account of low level of

education. &

There are certain aspects of the Indian society that brings unique challenges that merit
careful consideration and evaluation when we talk about establishing a

psychotherapeutic relationship.

Hoch (1990) opined on the difficulties encountered in psychotherapy work in India
based on her 32 years of experience. She stated that the challenges faced were a result
of the profound impacts of tradition and culture. Discouragement of egoistic and
individualistic strivings, complex family structures, and the view of the doctor-patient
relationship as an instructional passive interaction are all elements that directly

impede the use of western psychiatric approaches in Indian practice.®®

According to Surya and Jayaram (1996), an Indian patient as compared to patients
in the west prefers dependency patterns in a psychotherapeutic alliance; is more ready
to accept obvious circumstantial support in the form of therapy, less ready to seek
psychological explanations of his inner self; more demanding with respect to
individual requirements and time; more flexible with respect to ego-boundaries and
involves the therapist in a more direct role; and his ideal support figure is the joint

family elder.®

According to Chadda and Deb (2013), the inflexible hierarchical composition of
families in India often poses a problem for open communication of thoughts and
feelings. Socio-economic status, educational level and family structure are some of
the factors that should be taken into account by the therapist. They further explain that
in a collectivistic society like India, the self is defined and perceived through the
communal identity with family identity forming a significant component of the self-

identity which further hamper treatment seeking too.**

Bhargava et al. (2016) suggested that previous researchers argued that the Indian
society with its religious and sociocultural factors represents a distinct milieu when it
comes to the practice of psychotherapy but with globalization, increasing literacy
levels, higher awareness on human rights and the widespread use of internet even
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among the rural population, whether these observations stand today is an important

question.®

Lodha and De Sousa (2018) explored the limitations of office-based psychotherapy
in India in their review. They explained that when it comes to patient related factors,
most patients who seek psychiatric treatment want their doctor to give them drugs and
advice, but they rarely want to come in and talk about their problems in order to
explore the various aspects of their issues or discover a root cause. Patients lack faith
in psychotherapy as a treatment because of time constraints, financial constraints, a
lack of readiness to speak or discuss, a reluctance to open up in front of a therapist,

and ingrained beliefs that only talking and counselling cannot help.®®

The lack of original studies in Indian settings highlights the need to explore this area

of research.
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AIMS AND OBJECTIVES

Aim: To study the beliefs and expectations towards Psychotherapy as a treatment
modality for the treatment of psychiatric disorders in patients attending psychiatry
OPD and their association with Personality traits, Coping styles and Psychological

flexibility.

Objectives:

Primary: To assess the association of Personality traits, Coping styles and
Psychological flexibility with beliefs in the efficacy of Psychotherapy in the patients
attending the Psychiatry OPD.

Secondary:

To assess expectations from Psychotherapy process and outcomes and its correlation
with Personality traits, Coping styles and Psychological flexibility.
To determine association of sociodemographic and clinical variables with patient’s

beliefs and expectations from psychotherapy.
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MATERIALS AND METHODS

Study setting: Out-patient department of Psychiatry at All India Institute of Medical
Sciences, Jodhpur, Rajasthan

Study design: A Cross sectional study design

Study Participants: Follow-up patients attending OPD in Department of Psychiatry

Selection criteria

Inclusion criteria; -

1. Adult follow-up patients aged 18-60 years of age.

2. Patients with a diagnosis of neurotic and mood disorders including but not
limited to major depressive disorder, generalized anxiety disorder and panic
disorder, phobias, social anxiety disorder, dissociative and conversion

disorders, and substance use disorder.

Exclusion criteria: -

1. Patients with a Psychotic illness

2. Patients with Acute Disturbance (unable to participate in study due to severe
distress)

3. Patients with cognitive disorders, intellectual disability, organic brain
syndromes, epilepsy, head injury

4. Patients who are unable to read Hindi or English

Sampling Method: Purposive sampling
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Sample size

Volpe found a positive correlation of 0.16 between the BEP scale and the
Extraversion component of the five-factor model of personality, using this for sample
size calculation, a sample size of 304 patients at level of significance (alpha value) of
0.05 and 80% statistical power (beta value of 0.20) was calculated.

The standard normal deviate for o = Z, = 1.9600
The standard normal deviate for f = Zg = 0.8416
C=0.5*In[(1+r)/(1-r)] =0.1614
Total sample size = N = [(Z,+Z)/C]° + 3 = 304

Study duration

After approval by the Ethics committee, data was collected between 1% January 2021
till 30" June 2022 at Department of Psychiatry, All India Institute of Medical
Sciences, Jodhpur, Rajasthan
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OPERATIONAL DEFINITION OF PSYCHOTHERAPY

For this study, psychotherapy was considered as “any form of psychological

intervention that helps a patient change his behaviour or help overcome specific

psychological problems and issues in a desired way”

For the purpose of this study, the past history of psychological intervention was

divided into the following categories:

Structured Psychotherapy: These include people who are being administered
a well-defined structured psychotherapy that is usually governed by a
personalized model for the patient and the number of sessions and the duration
of each such session is pre-defined.

Unstructured Interventions:

. Scheduled Counselling: These include patients who receive supportive

counselling about specific issues they are facing either at pre-scheduled
routine follow ups by the treating doctor or at a pre-scheduled appointment by
a clinical psychologist. These sessions are not governed by a specific model

and do not have specific number or duration of sessions.

. Behavioural intervention including lifestyle interventions: These may

include advice about modification of specific behaviour patterns or lifestyle
choices of patients that affect the prognosis of their respective diseases. For
e.g., Dietary and physical activity advice, relaxation exercise, Coping skills
training, Assertiveness training, Goal setting and various other eclectic
methods of counselling.

. Psychoeducation and Pharmacological treatment: These include education

about the patient’s illness in a comprehensive manner with regards to
diagnosis, symptoms, treatment options, prognosis, signs of relapse and
relapse prevention strategies along with information on prescribed medications

and their side effects.
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Data collection tools:

1. Clinical case sheet:

The clinical case sheet contained sociodemographic data (name, age, sex,

marital status, residence, family structure, religion, education level, occupation

and occupational status, socioeconomic status, family history of psychiatric

illness), clinical variables (diagnosis, duration of illness, duration of treatment

and no of follow ups, past experience with psychotherapy/counselling).

In the clinical data sheet, the following open-ended questions were asked to

the participants:

a. What do you think should be discussed during counselling/psychotherapy?
(Like family issues, personal issues, some confidential information)

b. Which do you prefer medicine only/ talk therapy or counselling/ both for
the treatment of your illness? Why?

c. What should be your role in counselling / psychotherapy?

d. How can a doctor help you in counselling? What are your expectations
from the doctor?

e. How was your past experience with therapy?
The question answer session was audio-recorded after taking written
consent from the participants and was analysed later for drawing

inferences.

2. Beliefs in the Efficacy of Psychotherapy scale ®'(Erin Volpe, 2014):
The BEP scale includes 13 items that measures the belief system of a person
regarding efficacy of psychotherapy. It was designed specifically to focus on
the outcome expectations of a client for psychotherapy. BEP scale measures
the general cultural belief system and their beliefs about psychotherapy and
therapists specifically, rather than other forms of mental health services. Items
are scored on a 5-point Likert scale (1=strongly disagree, 2=disagree,
3=neutral/don’t know, 4=agree, 5=strongly agree). For this study, Cronbach’s
Alpha was 0.78, suggesting good internal consistency. Possible range of
responses ranged from 13 (minimum possible score) to 65 (maximum possible
score). More the score, more is the belief in the efficacy of psychotherapy.
Permission has been taken from the author to use and translate this tool.
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3. Milwaukee Psychotherapy Expectations Questionnaire *(Melissa Norberg,
2011):
The MPEQ measures the expectations regarding the process and outcomes of
psychotherapy in a patient and includes 13 items divided into two factors i.e.,
Process (9 items) i.e., the expectations a client may have regarding the process
of Psychotherapy and Outcome (4 items) i.e., the expectations a client may
have regarding the desired outcomes from psychotherapy. Both factors have
shown high internal consistency (a > .85). For this study the Cronbach’s alpha
was 0.92. Item responses are recorded on a Likert scale of 0 to 10, ranging
from “not at all”, “somewhat” and “very much so”. Subscale scores are
calculated by summing the items included on a factor. The total score is the
sum of both subscale scores. Permission has been taken from the author to use

and translate this tool.

4. Brief Personality Factor Inventory -10 ®(Richard Carciofo, 2007):

This is a 10-item scale that assesses the personality dimensions of the
participant based on the Big Five Factor Model of Personality. Each item
scores from 1-5 and total score ranges from 10-50. Final score is obtained by
adding all 10 items. Every item has 1-5 Likert scoring ((1 —Strongly Disagree,
2-Disagree, 3-Neutral, 4-Agree,5-Strongly Agree) For item 1,7,3,4,5 Reversed
scoring was done prior to computation. The Domains covered include
Extraversion, Agreeableness, Conscientiousness, Neuroticism & Openness to
Experience. It is an open access tool.

5. Acceptance and Action Questionnaire-11 °(Bond et al., 2011):
This is a 7-item scale that measures the psychological inflexibility of the
participant. Each item has score from 1-7 and total score ranges from 7 —49.
Final score is obtained by adding 7 items. Each item has 1-7 Likert scoring
ranging from 1 never true to 7 always true (Domain: Acceptance,
Psychological Flexibility, Experiential Avoidance) More the score more is the
psychological inflexibility of the participant. Cronbach’s alpha is 0.92 for this

scale. It is an open access data tool.
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6. Coping Behaviour Assessment Scale (Indian Adaptation) "*(Gaukaran
Janghel, 2017):
This scale is a 28 item self-report questionnaire is designed to measure various
coping styles used by the respondent to cope with a stressful life event. It is
rated by a two-point Likert scale. Response category is “YES” and “NO”, for
‘YES’ response score ‘2’ and for ‘NO’ response scores ‘1’ is assigned.
14 dimensions are covered by this scale. These are self-distraction, active
coping, denial, substance use, use of emotional support, use of instrumental
support, behavioural disengagement, venting, positive reframing, planning,
humour, acceptance, religion and self-blame. Every dimension has two items.
Three subscales have been validated for this instrument divided into Avoidant
Coping (Self Distraction, Substance Use, Denial, Behavioural
Disengagement), Problem Focused Coping (Active Coping, Use of
Informational Support, Positive Reframing, Planning) and Emotion Focused
Coping (Emotional Support, Venting, Humour, Acceptance, Self-blame,
Religion). It is an open access tool.

The WHO translation method cross-language equivalence procedure was followed to
adapt the Hindi-version of the BEP, MPEQ, BFI-10 and AAQ-II scales. The tools
were translated in Hindi, reviewed by an expert panel following which a refined
version was back translated into English by an independent health professional not

verse with the questionnaire.

Data Collection

Participants meeting selection criteria were explained about the study. Data collection
was done after obtaining written informed consent from the proposed study
participants. Sociodemographic and a clinical data sheet was filled for collection of
sociodemographic and clinical data and open-ended questions were asked to the
participants to assess their beliefs and expectations from psychotherapy as a treatment
modality and audio recorded. BEP scale, MPEQ scale, BFI-10 scale, Coping
Behaviour Assessment Scale (Indian Adaptation) and AAQ-II scale was applied in the
respondents.
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FLOWCHART OF THE STUDY

e Follow up patients in the OPD were screened for the study at the Department
of Psychiatry, AIIMS, Jodhpur

e Participants meeting selection criteria were explained about the study and
intake was done.

\ 4

e Data collection was done after obtaining written informed consent from the
participants

e Sociodemographic and a clinical data sheet was filled for collection of socio-
demographic and clinical data and open-ended questions were asked and
audio-recorded.

