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Self-Concealment iii

ABSTRACT

Psychotherapy research is aimed at discovering factors and mechanisms that
influence therapy outcome to guide provision of effective treatment. One client factor
that has received recent attention is self-concealment, which is a predisposition to
actively conceal from others personal information that one perceives as distressing or
negative (Larson & Chastain, 1990). Self-concealment has been studied in relation to
attitudes toward therapy, willingness to seek therapy, and therapeutic progress. The
findings, however, have been inconclusive and researchers have not studied self-
concealment in relation to therapy outcome. The objective of the present study was to
examine the relationship between self-concealment and distress and between change in
these variables over the course of psychotherapy. The relationship between self-
concealment, therapy duration and client demographics also was examined. Participants
who attended outpatient psychotherapy at University of Windsor’s Psychological
Services Centre completed questionnaires at therapy intake and termination assessing
self-concealment, global distress, depression, and state and trait anxiety. Correlation and
multivariate regression analyses found that participants’ self-concealment tendencies and
levels of general distress, depression, and anxiety reduced from pre- to post-therapy.
Although intake self-concealment was linked to intake distress, intake self-concealment
was not found to be associated with termination distress, reduction in distress, premature
termination from therapy, or therapist rating of client change. In contrast, reduction in
self-concealment uniquely predicted reduction of all distress measures even after
accounting for gender, intake distress and therapy duration. Post-hoc analyses revealed

that self-concealment reduction also predicted a clinically significant reduction in global
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distress. This study’s findings serve as a preliminary step in understanding the
relationship between self-concealment, psychological distress, and psychotherapy

outcome.
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CHAPTER 1
INTRODUCTION

The central premise of psychotherapy is to assist individuals to reduce
psychological distress and improve daily functioning. Psychotherapy research is aimed at
understanding how this process occurs. Its primary task is to empirically assess what
factors and mechanisms influence treatment outcome and client functioning in order to
provide more effective treatment,

Over the past century, researchers have examined variables that are believed to
lead to either successful or poor therapy outcome. Much of psychotherapy research has
focused on comparing psychotherapies to determine their differential effectiveness or to
claim the superiority of one treatment over another. Unfortunately, numerous
comparative outcome research studies have shown little or no differential effectiveness of
alternative psychotherapy treatments, leading researchers to label this phenomenon the
“Dodo Bird Verdicf” (Luborsky, Singer, & Luborsky, 1975). Although many of the non-
differential findings likely are due to methodological inconsistencies and limitations
(Kazdin, 1998; Stiles, Shapiro, & Elliot, 1986), researchers also have identified common
aspects of all therapy modalities that appear to be responsible for similar outcome (Kopta,
Lueger, Saunders, & Howard, 1999). For example, Lambert and Bergin (1994) identified
30 ingredients that were common to all psychotherapies, including a positive therapeutic
alliance, the therapist’s rationale for clients’ difficulties, and cognitive learning on the
part of the client. As a result of both methodological limitations and common therapy
ingredients, researchers more recently have begun to focus their investigation on potential

therapist and client variables that might differentially influence therapeutic outcome.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



It is widely believed among clinicians and researchers alike that therapist
characteristics are associated with and even predictive of psychotherapy outcome. As
such, therapist qualities are among the most frequently studied contributors of therapeutic
change (Beutler, Machado, & Neufeldt, 1994). Therapist factors include specific
techniques, therapeutic style, and communication patterns that the therapist uses in
therapy (e.g., Hill, 1986; Jones, Cummings, & Horowitz, 1988; Stiles, 1986), as well as
level of empathy, expertise, warmth, personality style, values, and attitudes (e.g., Barrett-
Lennard, 1962; Beutler et al., 1994; Carkhuff, 1969). Numerous studies have shown that
these therapist factors can influence both the process and outcome in psychotherapy
(Beutler et al., 1994; Hoyt, Marmar, Horowitz, & Alverez, 1981; Stiles, 1986).

The therapeutic relationship also appears to play a central role in producing
change. Indeed, a trusting, open, and warm relationship between the therapist and the
client is thought to be a necessary condition for successful psychotherapy outcome
(Rogers, 1957). The therapeutic relationship primarily has been examined in terms of
interactions between therapists and clients (Benjamin, 1974), relationship quality (Safran
& Wallner, 1991) and therapeutic alliance (Gaston & Marmar, 1990).

Lastly, various client variables are thought to significantly impact the course and
outcome of therapy (Garfield, 1994). Among the most frequently studied client attributes
are demographic differences (e.g., gender, age, social class, education, age, diagnosis)
and personality variables. |

One individual difference factor that has received considerable attention from
both clinicians and researchers is client self-disclosure or the act of verbally revealing

personal information to others, including thoughts, feelings, and emotions (Derlega,
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Metts, Petronio, & Margulis, 1993) since self-disclosure is thought to have therapeutic
value (Chaiken & Derlega, 1974; Chelune, Robinson, & Kommor, 1984; Pennebaker,
1995). Recently, however, the related but distinct construct of self-concealment is coming
under increased scrutiny in relation to therapeutic process and outcome.

Self-concealment is defined as a “predisposition to actively conceal from others
personal information that one perceives as distressing or negative” (Larson & Chastain,
1990; p.440). Thus, it reflects a common and familiar human experience in which people
avoid telling others about uncomfortable or distressing thoughts, feelings, and
information about themselves (Larson, 1993; Larson & Chastain, 1990).

Following is a review of the construct of self-concealment, including how it has
been measured and conceptualized. We examined conceptual and empirical differences
between self-concealment and two related but independent constructs of self-disclosure
and distress disclosure. Next we investigated proposed conceptual frameworks regarding
the purpose of self-concealment and its relationship to physical and psychological health
outcomes. Finally, we reviewed both theoretical and empirical research regarding the
association between self-concealment and psychotherapy as a preliminary step in
understanding how self-concealment predicts therapeutic outcome.

Self-Concealment

Self-concealment is a common human experience. Almost every individual keeps
secrets or purposely denies others personal information (Margolis, 1974). Personal
information that individuals withhold from others can include thoughts, feelings, actions,
or events that tend to be highly intimate and negative in valence. This information is

consciously accessible to the individual but is actively kept from the awareness of others

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



(Larson & Chastain, 1990). Indeed, the individual must be consciously aware of the
process of concealment; otherwise he or she would not be able to accurately report on
this process (Ritz & Dahme, 1996).

Self-concealment often has been referred to in the literature as keeping secrets,
since most secrets involve purposefully denying others personal information (Kelly &
McKillop, 1996; Margolis, 1974). Furthermore, the act of intentionally keeping personal
information hidden from another person is thought to be the defining trait of secrecy
(Bok, 1982). In addition, self-concealment has been noted in the literature as an aspect of
inhibition (Pennebaker, 1989) and an element of the broader construct of topic avoidance
(Affifi & Guerrero, 2000). All of these constructs, in turn, are conceptualized as forms of
deception since they all involve keeping personal information private (Buller & Burgoon,
1996) and concealed from others (Lane & Wegner, 1995). Consequently, research
investigating secret-keeping, behavioral inhibition, topic avoidance, and deception is
relevant to furthering our understanding of self-concealment.

Self-Concealment Scale (SCS)

The construct of self-concealment was operationalized with the development of
the Self-Concealment Scale (SCS) by Larson and Chastain (1990). Specifically, the SCS
assesses the predisposition or general tendency to consciously withhold information
about oneself that is perceived as negative or threatening. The SCS was developed by
performing an exploratory maximum-likelihood factor analysis on 10 initial items that
reflected an individual’s tendency to conceal personal information from others. Although
two factors initially were extracted with eigenvalues greater than 1, the authors stated that

a unidimensional scale best reflected one’s general tendency to self-conceal because a)

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



the first factor accounted for over 65 percent of the common variance and b) the second
factor was uninterpretable even after several rotational algorithms (Larson & Chastain,
1990). Cramer and Barry (1999) subsequently assessed the psychometric properties of the
SCS. Although exploratory methods also suggested two subscales, both reliability and
confirmatory factor analyses of an independent sample of 200 undergraduate students
supported a unidimensional instrument. Moreover, high internal consistency of the SCS
across studies (e.g., Cepeda-Benito & Short, 1998; Cramer & Lake, 1998; Ichiyama,
Colbert, Laramore, Heim, Carone, & Schmidt, 1993; Kelly & Achter, 1995; Ritz &
Dahme, 1996) supports a unidimensional scale (Nunnally, 1978).

The 10 items on the SCS refer to three aspects of the self-concealment tendency:
(a) a self-reported tendency to keep things to oneself and to actively conceal personal
information from others, (b) possession of a personally distressing secret or negative
thoughts about oneself that have been shared with few or no other persons, and (c)
apprehension about the consequences of disclosing concealed personal information
(Larson & Chastain, 1990). Thus, the SCS assesses both the concealment of specific
secrets and general tendencies to conceal negative information (Kahn, Achter, &
Shambaugh, 2001). To date, the SCS has been used to measure individual differences in
the tendency to actively conceal negative information from others and to examine
associations between self-concealment, psychological symptoms and therapeutic
processes (Cramer & Lake, 1998; Kahn & Hessling, 2001; Larson & Chastain, 1990).
Self-Concealment vs. Self-Disclosure

Since the introduction of self-concealment within the literature, researchers have

debated whether the act of concealing personal information from others is distinct from
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self-disclosure or the act of revealing personal information to others. In general, most
theorists and researchers contend that self-concealment is both empirically and
conceptually distinguishable from self-disclosure. Indeed, since its origin within the
literature, self-concealment has been defined as a unique entity apart from self-disclosure
(Larson & Chastain, 1990).

Empirical evidence supporting a difference between self-concealment and self-
disclosure. The claim that self-concealment and self-disclosure reflect distinguishable
constructs primarily stems from empirical evidence. Studies have shown that, not only do
scales that assess each construct reflect unique factors, but also that self-concealment and
self-disclosure have unique relationships with other constructs.

First, self~concealment and self-disclosure have been empirically distinguished
from each other based on factor analyses of measures assessing their respective
constructs. Larson and Chastain (1990) conducted a factor analysis on the 11 items of the
Self-Disclosure Index (SDI; Miller, Berg, & Archer, 1983) and 10 items of the SCS
(Larson & Chastain, 1990). The authors generated a two-factor solution, with one factor
containing all items from the SDI and the other factor containing all items from the SCS.
Kahn and Hessling’s (2001) confirmatory factor analysis of the items from the SDI and
SCS generated a similar two-factor model. These findings suggest that self-concealment
is a separate and distinct construct from self-disclosure (Larson & Chastain, 1990).

Second, self-concealment and self-disclosure are thought to have unique
associations with various physical and psychological health outcomes. Larson and
Chastain (1990) directly compared self-disclosure and self-concealment on a number of

physical and psychological health measures and found that each construct bad unique
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associations with the measures. Specifically, self-disclosure scores on the SDI were not
significantly related to physical or psychological health, either in a positive or negative
direction. Conversely, higher self-concealment scores on the SCS were associated with
greater bodily, depressive, and anxiety symptoms. Although this finding lends support in
favor of a distinction between self-concealment and self-disclosure, it should be
replicated in future studies to provide more robust empirical evidence.

Lastly, self-concealment and self-disclosure have been shown to be differentially
related to certain personality traits. Self-concealment has been associated with
introversion, suspiciousness, and a preference for solitude while self-disclosure has been
linked with impulsivity, extroversion, and internal-external control difficulties (Archer,
1979; Brundage, Derlega & Cash, 1977; Goodstein & Reinecker, 1974; Stokes 1987).
These findings further support the claim that self-concealment and self-disclosure are
distinguishable constructs.

Conceptual differences between self-concealment and self-disclosure. It has been
argued that self~concealment and self-disclosure also are conceptually different since they
each have independent and specific functions, operate by unique processes, and are
linked with different physical and psychological health outcomes.

Self-conceaiment is defined as a conscious and active withholding of personal
Information that one perceives as distressing or negative (Larson & Chastain, 1990). In
Contrast, self-disclosure involves communicating information that, although personal in
Nature, may not necessarily be of negative valence (Omarzu, 2000). It therefore has been
Claimed that one’s tendency to keep personally distressing information secret from others

Is not the direct opposite of one’s willingness to reveal one’s feelings, evaluations, and
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personal experiences. However, this idea has not been clarified within the literature. The
majority of studies that present self-concealment as conceptually distinct from self-
disclosure do not include a rationale for this argument (e.g., Kelly & McKillop; 1996;
Pennebaker, 1989). Furthermore, some researchers define high self-concealment
interchangeably with low self-disclosure (Cepeda-Benito & Short, 1998; Kelly, 2000).
Consequently, the conceptual differences between these two constructs are not clearly
articulated within the literature.

Despite limited research highlighting conceptual differences between self-
concealment and self-disclosure, these constructs are hypothesized to reflect unique
styles of coping with distressing experiences. Self-concealment is thought to represent an
avoidant emotion-focused coping style (Carver, Scheier, & Weintraub, 1989; Lazarus &
Folkman, 1984) that impedes the cognitive-affective assimilation process required to
process distressing experiences (Pennebaker, 1989). This maladaptive coping style is
associated with greater psychological maladjustment (Egert, 2000; Krause & Long,
1993). In contrast, disclosure of personally negative and distressing experiences is
thought to reflect an active problem-solving coping style (Carver et al., 1989; Lazarus &
Folkman, 1984) that facilitates cognitive and emotional processing of one’s experiences
(Borkovec, Roemer, & Kinyon, 1995). This adaptive coping style is thought to allow
individuals to organize, assimilate, and structure their experiences (Horowitz, 1976;
Michenbaum, 1977; Silver & Wortman, 1980), and integrate their experiences within
their system of meaning (Janoff-Bulman, 1989). Importantly, self-concealment as a form
of avoidant/emotion-focused coping and self-disclosure as a form active/problem-solving

coping reflect unique but not mutually exclusive coping styles since the ability to engage
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in active coping does not appear to preclude the use of emotional coping in the face of
distress (Carver et al., 1989; Frazier & Burnett, 1994).

In addition, researchers propose that there are functional differences between self-
concealment and self-disclosure. Self-concealment is thought to preserve one’s desired
self-image (Friedlander & Schwartz, 1985), to assist with developing on¢’s autonomy
(Afifi & Guerrero, 2000), to maintain privacy (Bok, 1982), and to reduce possible
negative psychological and social consequences of revealing personal information
(Derlega et al., 1993; Kelly & McKillop, 1996; Stiles, 1987). In contrast, self-disclosure
is thought to assist one to develop a self-concept (Bem, 1972; Cooley, 1902; Jourard,
1964), to maintain interpersonal relationships by increasing intimacy (Chelune et al.,
1984; Cozby, 1973; Tolstedt & Stokes, 1984), to fulfill a basic need for belongingness
(Altman & Taylor, 1973), and to manage one’s social world (Omarzu, 2000).

It also has been argued that self-concealment and self-disclosure operate by
different mental processes (Kahn & Hessling, 2001; Lane & Wegner, 1995). Although
both are active and conscious behaviours, self-concealment involves a process of
behavioural and emotional inhibition whereas disclosure involves a process of
behavioural and emotional activation in which one confronts one’s personal information
(Kelly & McKillop, 1996; Pennebaker, 1989, 1990). In conjunction with this hypothesis,
self-disclosure and self-concealment are thought to operate by different physiological
mechanisms. Different and unique brain regions are thought to be related to behavioural
inhibition (associated with self-concealment) than to behavioural activation (associated
with self-disclosure) (Gray, 1975). However, this argument remains to be empirically

tested. Nonetheless, behavioural inhibition is linked to skin conductance activity while
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behavioural activation is associated with cardiovascular activity (Fowles, 1980), and a
reduction of blood pressure and muscle tension (Pennebaker, 1995). Thus, each
behaviour is associated with a unique physiological activity.

Taken together, these ideas support the view that self-concealment and self-
disclosure do not represent the extremes of a unidimensional construct but rather, reflect
two distinct, although related constructs. Unfortunately, the proposed conceptual
differences between the two constructs within the literature are limited in their scope.
Larson and Chastain (1990) who first introduced the construct of self-concealment failed
to explain how it reflected a unique phenomenon that was not merely the opposite
behavior of self-disclosure. Rather, the authors used empirical evidence to justify their
claim that self-concealment and self-disclosure were conceptually different. Subsequent
researchers have presented as fact that the two constructs are conceptually distinct, again
without justifying this claim (Cepeda-Benito & Short, 1998; Kelly & McKillop; 1996;
Pennebaker, 1989). As such, the argument attesting to conceptual differences between
self-concealment and self-disclosure is inconclusive. Further work is needed to develop a
fuller understanding of the conceptual differences between these constructs.
Self-Concealment and Distress Disclosure

Another concept that recently has been linked to self-concealment is distress
disclosure. Distress disclosure reflects a person’s tendency to conceal or disclose
psychological distress across time (Kahn et al., 2001; Kahn & Hessling, 2001). This
construct is thought to represent an advancement in the self-concealment literature since
it integrates self-concealment and self-disclosure into a single unidimensional construct.

Kahn and Hessling (2001) developed the Distress Disclosure Index (DDI) to assess this
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construct. Both exploratory and confirmatory factor analyses of the scale support the
existence of one dimension reflecting frequent concealment of distress at one extreme
and frequent disclosure of distress at the other extreme. However, we submit that the
construct of distress disclosure is conceptually and empirically distinct from the construct
of self-concealment and, as such, both constructs might have unique associations with
psychological distress and psychotherapy outcome. Regarding conceptual differences
between the constructs, self-concealment refers to one’s tendency to withhold personal
information from others, one’s concealment of a specific secret, and one’s fear about the
consequences of disclosing personal information (Larson & Chastain, 1990). Thus, self-
concealment reflects the tendency to withhold distressing self-referent information. In
contrast, distress disclosure only reflects the tendency to conceal or disclose
psychological distress to others, which does not require disclosing information about
oneself. Even Kahn and Hessling (2001) acknowledged conceptual differences between
distress disclosure, or the typical behaviour of concealing versus disclosing day-to-day
unpleasant feelings to others across time, and self-concealment, which reflects thoughts
and feelings related to the process of céncealing one or more secrets. Furthermore, it is
possible for low self-concealers to not be high distress disclosures if individuals neither
actively conceal nor disclose distress but rather ignore distress (Kahn & Hessling, 2001).
Similarly, high distress disclosures can be high self-concealers if such individuals openly
discuss their distressing feelings but conceal personally distressing information in attempt
to manage their self-presentations. These conceptual differences support a distinction

between self-concealment and distress disclosure.
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In addition, self-concealment and self-disclosure have been empirically
distinguished from each other based on factor analyses of measures assessing their
respective constructs. Kahn and Hessling’s (2001) factor analysis of the DDI and SCS
generated a two-factor solution, with one factor containing all items from the DDI and
the other factor containing all items from the SCS. Additional support for the
discriminant validity between self-concealment and distress disclosure stems from
Kahn’s (2001) study that found a negative association between the SCS and social
desirability but did not find a link between the DDI and social desirability.
Consequently, self-concealment and distress disclosure appear to reflect distinct
constructs that may have unique associations with psychological distress and therapy
outcome. To date, however, only distress disclosure has been examined in relation to
therapy outcome. Kahn and colleagues (2001) found that client self-reports of intake
distress disclosure did not predict perceived intake stress or symptomatology but intake
distress disclosure predicted reduction in stress and symptomatology over the course of
counseling. Although these findings provide new directions in the self-concealment
literature, given that self-concealment and distress disclosure are unique constructs, it
follows that self-concealment may have unique associations with therapy outcome.
However, research has not specifically examined whether self-concealment is associated
with psychotherapy outcome.

The aim of the present study was to add to the self-concealment literature by
investigating specific associations between self-concealment and therapy outcome in
order to develop a more comprehensive understanding of the relationship between self-

concealment, psychological distress, and successful therapy outcome. We made
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methodological refinements to Kahn et al.’s (2001) study and investigated associations
between intake self-concealment and reduction in distress using a larger sample, more
specific measures of depression and anxiety, and a longer length of treatment.

Furthermore, the present study examined new questions of study that have not yet
been explored within the self-concealment literature. Specifically, we investigated
whether self-concealment changed from therapy intake to termination and, if so, whether
self-concealment change was linked to change in distress from pre- to post-therapy. We
also investigated whether associations between self-concealment and reduction in distress
were clinically meaningful and made a difference in clients’ quality of life. This
invcstigation therefore represented an advancement of the self-concealment literature.
Theoretical Conceptualizations of Self-Concealment

Throughout the literature, self-concealment generally has been conceptualized as
a unique and distinct phenomenon that reflects both a personality variable and an
interpersonal process. Although many researchers claim that self-concealment is a stable
characteristic, it has been argued that situational variables can influence one’s tendency
to withhold personally distressing information from others, thereby attesting to a state-
like property.

Self-concealment as a personality variable. Since self-concealment by definition
refers to a general tendency to withhold personal information from others (Larson &
Chastain, 1990), this construct often is viewed as an individual difference variable.
Indeed, research and clinical practice both indicate that some individuals tend to conceal

more than do others across situations. Furthermore, the degree to which individuals
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inhibit or reveal personal information tends to remain stable across time and situations
(Pennebaker, 1989).