A 4

e BEP scale, MPEQ scale, AAQ-II scale, Coping Behaviour Assessment Scale
(Indian Adaptation), BFI-10 scale was applied in the respondents.
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Ethical Considerations:

e Ethical Approval was granted from the institutional ethics committee

e Informed written consent was obtained from the study participants

e For the use of various scales and questionnaires and to translate the same in Hindi
language, permission was sought from their respective authors

e Relevant clinical information revealed during the process of this study was
communicated to the treating team of the patient

e There were no potential risks for the patients participating in the study

Data Analysis

The statistical package for social sciences (SPSS version 21, Chicago, US) was used
to analyse the data. Demographic data, clinical variables, scores in the mentioned
scales, Mean and standard deviation was calculated for the continuous variables and
frequency and percentages was calculated for the ordinal or nominal variables.
Shapiro Wilk Test was used to test for normality of the data and p value was found to
be less than 0.05 suggestive of deviation from normal distribution. Since the data was
not normal in distribution, non-parametric tests were used for analysis. Comparison of
variables based on ordinal or categorical data was done by Mann U Whitney and
Kruskal Wallis test accordingly. Spearman’s correlation (rho) was used to assess
correlation. After checking for the essential assumptions, Simple and Multiple Linear
Regression was applied to check for the strength of association between the
continuous variables with significant correlation with the primary outcome variable.

The p value less than 0.05 was deemed significant.
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RESULTS

A total of 304 patients participated in the study. Sociodemographic and clinical details
were recorded and scores on Belief in the Efficacy of Psychotherapy Scale (BEP),
Milwaukee Psychotherapy Expectations Questionnaire (MPEQ), Brief Factor
Inventory (BFI-10), Coping Behaviour Assessment Scale and Acceptance and Action
Questionnaire (AAQ-I11) were obtained.

Descriptive Statistics

Sociodemographic Variables

The study population consisted of 150 males & 154 females. The majority (69.7%) of
the respondents belonged to the urban background, were married (61.7 %), Hindus
(98.7%) and belonged to nuclear families (79.9%), had studied up to graduation
(38.8%) or high school (34.5%), were employed (41.1 %) and belonged to Lower
Middle (58.2%) socioeconomic strata as per Modified Kuppuswamy Scale (Table
1A).
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Table 1A: Descriptive Statistics of Socio-Demographic VVariables

Variable Frequency Percentage
Sex

Male 150 49.3

Female 154 59.7
Residence

Urban 212 69.7

Rural 92 30.3
Education

Primary School 12 3.9

High School 105 34.5

Graduate 118 38.8

Postgraduate & above 69 22.7
Marital Status

Married 186 61.2

Single 118 38.8
Family Type

Nuclear 243 79.9

Joint 61 20.1
Employment

Employed 125 41.1

Household 95 31.3

Unemployed 84 27.6
Socioeconomic Status

Upper 13 4.3

Upper-Middle 96 31.6

Lower-Middle 177 58.2

Upper Lower 8 2.6

Lower 10 3.3

The majority of the respondents had a diagnosis of a depressive disorder (48.4%)
which included Major Depressive Disorder, Dysthymia as well as Bipolar Depression.
A significant (41.4 %) had a diagnosis belonging to the neurotic, stress-related, or
somatoform diagnostic category. The rest of the respondents belonged to substance
use disorders (5.9%), Personality Disorders (3.3%), and Sexual Disorders (1 %)

categories (Table 1B).
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Table 1B: Descriptive Statistics of Clinical VVariables

Variable Frequency | Percentage

Diagnosis

Substance Use Disorders 18 59

Depressive Disorders 147 48.4

Neurotic, Stress Related & Somatoform Disorders 126 41.4

Sexual Disorders 3 1.0

Personality Disorders 10 3.3
Prior Experience with Psychotherapy

Structured 72 23.7

Unstructured 141 46.4

No Prior Experience 91 29.9
Therapy Administered By

Psychiatrist 194 63.8

Psychologist 19 6.3
Family History

Yes, With Therapy Experience 13 4.3

Yes, Without Therapy Experience 43 14.1

None 248 81.6

The mean age of the study population was 31.3 + 9.4 years with a maximum age of 58

years and a minimum age of 18 years. The mean duration of illness was 52.84 +

57.48 months with a maximum duration of 300 months and a minimum of 0.75

months. The mean duration of treatment was 11.92 + 21.63 months, with a maximum

of 144 months and a minimum of 0.23 months. The mean number of follow-ups at

the study facility was 5.32 + 5.03 (Table 1C)
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Table 1C: Descriptive Statistics of Continuous Variables

Variable Meanz SD Median | Range (max-min)
Age 31.30+£9.44 29.00 40 (18-58)
Duration of IlIness 52.84 £57.48 | 36.00 299.25 (0.75-300)
Duration Of Treatment 11.92 £ 21.63 3.00 143.77 (144-0.23)
No of Follow ups at The Facility | 5.32 +£5.03 4.00 39 (40-1)
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Summary of Measures for Psychological Assessment

Table 2 summarises the mean BEP scale scores reflecting the study population's belief
in the efficacy of psychotherapy. The mean BEP score was 49.73 +7.63. The scale has
a maximum score of 65.

The Mean MPEQ score was 107.00 £ 16.90. The mean score on the Role Subscale
was 65.04 + 10.80 and the Outcome subscale was 41.95 = 7.40. The maximum
possible score on the MPEQ is 130 divided into Role (80) and Outcome (50)
expectations.

The mean scores on the Brief Factor Inventory-10 (BFI-10) are summarized in the
table 2. The mean scores on all 5 dimensions of the five-factor model of personality
were Openness (6.25 + 1.35), Conscientiousness (6.28 + 1.77), Extraversion (5.97 +
2.11), Agreeableness (6.83 + 1.85) and Neuroticism (6.70 £ 2.07).

The respondents reported “YES” or “NO” responses on the Coping Behaviour
Assessment Scale-Indian Adaptation that were coded as ‘“2” or “1” respectively for
computing scores. The mean scores for the study population for Avoidant coping was
1.46 + 0.21, Emotion Focused coping score was 1.52 + 0.15 and Problem Focused
coping had a score of 1.61 + 0.21. This reflects that the overall the study population
has been using Problem Focused and Emotion Focused Coping Styles more than

Avoidant Coping.

The mean score for AAQ-I1 scale was 32.65+ 9.95.
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Table 2: Mean Scores of Psychological Measures

Scale Mean + SD Median IQR
BEP 49.73+£7.63 50 10
MPEQ Total 107.00 + 16.90 108 28
MPEQ Role 65.04 +10.80 66 18
MPEQ Outcomes 41.95+7.40 44 13

Brief Factor Inventory -10

Openness 6.25+1.35 6 1
Conscientiousness 6.28 + 1.77 6 2
Extraversion 597211 6 3
Agreeableness 6.83+1.85 7 2
Neuroticism 6.70 £ 2.07 7 2
Coping Scale Behaviour Scale —
Indian Adaptation
Avoidant Coping 1.46 £0.21 1.50 0.37
Problem Focused Coping 1.61+0.21 1.62 0.25
Emotion Focused Coping 1.52 +0.15 1.50 0.25
AAQ-II 32.65+ 9.95 34 14
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Association of Variables with Sociodemographic Factors

The variables of the study were compared according to the various sociodemographic

factors in the study.

As shown in Table 3A, there was no significant difference amongst the variables
across either of the sexes except for coping. Males seemed to be significantly using
more avoidant coping methods as compared to Women (p<0.001)

Table 3A: Comparison of VVariables according to Sex (Mann Whitney U test)

Mean rank Test statistic | p value
Female Male
(N=154) | (N=150)
BEP 147.61 157.27 12,824 0.338
MPEQ 151.06 153.90 11,766 0.778
MPEQ-Role 149.84 155.09 11,949 0.602
MPEQ-Outcomes 156.79 148.32 10.907 0.399
Brief factor inventory -10
Openness 153.92 151.11 11,336 0.771
Conscientiousness 154.61 150.45 11,234 0.675
Extraversion 144.54 160.25 12,743 0.115
Agreeableness 153.54 151.49 11,394 0.836
Neuroticism 155.94 148.97 12,079 0.485
Coping Behaviour Assessment
Scale
Avoidant Coping 134.46 171.02 8,771 <0.001
Eggibn'gm Focused 14953 | 15555 | 11,092 0.545
Eg‘;ﬂg“ Focused 14619 | 15898 | 10578 0.199
AAQ-I1I 160.68 144.10 12810 0.100
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When compared between urban and rural groups, the people residing in urban setups
seemed to have significantly higher scores on the BEP scale (p=0.003) when
compared to people from rural backgrounds. A significantly higher AAQ-II scores
were also seen in the urban population as compared to the rural population (p=0.04)
suggesting a higher psychological inflexibility in the urban population. (Table 3B)

Table 3B: Comparison of VVariables according to Residence

(Mann Whitney U test)

Mean Rank Test Statistic | p value
Urban Rural
(N=212) | (N=92)
BEP 162.46 129.55 7,641 0.003
MPEQ 156.57 143.13 8890 0.221
MPEQ-Role 158.98 137.57 8,378 0.051
MPEQ-Outcomes 152.79 151.83 9,690 0.930
Brief Factor Inventory-10
Openness 148.92 160.76 10,511 0.259
Conscientiousness 149.49 159.43 10,390 0.356
Extraversion 153.32 150.61 9,578 0.802
Agreeableness 154.00 149.04 9,433 0.645
Neuroticism 157.04 142.03 8,789 0.167
Coping Behaviour Assessment
Scale
Avoidant Coping 149.68 159 10,350 0.388
Eggibn'gm Focused 148.45 | 16183 | 10,610 0.216
Eg‘;ﬂg” Focused 15017 | 157.86 | 10,245 0.478
AAQ-II 162.13 130.31 7,710 0.04
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The population was also compared for differences as per the marital status. As shown
in table 3C, single people were found to have significantly higher BEP scores
(p=0.003) showing a higher belief in the efficacy of psychotherapy as compared to
married population. However, no significant difference was found in the MPEQ
scores. When personality dimensions were compared, Open-ness was found to be
higher in married people (p=0.048) and neuroticism was found to be higher in single
population. (p<0.001). It was also seen that married people significantly used more
avoidant coping styles (p=0.008) while single people used more problem focused
coping methods (p<0.001).

Table 3C: Comparison of Variables according to Marital Status

(Mann Whitney U test)

Mean rank Test statistic | p value
(fli:nlgllg) Ma_rried
(N=186)
BEP 171.39 140.51 8,744 0.003
MPEQ 159.16 148.28 10,188 0.293
MPEQ-Role 164.47 144.91 9,562 0.058
MPEQ-Outcomes 149.18 154.61 11,366 0.597
Brief Factor Inventory-10
Openness 140.56 160.08 12,383 0.048
Conscientiousness 147.14 155.90 11,606 0.389
Extraversion 149.16 154.62 11,368 0.593
Agreeableness 154.87 148.77 11,414 0.600
Neuroticism 175.25 138.06 8,289 <0.001
Coping Behaviour Assessment
Scale
Avoidant Coping 136.05 162.94 12,915 0.008
Eggibn'gm Focused 17528 | 138.05 8,285 <0.001
Eg‘;ﬂg” Focused 160.89 | 147.17 9,983 0.179
AAQ-I1I 154.86 151.00 10,695 0.709
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When compared across different categories of education level (Table 3D), Kruskal
Wallis test revealed that BEP scores were significantly different across the categories
(p<0.001) with post-hoc analysis revealing significantly higher scores in higher
education levels with the difference being significant between primary school and
post-graduate (adjusted p=0.012), high school and graduate (adjusted p=0.012) and
high school and post-graduate (adjusted p<0.001) pair of categories. Higher MPEQ
scores were found in higher education levels (p=0.001) with the difference being
significant in high school and post graduate pairs (adjusted p=0.001). Higher Role
(p=0.001) as well as Outcome (p=0.007) expectations were seen in higher education
levels. Both Role (adjusted p= 0.002) as well as Outcome (adjusted p=0.007)
expectations were found to be significantly different between high school and post
graduate levels. Extraversion was found to be significantly higher in higher education
categories (p=0.003). Avoidant coping was found to differ significantly across the
categories (p=0.005) with post hoc analyses revealing significant difference between
high school and post graduate (adjusted p=0.028) and graduate and post graduate
(adjusted p=0.03) categories. This suggests that avoidant coping was used in higher
proportions in people studied up to graduate and high school as compared to post

graduates.
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Table 3D: Comparison of Variables according to Education

(Kruskal Wallis Test)

Mean Ranks (df=3)

12 Primary High | Graduate Post p value
School School | (N=118) | Graduate
(N=12) | (N=105) & Above
(N=69)
BEP 30.50 1 2 3 4 <0.001
MPEQ 17.27 1 2 3 4 0.001
MPEQ-Role 15.63 1 2 3 4 0.001
MPEQ-Outcomes | 12-04 1 2 3 4 0.007
Brief Factor
Inventory -10
Openness | 2:09 3 2 4 1 0.553
Conscientiousness | 4-66 3 2 1 4 0.198
Extraversion | 1426 1 2 3 4 0.003
Agreeableness | 719 1 2 3 4 0.067
Neuroticism | 767 4 1 3 2 0.053
Coping Behaviour
Assessment Scale
Avoidant Coping | 12:70 2 4 3 1 0.005
Problem Focused | 2.49 1 3 2 4 0.476
coping
Emotion Focused | 5.36 1 4 3 2 0.147
Coping
AAQ-11 1.09 4 1 2 3 0.778
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Since the number of participants belonging to other religions were limited (n=4), the

analysis was not performed for the group.