Self-concealment also has been linked to several individual difference variables.
Kahn and Hessling (2001) found that the SCS was positively related to the Neuroticism
subscale and negatively related to the Extraversion subscale of the Five-Factor Inventory
(FFI; Costa & McCrae, 1992). This finding suggests that self-concealing behaviour is
linked to more suspicious, apprehensive, and introverted personalities. Cramer and Lake
(1998) found that higher Need for Solitude scores on the Preference for Solitude Scale
(Burger, 1995) were associated with higher SCS scores (Larson & Chastain, 1990).
Lastly, Ichiyama and colleagues (1993) found that shyness was the strongest predictor of
self-concealment among undergraduate females but did not predict self-concealment
among undergraduate males.

These findings lend support for the hypothesis that self-concealment reflects a
general personality characteristic that is characterized by a predisposition to withdraw
from others across most situations. This tendency, however, might be more prominent in
females than in males. Future studies should clarify these ideas.

Self-concealment as a state. Conversely, it has been argued that the degree to
which individuals conceal personal and distressing information is dependent on the
situational context and varies with the content of the information and with the social
setting. Indeed, socially taboo topics are more likely to be concealed than personally
distressing information that is not linked to certain stigmas (Vrij, Nunkoosing, Paterson,
Oosterwegel, & Soukara, 2002). Furthermore, studies have found that individuals are

more likely to conceal personal information if they anticipate a negative reaction from
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others (Affifi & Guerrero, 2000). To date, however, research has not clearly elucidated
the state vs. trait aspects of the construct of self-concealment. In addition, although the
SCS was designed to assess self-concealment as a trait (Larson & Chastain, 1990),
research has not investigated whether SCS scores remain stable or change over time and
across different contexts. Consequently, the present study examined whether clients’
tendencies to conceal personal and distressing information remained stable or changed
from pre- to post-therapy.

Self-concealment and gender differences. Research also has investigated whether
gender differences are associated with self-concealment behaviour. Larson and
Chastain’s (1990) original study did not find gender differences on the SCS.
Unfortunately, the small percentage of males (9.5%) in the sample limits the
generalizability of this finding. Subsequent studies have produced inconsistent findings.
Although the majority of studies have not found a relationship between gender and SCS
scores (Ichiyama et al., 1993; Lopez, 2001; Kelly & Achter, 1995; Ritz & Dahme, 1996),
other studies have found a greater propensity for self-concealment among males (Cramer
& Barry, 1999; Kahn, 2002). The current study attempted to clarify these inconsistent
findings by examining whether self-concealment was related to gender.

Self-concealment as an interpersonal process. Concealing personal information
additionally is viewed as an interpersonal process since the information is being withheld
from at least one significant other. It has been argued that engaging in self-concealing
behaviour often is propelled by interpersonal motives and has consequences that affect
one’s social world. For example, Larson and Chastain (1990) claim that individuals

engage in self-concealment when they believe that revealing their personal information
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could lead to negative evaluations from others. In addition, self-concealment is thought to
bidirectionally influence interpersonal processes by preserving relationships, exerting
control over social situations, avoiding being hurt or hurting others, and maintaining a
sense of privacy (Ichiyama et al., 1993; Larson, 1993).

Conceptual Frameworks Regarding the Purpose of Self-Concealment

Several propositions have attempted to explain why individuals might conceal
information. Propositions pertaining to self-presentation motives, autonomy preservation,
and strategic social interaction processes each have been discussed within the literature.

Self-presentation model. The self-presentational model claims that the manner in
which individuals present themselves to others influences how they come to see
themselves via subsequent real or imagined feedback from others (Kelly, McKillop, &
Neimeyer, 1991; Schlenker & Weigold, 1992). Consequently, individuals attempt to
engage in socially desirable responding (Paulhus, 2002) or behave in ways that present a
desired image both to an external and an internal audience (Schlenker & Weigold, 1992).
These behaviours represent forms of impression management that are attempts at self-
enhancement (Paulhus, 2002) and at constructing “desirable identity images” (Schlenker,
1986, p. 25) in order to maintain one’s self-esteem and validate one’s self-image.

Of relevance to self-concealment, the self-presentational model asserts that
impression management involves both presenting positive self-images and dissociating
from undesirable identities (Schlenker, 1986). Self-concealment is thought to represent a
strategic and conscious action aimed at achieving this latter goal by withholding personal
information of a negative valence. In addition, the goal to dissociate from undesirable

images is believed to be more motivational than the desire to be linked to positive imags~
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(Leary & Kowalski, 1990). Thus, self-concealment is seen as a highly motivational and
common behaviour aimed at managing and preserving others’ impressions of oneself
(Jones & Pittman, 1982).

In conjunction with self-presentation theory, it also has been proposed that self-
concealment may reflect a desire to present oneself in a socially desirable manner that is
greater than average (Kahn, 2002). Thus, self-concealment may be linked to social
desirability. Unfortunately, research examining the relationship between self-
presentational motives and self-concealment has generated incongruent findings. On the
one hand, studies have found an indirect link between self-presentational concerns and
greater self-concealment behaviour. For example, Afifi and Guerrero (2000) found that
individuals’ motivations to manage others’ impressions of themselves were related to a
fear of social inappropriateness. Moreover, this fear predicted individuals® verbal
avoidance of certain topics with others. However, other studies have found no association
between self-concealment and social desirability (Lopez, 2001; Kelly, 1998; King,
Emmons, & Woodley, 1992). Moreover, three studies found a negative relationship
between the two constructs (Kahn, 2002; Kahn & Hessling, 2001; Ritz & Dahme, 1996).
Further studies are needed to clarify this relationship.

Identity and autonomy preservation. Self-concealment also is viewed as a form of
avoidance behaviour that allows individuals to develop a sense of self independent of
others (Bok, 1982). Since self-concealment involves a boundary regulation process
(Derlega & Chaikin, 1977), it leads to the development of a sense of autonomy (Afifi &

Guerrero, 2000). Thus, self-concealment has been conceptualized as a developmental
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task that contributes to the formation of proper ego boundaries (Hoyt, 1978; Kelly &
McKillop, 1996) and a sense of self-identity (Margolis, 1966; Szajnberg, 1988).

In addition, concealment of personal information is thought to protect one’s
identity by guarding one’s solitude, privacy, and vulnerable feelings and beliefs from
undesirable audiences (Bok, 1982). Indeed, research findings indicate that fears regarding
loss of identity are related to concealment of personal information (Hatfield, Traupmann,
& Sprecher, 1984). Thus, self-concealment can be viewed as an aspect of healthy mental
development in which individuals gain a sense of private individuality (Szajnberg, 1988).

Interpersonal motives. Engaging in self-concealing behaviour also is
hypothesized to be motivated by social concerns. Afifi and Guerrero (2000) propose that
hiding personal information from others is used strategically to enhance relational
progress and/or reduce uncertainty in social interactions. When people are uncertain
about the relational impact of self-disclosure, they are more likely to conceal personal
information and sacrifice intimacy in order to protect the relationship. Consequently,
concealing personal information may reflect attempts to maintain and preserve significant
interpersonal relationships (Rawlins, 1992).

Alternatively, withholding personal information from others is thought to be
motivated by concerns about the possible negative social consequences of disclosure
(Larson & Chastain, 1990; Stiles, 1987), such as being discounted or being met with
humiliation, rejection, or punishment from others (Bok, 1982; Harris, Dersch, & Mittal,
1999; Ichiyama et al., 1993; Kelly & McKillop, 1996; Lehman, Ellard, & Wortman,
1986). In addition, it has been argued that individuals are motivated to conceal

information if they anticipate that their target listener will become upset (Pennebaker,
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1993), will give unhelpful or insensitive feedback (Lehman, Wortman, & Williams,
1987; Pennebaker, 1989; Thoits, 1982), or will abandon them (Kelly & McKillop, 1996).

Empirical evidence supports the proposition that individuals are motivated to
conceal personal information if they fear a negative reaction from others. Afifi and
Guerrero (2000) found that self-protection was the strongest predictor of self-
concealment. Similarly, Vrij and colleagues (2002) found that the most common reason
for concealing information was to avoid disapproval from others. In addition, Afifi and
Guerrero (2000) found that greater avoidance of discussing personal topics was related to
the degree of unresponsiveness of the target listeners.

With respect to self-concealment and the therapeutic process, Kelly (1998)
examined motivations for keeping secrets among 42 outpatients. She found that 40.5
percent of the clients reported keeping a relevant secret from their therapist. Reasons for
keeping a secret included fear of expressing one’s feelings, feelings of embarrassment,
concern that one’s secret would indicate to the therapist how little progress had been
made, lack of time in the session, refusal to discuss one’s secret with anyone, lack of
motivation to address the secret, and loyalty to another.

Taken together, these findings support the hypothesis that interpersonal concerns,
such as the desire to maintain relationships and reduce negative evaluations from others,
motivate self-concealing behaviour.

Shame-based motives. Independent of potential social consequences of revealing
personal information, there also appears to exist an internalized sense of shame
associated with revealing one’s personal difficulties and distress. Disclosing personal

information that is of negative valence runs counter to a Western culture that views fears,
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doubts, and distress as weaknesses (Lewis, 1992). In support of this hypothesis, Hill,
Thompson, Cogar, and Denman (1993) found that among a sample of 42 outpatients, the
most frequently given reason for keeping a secret in therapy was feeling too ashamed or
embarrassed to reveal the secret. Thus, shame of publicly revealing a negative experience
or personal flaw may promote the tendency to withhold such information from others.

In addition, it has been argued that interactions with individuals to whom one has
disclosed personally distressing or embarrassing information can serve as a continual
reminder of one’s negative attributes (Kelly & McKillop, 1996), thus focusing undue
attention on one’s wéaknesses and faults. Thus, disclosure is thought to promote negative
self-awareness that, in turn, contributes to low self-esteem and psychological distress
(Derlega et al., 1993).

Topic of the information. Lastly, the decision to conceal negative or distressing
personal information may be influenced by the content of the information. Painful and
traumatic experiences, such as childhood sexual abuse (Russell, 1986), rape (Binder,
1981), family secrets (Evans, 1976), serious medical conditions (Larson & Chastain,
1990), and strong negative thoughts about others (Wilson, Dunn, Kraft, & Lisle, 1989)
often have a stigma attached to them and, as such, are thought to lead greater rates of
concealment (Larson, 1993). In particular, socially unacceptable or taboo topics, such as
infidelity and criminal activity, are claimed to be highly concealed (Pennebaker, 1989).
Vangelisti and Caughlin (1997) found that 75 percent of the secrets participants reported
referred to taboo activities that were stigmatized or condemned by society and could have
resulted in serious ramifications. Similarly, Vrij et al (2002) found that, among a sample

of 41 undergraduates who reported having kept a specific secret from at least one
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significant person, the most commonly kept secrets pertained to infidelity or sexual issues
that were rated as “serious” in terms of their social ramifications, These findings suggest
that, regardless of one’s general tendency to conceal personal information, situational
factors may influence this behaviour.

Associations Between Self-Concealment, Physical Health, and Psychological Well-being

The proposed significance of self-concealment on both physical and
psychological outcomes has been recognized for some time (Cozby, 1973). As early as
1959, Jourard highlighted negative health consequences of actively concealing significant
aspects of the self, independent of the positive health consequences of disclosing personal
information. The idea that psychological and physical health problems worsen for
individuals who hide personally distressing information (Cramer, 1999) fits with the
treatment literature that states that concealment can prolong distress and prevent
therapeutic progress (Doxsee & Kivlighan, 1994; Wright, Ingraham, Chemtob, & Perez-
Arce, 1985). Importantly, self-concealment has been linked to various negative aspects of
individuals’ biopsychosocial functioning.

Self-concealment and physical health. There appears to exist overwhelming
evidence supporting the proposition that people who choose to actively keep secrets from
others are likely to physically suffer as a result (Larson, 1993; Pennebaker & Beall, 1986;
Pennebaker, 1995). Early studies on patient populations have shown that concealment of
one’s thoughts and feelings related to a current disease and/or earlier traumatic
experiences was associated with higher cancer rates (Cox & McCay, 1982; Jensen, 1987,
Kissen, 1966), more heart problems (Friedman, Hall, & Harris, 1985; Weinberger,

Schwartz, & Davidson, 1979), higher mortality rates following a breast cancer diagnosis
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(Derogatis, Abeloff, & Melisaratos, 1979), higher blood pressure (Davis, 1970) and
higher rates of physical disease in general (Blackburn, 1965). Thus, concealing one’s
personal thoughts and feelings is linked to both disease and mortality.

In addition, Pennebaker and colleagues’ studies have repeatedly demonstrated an
inhibition-disease link (Pennebaker & Chew, 1985; Pennebaker, 1989). For example, not
expressing personal thoughts and feelings about traumatic events, including divorce of
parents, death of family members, and sexual abuse, is associated with increased short-
term physiological activity and poorer long-term health, even after controlling for social
support (Pennebaker & O’Heeron, 1984). Petrie, Booth, and Pennebaker (1998)
examined short-term immunological effects of concealing personal thoughts about
emotional topics and found that participants who suppressed their distressing thoughts
had significantly reduced lymphocyte antibodies than did participants who wrote about
their distressing thoughts. These findings suggest that inhibiting the revelation of
personal distress can detrimentally influence physical health outcomes (Pennebaker,
1997). Consequently, it is assumed that revealing distressing information reduces the
negative health implications (Pennebaker, 1989).

However, more recently, Pennebaker (2003) has suggested that simply reducing
one’s tendency to conceal personally distressing thoughts and feelings may not be a
critical factor in influencing physical and mental health. Rather, it is thought that
language plays a central role in mediating the inhibition-disease link (Penncbaker,
Mayne, & Francis, 1997). Revealing personal distress through language, either verbally
or in written form, is claimed to engender changes in cognitive, emotional and linguistic

processes that, in turn, contribute to positive health outcomes (Campbell & Pennebaker,
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2003). In particular, linguistically labeling a personally distressing experience forces it to
be structured, which in turn is theorized to promote organization, assimilation and
understanding of the complex emotional experience and memories (Harber &
Pennebaker, 1992; Pennebaker & Seagal, 1999), to engender insight (Pennebaker, 1989,
1993), and to reduce the accompanying emotional arousal (Pennebaker et al., 1997).
Indeed, Campbell & Pennebaker (2003) found that writing about a personally distressing
topic was linked to health improvements only when participants altered their individual
and social perspectives about their topic as evidenced by changes in their writing styles.
Given that this area of investigation is new to the self-concealment literature, future
research is needed to clarify the mechanisms linking self-concealment with health
outcomes.

Self-concealment and psychological well-being. With regard to the relationship
between self-concealment and psychological health, Pennebaker (1985) stated that “the
act of not discussing or confiding the event with another may be more damagipg than
having experienced the event per se” (p. 82). Indeed, a common assumption is that self-
concealment leads to negative psychological outcomes.

Larson and Chastain (1990) conducted the first study that directly investigated the
link between self-concealment and both psychological and physical health status. The
authors used a broad sample of 306 human service workers (e.g., nurses, social workers,
clergy, physical therapists, volunteers in social service agencies), other professionals, and
graduate counseling psychology students. They found that higher levels of reported self-
concealment were associated with poorer physical health, and with greater depressive and

anxiety symptoms. Physical health was measured by the Physical Symptom Checklist
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(Cohen & Hoberman, 1983) and psychological health was assessed by the Mood
Depression Scale and Mood Anxiety Scale of the Typology of Psychic Distress
(PSYDIS; Melinger, Balter, Manheimer, Cisin, & Parry, 1978). Moreover, mean, median,
and quartile splits, forming high- and low-self-concealment (S-C) groups all showed that
the high-SC group had significantly more bodily, depression, and anxiety symptoms than
the low-SC group.

Larson and Chastain (1990) also examined whether self-concealment uniquely
predicted negative physical and psychological health symptoms above and beyond other
factors. They found that even after controlling for trauma incidence, trauma distress,
trauma disclosure, social support and social network, and self-disclosure levels, self-
concealment accounted for a significant proportion of the variance in bodily symptoms
(3.6 percent), depression (7.4 percent), and anxiety (5.2 percent). This finding thereby
supports the proposition that self-concealment has a unique negative impact not only on
physical health but also on psychological well-being.

Subsequent studies have reported similar findings linking a greater tendency to
conceal personal information with less positive affect, more negative affect, greater
depression (Kelly & Achter, 1995) and anxiety symptoms (Ichiyama et al., 1993;),
greater social anxiety (Gesell, 1999), poorer self-esteem (Ichiyama et al., 1993), lower
satisfaction with life (Vrij et al., 2002), and greater general psychological distress (Kahn
& Hessling, 2001; Pennebaker, Colder, & Sharp, 1988).

King and colleagues (1992) studied the relationship between self-concealment
and both behavioural and emotional control in a sample of 118 undergraduates. They

found that self-concealment was related to more obsessive-compulsive thoughts and
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behaviours and to less self-control. Self-concealment also was associated with greater
ambivalence over emotional expressiveness, more emotional inhibition, higher levels of
alexithymia, greater emotional rehearsal, and to less control of benign and aggressive
emotions. In general, these findings suggest that self-concealment is linked to emotion
regulation difficulties, thus supporting the hypothesis that self-concealment reflects a
maladaptive coping strategy that results in psychological distress.

Researchers also have investigated the relationship between self-concealment and
specific cognitive aspects of psychological adjustment. In particular, Pennebaker (1990)
proposed that self-concealment impairs the ability to engage in effective information
processing since concealing information about oneself prevents the opportunity to hear
another perspective on the issue. In conjunction with this proposition, studies have found
links between a greater tendency to conceal personal information, more intrusive
thoughts about the secret information (Pennebaker, Hughes, & O’Heeron, 1987;
Pennebaker, Kiecolt-Glaser, & Glaser, 1988; Pennebaker & O’Heeron, 1984), and greater
impairment of one’s self-perceptions related to the concealed information (Fishbein &
Laird, 1979).

Poor self-esteem is another aspect of psychological maladjustment that has been
linked to a greater tendency to conceal personal information. For example, Cramer and
Lake (1998) found that higher scores on the SCS were associated with lower scores on
the Rosenberg Self-Esteem Scale (1965) among a sample of 278 undergraduates. This
finding supports the hypothesis that concealing personal and distressing information has

negative consequences on self-esteem (Derlega et al., 1993). It should be noted, however,
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that there might exist a bi-directional influence between poor self-esteem and a greater
tendency to conceal personal and distressing information.

The association between self-concealment and psychological distress recently has
been studied cross-culturally. Ritz and Dahme (1996) translated the SCS into German
and examined the relationship between repressor personality types and self-concealment
within a European culture. Individuals classified as high repressors generally score low
on measures of anxiety and high on measures of social desirability. The researchers found
that the lowest scores on the German SCS were found in the repression group while
higher SCS scores were linked to greater levels of anxiety. This finding offers
preliminary support for the idea that the relationship between self-concealment and
greater distress holds across different cultures.

In general, the above findings are consistent with and overwhelmingly support the
proposition that self-concealment leads to negative psychological outcomes. Moreover, a
greater tendency to withhold personal information from others has been linked to
multiple aspects of poor psychological well-being, including emotional distress, cognitive
dysfunction, and low self-esteem. However, the correlational findings limit our ability to
draw conclusions about the role of self-concealment in causing psychological distress.
Mechanisms Linking Self-Concealment to Poor Physical and Psychological Outcomes

The mechanisms proposed to account for the associations between self-

concealment and poor physical and psychological health outcomes include behavioural,

cognitive, and genetic processes.
Behavioural inhibition. One proposed mechanism involves the level of

physiological work involved in concealing personal information from others. Self-
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concealment is hypothesized to involve a process of active behavioural inhibition of
ones’ thoughts, feelings, and behaviours related to the concealed information that, in turn,
is responsible for leading to physiological and psychological stress (Pennebaker &
O’Heeron, 1984). Pennebaker and colleagues (1985, 1989) have highlighted the proposed
mechanism by which such inhibition leads to negative health outcomes. In order not to
betray their personal information, individuals must work to inhibit their behaviours,
thoughts, feelings, and language (Bok, 1982; Pennebaker & Beall, 1986). In addition,
they may actively attempt not to think about aspects of the concealed information
because of its distressing and unresolved nature. This short-term inhibition is thought to
result in increased physiological activity and autonomic arousal that is manifested by
increases in skin conductance level (Fowles, 1980; Pennebaker et al., 1987). Moreover, it
is argued that continual inhibition of thoughts, behaviours, or feelings becomes a
cumulative stressor that wears and tears the body (Finkenauer, 1999). Indeed, studies
have found that long-term behavioural inhibition is linked to chronic autonomic and
cortical arousal (Pennebaker, 1989). This arousal results in increased endocrine activity
that compromises the immune system, thereby increasing the susceptibility to disease and
other negative health outcomes. Thus, continual inhibitory behaviour over time is
hypothesized to place cumulative stress on the body that subsequently increases the long-
term probability of stress-related disease or negative physical and psychological
symptoms (Pennebaker, 1990).