When compared as per family type, there was no significant difference in the BEP

scores. However, people belonging to joint families were found to have a higher

outcome expectation (p=0.030). Higher extraversion was seen in people from nuclear

families (p=0.042). People from joint families were found to be significantly using

more avoidant coping styles (p=0.07) (Table 3E)

Table 3E: Comparison of Variables according to Family Type

(Mann Whitney U test)

Mean Rank Test Statistic | p value
Nuclear Joint
(N=243) | (N=61)
BEP 154.91 142.90 6,826 0.340
MPEQ 148.58 168.11 8,364 0.121
MPEQ-role 149.83 163.14 8060.5 0.290
MPEQ-outcomes 147.04 174.25 8738 0.030
Brief Factor Inventory-10
Openness 152.13 153.96 7500 0.879
Conscientiousness 151.30 157.29 7703.5 0.628
Extraversion 157.57 132.30 6,179 0.042
Agreeableness 146.14 177.84 8,957 0.10
Neuroticism 152.10 154.08 7,508 0.874
Coping Behaviour Assessment
Scale
Avoidant Coping 145.81 179.15 9,073 0.007
Eggibn'gm Focused 15078 | 159.36 7,830 0.489
Eg‘;ﬂg” Focused 148.76 | 170.17 8,489 0.075
AAQ-II 153.40 148.93 7,193.5 0.722
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Across different categories of employment, no significant difference was seen in BEP

scores or MPEQ scores across the three subgroups. Significant difference was seen in

the Extraversion (p=0.009) and Neuroticism (p=0.008) dimensions of personality.

Significant difference was also seen for Problem Focused Coping (p=0.004). Post

Hoc Analysis revealed higher Extraversion in the employed group (adjusted p=0.007)

as compared to the unemployed group. A higher neuroticism was found in the

unemployed group (adjusted p=0.008) as compared to the employed group. Problem

focused coping was seen more in unemployed group as compared to household group
(adjusted p=0.003) (Table 3F).

Table 3F: Comparison of VVariables according to Employment

(Kruskal Wallis Test)

%2 Mean Rank (df=2) p value
Employed | Unemployed | Household
(N=125) (N=85) (N=94)
BEP 1.642 2 3 1 0.440
MPEQ 5.633 1 2 3 0.060
MPEQ-role 4.789 1 2 3 0.091
MPEQ-outcomes 4.342 1 2 3 0.114
Brief Factor
Inventory-10
Openness 4.008 2 1 3 0.135
Conscientiousness 0.147 2 1 3 0.929
Extraversion 9.449 3 1 2 0.009
Agreeableness 0.446 2 1 3 0.800
Neuroticism 9.546 1 3 2 0.008
Coping Behaviour
Assessment Scale
Avoidant Coping 3.250 3 1 2 0.197
Problem Focused | 44 194 2 3 1 0.004
coping
Emotion Focused | gg 2 3 1 0.622
Coping
AAQ-II 2.735 1 3 2 0.255
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Significant difference was found in BEP scores (p<0.001), Openness (p=0.003),
Extraversion (p<0.001), Agreeableness (p=0.001) and Problem Focused Coping
(p=0.029) when compared across different categories of socioeconomic strata. Post
Hoc Analyses revealed that BEP scores were higher in lower (adjusted p=0.009),
lower middle (adjusted p<0.001) and upper middle (adjusted p = 0.006) categories as
compared to the upper socio-economic strata. Higher openness was found in Lower
middle as compared to Upper middle population (adjusted p=0.005), Higher
Extraversion was seen in Lower (adjusted p<0.001), Upper Lower (adjusted
p=0.032), Upper Middle (adjusted p<0.001) and Lower Middle (adjusted p=0.002)
categories as compared to Upper socioeconomic strata. Agreeableness was higher in
Lower socioeconomic category as compared to Upper middle (adjusted p=0.025),
Lower Middle (adjusted p=0.003) as well as Upper (adjusted p=0.024)
Socioeconomic strata. Higher Problem focused coping was found in Upper category
as compared to upper lower category (adjusted p=0.021). This is suggestive of a
higher belief in the efficacy of psychotherapy in the lower or middle socioeconomic
categories as compared to the upper socioeconomic categories along with a higher

degree of openness, extraversion as well as agreeableness. (Table 3G)
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Table 3G: Comparison of Variables according to Socioeconomic Status

(Kruskal Wallis test)

Mean Ranks (df=4)

%2 Lower | Upper | Lower | Upper | Upper p
(N=10) - Middle | Middle | (N=13) | value
Lower | (N=177 | (N=96)
(N=8) )
BEP 26.87 5 3 2 4 1 <0.00
1
MPEQ 1.05 2 4 3 5 1 0.901
MPEQ-role 2.15 2 5 4 3 1 0.707
MPEQ-outcomes 2.71 4 2 3 5 1 0.606
Brief Factor
Inventory-10
Openness 16.33 4 2 5 1 3 0.003
Conscientiousness 7.24 1 2 3 5 4 0.124
Extraversion 22.37 5 4 3 2 1 <0.00
1
Agreeableness 17.60 5 4 3 2 1 0.001
Neuroticism 452 1 4 3 5 2 0.339
Coping Behaviour
Assessment Scale
Avoidant Coping 6.76 2 4 5 3 1 0.149
Problem Focused 10.79 1 3 2 5 4 0.029
coping
Emotion Focused 2.73 2 3 4 5 1 0.603
Coping
AAQ-II 5.92 3 4 2 5 1 0.205
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When compared across different diagnostic categories, distribution of neuroticism
was significantly different across the categories (p=0.001) with higher neuroticism
seen in neurotic, stress related and somatoform disorder category as compared to
substance use disorders (adjusted p=0.032) as well as depressive disorder category
(adjusted p=0.018). (Table 3H)

Table 3H: Comparison of Variables according to Diagnostic Categories

(Kruskal Wallis Test)

Mean Ranks (df=4)
Neurotic,
Substa Depress Stress Personal
nce |F\)/ o Related | Sexual ity
Use . and Disord | . P
12 Disord Disorde Somatofo ers Disorder value
ers (N—r;47) rm (N=3) (N—slo)
(N=18) - Disorders B
(N=126)
BEP 3.41 1 4 2 3 5 0.490
MPEQ 8.00 3 5 4 2 1 0.091
MPEQ-role 7.03 3 5 4 1 2 0.134
MPEQ-outcomes 8.60 2 5 4 3 1 0.072
Brief Factor Inventory-
10
Openness 7.36 4 2 3 5 1 0.118
Conscientiousness 6.02 5 3 2 1 4 0.197
Extraversion 3.58 4 3 2 1 5 0.466
Agreeableness 1.12 3 4 2 5 1 0.890
Neuroticism 18.27 1 2 3 4 5 0.001
Coping Behaviour
Assessment Scale
Avoidant Coping 2.29 3 5 4 1 2 0.683
Problem Focused 5.89 5 2 3 4 1 0.207
coping
Emotion Focused 6.86 5 4 3 1 2 0.143
Coping
AAQ-II 8.50 1 5 2 4 3 0.075
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Patients were also compared as per the presence of prior psychotherapy experience
and whether they were structured or unstructured interventions. BEP scores
(p<0.001), MPEQ-role subscale scores (p=0.028), openness (p=0.027) and AAQ-II
scores (p=0.013) were found to be significantly different across these categories. Post
Hoc Analyses revealed that people who had experience with structured interventions
had significantly higher beliefs when compared with both unstructured interventions
(adjusted p=0.003) as well as those who had no prior experience with psychotherapy
(adjusted p<0.001). People who were exposed to unstructured interventions had
higher role expectations (adjusted p=0.048) as compared to people with no prior
experience. A higher degree of openness was found in people with exposure to
unstructured interventions as compared to people with no prior experience (adjusted
p=0.033). A higher degree of psychological inflexibility was found in people exposed
to no prior psychological interventions as compared to people with exposure to

unstructured interventions (adjusted p=0.010). (Table 3I)
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Table 31: Comparison of Variables according to Prior Experience with

Psychotherapy (Mann Whitney U test)

Mean Ranks (df=2)

Structured Unstructured No Prior
X2 Psychotherapy | Psychotherapy Experience | pvalue
(N=72) (N=141) (N=91)
BEP 3.41 3 2 1 <0.001
MPEQ 0.22 2 1 0.221
MPEQ-role 7.03 3 2 1 0.028
MPEQ-outcomes 8.60 3 1 2 0.528
Brief Factor Inventory-10
Openness 7.36 2 3 1 0.027
Conscientiousness 6.02 1 3 2 0.124
Extraversion 3.58 2 1 3 0.906
Agreeableness 1.12 3 1 2 0.071
Neuroticism 18.27 3 1 2 0.051
Coping Behaviour
Assessment Scale
Avoidant Coping 2.36 1 3 2 0.306
Pro_blem Focused 418 3 ’ 1 0123
coping
Emotion Focused | gg 3 2 1 0.438
Coping
AAQ-II 8.50 2 1 3 0.013

55




When compared by the type of professional who administered the prior
psychotherapy, it was seen that people with exposure to a psychologist administered
psychotherapy had higher BEP scores (p=0.001) , higher MPEQ-outcome subscale
scores (p=0.032) and higher problem focused coping scores (p=0.013) compared to
those who were exposed to a psychiatrist administered psychotherapy suggesting
higher beliefs in the efficacy of psychotherapy, higher expectations of an active role
during therapy and more usage of problem focused coping styles as compared to the
other group. (Table 3J)

Table 3J: Comparison of Variables according to Prior Psychotherapy

administered by

Mean Rank Test Statistic | p value
Psychiatrist | Psychologist
(N=194) (N=19)
BEP 102.59 152.08 2,699 0.001
MPEQ 104.53 133.29 24325 0.051
MPEQ-role 104.79 129.53 2,271 0.095
MPEQ-outcomes 104.19 135.74 2,389 0.032
Brief Factor
Inventory-10
Openness 105.99 117.32 2,039 0.420
Conscientiousness 107.96 97.24 1657.5 0.461
Extraversion 104.77 129.82 2276.5 0.087
Agreeableness 108.09 95.89 1,632 0.403
Neuroticism 104.59 131.63 2,311 0.065
Coping Behaviour
Assessment Scale
Avoidant Coping 108.24 94.37 1,603 0.342
Problem Focused 103.78 139.87 24675 0.013
coping
Emotion Focused 106.10 116.18 2,017 0.490
Coping
AAQ-II 107.02 106.84 1,840 0.991
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As per family history, the study population was compared with a presence or absence
of family history of mental illness along with the presence or absence of therapy
experience in the family member. It was found that BEP scores (p=0.007), MPEQ-
role subscale scores (p=0.049) and conscientiousness (p=0.043) differed significantly
across the three sub-groups. It was seen that people with a positive family history but
without therapy experience had a significantly higher belief in the efficacy of
psychotherapy when compared to people with no family history (adjusted p=0.020).
However, role expectations were not found to be significantly different on post hoc
analyses between the three sub-groups. A higher conscientiousness was found in
people with family members who had a mental illness and were not exposed to any
psychotherapy as compared to those who had a mental illness but had an experience
with any psychotherapeutic intervention (adjusted p=0.043). (Table 3K)
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Table 3K: Comparison of Variables according to Family History of Psychiatric