Empirical evidence supports this hypothesis. Pennebaker et al. (1987) found that
inhibiting one’s desire to confide about traumatic events was associated with heightened

electrodermal responses, decreased immunocompetence levels, and increased
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symptomatology and health center visits. These findings thereby support the proposition
that self-concealment leads to ill health as a result of the psychological strain involved in
actively inhibiting the disclosure of the information (Pennebaker, 1989).
Hyperaccessibility and obsessional thinking of suppressed information. Another
proposed mechanism by which self-concealment leads to psychological distress involves
the cognitive processes associated with concealing personal information from others. It
has been argued that concealing personal information can create a paradoxical effect
whereby suppression of personal information over time makes the information more
accessible to awareness, thus resulting in hyperaccessibility of the suppressed
information (Lane & Wegner, 1995; Smart & Wegner, 1999; Wegner & Erber, 1992).
Furthermore, self-concealment is thought to additionally lead to rumination and
obsessional thinking of the concealed information (King et al., 1992). Specifically, the
preoccupation model of secrecy (Smart & Wegner, 1999; Wegner, 1994; Wegner &
Lane, 1995) asserts that self-concealment sets into motion certain cognitive processes that
can create hyperaccessibility of, and obsessive preoccupation with, the concealed
information. The proposed cognitive processes proceed through the following steps: a)
concealment initially causes thought suppression of the concealed information, b) thought
suppression then causes intrusive thoughts of this information, ¢) intrusive thoughts
subsequently result in renewed efforts at thought suppression that, d) yield even higher
levels of the accessibility of the concealed information, thereby adding more fuel for the
automatic intrusions (Smart & Wegner, 1999; Wegner & Lane, 1995). Such obsessional
thinking is thought to result in psychological distress. For example, unwanted negative

thoughts about the concealed information are claimed to create doubts about one’s self-
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worth, raise concerns about the future, and lower one’s self-confidence about one’s
abilities to overcome problems and to make sense of difficult life experiences (Derlega et
al., 1993). Thus, continual concealment of personal information is claimed to lead to both
hyperaccessibility and intrusiveness of that information that, in turn, impairs individuals’
psychological well-being and level of functioning.

Empirical evidence supports the idea that attempts at suppressing information
make the information hyperaccessible and can result in obsessional thinking. Studies
have found that suppression of information is associated with increased intrusiveness of
that information (Lane & Wegner, 1995; Wegner & Gold, 1995). In particular, Smart and
Wegner (1999) found that conscious withholding of stigmatizing personal information
was linked to more intrusive thoughts and projection of the information. To date,
however, studies have not examined whether intrusive thoughts of concealed information
are associated with greater psychological distress.

Deleterious changes in information processing. Researchers also have proposed
that self-concealment leads to psychological distress by causing deleterious changes in
information processing. For example, Pennebaker (1989) suggested that when individuals
conceal, they inhibit thoughts and feelings about the personally distressing information,
which prevents them from processing the experience fully and translating it into a
language that aids in the understanding and assimilation of the experience. Consequently,
the concealed information is more likely to surface in the form of symptomatology.

Other theorists suggest that, by actively concealing personally distressing
information, individuals are not presented with the opportunity to receive feedback from

others and engage in reality testing (Bok, 1982; Derlega et al., 1993). Specifically,
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individuals who withhold personal information do not receive any social comparison data
from others. Consequently, they are more likely to become mired in stereotyped and
unexamined ways of thinking (Bok, 1982; Fishbein & Laird, 1979), and erroneously
conclude that the concealed information represents something negative about them
(Derlega et al., 1993). If this erroneous self-perception process (Bem, 1967) persists, it
can result in lowered self-worth (Derlega et al., 1993).

Although both views focus on different mechanisms, both assert that concealing
personal information results in inadequate information processing that, in turn, generates
psychological distress. Research, however, has yet to investigate these propositions.

Coping style. Several researchers have argued that self-concealment reflects a
maladaptive coping strategy that contributes to psychological distress through two
processes. First, self-concealment is viewed as a form of self-control and defensive/
avoidant coping (Larson & Chastain, 1990; Ritz & Dahme, 1996) that prevents
individuals from confronting and assimilating their distressing experiences (Pennebaker,
1989). Second, engagement with this coping style restricts the range of and/or minimizes
the benefits of other more active, problem-solving strategies (Fostner, 1997; Krause &
Long, 1993). Empirical evidence relating use of an avoidant coping style to greater
psychological distress (Folkman & Lazarus, 1986) indirectly supports but does not prove
this hypothesis.

Lack of integrated identity. Self-concealment also is hypothesized to lead to a
poorly integrated identity that engenders psychological distress. In particular, Hill, Gelso,
and Mohr (2000) argue that individuals who generally conceal unfavorable aspects of

themselves from others suffer from an imposter syndrome whereby they split their ideal
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images (that they present to others) from their real selves (that they conceal from others).
It is thought that such individuals feel inauthentic and believe that they have no true
selves, thereby creating anxiety, distress, and low self-acceptance (Hill et al., 2000).

Predispositional tendencies. Lastly, Kelly (2002) proposes that it is not the
withholding of secrets per se that contributes to psychological distress, but rather, high
self-concealers may be predisposed to inhibit social expression and by virtue of this
predisposition, are more vulnerable to developing problems associated with self-
concealment. Thus, the tendency to be inhibited generates both self-concealment and
psychological distress. Indirect support for this theory stems from Kagan’s (1994) study
linking inhibited temperaments with physical and psychological difficulties including
inhibited social expression, fears and phobias, and large heart accelerations to stress.
Furthermore, when Kahn and Kelly (1998) divided the SCS (Larson & Chastain, 1990)
into three separate factors, Possession of a Distressing Secret, Apprehension about

' Disclosure, and Self-Concealment Tendency, the authors found that only Apprehension

about Disclosure uniquely predicted psychological symptomtoio§§. Based on these
findings, the authors proposed that the link between self-c(;ncealment and psychological
distress could be explained by individuals® fears and concerns of consequences of
revealing negative information rather than by the simple withholding of a secret.

In summary, mechanisms involving behavioural inhibition, deleterious cognitive
processes, a maladaptive coping style, a poorly integrated sense of self, and
predispositional inhibitory tendencies are proposed to account for the link between self-

concealment and physical and psychological problems.
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Associations Between Self-Concealment and Interpersonal Factors

Although the majority of self-concealment research has investigated the tendency
to conceal personal information in relation to physical and psychological symptoms,
more recent studies are beginning to investigate associations between self-concealment
and various interpersonal factors.

Self-concealment and relationship difficulties. Research investigating
interpersonal correlates of self-concealment has found that, in general, withholding -
personal information from others is linked to greater relationship difficulties. A greater
tendency to keep intimate information secret has been associated with more interpersonal
conflict (Straits-Troster, 1993), greater withdeal and isolation from othérs (Spiegel,
1992), and more loneliness and sogial anxiety (Cramer & Lake, 1998). Research also has
shown a positive relatiénship between the reported number of secrets within a family,
level of dissatisfaction within the family (Vangelisti, 1994), and greater family
dysfunction (Evans, .1976; Swanson & Biaggio, 1985). Furthermore, a greater tendency
to conceal personal information was associatéd with higher levels of attachment anxiety
and attachment avoidance among a sample of 247 undergraduate adult students (Lopez,
2001). In general, these findings are consistent with the hypothesis that a greater
tendency to conceal personal information from others has negative repercussions for
interpersonal functioning (F inkénauer, 1999)."

Self-concealment and social support. Another proposed social consequence of
self-concealment is the umvaﬂabﬂky and/or inadequate use of social support networks.
Studies have shown that a greater tendency for self-concealment is associated with a

weaker social support network (Cepeda-Benito & Short, 1998; Kelly & Achter, 1995;
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Larson & Chastain, 1990; Rickwood & Braithwaite, 1994). Similarly, Kahn and Hessling
(2001) found that a greater tendency to conceal personal information was linked to less
perceived social support among a sample of 278 undergraduates. Cramer’s (1999)
hypothesized path model relating self-concealment to various factors also revealed that
individuals who concealed personally distressing information were more likely to have
impaired social support networks.

Several hypotheses have been proposed to account for these findings. One
possibility is that, by avoiding discussing one’s problems, high self-concealers may limit
the adequacy, range, and frequency of both emotional and tangible support (Larson &
Chastain, 1990), thereby leading to poorer quality of social support (Finkenauer, 1999).
Alternatively, Cramer (1999) proposes that high self-concealers may have little or no
social support because they are more likely to refuse the help of others.

Importantly, since inadequate social support systems are associated with less
protection from stress and more physical problems (Broadhead et al., 1983; Kessler,
Price, & Wortman, 1985; Levy, 1983), self-concealment is thought to contribute
indirectly to poorer health via a lowered social support network. This hypothesis remains
to be tested.

Self-Concealment and Therapy

In general, the literature on self-concealment indicates that the tendency to hide
personally distressing information is linked to various physical and psychological
difficulties. It follows that self-concealment may therefore be a critical client factor that

affects therapeutic progress and outcome.
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The Importance of Studying the Relationship between Self-Concealment and Therapy
Outcome

Research investigating the role of self-concealment in therapy has important
implications for the treatment literature. First, understanding self-concealment within a
therapeutic setting is highly relevant for the therapeutic process since psychotherapy is
based on clients revealing their most intimate, distressing, and disturbing thoughts,
feelings, and behaviours (Cepeda-Benito & Short, 1998). Thus, knowledge of the role
self-concealment plays in the therapeutic process has the potential to assist in selecting
clients most likely to benefit from psychotherapy. Second, psychotherapists increasingly
are called upon to improve the efficiency and effectiveness of the services they offer.
Knowledge of the relationship between self-concealment and change in therapy can
provide insights for identifying therapeutic approaches or interventions most likely to be
effective with high and low self-concealers (Wegner & Lane, 1995), thereby providing
more effective treatment.

To date, however, investigation of the relationship between clients’ general
tendency to conceal personal information and both therapy process and outcome has been
sparse and has generated inconclusive findings.

Do Clients Self-Conceal in Therapy?

There are conflicting views and limited findings regarding the extent to which
clients conceal information from their therapists over the course of therapy. On the one
hand, Kelly (2000) contends that many clients conceal personal and relevant information
from their therapists, primarily for self-presentational reasons. This position is supported

by empirical evidence. Hill et al. (1993) studied secret-keeping among clients involved in

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



35

long-term individual therapy. Secrets were defined as major life experiences, facts, or
feelings that clients did not share with their therapists. The researchers found that 46
percent of clients reported keeping such secrets from their therapist, the content of which
pertained to themes of sex, failure, and mental health issues. Similarly, Kelly (1998)
found that 40 percent of clients reported keeping at least one secret from their therapist.

On the other hand, Hill et al. (2000) believe that clients actually hide very little in
therapy and cite indirect supporting evidence by Hill, Thompson, and Corbett (1992) who
found that only 14 percent of clients’ reactions were concealed from their therapist.

In summary, although there is limited and inconsistent research regarding the
degree to which clients conceal from thgir therapists, the research suggests that self-
concealment does occur in therapy. The prevalence of self-concealing behaviour in
therapy suggests that self-concealment serves or is perceived to serve an important
function for clients.

Why do Clients Conceal Personal Information in Therapy?

Since most forms of psychotherapy are premised on the client’s ability and
willingness to disclose personal thoughts, feelings, and experiences, therapists have a
vested interest in understanding why clients choose to conceal personal information in
therapy. Researchers have proposed several reasons that might explain this phenomenon.

Self-presentational concerns. A common belief is that clients conceal personally
distressing and embarrassing information from their therapist due to self-presentational
concerns (Kelly, 2000, 2002). Researchers claim that this motivation to present oneself
favorably is greater in psychotherapy where the situation is viewed as evaluative and the

therapist is perceived as an expert (Kelly et al., 1991; Leary & Kowalsky, 1990;
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Schlenker & Leary, 1982). Given that most clients want their therapists to like them and
to think well of them (Hill et al., 2000), clients often monitor what they reveal and how
they present themselves in attempts to avoid disapproval or gain approval from their
therapist (Schwartz, Friedlander, & Tedeschi, 1986). In particular, Kelly (2002) asserts
that if clients reveal to their therapist negative things they’ve thought, said, or done, they
are at risk for constructing unwanted self-images. In contrast, if clients engage in self-
presentation and create favorable views of themselves by concealing their undesirable
aspects, they may be better able to see themselves in a favorable light and, thus, are able
to construct desirable identity images before their important audience (Kelly et al., 1996).
Consequently, withholding personally distressing information is thought to enable clients
to experience a better therapeutic outcome (Kelly, 1998).

This claim is premised on the idea that therapists offer feedback to their clients
based on clients’ self-presentations (Kelly, 2002). If clients withhold secrets and offer
favorable self-presentations that are believable and consistent with how they wish to be
seen, therapists’ feedback of these favorable self-presentations is thought to lead to
alterations in clients’ self-beliefs. Over time, this shifting of self-beliefs, followed by
similar client self-presentations and therapist feedback leads to changes in clients’ self-
concepts through an internalization process (Kelly, 2000). It is through this desirable self-
concept change that clients may benefit from therapy since positive views of oneself have
been linked to psychological well-being, and the ability to care about others and engage
in productive work (Taylor & Armour, 1996; Taylor & Brown, 1994).

Alternatively, clients’ withholding of information in therapy may represent a

transference response based on their past experiences with others (Hill et al., 2000).
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Clients who have been rejected by significant others in their past may fear that the
therapist will act in a similar manner and thus conceal information until they can test out
the therapist.

There have been limited and inconsistent findings regarding the relationship
betweeh self-presentational concerns and self-concealment in therapy. For example,
Kelly and colleagues (1996) examined self-presentation styles on an intake questionnaire
among a sample of 108 undergraduates who were not seeking counseling and 92
outpatients who were seeking counseling at a local hospital. Participants were randomly
assigned to either a “known” condition in which a counselor reviewed and discussed with
the participants their responses or to an “anonymous” condition in which participants’
responses were unknown to the counselor. The authors found that non-counseling |
participants in the known conditio;l reported fewer psychological symptoms and higher
levels of self-esteem than did those in the anonymous mndhio@ This finding supports the
proposition that individuals are motivated to present themselvés favorably in an
evaluative setting and thus will conceal their éymptoms with a therapist (Kelly et al.,
1996). In contrast, however, outpatient participants in the known condition did not
present themseives as experiencing worse symptoms and self-esteem than did outpatients
in the anonymous condition (Kelly et al., 1996). This latter finding suggests that clients
who choose to seek therapy present themselves ina way that is related to how they
actually are functioning.

Future research is requireci to clarify the inconsistent results regarding clients’
levels of self-concealment during therapy, including possible changes during the course

of therapy (Kelly et al., 1996). In addition, research has yet to examine the relationship
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between client self-concealment and therapeutic outcome. The present study attempted to
address these questions in order to clarify the role of self-concealment in the therapeutic
process.

Power imbalance and need for privacy. Clients also may conceal personal
information in order to regain some control over what they feel is a power imbalance in
the therapeutic relationship (Friedlander & Schwartz, 1985). Therapists often disclose
very little while clients are expected to reveal distressing and often intimate information,
making them feel vulnerable and powerless (Hill, Helms, Tichenor, Spiegel, O’Grady, &
Perry, 1988; Knox, Hess, Petersen, & Hill, 1997). It is thought that the level of disclosure
reciprocity between the client and therapist influences the breadth and depth of personal
information that clients reveal to their therapist (Chesner & Baumeister, 1985; Dindia,
2000). Consequently, clients who perceive that their therapist offers few disclosures
might withhold information in order to experience a sense of control over the therapeutic
process and what happens in therapy. Along a similar vein, clients may conceal
information to maintain a sense of privacy and independence from the therapist
(Prochaska, Norcross, & DiClemente, 1994).

Inappropriateness of the personal information. Lastly, clients are thought to
conceal certain information such as spiritual, sexual, or financial issues because they
think it is inappropriate to discuss in therapy (Hill et al., 2000). Indeed, studies have
found that clients’ secrets in individual therapy encompassed themes of sex, failure,
relationship difficulties, health problems, chemical dependency, and delinquency (Hill et
al., 1993; Kelly, 1998), while clients’ secrets in group therapy pertained to concerns of

personal inadequacy, being unable to care for others, and sexual secrets (Yalom, 1985).
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Importantly, these motivations for concealing personal and distressing
information in therapy reflect both healthy psychological functioning and maladaptive
psychological processes. On the one hand, it can be argued that some degree of self-
concealment reflects healthy ego functioning among clients who are aware of what they
can handle in terms of disclosure and choose to conceal if they are not ready to workon a
particular problem (Hill et al., 2000). Clients who conceal some information from
therapists also are thought to have an ability to evaluate situations, maintain healthy
interpersonal boundaries, and regulate their behaviours and affects. Furthermore,
according to the self-presentational model, clients who withhold relevant secrets are able
to see themselves in desirable ways, leading to the formation of a desirable self-construct
(Kelly, 2000, 2002).

On the other hand, it is thought that clients who conceal to a large extent often
conceal out of shame, embarrassment, or mistrust. Such clients also are believed to have
difficulties developing a warm and open therapeutic relationship, to feel less comfortable
in therapy, and to be less willing to disclose those issues that need to be addressed in
order for healing and further development to occur (Cramer, 1999; Cepeda-Benito &
Short; 1998). As such, high self-concealers may not experience to the fullest the potential
benefits of therapy.

Does Self-Concealment Change Over the Course of Therapy?

Some researchers contend that one’s general tendency to conceal will not change
dramatically over the course of therapy. Indirect support for this idea stems from
personality theory, which asserts that self-concealment reflects a general predisposition to

withhold personally relevant information across time and situations. Moreover, both
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anecdotal clinical reports and research support the idea that some individuals tend to
conceal more than do others and that this behaviour remains relatively stable
(Pennebaker, 1989).

However, it also is possible that a client’s tendency to conceal personal
information changes over the course of therapy. Researchers claim that despite one’s
general self-concealment behaviour, different motivational and situational factors can
influence clients’ willingness to disclose information to their therapists. For example,
client factors, such as their desire to participate in therapy, to please their therapist, or to
experience psychological relief might motivate them to reduce their general self-
concealment tendencies. In addition, psychotherapy literature proposes that factors
unique to therapy, such as therapist qualities and techniques, and the therapeutic
relationship, reduce clients’ self-concealment tendencies (Ackerman & Hilsenroth, 2003;
Chambless & Hollon, 1998; Coates & Winston, 1987; Paulson et al., 1999; Rogers, 1961;
Trant, 1990). Research indeed has shown that therapist empathy, warmth, and affirmation
(Ackerman & Hilsenroth, 2003, Kennedy et al., 1990), therapist disclosure (Jourard, |
1971; Saketopoulou, 1999), and therapeutic techniques of probing, offering support, and
providing interpretations (Ackerman & Hilsenroth, 2003; MacKenzie, 1987; Vondracek,
1969) are linked to a reduction in clients’ tendencies to withhold personal information.
Furthermore, Hill et al. (2000) propose a progression of self-concealment reduction
across the course of therapy as the therapeutic relationship develops. Clients are thought
to test their relationship with their therapists by disclosing small and less significant or
relevant pieces of information. If therapists are empathetic, attuned, and accepting, clients

are proposed to begin revealing more threatening, emotional, and personal disclosures
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(Hill et al., 2000), thus reducing their level of self-concealment. This idea is indirectly
supported by several studies that have found a link between a. positive and collaborative
therapeutic relationship and greater client revelations in therapy (Coates & Winston,
1987; Paulson et al., 1999). It also is thought that the level of disclosure reciprocity
between the client and therapist influences the breadth and depth of personal information
that clients reveal to their therapist (Chesner & Baumeister, 1985; Dindia, 2000). To date,
however, research has not investigated whether this tendency to reduce self-concealment
generalizes beyond the therapeutic relationship. The present study investigated whether
clients’ general self-concealment tendencies changed from the initial therapy session to
termination.
Self-Concealment and Therapy Outcome: Theoretical Perspectives

The relevance of clients concealing personal information has been noted across
various therapeutic modalities. Psychodynamic therapies believe that concealing personal
information results in the development of neurotic symptoms unless the secrets are
confronted by the analyst (Freud, 1914). In addition, any secret that clients consciously
keep from their therapist is thought to represent an overt form of resistance to therapy
that must be overcome in order to experience conflict resolution (Ekstein, 1974).
Consequently, psychodynamic therapy uses the technique of free association to promote
the revelation of secrets that, in turn, assists clients to acknowledge and regulate their
desires, fears, and thereby reduce their symptoms and distress.

According to cognitive-behavioural therapies, the personal information that is
concealed by clients often reflects distorted and dysfunctional self-referent thoughts

about being inadequate, unlovable, or flawed in some fundamental way (Ichiyama et al.,
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1993; Rush & Beck, 1978). By refraining from revealing and thereby testing the utility or
reality of one’s dysfunctional beliefs, self-concealing behaviour is seen as contributing to
clients’ distressing affective symptoms and/or maladaptive behaviours. Cognitive therapy
techniques attempt to have the client reveal and then challenge their beliefs about their
secret information. In addition, several behavioural therapy techniques, such as relaxation
training, deep breathing, and stress-management, are used to alter stress-related
symptoms resulting from the continual behavioral inhibition and physiological work of
self-concealment (Ichiyama et al., 1993).

Humanistic therapies primarily focus on self-disclosure in therapy. Humanists
generally believe that, “Until clients can expose their innermost ‘secrets’ and make
themselves vulnerable to the counselor, the real work of counseling cannot begin” (Fong
& Cox, 1983, p. 163).

In summary, self-concealment is viewed across therapeutic modalities as an
important client' factor that can influence the progress and outcome of therapy.