IlIness
Mean Ranks (df=2)
Family History of Psychiatric illness
x2 | Present- With | Present- | Absent | pvalue
Therapy Without | (N=248)
Experience Therapy
(N=13) Experience
(N=43)
BEP 9.83 3 2 1 0.007
MPEQ 4.19 3 2 1 0.123
MPEQ-role 6.03 3 2 1 0.049
MPEQ-outcomes 0.75 3 2 1 0.686
Brief Factor Inventory-10
Openness 3.36 3 1 2 0.186
Conscientiousness 6.31 1 3 2 0.043
Extraversion 1.33 1 3 2 0.514
Agreeableness 4.49 1 3 2 0.106
Neuroticism 1.16 2 1 3 0.560
Coping Behaviour
Assessment Scale
Avoidant Coping 2.35 1 2 3 0.308
Problem Focused | 4.59 3 2 1 0.100
coping
Emotion Focused | 4.67 3 2 1 0.096
Coping
AAQ-II 1.83 1 3 2 0.399
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Correlation between the continuous variables

Table 4 summarizes the correlation between the continuous variables of the study. It
was found that BEP scores were significantly positively co-related with MPEQ scores
(p<0.001) along with MPEQ-role (p<0.001) and MPEQ-outcome (p<0.001)
subscales, Extraversion (p=0.004), Agreeableness (p=0.001), AAQ-II scores
(p=0.044), problem focused coping (p=0.013), Duration of illness (p=0.022),
Duration of treatment (p=0.008), and number of follow ups. (p<0.001). There was

significant negative correlation between avoidant coping and BEP scores (p<0.001).

MPEQ scores were found to be positively correlated with. Openness (p=0.019) and
Agreeableness (p<0.001), problem focused coping (p=0.002), Age (p=0.013),
Duration of treatment (p<0.001) as well as Number of follow ups (p=0.005).

Role expectations were positively correlated with Openness (p=0.007),
Agreeableness (p=0.001), as well as duration of treatment (p<0.001) and number of
follow ups (p<0.001). Outcome expectations on the other hand positively correlated
with Extraversion (p=0.022), Agreeableness (p<0.001), and Age (p<0.001). Problem
focused coping correlated positively with both role (p=0.007) as well as outcome

expectations (p=0.005).

Avoidant coping correlated positively with age (p=0.007). Problem Focused coping
correlated positively with Extraversion (p=0.003).
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Table 4: Correlation between continuous variables (Spearman’s correlation)

MPEQ- Conscientio | Extraversi| Agreeablen| Neuroticis | Avoidant Problem | Emotion
BEP MPEQ [MPEQ-ROLE| OUTCOM | Openness . focused | focused | AAQ-II Age DOI DOT
ES usness on ess m Coping Covina | Copin
ping ping
0.386
MPEQ (<0.001) -
0.340 0.956
MPEQ-ROLE (<0.001) |(<0.001) -
MPEQ- 0.391 0.882 0.717 _
OUTCOMES (<0.001) |(<0.001)| (<0.001)
Openness -0.030 0.134 0.153 0.086 _
(0.604) (0.019) (0.007) (0.134)
Conscientiousness 0.050 -0.021 -0.049 0.010 -0.102 _
(0.382) (0.717) (0.397) (0.861) (0.075)
Extraversion 0.163 0.085 0.040 0.131 0.006 0.208 _
(0.004) (0.137) (0.488) (0.022) (0.921) (<0.001)
Agreeableness 0.191 0.252 0.198 0.294 -0.035 0.132 0.222 _
(0.001) (<0.001) (0.001) (<0.001) (0.539) (0.021) (<0.001)
Neuroticism 0.032 -0.056 -0.028 -0.079 -0.010 -0.274 -0.149 -0.067 _
(0.580) (0.329) (0.626) (0.170) (0.868) (<0.001) (0.009) (0.245)
Avoidant coping -0.235 0.003 0.010 0.026 0.045 -0.100 0.098 -0.159 0.033 _
(<0.001) (0.958) (0.865) (0.652) (0.432) (0.081) (0.087) (0.005) (0.561)
Problem focused 0.142 0.176 0.154 0.160 -0.084 0.130 0.168 0.190 -0.012 -0.124
coping (0.013) (0.002) (0.007) (0.005) (0.142) (0.023) (0.003) (0.001) (0.841) (0.031) B
Emotion focused 0.010 -0.081 -0.101 -0.036 -0.107 0.123 0.067 0.013 -0.038 0.220 0.211
coping (0.866) (0.158) (0.079) (0.532) (0.063) (0.032) (0.246) (0.818) (0.513 (<0.001) | (<0.001) B
AAQ-II 0.166 0.069 0.068 0.077 -0.104 -0.230 -0.108 -0.059 0.294 0.050 -0.132 0.002 _
(0.044) (0.232) (0.238) (0.179) (0.71) (<0.001) (0.061) (0.308) (<0.001) (0.385) [ (0.022) [ (0.979)
Age 0.056 0.142 0.099 0.205 0.081 0.123 0.075 0.103 -0.161 0.155 -0.105 | -0.090 0.031 _
(0.322) (0.013) (0.084) (<0.001) (0.155) (0.031) (0.189) (0.072) (0.004) (0.007) [ (0.068) [ (0.881) | (0.584)
DOI 0.130 0.013 0.064 -0.053 0.154 -0.078 -0.049 0.025 0.063 -0.070 0.004 -0.116 0.116 0.302 _
(0.022) (0.816) (0.264) (0.348) (0.007) (0.169) (0.390) (0.658) (0.273) (0.226) | (0.942) | (0.043) | (0.042) |(<0.001)
DOT 0.151 0.204 0.268 0.073 0.179 -0.155 -0.0425 0.001 -0.021 -0.032 -0.104 | -0.112 0.097 0.132 0.438 _
(0.008) (<0.001)| (<0.001) (0.199) (0.002) (0.006) (0.460) (0.982) (0.714) (0.584) [ (0.069) [ (0.050) | (0.088) | (0.021) | (<0.001)
No of follow ups 0.199 0.161 0.200 0.079 0.102 -0.199 0.034 0.025 -0.062 -0.075 -0.058 | -0.067 0.177 0.177 0.379 0.746
(<0.001) (0.005) (<0.001) (0.166) (0.073) (<0.001) (0.549) (0.652) (0.275) (0.190) [ (0.316) [ (0.287) | (0.001) | (0.002) | (<0.001) | (<0.001)
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REGRESSION ANALYSIS

Linear Regression:

Linear regression was conducted to examine the predictive value of all the variables
which had a statistically significant association with Beliefs in the efficacy of
Psychotherapy (BEP) scores (p< 0.05). Initially simple linear regression was used to

assess which variables were significant predictors of BEP.

The AAQ-II scores were found to have significant positive correlation with BEP
scores however, when the study population was analysed separately by dividing into
groups as per prior experience with psychotherapy, this association did not hold true.
Hence AAQ-II scores have not been included in the regression model. The other
variables that had significant correlation with BEP scores were included in the

regression model.

The results showed that Extraversion (B=0.650, t=3.17, p=0.002), Agreeableness
(B=0.710, t=3.04, p=0.003), Avoidant coping (B=-7.637, t=-3.813, p<0.001), Problem
Focused coping (B= 4.802, t=2.390, p=0.017), Duration of IlIness (B=0.016, t=2.102,
p=0.036) and Duration of treatment (B=0.092, t=2.026, p=0.044) were significant
predictors of BEP scores. Hence these variables were used for multiple regression
analysis.

Multiple Linear Regression:

The following step involved performing a multiple linear regression analysis using the
entry method to determine the impact of each of the aforementioned significant
predictors, taken collectively, on the outcome variable i.e., BEP scores. The following
assumptions must be true in order to do a multiple linear regression analysis.

a) The dependent variable and independent variables have a linear relationship.

b) The data do not exhibit multicollinearity.

¢) The residual values are independent.

d) The residuals' variance is constant (homoscedasticity).

e) The residual values have a normal distribution.

f) The model does not contain any significant case biases.
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The association between each independent variable and the result variable was linear,
as demonstrated by scatter plots. Collinearity diagnostics were carried out to make
sure that multicollinearity wasn't present. This assumption was implied by the
variance inflation factor (VIF) scores, which were all below 10 and tolerance scores,
which were over 0.1. The results of the Durbin-Watson statistic, which was calculated
to evaluate the assumption that the residuals’ values are independent, were in the
range of 1 to 3, suggesting that this assumption was not broken. To evaluate the
presumption that the variance of the residuals was constant, scatterplots were
developed (homoscedasticity). The assumption of homoscedasticity was satisfied
because the plots did not exhibit any signs of funnelling. To evaluate the supposition
that the residual values are distributed normally, a P-P plot was made. The plots
showed no evidence of this presumption being broken. To make sure that no
significant cases were skewed the model, Cook's distance values were calculated. All
values were below 1, indicating that the model was not being overly affected by

specific cases.

Multiple Regression Analysis

Table 5A: Model Summary

Std Error

2 Adjusted Durbin
Model R R R2 of_ the Watson
Estimate
1 0.337 0.114 0.096 7.260 1.718
Table 5B: ANOVA

Model Sum of Squares | df | Mean Squares F P

Regression 2011.93 6 335.32 6.361 | <0.0010
Residual 15655.48 297 52.71
Total 17667.41 303

The model as a whole was significant to predict beliefs in the efficacy of
Psychotherapy (BEP): F (7,296) = 6.361, p-value < <0.0011 as shown by ANOVA
table (Table 6B). The R? for the overall model was 11.4 % with an adjusted R? of 9.6

%, a small to medium effect size is reported by the model of variations in beliefs in
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the efficacy of psychotherapy, which is accounted for by the linear combination of the

predictor variables (Extraversion, Agreeableness, Avoidant Coping, Problem Focused

Coping, Duration of Iliness and Duration of Treatment).

Table 5C: Multiple Regression Coefficient

Unstandardized Standardiz
Variable o ed Co- t Sig. 95% C.1.
Co-efficient .
efficient
Lower | Upper
B S-E Beta Bound | Bound
<0.00
(Constant) 46.31 4.843 9.563 1 36.787 | 55.852
Duration of
Treatment 0.037 0.022 0.106 1.678 | 0.094 | -0.006 | 0.081
(DOT)
Duration of
lliness (DOI) 0.009 0.008 0.073 1.172 | 0.242 | -0.007 | 0.026
Extraversion 0.496 0.205 0.137 2.423 | 0.016 | 0.093 | 0.900
Agreeableness | 0.386 0.235 0.094 1.645 | 0.101 | -0.076 | 0.850
Avoidant - - -
Coping 6.249 1.980 -0.175 3.156 0.002 10.146 -2.353
Problem 132951 5002 0.127 2.261 | 0.065 | -0.227 | 7.654
Focused Coping

In the final model, the independent variables that were statistically significant were
Extraversion (B = 0.496, t-value = 2.423, p-value = 0.016) and Avoidant Coping (B =
-6.429, t-value = -3.156, p-value = 0.002). (Table 6C)

Interpretation of the multiple linear regression for BEP scores:

a. The positive slope (B) for Extraversion (0.496) as a predictor of Beliefs in the

efficacy of Psychotherapy indicated that there are 0.496 units higher mean BEP scores

with one unit increase of Extraversion. In other words, the increase in Extraversion

increases BEP scores. The Semi Partial Co-efficient (SR?) of Extraversion was 0.017,

indicating that 1.7 % of the variance in BEP scores is uniquely accounted for by

Extraversion.

b. The negative slope (B) for Avoidant Coping (-6.429) as a predictor of Beliefs in the

efficacy of Psychotherapy indicated that there are 6.429 units lower mean BEP scores

with one unit increase in Avoidant Coping. In other words, the presence of Avoidant

63




Coping reduces BEP scores. The Semi Partial Co-efficient (SR?) of Avoidant Coping
was 0.029, indicating that 2.9 % of the variance in BEP scores is uniquely accounted

for by Avoidant Coping.