Theoretical mechanisms linking self-concealment to poorer treatment outcome. In
general, it is assumed that a greater tendency to conceal personal information results in
poorer treatment outcome, demonstrated by a lack of reduction in symptoms and little or
no improvement in daily functioning. However, proposed mechanisms explaining this
process have been sparse. Yalom (1985) suggests that, because it requires so much
energy on the part of the client to keep information hidden from the therapist, secrecy
within therapy sessions may cause the therapeutic progress to come to a halt,
consequently resulting in poorer therapeutic outcome. Future research evidently is

required to further our understanding of this relationship.
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Self-Concealment and Therapy: Empirical Findings

The relationship between self-concealment and therapeutic factors has been
empirically investigated in terms of clients’ attitudes toward, and willingness to seek
therapy, clients’ symptoms during the course of therapy, and therapy outcome.

Self-concealment, attitudes toward counseling, and willingness to seek therapy.
Since self-concealment is viewed as a predisposition to hide or refuse to share personally
distressing information with others (Larson & Chastain, 1990), one would expect high
self-concealers to be less willing to seek professional help. Such individuals may tend to
be more skeptical of the therapeutic process, harbor more negative attitudes, and be less
likely to seek out therapeutic services (Cramer, 1999).

Research investigating the relationships between self-concealment, attitudes
toward therapy, and willingness of seeking therapy, however, has generated inconsistent

- findings. Several studies have shown a link between self-concealment, negative attitudes
toward therapy, and a reduced willingness to seek therapy. Other studies, however, have
not found any associations between these variables. Still other studies have found an
association between self-concealment and a greater willingness to seek therapy.

For example, Cepeda-Benito and Short (1998) studied a sample of 732
undergraduate students and found that high self-concealers (represented by the top
quartile) were over three times more likely than low self-concealers (bottom quartile) to
have reported that there had been a time in their lives when they had needed but had not
sought therapy. The authors concluded from this finding that high self-concealment was
doubly harmful since it was related to psychological distress and appeared to deter

individuals from seeking help.
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However, Cepeda-Benito and Short (1998) found that participants’ scores the
SCS did not predict their perceived future likelihood of seeking professional help for
psychological, academic, or drug use concerns. Similarly, Rickwood and Braithwaite
(1994) found no significant relationship between self-concealment and willingness to
seek therapy.

Furthermore, Kelly and Achter (1995) summarized two studies showing that high
self-concealment predicted a greater likelihood of seeking therapy despite having less
favourable attitudes toward counseling. In the first study, high self-concealers were 50
percent more likely to seek therapy than were low self-concealers, while in the second
study 57 percent of high self-concealers reported having seen a counselor compared with
only 37 percent of low self-concealers. The authors speculated that although high self-
concealers were more fearful of revealing personal information in therapy, they were
more likely to seek assistance because they lacked access to help from other social
support networks.

Cramer (1999) attempted to clarify the above inconsistent findings by
hypothesizing a theoretically derived path model linking the likelihood of seeking
treatment to self-concealment, social support, distress, and attitudes toward counseling.
Using data from Cepeda-Benito and Short’s (1998) study and Kelly and Achter’s (1995)
study, Cramer (1999) found that individuals who concealed personal information from
others were more likely to be distressed, experience negative attitudes toward counseling,
and have impaired social support networks. The direct path of self-concealment to help
seeking was significant in the Kelly and Achter (1995) sample but not the Cepeda-Benito

and Short (1998) sample. Cramer (1999) concluded from these findings that on one level,
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high levels of self-concealment leads to greater distress, which itself is associated with a
greater likelihood of seeking therapy. On another weaker level, self-concealment leads to
negative attitudes toward counseling, which inhibits seeking help. Consequently, self-
concealers appear to be caught up in an approach-avoidance conflict (Kushner & Sher,
1989) regarding their decision to seek therapy.

Self-concealment during the course of outpatient therapy. Since both theory and
research suggest that self-concealment negatively influences attitudes toward, and
willingness to seek therapy, it follows that a predisposition to keep secrets from others
will affect the therapeutic process. Specifically, if clients’ attitudes toward therapy are
negative, they might not receive the maximum benefits from therapy (Kelly & Achter,
1995). Most of the research investigating the role of self-concealment in therapy has
examined the relationship between self-concealment and therapeutic progress during the
course of therapy.

In general, most studies support the proposition that a greater tendency to conceal
personal information leads to poorer therapeutic progress during the course of therapy.
Doxsee and Kivlighan (1994) examined hindering events in group therapy that predicted
poor therapeutic progress. The third most prevalent client-reported category of hindering
events involved self-concealing behaviours, including covering up feelings, leaving
things left unsaid, and failing to disclose pertinent information to the group. Correlational
research also has demonstrated a negative relationship between self-concealment and
therapeutic progress. Wright and colleagues (1985) found that the amount of information

clients kept hidden from other clients within group therapy was associated with greater
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dissatisfaction with the therapy sessions. Thus, self-concealment appears to hinder
clients’ experiences of therapy in a group setting.

However, research examining the possession of relevant secrets in therapy has
demonstrated a positive link with therapeutic improvement. Kelly (1998) found that
client concealment of a specific secret was related to reduced symptomatology among a
sample of 42 outpatients who had been participating in individual therapy for an average
of 11.20 sessions. This result was found even after controlling for social desirability and
clients’ general tendencies to conceal personal information on the SCS. Kelly concluded
that this finding offered support for her theory that therapy is a self-presentational
process. That is, clients derive benefit from therapy when they construct desirable self-
images, which occurs by presenting themselves in a favorable manner and then receiving
feedback from their therapist that is consistent with how they wish to be seen.

However, given that this finding pertained to concealment of a specific secret
relevant to the therapy process, it might not reflect the actual relationship between
clients’ general predispositions to conceal personal information and their psychological
well-being over the course of therapy. Consistent with this idea is Kelly’s (1998) finding
that a greater general tendency to keep secrets as assessed by the SCS was associated
with greater psychological distress over the course of therapy. This finding supports the
proposition of self-concealment being linked to greater psychological distress (Larson &
Chastain, 1990), and fits with previous studies showing a similar relationship (Kahn and
Hessling, 2001;Vrij et al., 2002).

Discrepancies in associations between psychological distress over the course of

therapy with general self-concealment vs, specific secret keeping in therapy might be
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explained by differences in motivations between the different forms of concealment. As
previously noted, possession of relevant secret in therapy is thought to enable clients to
create a positive self-image in front of the therapist and therefore experience
psychological wellbeing (Kelly, 2002). However, keeping a relevant secret within a
specific context (i.e. therapy) appears to be conceptually different than the construct of
self-concealment, which reflects a global tendency to withhold personal information
across contexts and to experience apprehension about the potential consequences of
revealing secrets. It is this general self-concealment tendency, rather than possession of a
specific secret, that has been linked to psychological distress during therapy (Doxsee &
Kivlighan, 1994; Kelly, 1998; Wright et al., 1985). The present study sought to expand
this latter area of research by investigating the relationship between participants’ general
self-concealment tendencies and therapy outcome. Future research, however, should
continue to investigate links between therapy outcome and concealment of specific
secrets in therapy.

Self-concealment and therapy outcome. The treatment literature generally has
construed keeping secrets in therapy as having potentially negative effects on the
progress and outcome of psychotherapy (e.g., Evans, 1976; Saffer, Sansone, & Gentry,
1979). Unfortunately, however, there is a lack of systematic research that has investigated
the association between self-concealment and therapeutic outcome. Furthermore, the
findings are inconsistent. Some studies indicate a link between greater self-concealment
and poorer therapy outcome. Other studies do not show an association between these two
constructs. Still other studies link self-concealment with better therapy outcome. Thus,

the relationship of client concealment to therapy outcome is unclear (Hill et al., 2000).
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Several studies indirectly support the hypothesis that greater self-concealment
contributes to poorer therapy outcome. Self-concealment has been associated with
inferior recovery from severe trauma (Harvey, Stein, Olsen, & Roberts, 1995). Ina
related vein, McNair, Lorr, and Callahan (1963) studied client factors that predicted
continuation in psychotherapy in a sample of 282 outpatients. They found that clients
who continued in therapy for 26 weeks were more willing to discuss and explore their
personal problems than were clients who prematurely terminated therapy after seven
weeks. This finding suggests that individuals who are less likely to conceal personally
distressing information are more likely to persist with therapy. To date, however,
research has not specifically examined self-concealment in relation to continuation in
psychotherapy. This study, therefore, investigated whether a greater tendency to conceal
personal information was associated with premature termination from therapy.

Other studies did not find a link between self-concealment and therapy outcome.
For examp!e, Hill and colleagues (1993) found that the number of secrets clients reported
concealing from their therapists was not related to satisfaction with therapy or to
symptom change over the course of therapy. Moreover, a few studies suggest that a
higher predisposition for self-concealment is linked to better therapy outcome. For
example, Regan and Hill (1992) found that clients who withheld a greater proportion of
emotionally-laden statements (e.g., “I was feeling anxious about being videotaped and
having to review the videotape at the end,” p.169) were more satisfied with therapy and

their progress than were clients who provided more emotional-content comments.
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The present study attempted to clarify the relationship between self-concealment
and therapy outcome by examining whether self-concealment predicted change in distress
level from pre- to post-therapy and if so, determining the direction of this change.

Is the Association Between Self-Concealment and Therapy Outcome Meaningful?

A central goal in psychotherapy research is to determine whether links between
distress reduction from pre- to post-therapy and various client, therapist, or therapy
variables are of clinical value, that is, whether such associations assist clinicians to more
effectively implement their treatments. With regard to the present study, if self-
concealment predicts clients’ response to therapy independent of other factors that have
been shown to predict therapy outcome, such a finding would potentially be of clinical
utility. This finding would support the argument that self-concealment is a unique and an
important factor that affects therapeutic progress and outcome apart from other
conditions. More importantly, it would suggest that it might be helpful for clients’
tendencies to conceal personal and distressing information to be addressed during the
course of therapy in order to improve clients’ response to treatment, resulting in a greater
reduction of distress. The present study therefore examined whether low intake self-
concealment and self-concealment reduction predicted a meaningful reduction in distress
over the course of therapy independent of other factors that are claimed to impact therapy
outcome, such as the duration of therapy, client gender, and clients’ initial distress levels.

It has been argued that a greater number of therapy sessions engenders enhanced
and more lasting therapeutic outcome. For example, Howard, Kopta, Krause, and
Orlinsky (1986) found that, between one and eight sessions, the proportion of clients

displaying measurable improvement expanded from 15 percent to S0 percent. That
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proportion increased to 75 percent by the 26th session and to 85 percent by the end of the
first year. The authors concluded that longer duration in treatment predicts better
outcome. Several researchers have since reported a similar dose-response relationship
between number of therapy sessions and more therapeutic gains (Barkham et al., 1996;
Kordy, von Rad, & Senf, 1988; Luborsky, Crits-Cristoph, Mintz, & Auerbach, 1988;
Macdonald, 1994; Tarrier, Sommerfield, Pilgrim, & Faragher, 2000). These findings
suggest that a longer duration in therapy predicts a greater reduction in distress from
intake to termination.

The claim that client gender influences psychotherapy outcome is based on
literature that suggests differences between men and women in psychological
development (Miller, 1984), modes of communication (Tannen, 1990) and level of
intimacy in relationships (Belle, 1982), all of which are thought to impact the therapeutic
process. Although the link between gender and client response to therapy is not clearly
understood, several studies report greater symptom reduction over the course of therapy
among females than among males (Koerlin & Wrangsjoe, 2001; Raesaenen, Nieminen, &
Isohanni, 1999; Tarrier et al., 2000).

Lastly, clients’ levels of distress and symptomatology at therapy intake are
thought to affect both the overall level of distress at therapy termination and the degree of
change in distress over the course of therapy. Research findings generally indicate that
lower levels of depression (Persons, Burns, & Perloff, 1988) and anxiety (De Araujo, Ito,
& Marks, 1996; Persson, Alstroem, & Nordlund, 1984), less general distress (Kaufman,
1998), better initial functional status (Plotkin & Wells, 1993), and fewer psychiatric

symptoms (Oejehagen et al., 1992) at therapy intake are linked with lower absolute
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termination distress ratings. However, higher intake distress levels predict a better
response to treatment, including greater reduction in distress (Conte et al., 1988), and a
greater degree of positive change (Woodward & Jones, 1980) at therapy termination.
Taken together, these findings suggest that clients who report higher distress and
symptomatology levels at intake show greater distress and symptom change but also
continue to have more severe distress and symptoms at termination.

Given that intake levels of global distress, depression, and anxiety, gender, and
therapy duration each may influence clients’ responses to treatment, the present study
examined whether the relationship between self-concealment and reduction of distress
from pre- to post-therapy held after accounting for these other factors.

Limitations of Previous Research ‘

The above examples illustrate that research on the relationship between self-
concealment and therapeutic outcome is limited, inconsistent and unclear. The lack of
clarity likely is due, in part, to methodological inconsistencies. Different researchers used
different definitions and measures of self-conéeahnent and therapy outcome, and many
studies employed measures with unknown psychometric properties (Hill et al., 2000).
Studies also differed in terms of length of the therapy and populations sampled.

For example, a broad range of phenomena has been included within the construct
of client self-concealment, making it difficult to generalize across studies (Hill et al,,
2000). Self-concealment has been defined and studied as hidden reactions (Hill et al.,
1993; Regan & Hill, 1992), th.mgs left unsaid in therapy (Hill et al., 1993; Kelly, 1998),
or secrets (Hill et al., 1993; Kelly, 1998), all of which have been differently

operationalized.
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Diﬁ'érent measures also have assessed self-concealment. Measures other than the
SCS include therapist ratings of client self-concealment based on videotapes of therapy
sessions and client self-report measures developed for a specific study for which validity
or reliability was unreported and/or not replicated (Hill et al., 2000). Similarly, studies
have used various measures to assess therapy process and outcome, including ratings of
therapy helpfulness, session depth and smoothness, client satisfaction with therapy, and
client symptomatology.

Such variation and lack of standardization of measures and procedures likely has
contributed to the inconsistency of the findings. Consequently, methodological problems

| limit our understanding of the phenomenon of self-concealment and its relationship with
therapy outcome. The present study addressed these methodological limitations by using
standardiied measures of psychological distress and the Self-Concealment Scale (SCS;
Larson & Chastain, 1990), which is a psychometrically sound measure that captures a
general tendency to conceal personal and distressing information from others. All
measures have been used extensively in the cﬁnical and empirical literature.

The current study was the first empirical investigation to date that, not only
examined the link between self-concealment and distress, including associations between
changes in these measures from pre- to post-therapy, but also investigated whether this
relationship was sustained independent of other factors that predict therapy outcome.
These methodological refinements, in addition to the utilization of a larger clinical
sample, penmtted a more reliable .test of how self-concéalment is related to therapy

outcome,
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Additional Methodological Issues

Use of therapists’ and clients’ ratings. Traditionally, the therapist’s perspective
has guided our understanding of therapy outcome (Paulson et al., 1999). Therapists’
subjective evaluations of clients’ improvement often indicate the degree to which change
in their clients’ functioning is readily noticed by an external audience. However,
methodological concerns, such as therapist rating biases (Stahler, 1983) and a lack of
cohesion between therapist and client ratings of therapy outcome (Dickerson & Coyne,
1987; Lebow, 1983) have led researchers to study clients’ perceptions of their progress
over the course of therapy. Increasingly in research, the client’s perspective is being
recognized as valuable if not essential to understanding therapeutic process and outcome
(Elliot, 1985; Orlinsky & Howard, 1986; Sells, Smith, & Moon, 1996). Clients’ ratings
are associated with outcome at least as strongly as are judges’ ratings (Gurman, 1977;
Lambert, DeJulio, & Stein, 1978). Furthermore, clients’ perspectives about themselves
and their therapy experience can offer a unique understanding of the therapeutic process
(Paulson, Truscott, & Smart, 1999).

Despite possible biases in client and therapist ratings (Frieswyk et al., 1986;
Stahler, 1983), both views represent legitimate measures of different realms of therapy
outcome, neither of which is necessarily more objective or significant than the other
(Eckert, Abeles, & Graham, 1988). Moreover, evaluating client change from multiple
perspectives provides a more comprehensive assessment of therapy outcome (Lambert,
1983). Consequently, the present study assessed the relationship between self-
concealment and therapy outcome based on both clients’ and therapist’s ratings of the

change in clients’ level of distress over the course of therapy. Such an investigation can
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potentially elucidate a clearer understanding of the relationship between self-concealment
and change in distress over the course of therapy.

Statistical and clinical significance of therapeutic outcome. The majority of
studies rely on statistical significance as a means of assessing psychotherapy outcome.
That is, a certain probability-based criterion is used to evaluate the extent to which the
results of a study are likely to be due to genuine effects rather than to chance (Kazdin,
1998). A common criticism, however, is that the statistical significance of psychotherapy
outcome has little to do with the practical importance of the effect. Researchers,
therefore, have proposed the use of statistical methods that can illuminate the degree to
which individuals have recovered at therapy termination (Jacobson, Follette, &
Revenstorf, 1984). This alternative criterion is called clinical significance and it enables
researchers to evaluate the extent to which changes in therapy make an important
difference to clients’ functioning (Kazdin, 1998).

Clinical significance typically has been evaluated in one of three ways: a)
comparison methods, b) subjective evaluation, and c) social impact measures (Kazdin,
1998). Comparison methods involve comparing clients to some standard to determine if
change in therapy is clinically significant. For example, improvement in therapy is
deemed clinically significant if clients’ distress scores at the end of therapy fall within a
normative sample (Chambless & Hollon, 1998), if their distress scores are lower by more
than two standard deviations from the mean of a dysfunctional sample (Jacobson &
Revensdorf, 1988), or if clients no longer meet criteria for a disorder following therapy

termination (Kazdin, 1998).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



55

Subjective evaluation refers to the extent to which the effects of an intervention
can be noticed by others and involves using global rating scales to assess others’ opinions
(Chambless & Hollon, 1998; Kazdin, 1998). Lastly, social impact measures assess
whether clients have changed in ways that have an impact on society. Outcome measures
include data such as number of hospitalizations, sick days, illnesses, relapses, and visits
to a physician following treatment.

Recently, Tingey, Lambert, Burlingame, and Hansen (1996) have proposed a
more refined procedure for assessing clinical significance that is based on reliable change
estimates and cutoff scores. This procedure represents an advancement from previous
methods since it identifies individuals who make clinically meaningful change, even if
their distress level is not reduced to a normative range. Clinical significance of change is
met when: a) the difference between clients’ pre- and post-therapy distress scores is
greater than a minimal cut-off point, thereby attesting to the reliability of the change, and
when b) clients’ distress scores at post-therapy fall within a more functional sample than
their pre-therapy scores. This procedure was used by the present study.

Distinction between premature vs. regular termination. Another methodological
issue pertains to the operational definition of premature termination versus continuation
in psychotherapy. Garfield (1994) has defined a premature terminator or dropout as “one
who has been accepted for psychotherapy, who actually has at least one session of
therapy, and who discontinues treatment on his or her own initiative by failing to come
for any future arranged visits with the therapist” (p. 195). Unfortunately, arbitrary
designations of “remainers” and “continuers™ limit the meaningfulness and comparability

of some past studies. Several studies, however, have shown that the majority of clients
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that prematurely drop out of treatment without mutual agreement between the client and
therapist do so between the fourth and sixth sessions (Blackwell, Gutmann, & Gutman,
1988; Garfield & Kurz, 1952; Howard, Davidson, O’Mahoney, Orlinsky, & Brown,
1989; Taube, Burns, & Kessler, 1984). Other studies have used four sessions as the
dividing line between continuers and drop-outs (Beck et al., 1987; Vail, 1978). For the
purposes of the present study, clients who attended at least one therapy session but no
more than four sessions, and stopped therapy without mutual agreement between the
client and the therapist, were defined as premature terminators.
Summary

Self-concealment is a conscious and strategic behaviour that is governed by self-
presentational, identity, and interpersonal motives. A greater predisposition to conceal
personal information from others appears to contribute to negative physical and
psychological consequences. Self-concealment has been studied in relation to attitudes
toward therapy, willingness to seek therapy, and progress during a particular stage of
therapy. The findings, however, have been sparse and inconclusive, partially due to
methodological inconsistencies. Furthermore, to date, research has not studied change in
self-concealment over the course of therapy and self-concealment in relation to therapy
outcome, measured by either premature termination or reduction in distress and
symptomatology from pre- to post-therapy, Moreover, research has not examined
whether low self-concealment or change in self-concealment predicts a clinically
significant reduction in distress level over the course of therapy independent of other

influences such as client gender, initial levels of distress, and duration of treatment.
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- Purpose of the Present Study
The present study addressed past methodological limitations and investigated the
relationship between self-concealment and therapy outcome among a clinical sample of
students seeking psychotﬁerapy at a university clinic. Since university students are not
immune to experiences and perceptions that prompt concealment from others (Ichiyama
et al.,, 1993), gaining a better understanding of the relationship between self-concealment
and therapy outcome could potentially aid therapists who work with this population.

Hypotheses and Questions of Study

Al. Based on previous studies in which a greater tendency to conceal personal and
distressing information was associated with greater depressive and anxiety
symptoms (Ichiyama et al., 1993; Kahn & Hessling, 2001; Kelly & Achter, 1995;
Larson & Chastain, 1990; Pennebaker et al., 1988) it was proposed that higher levels
of self-concealment at intake would be directly related to greater global distress,
depression, and state and trait anxiety at intake. It also was proposed that higher
levels of self-concealment at intake would predict greater global distress, depression,
and state and trait anxiety at intake after accounting for client gender.

A2. Based on the finding by Harvey et al (1995) that a greater tendency to conceal
personal information was associated with inferior recovery from a trauma, it was
proposed that higher levels of self-concealment at intake would be directly related to
greater global distress, depression, and state and trait anxiety at termination of
therapy. It also was proposeci that higher levels of self~concealment at intake would
predict greater global distress, depression, and state and trait anxiety at therapy

termination after accounting for client gender and initial distress level.
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A3. Based on the finding that a greater willingness to discuss personal problems was
associated with persistence in therapy (McNair et al., 1963), it was proposed that
higher levels of self-concealment at intake would be directly related to premature
termination from therapy and would predict premature termination from therapy
after accounting for client gender and initial distress level.

A4. Based on studies reporting a link between a greater tendency to conceal personal and
distressing information and poorer therapeutic progress (Doxsee & Kivlighan, 1994;
Kelly, 1998), it was proposed that lower levels of self-concealment at intake would
be directly related to statistically significant reductions in clients’ global distress,
depression, and state and trait anxiety from pre- to post-therapy. Furthermore, it was
proposed that lower levels of self-concealment at intake would predict reductions in
clients’ global distress, depression, and state and trait anxiety from pre- to post-
therapy after accounting for client gender, initial distress level, and duration of
treatment. Lastly, it was proposed that lower levels of self-concealment at therapy
intake would be directly related to a clinically significant reduction in clients’ global
distress scores from pre- to post- therapy and that lower levels of self~concealment
at intake would predict a clinically significant reduction in clients’ distress scores
from pre- to post-therapy, after accounting for client gender, initial distress level,
and duration of treatment.

AS. Also based on studies reporting a link between a greater general tendency to conceal
personal and distressing information and poorer therapeutic progress (Doxsee &
Kivlighan, 1994; Kelly, 1998), lower levels of client-rated self-concealment at

intake were expected to be directly related to a statistically significant improvement

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



59

in overall psychological functioning as reported by clients’ therapists. Lower levels
of self-concealment at intake also were expected to predict therapist rating of client
improvement from pre- to post-therapy after accounting for initial distress level.
We also asked three exploratory questions consistent with theory but lacking any
empirical support to date:

B1. We examined whether self-concealment changed from intake to termination and, if
s0, in what direction this change occurred.

B2. We examined whether change in self-concealment from pre- to post-therapy was
associated with change in global distress, depression, state anxiety, and trait anxiety
from pre- to post-therapy. We then examined whether change in self-concealment
from pre- to post-therapy predicted change in global distress, depression, and state
and trait anxiety from pre- to post-therapy, after accounting for client gender, initial
distress level, and duration of therapy.

C. Lastly, we explored the relationship between self-concealment and various
demographic client variables (gender, age, religion, marital status, parents’ country of
birth, university program, year in university, and client-reported problem areas at
intake) as a preliminary investigation to assess whether self-concealment varied

among people who differed on these factors.
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CHAPTER I
METHOD
Participants

Four hundred and six participants (109 male, 297 female), consisting of
undergraduate and graduate university students, attended an initial intake session at
University of Windsor’s Psychological Services Centre between September 1998 and
January 2002.

The mean age of participants was 23.95 years (SD = 6.37) and their mean number
of years of post-secondary education was 1.71 years (SD = 1.93). Ethical requirements
and the Ontario Human Rights Commission prohibited the formal solicitation of race or
ethnicity. Participants, however, indicated their parents’ country of origin. Of the 406
participants, 49.3 percent reported that one or more parents were of North American
origin, 12.1 percent of participants’ parents were of European origin, 9.6 percent were of
African origin, 4.0 percent were of Arabic origin, 3.6 percent were of Indian origin, 3.3

~ percent were of Asian origin, 1.1 percent were of Caribbean origin, and 17.0 percent did
not indicate their parents’ country of origin. The majority of participants were enrolled in
a social science program (33.0 percent), followed by arts (22.5 percent), business or
science (9.8 percent), law (4.5 percent) engineering (2.9 percent), education (1.8 percent),
human kinetics (1.1 percent), and post-graduate studies (0.7 percent). Several participants

(11.6 percent) did not indicate their program of study and 2.2 percent of participants had

not chosen a program of study.
The initial sample of 406 participants was used to examine the associations

between self-concealment, global distress, depression, and state and trait anxiety at
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therapy intake. However, several clients did not respond to all of the intake distress
measures. Consequently, the sample size for the analyses varied from 366 to 397
participants. From the initial sample (N = 406), 56 participants prematurely terminated
from therapy, 22 participants terminated therapy between five and seven sessions or
received crisis or group therapy, and 79 participants attended eight or more individual
therapy sessions. These 79 participants were used in analyses that examined associations
among the variables at therapy termination and over the course of therapy. There were an
additional 247 participants that terminated therapy but they were excluded from these
analyses because they did not respond to all measures at therapy intake and/or at therapy
termination and thus, their data was incomplete.
Procedure

As part of the intake procedure at the clinic, all clients responded to several
psychological measures and completed a demographic information questionnaire. Clients
also indicated their areas of concern from a list of 21 problems (see Appendix A). The
mean number of concerns reported by clients was 5.11 (SD = 3.03). Of the 21 possible
concerns, the top five reported were depression/suicidal (N = 260), anxiety/panic/phobias
(N = 259), family relationships (N = 246), academic/vocational issues (N = 205), and
partner concerns/ breakup (N = 168). Clients had either sought assistance at the clinic on
their own, or had been referred by the student counseling center, campus physicians,
professors, or friends,

Following the intake, clients were assigned a therapist. Therapists were either
licensed psychologists (10 percent) or graduate psychology students (90 percent) under

the supervision of licensed psychologists.
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When clients terminated therapy, they again responded to the same psychoibgical
measures for evaluation of treatment efficacy. Clients’ demographic information, _
responses to items, and total scéres on the questionnaires were anonymously saved in the
'Psychological Services Centre database. This study analyzed clients’ pre-treatment and
post-treatment scores from four measures stored in the Psychological Services Centre
database: the Self-Concealment Scale (éCS; Larson & Chastain, 1990), the Symptom
Check List-90-Revised (SCL-90-R; Derogatis, 1983), the Beck Depression Inventory-
Revised (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), and the State-Trait
Anxiety Inventory (STAI; Spiélberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983).

Each client was assured anonymity by two procedures. First, the database is
anonymous. Each client was assigned a number and only this number is linked to the
scores on the database. Second, the researcher did not have access to any of the clients’
records other than the information in the anonymous database. All clients were informed
tpat their responses to the questionnairés could be used anonymously for research
purposes and had signed their consent for the use of their responses. The data from the
Psychological Services Centre database was approved for use in research by the
University of Windsor’s Research Ethics Committee. This study followed appropriate
ethical procedures.

MeMes and Materials

The Self-Concealment Scale (SCS; Larson & Chastain, 1990) is a 10-item self-
report questionnaire that assesses individuals® tendencies to conceal negative or
distressing personal information from others (see Appendix B). Participants rate on 5-

point scales (1 = strongly disagree, 5 = strongly agree) the degree to which they endorse
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each item. Higher scores reflect a greater tendency to conceal. Larson and Chastain
(1990) reported an internal consistency in a sample of 306 participants of .83, as well as a
test-retest reliability in a sample of 43 female graduate psychology students of .81 after
four weeks. Other researchers report similar psychometric properties (e.g., Cepeda-
Benito & Short, 1998; Cramer & Barry, 1999; Ichiyama et al., 1993; Kelly & Achter,
1995). For the purpose of the present study, SCS scores will be used to assess
participants’ tendencies to conceal personally distressing information from others at both
therapy intake and termination.

The Symptom Check List-90-Revised (SCL-90-R; Derogatis, 1983) is a 90-item
self-report questionnaire that measures symptom distress (see Appendix C). Clients rate
on a five-point scale (0 = not at all, 4 = extremely) the degree of distress experienced
over the past seven days on each item. This questionnaire has been validated in studies
assessing psychological adjustment and adaptation (e.g., Creamer, Burgess, & Pattison,
1992; Morgan & Janoff-Bulman, 1994). The SCL-90-R contains nine symptom scales
and three global indices of psychological distress. Derogatis reported internal
consistencies in a sample of 196 students ranging from .77 to .90 for the symptom scales
and test-retest reliabilities over a one-week interval between .80 and .90. For the purpose
of this study, we will use one global index of distress, the Global Severity Index (GSI), to
assess clients’ levels of distress at both therapy intake and termination, as well as the
degree of change in level of distress over the course of therapy. The GSI is the best
overall measure for evaluating degree of psychological distress (Derogatis, 1983), with

lower scores reflecting less distress.
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The Beck Depression Inventory-Revised (BDI; Beck et al., 1961) is a 21-item self-
report questionnaire that measures the presence and severity of depressive symptoms (see
Appendix D). Each item has four statements rated from 0 to 3 (neutral to maximal
severity). Clients circle which statement best describes how they have been feeling
during the past two weeks. Higher scores reflect a greater severity of depression. The
BDI has been widely used both clinically and in research with psychiatric and non-
psychiatric populations and has been characterized as one of the better self-report
measures of depression (Campbell, Burgess, & Finch, 1984; Kerner & Jacobs, 1983).
Beck, Steer, and Garbin (1988) conducted a review and meta-analysis of studies that have
utilized the BDI. The authors reported that the scale had high internal consistency (mean
coefficient alphas were .86 for psychiatric samples and .81 for non-psychiatric samples)
and good reliability, with test-retest correlations ranging from .48 to .86 for psychiatric
samples and .60 to .83 for non-psychiatric samples (time intervals ranged from hours to
weeks).

The State Trait Anxiety Inventory-Form Y (STAI; Spielberger et al., 1983) isa
brief self-report questionnaire that measures and differentiates between anxiety as a state
and a trait (see Appendix E). The state version of the STAI is a 20-item self-report
measure in which clients rate on a 4-point scale (1 = not at all, 4 = very much so) the
intensity of their feelings at a particular moment in time. The trait version of the STAl is
a 20-item self-report measure in which clients rate on a 4-point scale (1 = almost never, 4
= almost always) the general frequency of their feelings. Speilberger (1983) reported
internal consistencies among a sample of 324 male and 531 female undergraduate

students of .91 and .93 on the trait and state scales, respectively. Speilberger (1983) also
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reported test-retest reliabilities in a sample of 88 male and 109 female undergraduate
students that ranged from .73 to .86 and .16 to .62 on the trait and state scales,
respectively (time intervals ranged from one hour to 104 days).

Therapist rating of client improvement over the course of therapy was assessed by
a one-item scale that therapists were asked to complete whenever a client terminated
therapy (see Appendix F). Therapists rated on a five-point scale (1 = much improved, 5 =
much worse) the client’s “overall changes since the beginning of therapy.” For the
purpose of this study, the scores were reversed so that a higher score reflected greater
improvement over the course of therapy.

Duration of therapy was assessed by the number of sessions that clients attended.
Premature termination was defined as attending four or fewer sessions of therapy and
ending therapy without agreement by the therapist. This distinction is in accordance with
previous studies (e.g., Beck et al., 1987; Vail, 1978). Furthermore, many clients who
attended between ﬁvg and seven therapy sessions were later-therapy dropouts because
they prematurely discontinued therapy without agreement by the therapist. Consequently,
only those clients who remained in therapy for eight or more sessions and who terminated
therapy with agreement of the therapist were included in the analysis examining self-
concealment in relation to change in distress level over the course of therapy.

Lastly, clinical significance of change in distress over the course of therapy was
evaluated using clients’ pre- and post-therapy GSI scores and according to the two
criteria derived by Tingey et al. (1996) (see Figure 1). The first criterion is that clients’
post-treatment GSI scores must be in a higher functioning sample than their pre-treatment

scores (Tingey et al., 1996). The authors derived four distinct and normative samples of
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GSI scores that range along a continuum from asymptomatic to severely symptomatic.
GSI scores that range from 0 to 0.23 are within the asymptomatic sample, GSI scores
ranging from 0.24 to 0.51 are representative of the mildly symptomatic sample, GSI
scores between 0.52 and 0.97 are within the moderate symptomatic sample, and GSI
scores that are 0.98 and above are within the severely symptomatic sample. Clinical
significance is achieved when clients’ distress scores on the GSI move to a more
functional sample distribution (Tingey et al., 1996). Thus, clients whose pre-treatment
GSI scores in the severely symptomatic range moved to either the moderate, mild, or
asymptomatic range at post-treatment all would meet this criterion for clinical
significance. The advantage of this criterion is that clients do not have to enter the most
functional sample distribution to be considered clinically improved. Consequently, this
technique allows for identification of clients who gain significant benefits from therapy
even if they remain somewhat dysfunctional (Tingey et al., 1996).

The second criterion for clinical significance is determined by Tingey et al.’s
(1996) reliable change index (RCI) grid. The grid contains RCI cut-off points between
each of the distributions. Each cut-off point indicates the minimum difference between a
client’s pre- and post-treatment GSI score necessary for this difference to be considered
reliable. Thus, in addition to requiring that pre- and post-treatment scores be within
different samples, the RCI criterion ensures that the difference between these scores is
large enough to be considered reliable.

Based on these two criteria, the present study compared participants’ pre- and
post-treatment GSI data to the normative standards and RCI grid identified by Tingey et

al. (1996) to determine the clinical significance of change.
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CHAPTER III
RESULTS

Overview .of Data Analyses

All analyses were performed using SPSS for Windows. Following descriptive
analyses, bivariate correlations were conducted to test the magnitude and direction of
associations among global distress, depression, state anxiety, trait anxiety, duration of
therapy, gender, therapist ratings of client change, and self concealment. Standard
multiple regression analyses were conducted to test the significance of proposed
hypotheses linking global distress, depression, state anxiety, trait anxiety, duration of
therapy, and gendér with self-concealment at therapy intake and termination. Standard
multiple regression analyses also were performed to test the significance of proposed
hypotheses comparing premature termination from therapy and reduction in global

| distress, depression, state anxiety, and trait anxiety with self-concealment at therapy

intake. In addition, standard multiplé regression analyses were performed to test the
significance of the proposed hypothesis comparing clinically significant improvement in
therapy and self-concealment scores. Lastly, bivariate correlations and multivariate
multiple regression analyses were conducted to examine the questions of study
investigating whether self-concealment changes from pre- to post- therapy and, if so,
whether change in self-qonceahnent is linked to change in distress. The experimentwise
alpha level was set at .05 for all statistical procedures. |
Descriptive Statistics |

The means and standard deviations for the measures of the independent variables

" in the study are presented in Table 1. Given the large number of variables entered into the
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Table 1. Descriptive Statistics and Correlations among Variables

. P

Measures 2. 3 4 5 6. 7. 8. 9 10. 11. 12. 13. 14 15, 16. 17. Mean SD
1. SCS1 527 527 44 01 30 43 02 31 35 04 17 46 05 27 03 21 2927 919
N 72 72 366 72 72 396 72 72 397 72 72 397 72 72 27 72 406
2. SCS2 -46" 06 27 -13 09 26 -13 06 33 -24 21 43" .21 -20 27 2601 899
N 7 O 72 72 72 72 07”2 T’ M !’ 1”72 71”2 21 12 72
3. SCS CHNG 28 .27 45" 23 .24 44" 18 .29 41" 12 -38" 49" 19 -06 3.14 843
N 77 72 72 72 72 72 72 72 72072 72 712 21 T2 72
4. GSI1 28 -72" 71" 20 56" 68" 20 46" 70" 26 46" 40 01 130 063
N 72 72 362 72 72. 362 72 72 362 72 72 21 T2 397
5. GSI2 -46™ 32 79" .36 28 76" -41" 40" 78" -377 -27 15 084 059
N 7 T’ 7?7’ 7?7 72 72 72 T2 72 021 T2 T2
6. GSICHNG 43" -38" 77" 45" 360 2" 38 .32 69" 53 -10 053 066
N v/ v R I R R T R R R B ) 72
7. BDI1 45" 63" 66" 35 30 12" 35 42" 22 05 1824 977
N 72 72 397 72 72 397 72 72 27 72 400
8. BDI2 -41" 27 68" -36" 40 13" .32 -16 .28 1056 889
N 72 72 T2 T2 712 712 72 21 T2 72
9. BDI CHNG 46" -24 62" 43" .28 70" 31 -19 1763 901
N 77 T 72 12 T 12 2T M 72
10. STAL-S 36" 58" 60" 32 35 23 .01 51.82 1282
N 72 72 406 T2 T2 21 T2 406
11. STAI-S2 -56" 34 78" -42" -39 15 4125 12.47
N. 72 712 T’ 2T ! mn
12. STAI-S CHNG 29 -39 68" 50 -12 1049 13.27
N 72 712 12 21T 12 72 .

13. STAL-T 1 49" 52" .01 .02 5274 1127
N 72 72 21 T2 406

14, STAI-T2 -49" -37 14 46.00 11.62
N 7 21T T2 M

15. STAI-T CHNG 29 11 789 1142
N 27 T2 72

16. THERAPIST -26 167 0.60
N 27 27

17. ATTEND 12.25 10.38
N 72

Note. N = number; SCS 1 = intake Self-Concealment Scale; SCS 2 = termination Self-Concealment Scale; SCS CHNG =
post-therapy; GSI 1 = intake Global Severity Index; GSI 2 = termination Global Severity Index; GSI CHNG = change in Global Severity Index from pre- to post-
therapy; BDI 1 = intake Beck Depression Inventory; BDI 2 = termination Beck Depression Inventory; BDI CHNG = change in Beck Depression Inventory from pre- to
post-therapy; STAI-S 1 = intake State Anxiety Inventory; STAI-S 2 = termination State Anxiety Inventory; STAI-S CHNG = change in State Anxiety Inventory from
pre- to post-therapy; STAI-T 1 = intake Trait Anxiety Inventory; STAI-T 2 = termination Trait Anxiety Inventory, STAI-T CHNG =
from pre- to post-therapy; THERAPIST = therapist rating of client change; ATTEND = number of sessions attended. ** p <.01, ***p <.001.

change in Self-Concealment Scale from pre- to

change in Trait Anxiety Inventory

N\
o0
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correlation matrix, a Bonferroni correction was applied to the experiment alpha level of
.05 to reduce the possibility of a Type I error. Consequently the alpha level for each
variable was set at .003. Importantly, participants’ intake levels of global distress (GSI 1),
depression (BDI 1), state anxiety (STAI-S 1) and trait anxiety (STAI-T 1) were
comparable to reports of GSI, BDI, and STAI scores among outpatient samples at
university counseling centers (Davison, 1998; Hekman-Neunzig, 1999; Johnson, Ellison,
& Heikkinen, 1989; McNamara & Horan, 1986; Porter, Wilson, & Frisch, 1994; Todd,
Deane, & McKenna, 1997). Intake self-concealment (SCS 1) scores of the present study
also were comparable to published norms (e.g.’s, Cepeda-Benito & Short, 1998; Larson
& Chastain, 1990).

Regarding distress levels among participants in the present study, participants’
mean intake GSI score of 1.30 (SD = .63) on the SCL-90-R corresponded to a ¢t-score of
69 for males and a #-score of 74 for females, which suggests that participants were
experiencing significant recent symptom distress. Participants’ mean intake BDI score of
18.24 (SD = 9.77) suggests that, on average, they endorsed a moderate level of depression
prior to beginning therapy (Beck, Steer, & Garbin, 1988). Lastly, participants’ mean
intake STAI-S score of 51.82 (SD = 12.82) and mean STAI-T score of 52.74 (SD =
11.27) both correspond to a #-score of 65 based on college population norms. This finding
suggests that, at therapy intake, participants endorsed significant levels of both enduring
anxiety and more recent emotional experiences of fear, worry, and apprehension. Taken
together, the present findings indicate that this study likely assessed a representative
clinical sample of individuals who were experiencing significant psychological distress

and symptomatology prior to therapy.
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Initially among the 79 participants who attended eight or more therapy sessions,
38 participants demonstrated a clinically significant reduction of global distress (GSI)
over the course of therapy, 39 participants did not demonstrate a clinically significant
reduction in GSI scores, and 2 participants demonstrated a clinically significant increase
in GSI scores over the course of therapy.

Preliminary Analysis

Reliability analyses were performed on all measures prior to using them in
correlation, ¢-test, and multiple regression analyses. Cronbach’s alpha coefficients of all
the measures were as follows: SCS at intake (o = .89), SCS at termination (a = .89), GSI
at intake (o = .97), GSI at termination (o = .98), BDI at intake (o = .88), BDI at
termination (a = .90), STAI-S at intake (o = .90), STAI-S at termination (o = .90), STAI-
T at intake (o = .88) and STAI-T at termination (o = .89). Thus all scales had acceptable
inter-item reliabilities (Nunnally, 1978).