Highest variance contributor: Avoidant Coping
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Qualitative variables

Participants were asked various questions regarding their understanding of
psychotherapy and their responses were recorded. Several themes were identified and

have been reported here to add to the understanding of the results.

Q1: What do you think should be discussed during counselling/psychotherapy?
(Like family issues, personal issues, and some confidential information)

Approximately 45 % of the respondents reported that “feelings and thoughts” should
be discussed during psychotherapy or counselling. These patients understood
psychotherapy as an endeavour to talk about what preoccupies their minds and as an
outlet to their emotions. About 35 % of the study population felt that specific
problems and stressors “what bothers them” at the moment or cross-sectionally in life
should be discussed and explored at length while they are in counselling. About 15 %
thought psychotherapy or counselling to be similar to an elaboration about “signs and
symptoms” that afflict the patient, and an additional 1% thought it to be a process of
history taking followed by generic advice given on lifestyle changes and perceived it

to be synonymous with the word “counselling”. (Table 5A)

Table 6A: Perceptions on the perceived components of

psychotherapy/counselling

Perceptions Frequency Percentages
Discussion about feelings & thoughts 136 44.73
History taking, advice about lifestyle 11 3.61
No idea 4 1.31
Discussion about problems & stressors 107 35.19
Discussion about symptoms 46 15.13
Total 304 100

Q2: Which do you prefer medicine only/ talk therapy or counselling/ both for the

treatment of your illness? Why?

Around 43 % of the participants reported that they would prefer both medications and

psychotherapy as they perceived that medicine has a role to play in controlling the
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acute symptoms while talking would help reduce the burden of the mind and did not
have a clear preference of one over the other. Similarly, around 21% of the study
population felt that while medication resolves symptoms, talking will help achieve
solutions to their “problems” and identified psychosocial issues as a primary cause of
their symptomatology. Around 10 % felt that talking in counselling is a way of
changing “thought patterns” so as to reduce “negative thinking”, “unhelpful recurrent
thoughts” or “worries”. About 18% reported concerns about the side effects of
medication and reported having a clear preference for “counselling” over medication
as they considered that medication use can have “long lasting” or “permanent” side
effects on their body. About 5 % considered counselling to be a long-lasting solution
to their presenting problems while medication use was considered to be a short term

or temporary solution. (Table 5B)

Table 6B: Perceptions on the perceived comparative preference between

medication and psychotherapy

Perceptions Frequency | Percentage
Both, medication helps in symptoms, talking helps 39
in changing thought patterns 10.5
Both, medication helps in symptoms, talking helps
A : 65
in gaining solutions to problems 21.4
Both, medication helps in symptoms, talking helps 3
in understanding of illness 1.0
Both, medication helps in symptoms, talking helps 130
reducing burden in the mind 42.8
Counselling, due to concern for side effects with
L 56
medication 18.4
Counselling, medication is short term solution,
. 14
counselling is long term 4.6
I don’t know 4 13
Total 304 100

Q3: What should be your role in counselling / psychotherapy?
A staggering 62.5 % of the study population reported that they expected to follow the
advice given by their treating doctors as a part of psychotherapy/counselling. “I will

follow whatever my doctor says or asks me to do” was the most consistent response
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reflecting the above pattern. About 31 % reported that they expected to be able to
express their thoughts and feelings freely during the counselling session as a way of
“venting” or “letting out what bothers me” to be the primary role they would have to
play as a part of psychotherapy. About 5% said they expected to elaborately talk
about their problems and stressors freely as they felt “we can share what we can’t tell

anyone else” in the session. (Table 5C)

Table 6C: Perceptions of perceived expected role during

psychotherapy/counselling

Perceptions Frequency | Percentage
| will elaborate on problems and stressors freely 15 4.9
I will express thoughts & feelings freely 95 31.3
| will follow advice given by the doctor 190 62.5
I don’t know 4 1.3
Total 304 100

Q4: How can a doctor help you in counselling? What are your expectations from
the doctor?

About 42 % of respondents reported that they expected their doctor to provide them
with easy and plausible solutions to their presenting problems and/or stressors. 30 %
of the participants expected their doctor or counsellor to “listen with interest or
patience,” i.e., in a sense, practice active listening, which seemed to be an essential
factor that provided them comfort as well as seemed to foster a positive therapeutic
relationship as per the patients. About 26 % expected their doctor to “express empathy
and be polite” which as per many was lacking in many of the clinical settings that the

study participants had encountered. (Table 5D)
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Table 6D: Pattern of perceived roles of the therapist/doctor in psychotherapy

Perceptions Frequency | Percentage
Doctor should be empathetic & polite 80 26.3
Doctor should give solutions to problems 128 42.1
I don’t know 4 1.3
Doctor should listen with interest & patience 92 30.3
Total 304 100

Q5: How was your past experience with therapy?

Thirty percent of patients did not have any prior experience with psychotherapy.
Twenty-three percent of patients reported that they felt that psychotherapy or
counselling helps them to “relax” and felt that it was a good recurring way to feel
better. About 19% felt that counselling had helped them to deal or cope with their
problems in a better way. Around 6% felt that they had better confidence after
experiencing counselling, another 6% reported that they experienced lesser anxiety or
worries due to the effects of counselling and an additional 6 % said they understood
better about their illness as a result of being counselled. Three percent of participants
also reported to have gained a “better understanding of self” as a result of
psychotherapy. Two participants reported that counselling helped them to stay

abstinent for substance use. (Table 5E)
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Table 6E: Perceptions of perceived benefits of psychotherapy

Perceptions Frequency | Percentages

Psychotherapy helped by improving the symptoms 17 5.6
Increased confidence as compared to previous self 19 6.3
Better coping with problems as compared to before 57 18.8
Therapy helps in gaining better understanding of self 9 3.0
Therapy helps in relaxation 70 23.0
Therapy helps by reducing the anxiety 18 59
No prior experience 93 30.6
No specific benefits 1 0.3
Understood better about illness due to counselling 18 5.9
Was able_r to stay abstinent from the drugs due to 9 0.7
counselling

Total 304 100
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DISCUSSION

The current study aimed to determine the association of Beliefs in the efficacy of
Psychotherapy and Expectations from Psychotherapy and their correlation with
Sociodemographic variables, Personality Traits, Coping Styles and Psychological

Flexibility.
Role of sociodemographic variables

The current study found no differences between sexes when beliefs or expectations
towards psychotherapy were compared. This is in contrast to what was found in a
number of studies. *2 ** ™ These studies found that women had better psychological
help-seeking and more positive attitudes toward psychotherapy. These studies
suggested that this difference is because women are more likely to engage in talking
about their emotions as compared to men, who prefer quick solutions or practical
ways to deal with their problems. These studies further highlighted that males might
not seek help as often as women do because they are reluctant to participate in
therapies when the main goal is emotional disclosure, even though men may benefit
from emotional disclosure just as much as women. " Although a higher avoidant
coping was found in men in our study, which supports the above hypothesis, this did
not seem to affect their beliefs about the efficacy of therapy. The unique sociocultural
background of the study population may be responsible for this finding. This may also
be explained by the fact that 73 % of the males belonged to lower middle and lower
socioeconomic categories, with higher beliefs and expectations as opposed to only 57
% of the females in the study population, which could have accounted for any gender
variance. Further exploration is warranted to establish how the sex of the client affects

these factors.

No correlation was found between age and beliefs in the efficacy of psychotherapy
however, age correlated positively with role expectations. This is consistent with the
literature. *° This may be explained by the fact that older people expected to
participate more in therapy than their younger counterparts from their experience of
dealing with life issues and problems. Similarly, it has also been found that contrary

to perceptions of older people being resistant to change, they want to change and feel
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free to express and explore whatever they choose; a quality that has been described in

the literature as their “personal agency” "

When compared between urban and rural groups, the people residing in urban areas
seemed to have significantly higher beliefs in psychotherapy when compared to
people from rural backgrounds. This could be explained by more access to and better
awareness regarding psychological help in the urban population. People residing in
rural areas have limited access to professional psychological help. Generally, they
tend to depend on their immediate family members, friends, or the local village elders
in times of stress. Bhargava et al. asserted that the limited resources, population size,
and the widely prevalent stigma associated with seeking treatment for mental illnesses
provide significant barriers to formal psychological therapies in rural populations.®®
Furthermore, 66.5% of the urban population had studied up to graduation or
postgraduation in this study as opposed to 50% of the rural population. A higher
education status might account for better awareness and possibly a higher
psychological mindedness of the urban population which might have contributed to

higher beliefs in the urban group.

Single people had a higher belief in the efficacy of psychotherapy than the married
population. A higher avoidant coping in married people and a higher problem-focused
coping in the single population could explain this finding. A higher avoidant coping
contributed significantly negatively to the primary outcome variable (BEP scores) as
per regression analysis and can explain the higher beliefs of single people. Besides,
married people, from the virtue of having a partner, may have a lower perceived need
for psychological help due to better social support provided by their spouse and
family. The nature and importance of client’s treatment expectations from couple
therapy have been investigated in several qualitative studies. The majority of clients
in these studies who were interviewed stated that they anticipated couple therapy to be
helpful in achieving specific goals, had expectations for their behaviour that were
well-defined, and anticipated delving deeply into personal issues while working
together with their partners to address relationship issues. ">"® However, no studies
have been conducted comparing expectations between single and married people and
between individual and couple therapy. Several barriers may exist to discussing

marital issues, such as discordant initial expectations, role conflicts, or sexual
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intimacy issues, especially in the Indian context, which may further contribute to the

lesser beliefs and expectations from psychotherapeutic treatment in a married person.

Beliefs and expectations were higher in higher education categories, particularly in
graduates and post-graduates and above. Highly educated people also had higher role
and outcome expectations from psychotherapy. This finding contradicts the findings
in a study by Visla et al., which found no association between education and initial
psychotherapy outcome expectations of the patients, and in another study by the same
author, which found that lower pre-treatment outcome expectations were linked to
higher educational status. *" 7" A higher education status was also linked to a higher
extraversion. It was also found that lower education was linked to higher use of
avoidant coping. Both these findings highlight that individuals with a higher
education status tend to be more confident, outgoing, and sociable than those who are
less educated. On the other hand, lesser-educated people tend to use avoidant coping
strategies, which include Self Distraction, Substance Use, Denial, and Behavioural
Disengagement. These findings explain why people who have a higher education
status hold more positive beliefs in the efficacy of Psychotherapy and also have
higher role and outcome expectations, as they tend to be more extrovert and might
accept “talking” as a method of psychological treatment more easily. Avoiding
dealing with stress is more significant in people who are less educated in this study.
This explains why they might not want to engage in psychotherapy or hold negative
beliefs toward psychotherapeutic interventions. A higher education status has been
found to be linked with better mental health literacy and attitudes toward
psychological help-seeking. "®"® On the other hand, a lower education status is found
to be linked with a lower sense of mastery which also could be a contributory factor to

the above findings. ®

Higher outcome expectations were seen from Psychotherapy in People from Joint
families, suggesting that people belonging to joint families have a higher expectation
of achieving better outcomes with psychotherapy. They also had higher avoidant
coping styles. However, people from nuclear families had a higher extraversion. This
finding may be explained by the concept of the “transitional family” structure, which
sociologists have defined as the defining feature of the current family structure in

Indian society. According to Mullaiti, the family structure is a continuum, with
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nuclear and joint families at each end. The transitional family sits in the middle of the
spectrum and exemplifies the transformations in contemporary Indian culture. & Even
if structurally nuclear, such transitional families may carry on as joint families. People
belonging to joint families in this study can be considered transitional families in the
modern context and this indicates a change from a highly hierarchical to a less
hierarchical structure, from an emphasis on obedience to greater freedom and a
greater emphasis on autonomy and self-identity. The advantages of a joint family
system include tremendous emotional reliance on one another and a strong sense of
closeness and commitment. However, the transition to a fully nuclear model is still in
its early stages in Indian society, and the collectivistic attitudes of a transitional family
may have contributed to the development of higher avoidant coping styles in such

individuals.