All measures were tested for normal distribution patterns and the presence of
outliers. None of the measures had significantly skewed distributions or showed
significant kurtosis. Furthermore, the expected normal distribution probability plots of all
the measures tended to approximate a diagonal line, suggesting normality of the data.
Thus, all variables satisfied fhe necessary conditions for fulfilling assumptions of
normality (Tabachnick & Fidell; 1999). However, SCS, GSI, and BDI scores at
termination and BDI, STAI-S and STAI-T reduction scores from pre- to post-therapy all
had outliers at the high end of their distributions that were contributing to positively
skewed distributions and were influencing the significance of some of the correlations

with other variables. STAI-T intake scores also had an outlier at the low end of the
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distribution that was influencing the significance of some of the correlations with other
variables. Consequently, seven outliers were removed from the solution in order to
prevent potential confounding of significant results. Of the remaining 72 participants, 36
participants demonstrated a clinically significant reduction of global distress (GSI) over
the course of therapy, 34 participants did not demonstrate a clinically significant
reduction in GSI scores, and 2 participants demonstrated a clinically significant increase
in GSI scores over the course of therapy.

Prior to conducting multiple régression analyses, residual scatterplots of the
multiple regression equations were examined to test the assumptions of normality,
linearity, and homoscedascity (Tabachnick & Fidell, 1999). The entry criterion was set at
the .05 level and the removal criterion was set at the .10 level. Analyses of the residual
scatterplots indicated that the residuals were normally distributed about the predicted
dependent variable scores, the residuals had a linear relationship with the predicted
dependent variqble scores, and the variance of the residuals about the predicted
dependent variable scores was approximately equivalent for all the predicted scores.
Thus, the variables entered into the multiple regression equations satisfied the necessary
conditions. Consequently, the results were valid and could be interpreted.

Correlational and T-Test Analyses

Table 1 presents the correlational matrix for all measures in the study. Table 2
presents the two-tailed ¢-test analyses comparing test scores at therapy intake with test
scores at therapy termination among participants who attended therapy for eight or more

sessions.
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Table 2

Paired Samples T-Test of Differences between Variables at Intake and at Termination
among Participants who Attended Eight or More Therapy Sessions (N = 72)

Variable Mean SD S.E. df  t-value )/

SCS1-SCS2 3.29 894 105 71 3.123" .003
GSI1-GSI2 0.55 064 0.08 71 7252 < .001
BDI1-BDI2 7.36 820 097 71 71617 < .001

STAI-S1-STAI-S2 11.08 1241 146 71 715717 < .001

STAI-T 1 — STAI-T 2 818 1053 124 71  6.589™ < .001

Note, SCS 1 = intake Self-Concealment Scale; SCS 2 = termination Self-Concealment
Scale; GSI 1 = intake Global Severity Index; GSI 2 = termination Global Severity Index;
BDI 1 = intake Beck Depression Inventory; BDI 2 = termination Beck Depression
Inventory; STAI-S 1 = intake State Anxiety Inventory; STAI-S 2 = termination State
Anxiety Inventory; STAI-T 1 = intake Trait Anxiety Inventory; STAI-T 2 = termination
Trait Anxiety Inventory.

** p <01, ***p < .001.
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Associations among self-concealment scores. Table 2 shows that SCS scores
reduced from pre- to post- therapy (¢ (71) = 3.123, p =.003). Furthermore, Table 1 shows
that SCS scores at therapy intake were positively linked to SCS scores at therapy
termination (r = .52, p <.001) and to reduction in SCS tendencies from pre- to post-
therapy (r = .52, p <.001). In contrast, SCS scores at therapy termination were negatively
linked to reduction in SCS from pre- to post- therapy (r = -.60, p <.001). These findings
suggest that clients exhibit some stability in their general tendency to conceal personally
distressing information at different time periods, that is, high self-concealers prior to
therapy are likely to remain high self-concealers at therapy termination. However, the
findings also suggest that a greater tendency for self-concealment prior to therapy allows
for a greater reduction in self-concealment from pre- to post- therapy.

Associations among psychological distress measures. Table 1 shows that all
distress scores at therapy intake (GSI 1, BDI 1, STAI-S 1, STAI-T 1) were positively
associated with each other (p <.001). This finding supports previous studies indicating a
positive relationship between various distress measures (Hansen & Lambert, 1996; Katon
& Roy-Byrne, 1991; Kelly et al., 1996; Kush & Sowers, 1997; Moraru et al., 2002).

Regarding associations between pre- and post-therapy distress scores, Table 1
shows that intake global distress (GSI 1) was not found to be linked to any of the
termination distress scores (GS1 2, BDI 2, STAI-S 2, STAI-T 2, p > .003). However,
intake depression (BDI 1) was positively linked to termination depression (BDI 2) (r =
45, p <.001) and intake state anxiety (STAI-S 1) was positively associated with
termination state anxiety (STAI-S 2) (r = .49, p <.001). Lastly, intake trait anxiety

(STAI-T 1) was positively linked to all termination distress scores (GSI 2, BDI 2, STAI-S
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2, STAI-T 2) (p <.001). In general, these findings suggest that greater levels of particular
aspects of distress at therapy intake are linked to higher corresponding distress scores at
therapy termination. The findings additionally suggest that intake trait anxiety is linked to
various aspects of distress at termination. These findings fit with previous studies that
have reported similar results (De Araujo, Ito, & Marks, 1996; Kaufman, 1998 Oejehagen
et al., 1992; Persons et al., 1988; Persson et al., 1984; Plotkin & Wells, 1993).

With regard to associations among pre-therapy distress scores and changes in
distress from pre- to post- therapy, Table 1 shows that intake global distress (GSI 1) was
positively linked to reduction in all distress scores (GSI CHNG, BDI CHNG, STAI-S
CHNG, and STAI-T CHNG) from pre- to post- therapy (p < .001). Intake depression
(BDI 1) was positively linked to reduction in global distress (GSI CHNG; r =43, p <
.001) and trait anxiety (STAI-T CHNG; r = .42, p <.001) but was not found to be linked
to reduction in state anxiety (STAI-S CHNG; r = .30, p > .01). Intake state anxiety
(STAI-S 1) was positively associated with reduction in global distress (GSI CHNG),
depression (BDI CHNG), and state anxiety (STAI-S CHNG) (p < .001) but was not
found to be linked to reduction in trait anxiety (STAI-T CHNG; r = .35 p > .01). Lastly,
intake trait anxiety (STAI-T 1) was found to be linked to reduction in global distress (GSI
CHNG), depression (BDI CHNG), and trait anxiety (STAI-T CHNG) (p <.001) but was
not found to be linked to reduction in state anxiety (STAI-S CHNG; r =.29 p> .01). In
general, these findings fit with previous studies (Conte et al., 1988; Follette, Alexander,
& Follette, 1991; Woodward & Jones, 1980) and suggest that higher initial levels of

distress are likely to reduce more from pre- to post- therapy.
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Regarding associations between reduction in distress and termination distress,
termination global distress (GSI 2) was negatively linked to reduction in all distress
scores (GSI CHNG, BDI CHNG, STAI-S CHNG, and STAI-T CHNG) from pre- to post-
therapy (p < .001). Termination depression (BDI 2) was negative linked to reduction in
global distress (GSI CHNG), depression (BDI CHNG), and state anxiety (STAI-S
CHNG) (p <.001) but was not found to be linked to reduction in trait anxiety (STAI-T
CHNG) (r = -.32, p > .003). Termination state anxiety (STAI-S 2) was negatively linked
to reduction in global distress (GSI CHNG), state anxiety (STAI-S CHNG) and trait
anxiety (STAI-T CHNG) (p <_.001) but was not found to be associated with reduction in
depression (BDI CHNG; r = -.24, p > .003). Lastly, termination trait anxiety (STAI-T 2)
was negatively linked to reduction in state anxiety (STAI-S CHNG) and trait anxiety
(STAI-T CHNG) but was not found to be linked to reduction in global distress (GSI
CHNG) and depression (p > .003).

Table 2 additionally shows that, among continuers, participants’ globa! distress
(GSI), depression (BDI), state anxiety (STAI-S), and trait anxiety (STAI-T) scores all
reduced from pre- to post- therapy (p <.001). Furthermore, Table 1 shows that reduction
in global distress (GSI CHNG), depression (BDI CHNG), state anxiety (STAI-S CHNQG),
and trait anxiety (STAI-T CHNG) all were positively intercorrelated (p <.001). Thus, a
reduction in one area of distréss was linked to reduction in other areas of distress.

Lastly, with regard to associations among distress measures and clinically
significant reduction in global distress (GSI CHNG) from pre- to post- therapy, Table 3
shows that a clinically significant reduction in global distress (GSI CHNG) was

positively related to intake global distress (GSI 1; » = .28, p <.05) and to reductions in all
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Table 3

Correlations between Clinically Significant Reduction in Global Distress (GSI) and other
Variables among Participants who Attended Eight or More Therapy Sessions (N = 72)

Variables Correlation with Clinically Significant Reduction
in GSI from Pre- to Post- Therapy

Self-Concealment (SCS)

Time 1 Intake .16

Time 2 Termination -.15

Change 31
Global Distress (GSI)

Time 1 Intake 28"

Time 2 Termination - 57

Change 69"
Depression (BDI)

Time 1 Intake .09

Time 2 Termination - 42"

Change 45"
State Anxiety (STAI-S)

Time 1 Intake .16

Time 2 Termination -.527"

Change 60"
Trait Anxiety (STAI-T)

Time 1 Intake .01

Time 2 Termination - .48™

Change 48

Note: ¥* p < .01, *** p <.001
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distress measures from pre- to post-therapy (bivariate correlations ranged from .31 to .69,
p <.001). Furthermore, a clinically significant reduction in global distress was negatively
related to all distress scores at therapy termination (p <.001).

In summary, although self-concealment scores at therapy intake and termination
were positively linked, self-concealment reduced from pre- to post-therapy. Greater
intake self-concealment also was linked to a greater reduction in self-concealment.
Regarding associations among distress measures, intake global distress (GSI 1),
depression (BDI 1), state anxiety (STAI-S 1), and trait anxiety (STAI-T 1) were all
positively intercorrelated and intake distress scores were positively linked to their
respective scores at termination. All distress scores were positively linked to their
respective scores at termination. All distress scores significantly reduced from pre- to
post- therapy and all distress measure reductions (GSI CHNG, BDI CHNG, STAI-S
CHNG, STAI-T CHNG) were positively intercorrelated. Furthermore, all intake distress
scores (GSI 1, BDI 1, STAI-S 1, STAI-T 1) were positively associated with reductions of
these scores from pre- to post- therapy. Lastly, a clinically significant reduction in global
distress (GSI CHNG) was positively linked to reduction in all other distress measures
(BDI CHNG, STAI-S CHNG, and STAI-T CHNG).

Results Concerning Hypotheses

Associations among intake self-concealment and psychological distress measures.
Hypothesis Al predicted that a greater tendency to conceal personal and distressing
information at therapy intake would be linked to higher global distress, depression, and
state and trait anxiety at therapy intake. Table 1 shows that, at therapy intake, a tendency

to conceal personal and distressing information (SCS 1) was positively associated with
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greater global distress (GSI 1; » = .44, p <.001), depression (BDI 1; r = .43, p <.001)
state anxiety (STAI-S 1; r = .35, p <.001), and trait anxiety (STAI-T 1; r = .46, p <.001).
These findings therefore support the study’s expectations.

Hypothesis A2 proposed that a greater tendency to conceal personal and
distressing information at therapy intake would be related to greater global distress,
depression, and state and trait anxiety at therapy termination. Inconsistent with
expectations, however, Table 1 shows that no significant relationship was found between
intake self-concealment (SCS 1) and termination global distrfzss (GSI 2), depression (BDI
2), state anxiety (STAI-S 2) and trait anxiety (STAI-T 2) (p > .05).

Hypothesis A4 proposed an inverse relationship between higher levels of self-
concealment at intake and reduction in global distress, depression, and state and trait
anxiety from pre- to post- therapy. However, Table 1 shows that a greater tendency to
conceal personal and distressing information at intake (SCS 1) was not found to be linked
to reduction in any of the distress measures (GSI CHNG, BDI CHNG, STAI-S CHNG,
STAI-T CHNG) from pre- to post-therapy (p > .01). These results are contrary to the
study’s expectations.

In addition, hypothesis A4 proposed that lower levels of intake self-concealment
would be related to a clinically significant reduction in global distress from pre- to post-
therapy. However, Table 3 shows that a link between intake self-concealment and
clinically significant reduction in global distress was not found (r = .16, ns).

Associations among intake self-concealment and therapist ratings. Hypothesis AS
proposed that lower levels of self-concealment at therapy intake would be related to

therapist ratings of client improvement from pre- to post- therapy. Contrary to
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expectations, however, Table 1 shows that no significant relationship was found between
intake SCS scores and therapist ratings of client improvement from pre- to post- therapy.

This study additionally investigated associations between psychological distress
and therapist rating of client improvement. No significant relationship was found between
any of the distress measures and therapist rating of client improvement at therapy
termination. This finding supports the idea of a lack of cohesion between therapist and
client ratings of therapy outcome (Dickerson & Coyne, 1987; Lebow, 1983).

Associations among intake self-concealment and duration of therapy. Hypothesis
A3 proposed that higher levels of intake self-concealment would be directly related to
premature termination from therapy. However, an association between intake self-
concealment (SCS 1) and premature termination from therapy was not found (7 = .03, ns).
These findings are inconsistent with expectations and suggest that a greater tendency to
self-conceal personally distressing information is not linked to premature termination
from therapy. Furthermore, among clients who attended eight or more therapy sessions,
intake self-concealment was not linked to duration of therapy.
Results Concerning Questions of Study

Change in self-concealment from pre- to post-therapy. To date, research has not
investigated whether clients’ tendencies to conceal personal and distressing information
changes from pre- to post- therapy. Therefore, the objective of Question B1 was to
examine whether self-concealment changed from intake to termination and, if so, in what
direction this change occurred. Results of this study found that clients’ total self-
concealment scores reduced, on average, by 3.25 points (out of a possible 40 points) (SD

= 8.56) from therapy intake to termination. Table 2 shows that, among continuer
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participants (i.e. participants that attended eight or more therapy sessions), SCS scores
reduced on average by 3.29 points (SD = 8.94) from intake to termination. This reduction
in clients’ tendencies to conceal personally distressing information from pre- to post-
therapy was significant. These results suggest that the tendency to engage in self-
concealing behavior does tend to reduce during therapy.

Associations between change in self-concealment and change in psychological
distress from pre- to post- therapy. Question B2 asked whether there were associations
between global distress, depression, state anxiety, trait anxiety, and change in self-
concealment from pre- to post- therapy. Table 1 shows that reduction in SCS from pre- to
post-therapy was positively linked to reduction in all distress scores (GSI CHNG, BDI
CHNG, STAI-S CHNG, STAI-T CHNG) from pre- to post- therapy (p <.001). Self-
concealment reduction (SCS CHNG) also was negatively linked to termination trait
anxiety (STAI-T 2) (r = -.38, p <.001). However, self-concealment reduction was not
found to be linked to termination global distress, depression, or state anxiety nor to any of
the intake distress scores (p > .01). Table 3 additionally shows that reduction in SCS
(SCS CHNG) was positively linked to a clinically significant reduction in global distress
(GSI) from pre- to post- therapy (r = .31, p <.01). Taken together, these findings suggest
that the ability to become less concealing of one’s personally distressing information
from pre- to post- therapy is linked to reductions in global distress, depression, state and
trait anxiety, as well as clinically meaningful reductions in global distress.

Associations among self-concealment and demographic variables. The objective
of Question C was to examine the relationship between self-concealment and various

demographic client variables, including gender, religion, marital status, socioeconomic
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status, parents’ country of birth, university program, and client-reported problem areas at
.int-ake. Examination of these a.ssociations serves as a preliminary iﬁvestigation assessing
whether self-concealment varies among people who differ on thesé factors.

Associations among sg(f-concealment, psychological distress, and gendér. Gender
differences in intake self-concealment, termination self-concéalment, and self-
concealment reduction were not fouhd based on two-tailed ¢-test analyses (p > .10). In
addition, Table 1 shows that duration of therapy, therapist rati-hgs of client change from
pre- to post- the;a;iy, and global distress (GSI), depression (BDI) state anxiet.y (STAi—.S),
and trait anxiety (STAI-T) at intake, termination, and from pre- to-post- therapy were not
found to be differentiated By gender. These findings support previous studies (e.g.,
Ichiyama et al,, 1993; Larson & Chastain, 1990; Lopez, 2001; Kelly & Achter, 1995; Ritz
& Dahme, 1996) that failed to find a ’relatiqnship between 'gender and psychological )

. distress at different phases in therapy. :
Associations among self-concealment and l‘c'l_ient-.reported problems. Regarding
the link between self-concealment and client-repbrted pml;lems at therapy intake, the
tendency to conceal personal and distre;ssing information at intake was positively
A aéSOciated with number .6f client-reported problem areas at intake (r = .23, p <.01).
| Dnﬁzrenée; fn self-cor'zcealfnent based on demographic -varial?les. SCS scores at
. thémpy’ intake (SCS i) diﬂ:ered'by clients” marital status (i.e. single, involved in a
heterosexual relationship, involved ~in a gay or lcsbian relationship, marrigdior co~ |
habitating, separated o divorced) (F(4, 394) = 3.517, p < .05). In pa}ticular, single clients
1;eported a gréater .t.endency to conceal personal and distressing information (SCS = 30.29,

SD = 8.87, N = 241) at therapy intake than clients involved in gay or lesbian relationships

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



82

(SCS = 19.00, SD = 8.80, N = 5) (mean difference = 11.29, p <.05). However, intake
SCS was not found to be differentiated by clients’ age, religion, university program or
year, type of problem area reported, or their parents’ country of origin (p > .10).
Multiple Regression Modeling: Testing the Hypotheses and Questions of Study

Results concerning hypotheses. Multivariate, standard, and hierarchical multiple
regression analyses were performed to test the proposed hypotheses linking global
distress (GSI), depression (BDI), state anxiety (STAI-S), trait anxiety (STAI-T), gender,
and duration of therapy with self concealment (SCS).

Hypothesis Al proposed that higher SCS scores at therapy intake would predict
greater global distress at intake after accounting for gender. Results of the multiple
regression examining gender and intake self-concealment (SCS 1) scores as predictors of
intake global distress (GSI 1) scores are reported in Table 4. Analyses indicated that the
regression model was significant in predicting GSI 1 scores (R* = .182, F(2, 394) =
43.921, p <.001). Thus, the model accounted for 18.2 percent of the variance in GSI 1
pre-therapy scores. Table 4 also indicates the relative significance of the variables in
predicting GSI 1 scores. Importantly, only intake self- concealment (SCS 1) uniquely
predicted GSI 1 scores and accounted for 18.2 percent of the variance in GSI 1 scores.

The model examining gender and SCS 1 scores as predictors of intake depression
(BDI 1) scores also was significant (R* =.197, F(2, 393) = 48.235, p <.001) and is
presented in Table 5. Both SCS 1 and gender uniquely predicted 19.5 percent and 1.1
percent, respectively, of the variance in BDI 1 scores. Similarly, Table 6 shows that the
model examining gender and SCS 1 scores as predictors of intake state anxiety (STAI-S

1) scores was significant (R® =.126, F(2, 394) = 28.363, p <.001). Only SCS 1 uniquely

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Table 4

Summary of Standard Multiple Regression Analysis for Gender and Intake Self-
Concealment (SCS 1) Predicting Intake Global Distress (GSI 1) (N = 397)

Variable B SE B B t-value P s’
SCS 1 .029 .003 430 9.363"" < .001 429
Gender .046 .065 032 0.706 480 .001

Note. s* = squared semi-partial correlation; SCS 1 = intake Self-Concealment Scale.

**% p < 001.
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Table 5

Summary of Standard Multiple Regression Analysis for Gender and Intake Self-
Concealment (SCS 1) Predicting Intake Depression (BDI 1) (N = 396)

Variable B SE B B t-value P s
SCS 1 41 048 445 9.781™ < .001 442
Gender 2.049 998 .093 2.053° .041 .093

Note. sr* = squared semi-partial correlation; SCS 1 = intake Self-Concealment Scale.

* p <.05, *¥** p <.001.
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Table 6

Summary of Standard Multiple Regression Analysis for Gender and Intake Self-
Concealment (SCS 1) Predicting Intake State Anxiety (STAI-S 1) (N = 397)

Variable B . SEB B t-value P sr
SCS 1 463 061 357 7.530""" < .001 355
Gender .873 1.274 033 .686 493 035

Note. sr* = squared semi-partial correlation; SCS 1 = intake Self-Concealment Scale.

*¥** p <.001.
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predicted 12.5 percent of the variance in STAI-S 1 scores. Lastly, Table 7 shows that the
model examining gender and SCS 1 scores as predictors of intake trait anxiety (STAI-T
1) scores was significant (R* = .459, F(2, 394) = 52.427, p <.001). Again, only SCS 1
scores uniquely predicted 21.0 percent of the variance in STAI-T 1 scores. These resuits
support the hypothesis that higher levels of self-concealment at intake would uniquely
predict greater psychological distress and greater depressive and anxiety symptoms at
intake after accounting for client gender.

Hypothesis A2 proposed that a greater tendency to conceal personally distressing
information at therapy intake would predict greater global distress, depression, state
anxiety, and trait anxiety at therapy termination after accounting for gender, initial
distress levels, and duration of therapy. A multivariate multiple regression analysis was
performed to test whether the predictors (SCS 1, GSI 1, BDI 1, STAI-S 1, STAI-T 1,
gender, therapy duration) were significantly linked to the predicted set of dependents
(GSI 2, BDI 2, STAI-S 2, STAI-T 2). Table 8 shows that only GSI 1, BDI 1, and STAI-T
1 were uniquely related to the predicted set of dependents (p <.05). Contrary to the
hypothesis, intake self-concealment (SCS 1) was not found to be uniquely related to the
set of dependents (p =.72). In addition, intake state anxiety (STAI-S 1), gender, and
duration of therapy were not found to be associated with the set of dependents (p > .10).
Analysis of each of the regression models indicated that the set of predictors (SCS 1, GSI
1, BDI 1, STAI-S 1, STAI-T 1, gender, therapy duration) significantly predicted GSI 2
scores (R® = .218, F(7, 64) = 2.550, p = .022) BDI 2 scores (R =.364, F(7, 64) =5.223, p
<.001), STAI-S 2 scores (R* = .216, F(7, 64) = 2.517, p = .024) and STAI-T 2 scores (R2

=286, F(7, 64) = 3.668, p = .002). However, intake self-concealment (SCS 1) was not
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Table 7

Summary of Standard Multiple Regression Analysis for Gender and Intake Self-
Concealment (SCS 1) Predicting Intake Trait Anxiety (STAI-T 1) (N = 397)

Variable B SE B B t-value p s
SCS 1 .555 .054 461 10221 < .001 458
Gender .594 1.126 024 527 .598 027

Note. sr* = squared semi-partial correlation; SCS 1 = intake Self-Concealment Scale.

*++ 5 < 001,
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Table 8

Summary of Multivariate Regression Analysis for Predictors of All Termination Distress
Scores (GSI 2, BDI 2, STAI-S 2, STAI-T 2) among Participants who Attended Eight or
More Therapy Sessions (N = 72)

Predictor F daf P Eta’
SCS 1 516 4 724 033
GSI 1 2.588" 4 046 145
BDI 1 5.178" 4 001 253
STAL-S 1 1.552 4 199 092
STAI-T 1 3.930™ 4 .007 205
GENDER 974 4 429 .060
ATTEND 2.179 4 082 125

Note: Significance of multivariate test based on Wilk’s Lambda.

SCS 1 = intake Self~Concealment Scale; GSI 1 = intake Global Severity Index; BDI 1 =
intake Beck Depression Inventory; STAI-S 1 = intake State Anxiety Inventory; STAI-T 1
= intake Trait Anxiety Inventory; ATTEND = number of sessions attended.

* p<.05, ** p < 01.
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found to be uniquely related to any of the distress scores at termination (p > .10). This
was inconsistent with the study’s expectations. Only intake trait anxiety (STAI-T 1) was
uniquely linked to termination global distress (GSI 2) scores, intake depression (BDI 1)
and duration of therapy were uniquely linked to termination depression (BDI 2) scores,
and intake trait anxiety (STAI-T 1) was uniquely linked to termination trait anxiety
(STAI-T 2) scores (p < .05). None of the predictors were uniquely linked to termination
state anxiety (STAI-S 2) scores (p > .10). Taken together, the findings suggest that
clients’ tendencies to conceal personal and distressing information at intake of therapy is
not uniquely linked to global distress, depression, state anxiety, or trait anxiety at therapy
termination.

Hypothesis A3 proposed that higher levels of intake self-concealment would
predict premature termination from therapy after accounting for gender and initial global
distress level. Results of the multiple regression indicated that the model was not
significant (p = .23). Thus, contrary to this study’s expectations, SCS 1 scores did not
uniquely predict premature termination from therapy.

Hypothesis A4 proposed that lower levels of self-concealment at therapy intake
would predict statistically significant reductions in global distress, depression, state
anxiety, and trait anxiety from pre- to post- therapy after accounting for gender, initial
distress levels and duration of therapy. A multivariate multiple regression analysis was
performed to test whether the set of predictors (SCS 1, GSI 1, BDI 1, STAI-S 1, STAI-T
1, gender, therapy duration) was significantly linked to the predicted dependents (GSI
CHNG, BDI CHNG, STAI-S CHNG, STAI-T CHNG). Table 9 shows that only GSI 1,

BDI 1, STAI-S 1 and STAI-T 1 were uniquely related to the predicted set of dependents
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Table 9

Summary of Multivariate Regression Analysis for Predictors of All Distress Score
Reductions (GSI CHNG, BDI CHNG, STAI-S CHNG, STAI-T CHNG) among
Participants who Attended Eight or More Therapy Sessions (N = 72)

Predictor F Df p Eta
SCS 1 516 4 724 033
GSI 1 27.388™" 4 < .001 642
BDI 1 11.883™ 4 < .001 438
STAI-S 1 13.935™ 4 < .001 A77
STAL-T 1 11.233" 4 001 424
GENDER 974 4 429 .060
ATTEND 2.179 4 082 125

Note: Significance of multivariate test based on Wilk’s Lambda.

SCS 1 = intake Self-Concealment Scale; GSI 1 = intake Global Severity Index; BDI 1 =
intake Beck Depression Inventory; STAI-S 1 = intake State Anxiety Inventory; STAI-T 1
= intake Trait Anxiety Inventory; ATTEND = number of sessions attended.

* p<.05, ¥* p<.01, ¥** p <.001.
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(p <.01). Contrary to the hypothesis, intake self-concealment (SCS 1) was not found to
be uniquely related to the set of dependents (p =.72). Gender and duration of therapy also
were not found to be associated with the set of dependents (p > .10). Analysis of the
regression models indicated that, although each model of the set of predictors (SCS 1,
GSI 1, BDI 1, STAI-S 1, STAI-T 1, gender, therapy duration) was significant in
predicting GSI CHNG scores (R2 =.599, F(7, 64) = 13.634, p < .001) BDI CHNG scores
(R* = .521, F(7, 64) = 9.955, p <.001), STAI-S CHNG scores (R* = .400, F(7, 64) =
6.091, p <.001) and STAI-T CHNG scores (R* =.322, F(7, 64) = 4.344, p = .001), intake
self-concealment (SCS 1) was not found to be uniquely related to any of the distress
scores at termination (p > .10). This was inconsistent with the study’s expectations. Only
intake global distress (GSI 1) and intake trait anxiety (STAI-T 1) were uniquely linked to
GSI CHNG scores, intake depression (BDI 1) and duration of therapy were uniquely
linked to BDI CHNG scores, intake state anxiety (STAI-S 1) was uniquely linked to
STAI-S CHNG scores, and intake trait anxiety (STAI-T 1) was uniquely linked to STAI-
T CHNG scores (p <.05). These findings suggest that clients’ general tendency to
conceal personally distressing information at therapy intake is not uniquely linked to
reduction in global distress, depression, and state and trait anxiety from pre- to post-
therapy.

Hypothesis A4 also proposed that lower levels of self-concealment at therapy
intake would predict a clinically significant reduction in global distress from pre- to post-
therapy,after accounting for client gender, initial distress level, and duration of treatment.
Although the regression model examining intake SCS 1, BDI 1, STAI-S 1, STAI-T 1,

gender, and duration of therapy as predictors of a clinically significant reduction in global
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distress (GSI) was significant (R* = .210, F(6, 54) = 2.396, p < .05), neither SCS 1 scores
por any of the other predictor variables uniquely predicted any variance in clinically
significant GSI reduction from pre- to post- therapy (p > .10).

Lastly, hypothesis A5 proposed that lower levels of self-concealment at therapy
intake would predict therapist ratings of client improvement from pre- to post-therapy.
Results éf the multiple regression examining intake SCS 1 and GSI 1 as predictors of
therapist ratings of client improvement indicated that the model was not significant (p =
.091). Thus, contrary to expectations, intake SCS 1 scores did not uniquely predict
therapist ratings of client improvement from pre- to post- therapy after accounting for
initial distress level.

Results concerning questiorfs of study. Given the significant intercorrelations
between reduction in global distress, depression, state anxiety, trait anxiety and SCS
scores from pre- to post- therapy, the objectivé of Question B2 was to examine whether
SCS reduction uniquely predicted reduction in global distress, depression, and state and
trait anxiety from pre- to post- therapy, after abcounting for gender, initial distress levels,
and therapy duration.

A multivariate multiple regression analysis was performed to test whether the set
of predictors (SCS CHNG, GSI 1', BDI 1, STAI-S 1, STAI-T 1, gender, therapy duration)
was significantly linked to the predicted set of dependents (GSI CHNG, BDI CHNG,
STAI-S CHNG, STAI-T CHNG). Table 10 shows that SCS CHNG, GSI 1, BDI 1, STAI-
S 1, and STAI-T 1 each were uniqﬁely related to the predicted set of dependents. More
specifically, SCS CHNG was uniquely associated with all of the dependents, GSI'1 was

uniquely associated with GSI CHNG, BDI 1 was uniquely related to BDI CHNG, STAI-
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Table 10

Summary of Multivariate Regression Analysis for the Set of Predictors of All Distress
Score Reductions (GSI CHNG, BDI CHNG, STAI-S CHNG, STAI-T CHNG) among
Participants who Attended Eight or More Therapy Sessions (N = 72)

Predictor F df Significance Eta*
SCS CHNG 4.825" 4 .002 240
GSI'1 26.978"" 4 <.001 639
BDI 1 11.775™ 4 <.001 436
STAI-S 1 13.968™" 4 <.001 478
STAIL-T 1 12.322™ 4 <.001 447
GENDER 1.218 4 313 074
ATTEND 1.752 4 150 .103

Note: Significance of multivariate test based on Wilk’s Lambda.

SCS 1 = intake Self-Concealment Scale; GSI 1 = intake Global Severity Index; BDI 1 =
intake Beck Depression Inventory; STAI-S 1 = intake State Anxiety Inventory; STAI-T 1
= intake Trait Anxiety Inventory; ATTEND = number of sessions attended.

** p <.01, *** p <.001.
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S 1 was uniquely linked to STAI-S CHNG, and STAI-T 1 was uniquely linked to STAI-T
CHNG (p <.01). Although attendance and gender were not found to be uniquely
associated with the set of dependents (p > .10), attendance was uniquely related to BDI
CHNG (p <.05).

Table 11 presents the regression models for each of the dependent variables.
Analysis indicated that the model of the set of predictors (SCS CHNG, GSI 1, BDI 1,
STAI-S 1, STAI-T 1, gender, therapy duration) was significant in predicting GSI CHNG
scores (R2 =.642, F(7, 64) = 16.388, p <.001) and accounted for 64.2 percent of the
variance in GSI CHNG scores. The model also was significant in predicting BDI CHNG
scores (R = .566, F(7, 64) = 11.937, p <.001) and accounted for 56.6 percent of the
variance in BDI CHNG scores. Similarly, the model predicting STAI-S CHNG scores
was significant (R? = 481, F(7, 64) = 8.486, p < .Odl) and accounted for 48.1 percent of
the variance in STAI-S CHNG scores. Lastly, the model predicting STAI-T CHNG
scores was significant (R” = 475, F(7, 64) = 8.280, p < .001) and accounted for 47.5
percent of the variance in STAI-T CHNG scores.

Given the high degree of intercorrelation between intake distress scores and their
respective change scores from pre- to post- therapy (bivariate correlations ranged from
.58 t0 .77), it was of interest to understand the degree to which change scores could be
predicted by other independent variables after the effect of their intake distress scores had

been removed. Consequently, hierarchical univariate multiple regression analyses were
performed to determine whether SCS CHNG significantly predicted reduction of each

distress score after controlling for the respective intake distress score.
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Table 11

Summary of Multivariate Multiple Regression Models Predicting Reduction in Distress
Scores Among Participants who Attended Eight or More Therapy Sessions (N = 72)

Dependent Predictors dafr F P Etd
Variable
GSI SCS CHNG, GSI 1, BDI 1, 7 16.388" <.001 .642
CHNG STAI-S 1, STAI-T 1,

GENDER,

ATTEND
BDI SCS CHNG, GSI 1,BDI 1, 7 11.937"" <001 .566
CHNG STAI-S 1, STAI-T 1,

GENDER,

ATTEND
STAI-S SCS CHNG, GSI 1,BDI 1, 7 8.486"" <.001 481
CHNG STAI-S 1, STAI-T 1,

GENDER,

ATTEND
STAI-T  SCS CHNG, GSI 1,BDI 1, 7 8.280°" <.001 475
CHNG STAI-S 1, STAI-T 1,

GENDER,
ATTEND

Note. SCS CHNG = change in Self-Concealment Scale from pre- to post-therapy; GSI 1

= intake Global Severity Index; BDI 1 = intake Beck Depression Inventory; STAI-S 1 =
intake State Anxiety Inventory; STAI-T 1 = intake Trait Anxiety Inventory; ATTEND =

number of sessions attended.
*¥* p <.001.
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For the regression model predicting reduction in global distress (GSI CHNG),
intake global distress (GSI 1) was covaried out of the equation and the remaining
predictors (SCS CHNG, BDI 1, STAI-S 1, STAI-T 1, gender, duration of therapy) were
entered into the model as a set. Results of this hierarchical multiple regression are
presented in Table 12. Analysis indicated that, after covarying out intake global distress
(GSI 1), the regression model was significant in predicting GSI CHNG (R = 225, F
(6,65) = 3.148, p = .009) and accounted for 22.5 percent of the variance in GSI CHNG.
Table 12 also indicates the relative significance of the variables in predicting GSI CHNG
scores after covarying out the contribution of intake global distress (GSI 1). Only self-
concealment reduction (SCS CHNG) uniquely accounted for 14.9 percent of the variance
in GSI CHNG scores. This finding supports the study’s expectations that reduction in
self-concealment would uniquer predict reduction in distress from pre- to post- therapy.

For the regression model predicting reduction in depression (BDI CHNG), intake
depression (BDI 1) was covaried out of the equation and the remaining predictors (SCS
CHNG, GSI 1, STAI-S 1, STAI-T 1, gender, duration of therapy) were entered into the
model as a set. Results of this hierarchical multiple regression are presented in Table 13,
Analysis indicated that after covarying out intake depression (BDI 1), the regression
model was significant in predicting BDI CHNG (R® =279, F (6, 65) = 4.187, p = .001)
and accounted for 27.9 percent of the variance in BDI CHNG. Table 13 also indicates the
relative significance of the variables in predicting BDI CHNG scores after covarying out
the contribution of intake depression (BDI 1). Self-concealment reduction (SCS CHNG)
uniquely accounted for the most variance in BDI CHNG scores (12.1 percent), followed

by duration of therapy (8.8 percent).
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Table 12

Summary of Hierarchical Multiple Regression Analysis for Predictors of Reduction in
Global Distress (GSI CHNG) After Covarying Out Intake Global Distress (GSI 1) among
Participants who Attended Eight or More Therapy Sessions (N = 72)

Variable B SEB B t-value P s
SCS CHNG 019 006  .382 3.369™ .001 121
BDI 1 -.005 010  -.065 - 498 620 .0006
STAIS 1 .001 006  .037 232 817 .0008
STAI-T 1 -010 007  -240 -1.348 182 037
GENDER -.141 A13 0 -137 -.199 843 023
ATTEND -.005 005 -.124 -1.133 261 ».019

Note. sr* = squared semi-partial correlation; SCS CHNG = change in Self-Concealment
Scale from pre- to post-therapy; BDI 1 = intake Beck Depression Inventory; STAI-S 1 =
intake State Anxiety Inventory; STAI-T 1 = intake Trait Anxiety Inventory; ATTEND =
number of sessions attended.

*+ p<.01.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Table 13
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Summary of Hierarchical Multiple Regression Analysis for Predictors of Reduction in
Depression (BDI CHNG) After Covarying Out Intake Depression (BDI 1) Over the
Course of Therapy among Participants who Attended Eight or More Therapy Sessions (N

~72)

Variable B SEP B t-value P sr*
SCS CHNG 235 079 331 2.989" .004 121
GSI 1 2.854 1.886 265 1.513 135 025
STAI-S 1 -.0006 091 -.001 -.007 994 <.0001
STAI-T 1 -.170 097 -.282 - 1.757 .084 .034
GENDER -2.358 1.580 -.158 - 1.492 .140 025
ATTEND -.167 067 -.265 -2.511° 015 .088

Note. s = squared semi-partial correlation; SCS CHNG = change in Self-Concealment
Scale from pre- to post-therapy; GSI 1 = intake Global Severity Index; STAI-S 1 = intake
State Anxiety Inventory; STAI-T 1 = intake Trait Anxiety Inventory; ATTEND =
number of sessions attended.

*p<.05, ** p<.01.
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For the regression model predicting reduction in state anxiety (STAI-S CHNG),
intake state anxiety (STAI-S 1) was covaried out of the equation and the remaining
predictors (SCS CHNG, GSI 1, BDI 1, STAI-T 1, gender, duration of therapy) were
entered into the model as a set. Results of this hierarchical multiple regression are
presented in Table 14. Analysis indicated that, after covarying out intake state anxiety
(STAI-S 1), the regression model was significant in predicting STAI-S CHNG (R*=
221, F (6,65) =3.067, p = .011) and accounted for 22.1 percent of the variance in STAI-
S CHNG. Table 14 also indicates the relative significance of the variables in predicting
STAI-S CHNG scores after covarying out the contribution of intake state anxiety (STAI-
S 1). Importantly, only self-concealment reduction (SCS CHNG) uniquely accounted for
14.4 percent of the variance in STAI-S CHNG scores.

For the regression model predicting reduction in trait anxiety (STAI-T CHNG)
from pre- to post-therapy, intake trait anxiety (STAI-T 1) was covaried out of the
equation and the remaining predictors (SCS CHNG, GSI 1, BDI 1, STAI-S 1, gender,
duration of therapy) were entered into the model as a set. Results of this hierarchical
multiple regression are presented in Table 15. Analysis indicated that after covarying out
intake trait anxiety (STAI-T 1), the regression model was significant in predicting STAI-
T CHNG (R? = 276, F (6,65) = 4.121, p = .001) and accounted for 27.6 percent of the
variance in STAI-T CHNG. Table 15 also indicates the relative significance of the
variables in predicting STAI-T CHNG scores after covarying out the contribution of
intake trait anxiety (STAI-T 1), Again, only self-concealment reduction (SCS CHNG)

uniquely accounted for 24.3 percent of the variance in STAI-T CHNG scores.
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Summary of Hierarchical Multiple Regression Analysis for Predictors of Reduction in
State Anxiety (STAI-S CHNG) After Cavarying Out Intake State Anxiety (STAI-S 1) Over
the Course of Therapy among Participants who Attended Eight or More Therapy

Sessions (N = 72)

Variable B SE B B t-value P s
SCS CHNG 436 132 385 3.316™ .001 144
GSI 1 3.901 2983 227 1.308 196 .020
BDI 1 -.340 225  -280  -1.513 135 028
STAL-T 1 -.010 179 -101 -.541 .590 .003
GENDER 405 2613 017 155 877 .0002
ATTEND -122 A10 -101 - 541 .590 015

Note. sr* = squared semi-partial correlation; SCS CHNG = change in Self-Concealment
Scale from pre- to post-therapy; GSI 1 = intake Global Severity Index; BDI 1 = intake
Beck Depression Inventory; STAI-T 1 = intake Trait Anxiety Inventory; ATTEND =

number of sessions attended.

** p<.0l.
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Table 15

Summary of Hierarchical Multiple Regression Analysis for Predictors of Reduction in
Trait Anxiety (STAI-T CHNG) After Covarying Out Intake Trait Anxiety (STAI-T 1) Over
the Course of Therapy among Partzcxpants who Attended Eight or More Therapy
Sessions (N = 72)

Variable B SE B B t-value D sr*

SCS CHNG -.506 111 505 4511 <.001 243
GSI 1 1411 2579 093 547 586 .005
BDI 1 -094 175 -088  -.539 592 .004
STAI-S 1 -.075 131 093 -.577 .566 .005

' GENDER .745 2225 036  -335 739 002
ATTEND -.096 094 -108  -1.016 314 016

Note. sr* = squared semi-partial correlation; SCS CHNG = change in Self-Concealment
Scale from pre- to post-therapy; GSI 1 = intake Global Severity Index; BDI 1 = intake
Beck Depressmn Inventory; STAI-S 1 = mtake State Anxiety Inventory; ATTEND =
number of sessions attended.

*** p <.001.
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Taken together, these findings indicate that reduction in clients’ tendency to
conceal personally distressing information from pre- to post-therapy uniquely predicts
reduction in élobal distress, depression, state anxiety, and trait anxiety after accounting
for clients’ initial distress level and duration of therapy.