No differences were seen in beliefs and expectations when compared as per
employment status. However, a higher extraversion was seen in the employed group,

while higher neuroticism was seen in the unemployed group.

A higher belief in the efficacy of psychotherapy was found in the lower
socioeconomic strata compared to the upper socioeconomic categories. A higher
extraversion, openness, and higher agreeableness in the lower socioeconomic
categories may be contributory in this regard. Rosenstreich et al., in their review,
highlighted that a significant cognitive dysfunction is brought on by financial
restrictions, which may influence the failure or success of psychological therapy.
Such problems show themselves as increased stress, a lack of self-control, and
cognitive inflexibility. ® In turn, these cognitive problems may impair the patient's
capacity to engage in introspective self-examination, to identify and locate the
resources needed to attain therapeutic goals, and to support adaptive behaviours. A
higher problem-focused coping was found in the upper socioeconomic category in the
current study, which supports this notion however, on the contrary, people from lower
socioeconomic categories had a higher belief in the efficacy of psychotherapy along
with indicators of being more extrovert, more open to experiencing new things as well
as more cooperativeness in this study. This contrary finding can be explained by the
fact that while only 6% of the study population belonged to the lower or lower middle

socioeconomic categories, 69.7 % of the study population belonged to the urban
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population and might have had better awareness and access to mental health services
than anticipated and nearly 50% of the population was educated up to graduate or
post-graduate level. This may reflect the dynamic shift modern Indian society is
undergoing regarding urbanization and better access to education and the internet.

When compared across different diagnostic categories, no difference was seen in the
beliefs or expectations of the patients towards psychotherapy which is consistent with

existing literature. **

Prior psychotherapy experience significantly influenced the participant’s beliefs and
role expectations. People who had experience with structured interventions had
significantly higher beliefs when compared with both unstructured interventions as
well as those who had no prior experience with psychotherapy. People who were
exposed to unstructured interventions had higher role expectations as compared to
people with no prior experience. Both of these findings reflect that patient’s
experience of being in a therapy session significantly enhanced their positive beliefs
and increased their expectations to participate more actively in therapy in the future.
Constantino et al., in their study of socially anxious people, found that greater
treatment satisfaction in people with prior psychotherapy experience was linked with
higher outcome expectations in the participants.™ Similar results were found in other
studies. 8% A higher degree of openness in people with exposure to unstructured
interventions compared to people with no prior experience explains a higher role
expectation, as openness was found to have a significant positive correlation with role

expectations in this study.

In this study, when compared as per the family history of psychiatric illness and
exposure to psychotherapy in the family member, it was seen that people with a
positive family history but without therapy experience had a significantly higher
belief in the efficacy of psychotherapy when compared to people with no family
history. It has been seen in a few studies that feedback regarding prior experiences
and opinions, or attitudes from friends and family members, also influences
expectations toward psychotherapy in a significant manner.*® Thus, it may be
hypothesized that people with family members who had a positive experience

following therapy are likely to hold more positive beliefs as any reservations they
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may hold against therapy might have been allayed by the positive experience their

family member had and might encourage them to take up therapy.
Beliefs and Expectations towards Psychotherapy and its correlates

In our study, it was seen that BEP scores were significantly positively correlated with
MPEQ scores along with MPEQ-role as well as MPEQ-outcome subscales. This
parallels the statistically significant positive relationship between BEP and MPEQ (r
= .52, p < .001) found by Volpe. Similarly, a significant positive correlation was
found between BEP scores and Extraversion (r = .16, p < .05) and agreeableness (r =

.27, p < .001) by Volpe, which was replicated in this study. &
Role of Personality

When the five-factor model of personality was considered in the study population, it
was seen that extraversion and agreeableness correlated positively with beliefs in the
efficacy of psychotherapy. It was also seen that people with a higher openness and
agreeableness had higher overall expectations, as well as higher role expectations, and
people with a higher extraversion and agreeableness had higher outcome expectations.
This means that people who have these traits have a higher belief that
psychotherapeutic interventions work. People that exhibit the aforementioned traits
also anticipate becoming actively involved in the counselling process. This is
consistent as found by Hatchett and Han, ?° Roland®*and Schaub and Tokar.®®
Extraversion has been found to be linked to being sociable, fun-loving, affectionate,
friendly, and talkative. These adjectives show that extraversion significantly increases
a person's motivation for social interaction and may explain why these people may
have higher beliefs and expectations from psychotherapy because they may find it
easier to "talk™ about their thoughts and feelings and to interact more actively with the
therapist. 2" Similarly, agreeableness has been connected to being compassionate,
kind, forgiving, and helpful. A higher agreeableness has also been found to be linked
to higher cooperativeness. 2 According to Roland, agreeableness was associated with
higher personal commitment, expectations of facilitative circumstances, counselling
expertise, and nurturing behaviour by the therapist. ® Such people can be
hypothesized to be more diligent towards the therapy process. They may harbour

higher beliefs in the efficacy of therapy as well as outcome expectations due to a
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possibility of a higher level of individual responsibility. Openness has been defined as
having a tendency towards a vivid imagination and fantasy life, being more receptive
to inner emotional states and feelings, and having a higher level of intellectual
curiosity. ¥ The trait of openness, thus is likely to increase expectations from
psychotherapy as it increases the inclination for exploring and learning new things.
Such people might be curious about the possibilities therapy can offer them. They
may want to play a central or active role in this exploration which explains higher role
expectations.

Role of Coping Styles

There was a significant negative correlation between avoidant coping and BEP scores
and a significant positive correlation with problem-focused coping. Problem-focused
coping also correlated positively with expectations, i.e., role and outcome

expectations.

This finding means that people who dealt with their problems using tactics such as
self-distraction, substance use, denial, or behavioural disengagement had significantly
lesser beliefs in the efficacy of psychotherapeutic interventions. This can reflect the
tendency of such individuals to “avoid” dealing with their problems altogether. Such
individuals may thus either deny that there is a problem to be discussed in therapy or
may not believe that going to therapy or counselling is a valid method of dealing with
the problem at hand. On the other hand, people with a higher problem-focused coping
usually tend to believe that actively coping with an issue, using the information as a
means of building support, positively reframing the problem, or planning on how to
tackle the issue are better means of coping. These coping styles also reflect the
methods various psychological interventions employ to help the patients deal
effectively with their problems, for example generating alternative thought patterns or
collaborating with the patient to develop an action plan to deal with their issues. Thus,
such individuals are a good fit for psychological therapies as they already come from
a demographic which believes in and uses these techniques in their lives and expect to

enhance the same when they enter the therapy.

This finding has been inconsistent in literature, with limited studies directly assessing

the role of coping styles on expectations and beliefs towards psychotherapy. For
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example, Simon et al. found that people with active coping styles had higher recovery
with CBT and attributed the same to higher homework compliance and better
engagement in therapy. *° However, Burns and Nolen-Hoeksema did not find this
difference and emphasized that the coping styles of the client may not affect the
suitability for CBT. Further studies may be required to explore the role of coping

styles on client’s beliefs and expectations for psychotherapy. >

The contribution of avoidant coping in belief in psychotherapy was significant in this
study, with 2.9 % of the variance of BEP scores explained by avoidant coping when
controlled for other correlates in regression analysis.

Role of Psychological Flexibility

AAQ-II scores correlated positively with BEP scores in this study. This means that
people with higher psychological inflexibility had higher beliefs in the efficacy of
psychotherapy. However, when people with no prior psychotherapy experience and
people with prior psychotherapy experience were analysed separately, no such
correlation was found in people who were not exposed to psychotherapy before.

I. % and Brandon et al. **

Contrary to what was found by Yasinski et a in their studies,
only a small difference was seen between the people who did not have any prior
experience and people with exposure to unstructured interventions in this study.
Moreover, the illness severity may also be a contributing factor toward psychological

flexibility and has not been accounted for in this study.

Studies suggest that rigidity towards emotional experience reduces with higher
psychological flexibility. ®° This means that people with greater psychological
flexibility must have a greater capacity to endure intense or negative emotional
experiences. However, the correlation between this aspect and the beliefs and
expectations of people towards psychotherapy has not been studied. This hypothesis
did not hold in our study.

Role of clinical variables

BEP scores correlated positively with the duration of illness, duration of treatment as
well as the number of follow-ups at the study facility. The three factors also correlated

positively with each other. This means that people with a longer duration of illness,
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who were under treatment for longer periods and were under regular follow ups had
higher beliefs in the efficacy of psychotherapy. A longer duration of treatment and a
greater number of follow-ups was also found to be linked with a greater client role
and outcome expectations, meaning that such individuals also expected to play a more
active role during therapy and achieve better outcomes at the end of treatment as
compared to people with a shorter duration of treatment or who were in the initial
follow-ups at our facility. This may be reflective of a higher chance of being exposed
to a psychological intervention when a patient is under treatment for a greater
duration than someone who drops out of the treatment and thus also having more
chances of their prior experiences contributing to their positive beliefs and

expectations towards psychotherapy as discussed earlier.

Similarly, a higher belief in the efficacy of psychotherapy and higher expectations
from therapy may also cause better client retention and contribute to a greater

duration of treatment and number of follow-ups.
Qualitative data

The findings from the response to the open-ended questions add to the understanding
of the beliefs and expectations of Indian patients towards psychotherapeutic

treatment.

When asked about what they thought should be talked about in psychotherapy or
counselling, a significant number of respondents expressed that "feelings and
thoughts” should be discussed during psychotherapy or counselling. These patients
saw psychotherapy as an opportunity to discuss their concerns and express their
emotions. According to some participants, counselling sessions should include
extensive discussion and exploration of the specific issues and stressors that trouble
them right now or generally in their lives. A substantial number of people said they
would prefer both medication and psychotherapy because they felt that talking would
help ease their mental burdens while talking would help regulate their acute
symptoms. They did not have a clear preference for one over the other. Similarly,
some participants believed that while medication reduces symptoms, talking will help
find answers to their "problems™ and identified psychosocial problems as the primary

contributor to their symptomatology. Remarkably, more than half of the participants
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in the study said they anticipated following the recommendations or advice given by
their doctors as part of psychotherapy or counselling. Similarly, a significant number
of respondents said they expected their doctor to offer them quick, logical solutions to
whatever difficulties or stressors they were now experiencing. A significant number
reported counselling as a way of achieving relaxation or unburdening the mind of
difficult thoughts and emotions. Those with prior experience with therapy reported
that they perceived benefits such as reduced anxiety, improved confidence, and a
better understanding of self due to psychotherapy.

These findings are consistent with those hypothesized by several authors. 62936%66

These findings suggest that although the study population preferred to keep a
“problem or emotion-focused” discussion as a part of therapy or counselling, they
expected their roles to be passive and expected their therapist to offer them advice and
solutions rather than encourage discovery of the deep-rooted thought patterns and

guide in modifying them as is ideally practiced.

Reddy conducted a study assessing the beliefs of Indian patients regarding the
treatment of mental illness, keeping cultural aspects in mind, and found that
psychotherapy was the least preferred treatment. Both patients, as well as their
relatives, preferred drug or “electrical” treatments more as compared to
psychotherapy. They also emphasized that people had a poor understanding of the
psychoanalytic concepts and magico-religious and cultural beliefs heavily influenced

the understanding of the participants about mental illness. %

Similarly, in a qualitative study on Indian immigrants and their therapists in Australia,
Mathisen and Ledingham found that clients perceived that their understanding of
counselling improved when they started their therapy, from almost no understanding
of the concept to understanding that counselling involved talking to someone who
listens to you without judgment. They reported that they found significant benefits
from counselling in terms of gaining more strategies and changes in thoughts and
feelings about themselves. They also reported that their culture represented a
significant barrier in help-seeking and gender roles, language, stigma, and a mismatch
between the client’s culture and the therapist’s awareness about it further impacts the

therapeutic relationship. %
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In another comparative study by Syed et al., it was found that Indians living in the UK
had favourable attitudes towards western psychotherapy approaches than their
counterparts living in India as well as the British participants. Participants with prior
counselling experience reported, on the whole, more favourable attitudes about
counselling. Furthermore, compared to the other two participant groups, Indians in
India appeared to be less knowledgeable about Western counselling techniques. They
emphasized that Indians living in Western nations may have greater opportunities to
observe the effects of counselling and its methods and contrast them with those used

in India. &

Due to a variety of reasons, such as the communal nature of the society, the
availability of traditional support like visiting religious gurus, conducting religious
rituals, and visiting holy sites, as well as a lack of knowledge about professional
psychological treatment and a shortage of specialized mental health professionals to
meet their needs, Indians rely on one another.®> Moreover, Indians have a deep faith
in mythology, superstitions, rituals, and the concepts of actions and duties, as is
expected by sociocultural norms and religious doctrines. They also tend to look
elsewhere for answers to their problems. This further maintains the belief that vocal
expressiveness and the overt display of emotions are bad because they weaken
interpersonal relationships and are indicators of weakness. It might be difficult for
them to conduct an emotional investigation. This was called a "cultural defense” by

Indian therapists in the past when they noticed it in their patients. %%

Furthermore, in more collectivistic societies like our own, the self is defined in
reference to others, with an emphasis on dependency, empathy, and reciprocity. It is
challenging to use western psychotherapy in the setting of collectivism in India

because it typically focuses on dynamic models, ego structure, and individual people.
64,94

These factors may cause dependency on the authoritarian figures in the society for
advice which may have translated into the expectations of playing passive, obedient
roles and expecting psychological treatments to be more didactic in nature, as has

been found in this study.
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This is in line with the previous hypotheses in the literature that Indian patients might
not be suitable for western psychotherapeutic approaches and effective indigenous

approaches need to be developed for them. %62

Neki gave one such approach. He called this a ‘Guru Chela’ relationship. As per this
concept, the guru embarks on an in-depth journey of self-discovery with his Chela
(his student) in order to liberate the student from all misery. The Guru-Chela
relationship is different from the transference relationship in western psychotherapy.
The Guru shows the way to liberation and makes himself available for use, unlike a
therapist who might worry about transferences. *°

Similarly, authors have compared the Gita to modern psychotherapies with
components similar to both psychodynamic and cognitive behavioural approaches
used by Krishna (Therapist), leading to psychic transformations in Arjuna (Patient).
%9 Another approach from mythology that has been recommended is the “hanuman
complex,” in which the patient "Hanuman," who had lost his ability to fly owing to a
curse after being reminded by Jambavan (the therapist), was able to realize his powers
and is a widely prevalent belief in the Indian psyche. However, these approaches have

not been explored empirically as part of research studies.®’

Some suggestions have also been made in the literature for adapting the traditional
CBT model to serve better Indian clients, including a philosophical or spiritual
outlook inherent in the culture, the need for a holistic view, the inclusion of family
and other close people in the treatment, and more elements of support and direction

rather than Socratic dialogue or self-discovery. *

The cultural adaptation of western or traditional models of psychotherapy has been
supported by several studies however most of these studies have been conducted in
the migrant or non-indigenous population of developed countries, and original studies

on such adaptations from the developing world are sparse. *

In India, the availability of professional services like counselling is still in its infancy
and is limited to those who can afford them and reside in big cities. 1%% Hence it is
imperative to adapt the existing psychotherapeutic approaches to suit and cater to the
Indian psyche, which can make the patients more receptive to psychological treatment

in our resource-limited clinical settings.
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Further research is warranted to explore the role of sociocultural determinants on the

expectations and beliefs of Indian patients towards psychotherapy.
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CONCLUSION

This study found that belief in the efficacy of psychotherapy was significantly higher
in people with a higher extraversion and agreeableness and a problem focused coping
style. On the other hand, it was significantly lesser in people with avoidant coping
styles. This study also found that people belonging to urban areas, who are more
educated, are single, have prior experience with psychotherapy and with a family
history of mental illness have higher beliefs in the efficacy of psychotherapy.
Extraversion and Avoidant Coping styles were found to have major contributions to

these beliefs and the maximum variance was found to be because of avoidant coping.

Older population, those with higher openness and agreeableness, those who used
problem focused coping styles, those who had a greater duration of treatment as well
as number of follow ups had higher expectations from psychotherapy. Those with
more openness had higher role expectations while those with more extraversion had
higher outcome expectations. Higher agreeableness was found to increase both role as
well as outcome expectations. People with exposure to unstructured interventions in
the past, and those with family history of psychiatric illness with exposure to therapy
had higher role expectations. People belonging to Joint families, older people and who
had therapy experience administered by a psychologist had higher outcome
expectations. Those with a higher education status had higher role as well as outcome
expectations.

The aforementioned findings give an insight into a clinical and socio-demographic
profile that maybe well suited for psychotherapeutic interventions in the Indian
settings. Modifying the pre-treatment beliefs and expectancies of the client remains an
important step towards possibly achieving better results in therapy and needs to be
explored further in future research studies. Keeping sociocultural context in mind is a
pre-requisite when selecting a patient for a particular psychological intervention and

future research needs to explore these aspects further.
Strengths of the study

1. The study provides insight into the Indian client’s psyche with respect to what they

think about psychotherapy and its correlates.
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2. The study had a large sample size and had equal representation from either of the
sexes

3. The study was done in clinical settings where psychotherapeutic services are
actively practiced and psychotherapy training is available

4. The study highlights the need to develop indigenous psychotherapy approaches that
are suitable for the Indian population keeping the complex sociocultural contexts in

mind
Limitations of the study

1. The study population had the majority of the people belonging to urban and educated
backgrounds, which might not be representative of the majority of the demographic
the clinical settings cater to.

2. Study population was heterogeneous regarding the duration of treatment and
exposure to a psychiatric setting, which might have influenced the outcome.

3. Definition of psychotherapy was operationalized to include all types of structured
and unstructured interventions.

4. The widely limited access, as well as lack of awareness about counselling services
and psychotherapy, might have been a covariate that was not explored in this study

5. The questionnaires used in this study for assessing the beliefs and expectations
towards psychotherapy have not been validated for use in the Indian population

Clinical Implications

1. Beliefs and expectations towards psychotherapy is an important therapeutic common
change factor that needs to be assessed prior to intake in psychotherapeutic
interventions

2. These factors correlate well with personality, coping styles as well as several socio-
demographic factors that need to be kept in mind while taking up clients for therapy

3. Modifying these factors may enhance the client-therapist therapeutic relationship
and increase the chances of achieving better outcomes following psychotherapy

4. Development of indigenous psychotherapy approaches and keeping sociocultural
context in mind is an essential future step in the practice of psychotherapy in Indian

settings
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APPENDIX 11: PATIENT INFORMATION SHEET

Beliefs and Expectations from Psychotherapy and its association with

Personality traits, Psychological flexibility and Coping styles

Name of the patient: Patient ID:

Psychotherapy, also known as talk therapy or counselling is a form of treatment
modality that is used to treat psychiatric disorders that involves treatment through use
of various psychological techniques that modify the way people think, perceive and

believe various things in life.

People suffering from depression, anxiety, addiction, bereavement and other various

types of psychiatric problems can benefit from psychotherapy/counselling.

Psychotherapy/counselling can be done by a clinical psychologist, a psychiatrist,
trained counsellors, and sometimes psychiatric social workers and psychiatric nurses

can also administer it after training.
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APPENDIX 1I: PATIENT INFORMATION SHEET

. Aim of the study: To study the beliefs and expectations towards
psychotherapy as a treatment modality for the treatment of psychiatric
disorders in patients attending psychiatry OPD and their correlates.

. Study site: Out Patient services of Department of Psychiatry, All India
Institute of Medical Sciences, Jodhpur, Rajasthan.

. Study procedure: Sociodemographic and a clinical data sheet will be filled
for collection of sociodemographic and clinical data and open-ended questions
will be asked to assess beliefs and expectations from psychotherapy as a
treatment modality. Question Answer session will be audio recorded. BEP
scale will be applied to measure the belief system regarding the efficacy of
psychotherapy, MPEQ scale will be applied to measure the expectations,
AAQ-I1I scale will be applied to measure the psychological flexibility, Coping
Behaviour Assessment Scale (Indian Adaptation) will be used to assess coping
styles and BFI-10 scale will be used to assess personality traits.

Likely benefit: Study will help identifying various factors that determine the
engagement of the patients in psychotherapy/counselling and help towards
working on the same for improving their variable clinical outcomes.

. Confidentiality: All the data collected from each study participant will be
kept highly confidential.

Risk: Enrolment in above study poses no substantial risk to any of the study
participant and if any point of time participant wants to withdraw himself/

herself, he/ she can do so voluntarily at any point of time during the study.

For further information / questions, the following personnel can be

contacted:

Dr. Harsh Khandelwal, Junior Resident, Department of Psychiatry, All
India Institute of Medical Sciences, Jodhpur, Rajasthan. Ph: +91
8769567361
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APPENDIX -111
All India Institute of Medical Sciences
Jodhpur, Rajasthan
Informed Consent Form

Title of Thesis/Dissertation: Beliefs and Expectations from Psychotherapy and its
association with Personality traits, Coping styles and Psychological flexibility.
Name of PG Student : Dr. Harsh Khandelwal

Patient/VVolunteer Identification No.:

I, S/o or D/o
R/o

give my full, free, voluntary consent to be a part of the study “Beliefs and
Expectations from Psychotherapy and its association with Personality traits,
Coping styles and Psychological flexibility” the procedure and nature of which has
been explained to me in my own language to my full satisfaction. I confirm that |
have had the opportunity to ask questions.

| understand that my participation is voluntary and am aware of my right to opt out of
the study at any time without giving any reason. | understand that the information
collected about me and any of my medical records may be looked at by responsible
individual from AIIMS Jodhpur or from regulatory authorities. | give permission for

these individuals to have access to my records.

Date:

Place: Signature/Left thumb impression
Date:

Place: Signature of PG Student
This to certify that the above consent has been obtained in my presence.

1. Witness 1 2. Witness 2

Signature Signature

Name: Name:

Address: Address:
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APPENDIX - IV

SOCIODEMOGRAPHIC DATA

NAME:

AGE:

SEX:

RESIDENCE:

MARITIAL STATUS:
(single/married/divorced/separated)

RELIGION:
FAMILY TYPE:

(nuclear/joint/transitional)

EDUCATION:
(school/graduation/post-graduation/doctorate/uneducated)

EMPLOYMENT STATUS AND TYPE/OCCUPATION:

(professional/semiprofessional/skilled/semiskilled/unemployed/household/
student)

SOCIOECONOMIC STATUS:
(According to modified kuppuswamy scale 2019)
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CLINICAL DATA

DIAGNOSIS:

DURATION OF ILLNESS:

TOTAL DURATION OF TREATMENT/NO OF FOLLOW UPS:

(At AlIMS/other setups)

PRIOR EXPERIENCE WITH COUNSELLING/PSYCHOTHERAPY:

Structured psychotherapy
Scheduled counselling
Behavior intervention including lifestyle intervention

Psychoeducation session and pharmacological treatment

PSYCHOTHERAPY/COUNSELING ADMINISTERED BY:

Psychologist
Psychiatrist
Others

FAMILY H/O PSYCHIATRIC ILLNESS (1* degree relative/others):

(Including history of psychotherapy/counseling)
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ANSWER THE FOLLOWING QUESTIONS:

. What do you think should be discussed during counselling/psychotherapy? (Like

family issues, personal issues, some confidential information)

. Which do you prefer medicine only/ talk therapy or counselling/ both for the

treatment of your illness? Why?

. What should be your role in counselling / psychotherapy?

. How can a doctor help you in counselling? What are your expectations from the

doctor?

How was your prior experience with psychotherapy?

TP T 91T & foh wrzafonT / Asedkdt & g forg ar & =l &
Sl aifeu? (SR uRae s, o &2, $© MNUAT SJTAHRT)
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> 3T 30T fARY & Sarel & forw gas / i MU a1 aEdRdr 7 ger
gde dd §? Far?

> ABHIRRYT / FEATET H MDA T Bl ATfeu?

> UHh Sfael U RI3ATNT H FH AcE X bl &2 Sl F T ar
3FAG &7

>  HAARAfPcET & G TS qd AFHT Har A1? (Y@ AT Alg & a @Y
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APPENDIX -V

Milwaukee Psychotherapy Expectations Questionnaire (MPEQ)

Below is a list of statements describing expectations about therapy that you may have.

These statements cover expectations regarding your own behaviour in therapy, your

future therapist, and the therapy setting. Read each statement carefully and circle the

number that indicates the strength with which you find yourself expecting what it is

described in the statement.

Statements Not at all | somewhat | very much so

1. | expect my therapist will provide |0 123 |4567 8 9 10
support.

2. My therapist will provide me feedback. |0 123 |456 7 8 9 10

3. | will be able to express my true ({0123 [4567 89 10
thoughts and feelings.

4. 1 will feel comfortable with my|0123 (4567 89 10
therapist.
My therapist will be sincere. 4 9 10
My therapist will be interested in what | 4 910
have to say.

7. My therapist will be sympathetic. 0123 |4567 8 9 10

8. | expect that I will come to every |0 123 [4567 8910
appointment.

9. Therapy will provide me with an|{0 123 |4567 8 9 10
increased level of self-respect.

10.After therapy, | will have the strength |0 1 23 |456 7 8 9 10
needed to avoid feelings of distress in
the future.

11.1 anticipate being a better person asa|012 3 (456 7 89 10
result of therapy.

12. After therapy, | will be a much more |0 123 |456 7 8 9 10
optimistic person.

13.1 expect that | will tell my therapistif 1 {0123 |456 7 8 9 10

have concerns about therapy.
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Milwaukee Psychotherapy Expectations Questionnaire (MPEQ)

AT 3 g A T G & TS §, ST ABHNUT & R F U H

goid &l &1 T HUT TASHIRTT F U TTT & aeR, IJTh AT &

RIfhcas 3 NW AfET & IR F 03T A PR A &1 UAb HAA

P T F U 3N 3T JEIAT P bl P ST 3T UL BT T

UhR § afiotad & & |

1. A 3G & 6 AW
Ffhcae TE—ar U

M|

10

2. I RAfpcas #qH

Psdew (URAYR) ve=
LI |

10

3. & 3 aafas
TaRT 3R HTaa3im &
<heh L TR |

10

4. ¥ 3va Rfrcgsd &
Y ool ASHH H&I|

10

5. I Rfchcas AsEaE

gl

10

6. # S o i pear
qATEdT §, A 3G & &
A RAfhcas o 394
feeraredt el

10

7. AT Rfecas
FergafayoT el

10

8. R G T A =
et 7T ST

10

9. MU FH HcHA-FFATA
BN |

10
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q gga & for S
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12. WA & drg, # Tgd
3P 3MRMaT ath

am|

10

13. 931 3%40g & b 3R
NG A AR AH TS
fare gefr ar & 3ma

Rfhcas A garHam|
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APPENDIX - VI

Belief in the Efficacy of Psychotherapy (BEP) Items

Below is a list of statements that measure the belief system in the efficacy of

psychotherapy as a treatment modality for mental iliness. Choose the option that

best coincides with your beliefs.

Strongly | Disagree | Neutra | Agre | Strongly
Disagree I/don’t | e agree
know
1. Psychotherapy can help people get | 1 2 3 4 5
through difficult times in their lives.
2. In general, I don’t believe that |1 2 3 4 5
talking to a therapist is an effective
way to deal with problems.
3. Psychotherapy can be an effective | 1 2 3 4 5
Way to improve one’s quality of life.
1 2 3 4 5
4. Talking with a therapist is a poor
way to resolve emotional conflicts.
5. Talking to a therapist is a good | 1 2 3 4 5
way to become more comfortable
with oneself.
6. Psychotherapy can help people | 1 2 3 4 5
learn to function better at school.
7. Psychotherapy seems pretty | 1 2 3 4 5
pointless to me.
8. Psychotherapy can help people | 1 2 3 4 5
learn to function better at work.
9. Talking to a therapist cannot | 1 2 3 4 5
enhance one’s satisfaction with life.
10. People don’t get actually better | 1 2 3 4 5
as a result of psychotherapy.
11. Psychotherapy can help people | 1 2 3 4 5
have more satisfying relationships.
12. Weighing the possible benefits | 1 2 3 4 5
against the cost, psychotherapy just
doesn’t seem worth the money.
13. Psychotherapy can enhance | 1 2 3 4 5

one’s ability to be insightful.
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AT 3T JIAT B T G G TS § S AGRS AR F v 3uER F

dRk X arsarRRdr & gHgRIRar # faara gomel & #Aga €1 a8
faeu g S 3muss faamat & @y gad 3T Ad 9rdr &
Rega | 3mmeAad | dery | TedAd | Rege
IHEHI / G T
T ®
| ABRIRGT 9 B U Shae | L 2 3 4 5
# oo AT F Slida & A
N Hhdl &l
2. HAT dR WX, & AT & |1 2 3 4 5
for fopdl M1 Afhcas
(NTUTC) T I HAT GATATAT
q fAuea &1 e gHT Tl &
3. Shae & qomEaar # guR & |1 2 3 4 5
forT ArgRrdd v gHTdr adiaT
& Hhdl B
4. HGATCHE HEYT B gl e | L 2 3 4 5

& foT teh RAfhcas & ag
gIcd AT Uh TR dIHT &l

5. Uh [Afhcded & a1d dl 1 2 3 4
U AU & q1Y 3AAS ool
Bl &I T 3T adiaT &

6. TTSHIRGT A9l &l T A | L 2 3 4
JeR P P H A W
HhdT ©l

7. WEHNA FH agd s | 1 2 3 4
T B

8. WA ot & ey v | 1 2 3 4 5
JeR P A 7 A W

el B

9. T RIffcad Y ad pa @ |1 2 3 4 5
Shad & HJf® ALl 9¢ Hhcll ¢l

10. GrsAIATA & uRomAaETRy |1 2 3 4 5

AT aGEda A deaX e B o
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APPENDIX - VII

personality?

Instructions: How well do you think the following statements describe your

A Brief VVersion of the Big Five Personality Inventory -Biqg Five

Inventory-10 (BFI1-10)

Disagree | Disagree | Neither Agree a | Agree
strongly | a little agree nor | little strongly
disagree
l....isreserved (1) (2) (3) (4) (5)
2. ... 1is generally trusting (1) (2) (3) (4) (5)
3. ... tends to be lazy (1) (2) (3) (4) (5)
4. ... is relaxed, handles | (1) (2) (3) 4 (5)
stress well
5. ... has few artistic | (1) (2) (3) 4 (5)
interests
6. ... is outgoing, sociable | (1) (2) (3) (4) (5)
7. ... tends to find fault | (1) (2) (3) 4 (5)
with others
8. ... does a thorough job (1) (2) (3) (4) (5)
9. ... gets nervous easily (1) (2) (3) (4) (5)
10. ... has an active | (1) (@) (3) 4 (5)
imagination
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A Brief VVersion of the Big Five Personality Inventory -Biqg Five

Inventory-10 (BFI1-10)

frder: aTues feare @ fore g8 a FMmfeifad e 3T1aeh saithed o1 90T ohid &2

faeiper | 3eAd | deEy /| GeAd | [ega
3reAd g g
1.... JdHAERT g 1) ) 3) @ |5
2.... 3H aR W &l (1) (2) (3) @ |5
HAET BT T §
3.... 3ol @ ST § (1) (@) (3) @ |G
4. g war § aama @& | (1) ) 3) @ |5
IS e A AT §
5. ... PO DellcHAD FAA! (1) @) (3) @ |G
@ §
6. ... IR, Froaer § | (D ) 3) @ |5
7. ... g8 & wafaar ggar | (D ) 3) @ |5
R
8.... BIH TS A qu &xar g | (D) (@) (3) @ 10
9. 3 ¥ gawr amar g | (D) @) (3) @ |G
10.... T fhT Fouar t@ar | (1) ) 3) @ |5
z
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APPENDIX - VIII

Coping behaviour assessment scale Indian version (Hindi)
TS QHTIT qT9-T

L) &

T |1 | €T 8T o (o101 ShTal T T {TTar § JITTeet &t s g

| e & wweea afad § Shiead a1 ST SATH AT g

T IO & hEaT § (o U8 SEATIehT T2 8|

T IR T I WG UaTAT T HERT A1 € ST ATTeRT et Hewdl Hid & (1]

B AN W WTSATeHh AU ITH AT |

H FHEET GHTT o {70 g TATH A& LT |

H aRTEeId i Sgat I o {78 SATTvaeh HIFATE! i oh [o1C IR BraT |

THEIT 57 TAT FreTe T8 T g

AT WTIAT AT 7 21 38eh Tordl Hara SATaH gATcHeh gIEehiv T&aT g|

FOEEIT FUTET o fe1Q GOR1 | WETan/aeTs 70 g

H AHET A I o [o1C T ol AERT ol 5|

H |1 S TR Uiied § St g

H 370 TEEIT THTLT o1 ATATSHT LT |

THET & THTE % G-GH § HS AT T 36 T HTAATET HLAT 5

THET o FHTET & Hasl § Hot 3o & HHgTd AT ST fHerdT 3|

| T e % o7 T Y STHET Ut |

T Ao TR ¥ SHTeHehacaich ST SaT Shivad hiaT g

H THEAT 1 Ueh AATeh o &4 H oraT 5|

| T | % AR W W STl § S GO Al § o ST § S et ST ueT AT

H AHET i TR &L oIdT |

T 37O HUTTCHS MTSATST Rl ke LT 7|

H 4 Tat ATeATIonsh | STTIH Ut 3|

T o o 38 T § Ol | WeTE W o

| & T 3 | Ste ST He fora F|

| & AT AT o HEs § T haW ISTAT W 36 AR § (R Ao g

| T o forg Tt At AT g

| & el A saT A |

H aRtfeerd T weiTen 3STaT |
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(Acceptance and Action Questionnaire-11)

APPENDIX - IX

AAQ-11

Following statements describe how you feel about your emotions. Choose the
response that applies to you best.

never
true

very
seldom
true

seldom

true true

sometimes

frequently
true

very
frequently
true

always
true

My painful
experiences and
memories make it
difficult for me to
live a life that |
would value.

I'm afraid of my
feelings.

| worry about not
being able to
control my
worries and
feelings.

My painful
memories prevent
me from having a
fulfilling life.

Emotions cause
problems in my
life.

It seems like
most people are
handling their
lives better than |
am.

Worries get in the
way of my
success.

114




faFafafEa Faa aofa axa § 6 3T 3ue waamsi & TR #F Far Jegy W &l 39
yfafshar @ g S 30 W FaH 7TOT ale 9 adr gl

wfr | agd | A & | Pl
g | & h | Bt g | Pt
a@ | "= ® ® i)

JHEHHL Glgd Jicel
T |IR gu | g

M E&ATH IFHT 3R
e I o v ol
Siealt Sher i | 1 2 3 4 5 6 7
g1 et & foadr #
el HE

A HUAT HGATT &
STl g

a3t @ I
T A U b IR A
[EGUCAGIEY

A EEAS A qH
T Rl Sfaed S | 1 2 3 4 5 6 7
& Jehclt Bl

AT A ST A

ALY YeT Al &l ! : 3 ‘ ° ° !
UAT 97T © Th
R e 3 1 2 3 4 5 6 7
el &l FHA g}
T & &
A &% gFerar &
1 2 3 4 5 6 7

TET H 3m ST
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