Lastly, given the significant association between self-concealment reduction and a
clinically significant reduction in global distress from pre- to post-therapy, a multiple
regression analysis was performed to investigate whether SCS reduction uniquely
predicted a clinically significant reduction in global distress (GSI) after accounting for
intake global distress (GSI 1) depression (BDI 1), state anxiety (STAI-S 1), trait anxiety
(STAI-T 1), gender, and duration of therapy. Analysis indicated that the regression model
was signiﬁcant in predicting a clinically significant reduction in global distress (GSI)
from intake to termination of therapy (R* = .229, F(7, 62) = 2.625, p = .019). Althoﬁgh
only intake global distress uniquely accounted for 9.8 percent of the variance in clinically
significant GSI score reduction, the unique relat,ionship between reduction in SCS and
clinically significant reduction in global distreés approached significance (p = .07).
Post-hoc Analyses

Eight participants reported, on average, a GSI score reduction of 0.71 (SD = 0.28)
yet failed to meet Tingey et al.’s (1996) first criterion for clinical significance (i.e. post-
therapy GSI scorés did not fall within a more functional sample than pre-therapy GSI -
scores) because their intake GSI scores were so high. Given that intake GSI scores within
the severely symptomatic group raﬁged from 1.00 to 2.78, post-hoc analyses were
conducted to test whether the severely symptomatic group could be divided into two

separate groups, namely a “severe ” group and a “very severe” group. A median split
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divided the severely symptomatic group into two new groups, “severe” (GSI scores
ranged from 1.00 and 1.54) and “very severe” (GSI scores ranged from 1.55 to 2.78). A
two-tailed ¢-test analysis revealed that higher intake GSI scores were reported in the
“very severe” group than in “severe” group (¢ (48) = 10.392, p <.001). Thus, the two
groups appeared to be distinct.

Based on this finding, analyses examined whether participants whose GSI scores
moved from the “very severe” to “severe” group from pre- to post-therapy met criteria for
clinical significance and, if so, whether reduction in self-concealment uniquely predicted
clinical significant improvement in global distress.

All eight participants reported intake GSI scores that fell within the “very severe”
group (mean GSI 1 score = 1.94, SD = 0.22) and termination GSI scores that fell within
the more functional “severe” group (mean GSI 2 score = 1.24, SD = 0.19). These
participants therefore met the first criterion for clinical significance. In order to ensure
that the difference between these participants’ pre- and post-therapy GSI scores was large
enough to be considered reliable, the reliability change index (RCI) was calculated to see
if it was greater than 1.96 since this was the criterion used by Tingey et al (1996). Results
indicated that this was the case. A minimum difference score of 0.60 between pre- and
post-therapy GSI was used as the cutoff, which was more stringent than Tingey et al’s
(1996) cut-off scores. Of the eight participants, four met this second criterion for clinical
significance. Consequently, these participants were included in the clinically significant
improved group, resulting in 40 participants whose improvement reached clinical

significance and 32 participants whose improvement did not reach clinical significance.
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Following these changes to clinical significance, post-hoc multiple regression
analysis was performed to investigate whether reduction in SCS uniquely predicted
clinically significant reduction in global distress (GSI) after accounting for intake global
distress (GSI 1), depression (BDI 1), state anxiety (STAI-S 1), trait anxiety (STAIL-T 1),
gender, and duration of therapy. Results of this analysis are presented in Table 16.
Analysis indicated that the regression model was significant in predicting a clinically
significant reduction in global distress (GSI) from pre- to post-therapy (R* =.395, F(7,
64) = 5.973, p <.001) and accounted for 39.5 percent of the variance in clinically
significant GSI reduction. Reduction in self-concealment (SCS CHNG) from pre- to post-
therapy uniquely predicted 6.1 percent of the variance in clinically significant GSI score
reduction. Intake global depression (GSI 1) predicted the most variance (19.9 percent) in
clinically significant GSI reduction, followed by intake trait anxiety (STAI-T 1, 9.1
percent), and gender (7.7 percent). Thus, when Tingey et al.’s (1996) original severely
symptomatic group was divided into two separate “severe” and “very severe”. groups, and
when the clinical significance criterion was altered to include clients whose GSI scores
moved from the “very severe” to “severe” group with a GSI score difference exceeding
0.60, reduction in SCS scores was uniquely linked to a clinically significant reduction in
global distress from pre- to post- therapy. Furthermore, being male, reporting greater
intake global distress, and reporting less intake trait anxiety each uniquely predicted

clinically significant reductions in global distress.
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Table 16.

Summary of Post-hoc Standard Multiple Regression Analysis for Predictors of Clinically
Significant Reduction in Global Distress Over the Course of Therapy among Participants
who Attended Eight or More Therapy Sessions (N = 72)

Variable B SEB B t-value p st
SCSCHNG 012 006 211 2.043" 045 061
GSI 1 557 140 657 3.982" <001 199
BDI 1 -.002 010  -.043 -252 802 001
STAIL-S 1 .006 007 128 854 396 011
STAII-T 1 -.020 008  -425  -2537 014 091
SEX -.266 d15 0 -227 -2318° 024 077
ATTEND -.004 005  -075 -.710 444 .009

Note. sr* = squared semi-partial correlation; SCS CHNG = change in Self~Concealment
Scale from pre- to post-therapy; GSI 1 = intake Global Severity Index; BDI 1 = intake
Beck Depression Inventory; STAI-S 1 = intake State Anxiety Inventory; STAI-T 1 =
intake Trait Anxiety Inventory; ATTEND = number of sessions attended.

* p <.05, *** p < 001.
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CHAPTER IV
DISCUSSION

Self-concealment, the tendency to actively conceal distressing or negative
personal information from others, is a relatively recent construct in the psychological
literature. Researchers are beginning to examine self-concealment to gain a fuller
understanding of it’s mechanisms, role, and consequences. Currently under investigation
is the relationship of self-concealment to a variety of factors, including physical health,
psychological well-being, identity development, social support and self-presentational
concerns. Researchers also are beginning to examine associations between self-
concealment, willingness to participate in therapy, progress during therapy, and therapy
outcome. The present study was undertaken to further our understanding of self-
concealment by exploring the relationship between self-concealment and psychological
distress, and between change in these variables over the course of psychotherapy. General
self-concealment tendencies and levels of distress in a sample of university students
undergoing psychotherapy were assessed at the beginning and end of therapy. The
relationship between self-concealment and demographic variables was also examined.
Participants’ self-concealment tendencies and levels of general distress, depression, state
anxiety and trait anxiety reduced from pre- to post-therapy, and interesting relationships
among them were found.
Associations with Intake Self-Concealment

The present study found that participants who reported a greater tendency to
conceal personal and distressing information prior to commencing therapy also reported

greater global distress, depression, state anxiety, and trait anxiety at intake. Furthermore,
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greater intake self-concealment was positively associated with a greater number of client-
reported problem areas at intake, These findings are consistent with previous studies that
found positive associations between self-concealment and depressive and anxiety
symptoms (Derosa, 2000; Ichiyama et al., 1993; Kahn & Hessling, 2001; Kelly & Achter,
1995; Larson & Chastain, 1990; Pennebaker et al., 1988; Vrij et al., 2002). The present
findings also support the assertion that self-concealment is experienced as a behavioral,
physiological, cognitive and emotional burden (Lane & Wegner, 1994).

The link between self-concealment and psychological distress often is viewed as
indirect evidence supporting the assertion that self-concealment contributes to
psychological distress. Researchers claim that self-concealment engenders active
behavioral inhibition of personal thoughts, feelings, and interactions that results in
cognitive, emotional, and physiological repercussions (Derlega et al., 1993; Pennebaker
& Beall, 1986; Pennebaker & O’Heeron, 1984). For example, it has been argued that self-
concealment, by virtue of suppressing personally distressing information, makes this
information hyperaccessible and contributes to obsessive preoccupations and intrusive
thoughts of the concealed information (King et al., 1992; Smart & Wegner, 1999). Self-
concealment also prevents opportunities to receive feedback, thus inhibiting the chance to
gain a different perspective or to engage in reality testing (Bok, 1982). Accordingly, self-
concealment is thought to create self-perception impairments (Fishbein & Laird, 1979),
negative self-evaluations, and lowered self-worth (Derlega et al., 1993).

However, it is possible that the relationship between self-concealment and
psychological distress is bi-directional. That is, high levels of distress might promote

concealment of personally distressing information. For example, if individuals are placed

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



108

in conditions of extreme distress, such conditions might increase the propensity to
conceal personally distressing information. Stiles et al. (1992) assert that when
individuals are confronted with distressing experiences, their difficulties can become so
salient and persistent that they become preoccupied with their problems and remain
trapped in their internal frame of reference, thereby promoting self-concealment.
Moreover, their difficulties often are embarrassing, which can trigger self-concealment in
order to avoid negative evaluations (Schwartz et al., 1986).

In summary, the present study’s findings support previous research linking self-
concealment with psychological distress at the same time interval. Future studies should
test proposed mechanisms linking these two constructs, and explore the possibility of a
bi-directional influence between self-concealment and psychological distress.

The present study additionally found that participants who reported a greater
tendency to conceal personal and distressing information at therapy intake also tended to
report a greater self-concealment tendency at therapy termination. This finding offers
support for the assertion that self-concealment is a personality trait characterized by a
general predisposition to withhold information from others regardless of the situational
context (e.g., Larson & Chastain, 1990; Pennebaker, 1989). The present finding also is
consistent with previous findings that clients approach and participate in therapy with a
habitual level of concealing and revealing information (Halpern, 1977).

In particular, the present finding fits with self-presentational theories that assert
that high self-concealers are more likely to withhold personal information of a negative
valence regardless of context or situation (Ichiyama et al., 1993; Larson & Chastain,

1990; Stiles, 1987) due to their heightened concern about possible negative consequences
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of disclosure on their self-image (Kelly & McKillop, 1996; Leary & Kowalski, 1990).
Concerns of self-debasement might explain why clients who reported greater self-
concealment at therapy intake also reported greater self-concealment at termination.
Future studies should examine this idea.

Contrary to the present study’s expectations, we failed to find significant
associations between intake self-concealment and premature termination from therapy,
termination distress levels, or reduction in distress. Furthermore, power analyses suggest
that, given the low correlations between intake self-concealment and premature
termination from therapy, termination distress, and reduction in distress, (» <.31, ns),
such associations are unlikely to be found even with a larger sample and less variability.

The inability to find these relationships may be explained by methodological
limitations. Although intake self-concealment was not found to be linked to termination
distress or to distress reduction, the SCS did not assess concealment specifically in
therapy. Perhaps withholding information from therapists at intake, rather than a general
self-concealment predisposition, is linked to termination distress and to distress
reduction. Alternatively, our inability to find a link between intake self-concealment and
change in distress might further be attributed to intercollinearity between each intake
distress score with their respective change score (bivariate correlations ranged from .52 to
.77). In addition, use of a non-validated single-item measure to assess therapist rating of
client change, along with a low sample size (N = 27), might account for our inability to
find a link between participants’ SCS scores and therapist rating of participant change.

However, conceptual difficulties also might explain this non-significant finding. Perhaps
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therapists do not know whether clients are concealing information and, thus, do not rely
on client disclosure patterns to evaluate their progress (Hill et al., 1993; Kelly, 1998).

Lastly, our non-significant findings might indicate that associations with intake
self-concealment are more complex than we anticipated. For example, although self-
concealment has been linked to negative attitudes toward therapy and with needing but
not séeking therapy (Cepeda-Benito & Short, 1998), we failed to find a link between
intake self-concealment and premature termination from therapy. This suggests that self-
concealment is not associated with termination patterns once participants have made a
conscious choice to attend therapy despite their tendency to withhold personal
information. Future studies should investigate this idea.

In summary, the non-significant relationships with intake self-concealment should
be re-evaluated with methodological and conceptual refinements to clarify whether
clients’ self-concealment tendencies prior to commencing therapy influence therapy
outcome.

Change in Self-Concealment from Pre- to Post-Therapy

A new finding in the self-concealment literature was that participants’ self-
concealment tendencies reduced from pre- to post-therapy. This finding fits with
assertions held by social psychology and psychotherapy researchers that the tendency to
withhold personal information reduces as a relationship develops, and in particular, as
therapy progresses. According to dialectics theory, the onset of therapy is analogous to
the beginning of a relationship. Individuals experience a distress-disclosure dilemma
(Coates & Winston, 1987) in which they desire to reveal personal information to promote

openness and experience support (Baxter, 1988; Rawlings, 1992) but are concerned of
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potential risks such as being misunderstood, ridiculed, or judged (Harris, Dersch, &
Mittal, 1999). This concern is particularly salient in therapy. Most clients want their
therapists to like them and initially are cautious in terms of what they reveal and how
they present themselves to their therapist (Hill et al., 2000; Kelly et al., 1996).
Consequently, individuals are more apt to withhold information at the beginning of
therapy since the risks of revealing appear greater than the potential rewards (Omarzu,
2000). As the therapeutic relationship progresses, however, the relative salience of
concealment versus revelation is thought to shift. Clients test their therapist’s response to
their confidences by inadvertently introducing the issue or discussing a related but less
meaningful issue (Duck, 1988). If these minor revelations are met with a positive
response, such as support, acceptance, and empathy, the subjective utility of revealing
overpowers the subjective risks (Omarzu, 2000). Clients are presumed to reduce
concealing and to begin revealing more personally threatening information (Hill et al.,
2000; Tschuschke & Dies, 1997). Similarly, social penetration theory asserts that as a
supportive relatiénship develops, such as in therapeutic setting, individuals begin to
reveal information that is greater in depth, breadth, and intimacy, including negative
content (Altman & Taylor, 1973; Prisbell & Dallinger, 1991). In addition, Omarzu’s
(2000) distress disclosure model postulates that therapy increases the salience of reducing
self-concealment by oﬁ'ering rewards for client revelation, such as emotional relief, loss
of a burden from maintaining a secret, and provision of support. Therefore, clients’
decisions to conceal less information are thought to be influenced by the nature of the
relationship, the response of the listener, and potential rewards gained from revealing the

information.
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The present finding regarding self-concealment reduction also fits with
psychotherapy premises that factors specific to therapy can reduce self-concealment over
the course of therapy. For example, clients’ intense distress levels at therapy intake are
thought to motivate reduction in withholding of personally distressing information in
order to experience psychological relief. Indeed, Hill et al. (2000) assert that, despite
initial levels of self-concealment, clients’ desires to be helped with their troubling
feelings, thoughts, and behaviors increasingly motivate them to become less concealing
so that therapy is of value.

Factors unique to psychotherapy also are claimed to influence reduction in self-
concealment. A hallmark of psychotherapy is the assurance of confidentiality
(Appelbaum et al., 1984), which was found to be the most important factor guiding
individuals’ decisions to reveal previously concealed personal information (Kelly &
McKillop, 1996; Kelly et al., 2001). When clients trust their therapist not to reveal their
personal confidences, openness and honesty is promoted and clients are more willing to
respond to personal inquiries (Beatson & Lancaster, 1993; Levine, Stoltz, & Lacks, 1983;
Stiles et al., 1992). Indeed, studies have found that assurance of confidentiality of
information led to individuals® decisions to reveal previously withheld information
(Kelly, von Weiss, & Kenny, 1996) and to greater revelations of private information
(Corcoran, 1988; Woods & McNamara, 1980).

In addition, it has been asserted that therapist characteristics can reduce clients’
self-concealing tendencies (Ackerman & Hilsenroth, 2003; Chambless & Hollon, 1998;
Trant, 1990). Clients are more likely to reduce withholding distressing information from

their therapist if their therapist exudes understanding, empathy, warmth, insight, and
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abcepténce (Coates & Winston, 1987; Kehnedy et al, 1990; Rogers, 1 95‘7). The assertioh.
;thét therapist disclosure reduces .client self-concealment and promotes ré_velation of 7

personal information (Jourard, 1971) is consistent with ﬁndi.ngs that clients’ perceptions
.oi.‘ therapiSt 6penness and faéilitati\}eneSs I‘jrédicted“clients’- personal and d'iStréssmg |
confidences (Saketopoulou, 1999; Truax & Carkhuff, 1967; Tschuschke & Dies, 1997).
Laétly, the therapeutic relationship in which client and therapist coHabbrétively work
tbgether is claimed to promote meaningful dialogue and génuineneés @aulsdn et al.,
1999), thereby .reducih‘g clients’ self-éonceaﬁng tendenc‘i’es (Cbﬁtes:' & Winstoﬁ, 1987);
Certain thaapehtic techniques also are propésed to reduce self-concealment.

- Vondracek (19‘69:')'f0und that therapist probing was associated with gf‘eétér anounts of . |
personal ix;forfnatibn réveal_ed-by clients. Ackefnlén and I—iilse‘nroth"s (2003) review of |
positive therapist techniques found ;hat therapist exploration, affirmation, :cléé.urate'
ihterpretation, facilitation of emotional expreésion, and gttendance fo clients’ experigﬁces
were ﬁnked to client willin‘gnes.s to reveal distressing 'inforﬁ;étion. Thus, théée teéhniques
might promote reduction of éeif—cqncealinent. = -
| ~ Taken to getl.1evr,l both s?;cial and psYchofhérapy research sugéests_ that thefapeutic

- factors, such as the nature of the relationship, thefapist characg,eristics and techniques, and

' co'hﬁdehtiality, reduce clients’ tendencies to withhold persénally distressing ihformﬁtion

~ regardless of their general self-concealment predispositions, thus faéﬂitéting mo;e open
and intﬁh&té relationships. HoWéver, giveg that the present study’s ﬁndings are based on -
.'c}orrelétions‘ with gen’efal éelf-cOnééahént tendencies, this idea should ‘be" further tested
.by ekamining Whether clients’ tendencies to conceal informat-ibn specifically in thefrapy

reduces and whether therapeutic factors directly influence this reduction.
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The study’s findings regarding reduction of self-concealment from pre- to post-
therapy have important implications for psychotherapy research. First, although it has
been assumed that high self-concealers withhold information in therapy and, thus, are less
likely to experience a positive outcome (Doxsee & Kivlighan, 1994; Saffer, Sansone, &
Gentry, 1979), the present study found that, not only did participants experience a
reduction of their concealing tendencies from pre- to post-therapy, but those participants
also experienced therapeutic improvement as evidenced by a reduction of their distress
levels from pre- to post-therapy.

Second, given that the SCS (Larson & Chastain, 1990) assesses general
predispositions for withholding personally distressing information, the present finding
that self-concealment reduced from pre- to post-therapy suggests that this reduction may
have generalized to participants’ daily lives, including to their relationships with other
individuals. It appears that participants became more open to discussing their personal
distresses and embarrassments and, thus, more open to experiencing intimate
relationships beyond the therapeutic relationship. This idea, however, should be
empirically validated by assessing participants’ degree of openness and intimacy in their
relationships with others. Nevertheless, this idea supports a major tenet of psychotherapy,
namely that clients are able to generalize therapeutic gains made over the course of
psychotherapy to their daily lives (Freeman & Rosenfield, 2002). The present findings
also are consistent with previous studies demonstrating generalization of gains made in
therapy, such as improvement of depression symptoms and application of skills to
clients’ natural environments (Amigo, 1994; Freeman & Rosenfield, 2002), and even

improvement of posttraumatic symptoms from other traumas that were not treated in
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therapy (Pitman, Orr, Altman, & Longpre, 1996). In particular, the possibility that self-
concealment reduction generalized to participants’ interactions with others supports
previous studies that found that the development of a positive and collaborative
therapeutic relationship was generalized to clients’ relationships outside of therapy
(Cochran & Cochran, 1999; Hurley & Hurley, 1987). The mechanism proposed for this
generalization is that therapists who are empathetic, accepting, and express genuine
interest in their clients enable clients to experience closeness and trust (Hurley & Hurley,
1987) and to break down negative self-perceptions and relationship patterns (Cochran &
Cochran, 1999) that, in turn, are imitated in clients’ other relationships. However, the
present study did not directly assess whether participants’ tendencies to conceal personal
information reduced specifically in therapy and, as such, this idea should be examined.
Third, the finding that participants reported an improved ability to reveal personal
-information and a reduced fear of its repercussions from pre- to post-therapy fits with
claims within the psychotherapy literature that successful therapy not only reduces
symptomatology but also can relieve suffering, facilitate positive psychological well-
being, increase satisfaction, and promote self-fulfillment (Fava, 1996; Napier, 2002;
Ryan & Deci, 2001; Ryff & Singer, 1996). The present finding also is consistent with
pfevious studies that have reported improvement in clients’ well-being and quality of life,
restoration of positive functioning, and psychological growth as a result of participation
in therapy (Fava, Rafanelli, Cazzaro, Conti, & Grandi, 1998; Fava & Ruini, 2003; Gladis,
Glosh, Dishuk, & Crits-Cristoph, 1999; Napier, 2002; Ryff & Singer, 1996). Thus, it

appears that successful therapy is linked to reduction in self-concealment tendencies and
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this reduction not only is generalized to other relationships but also contributes to an
enbanced quality of life through greater openness to intimate relationships.

Lastly, given that the SCS assesses a dispositional trait (Larson & Chastain, 1990)
yet participants’ self-concealment tendencies, as measured by the SCS, reduced from pre-
to post- therapy, the trait of self-concealment appears to have been modified by therapy.
However we also found that intake and termination self-concealment were positively
linked. These findings suggest that, although therapy does not completely transform the
trait of self-concealment, therapy does appear to reduce participants’ self-concealment
tendencies to some degree. This proposition fits claims made by both clinicians and.
researchers that, although personality dimensions are conceived as stable traits,
personality changes can occur follpwing therapeutic treatment (Fehr, 2003; Fichter &
Quadflieg, 2000).

The present finding also is consistent with studies reporting modification of
various personality traits and personality aberra'tions following therapeutic interventions.
For example, Napier (2002) found that clienté who reported a sense of mutuality and
connection with their therapist developed their adaptive personality traits. Corruble,
Duret, Pelissolo, Falissard, and Guelfi (2002) also found personality changes among
élients who had successfully completed therapy for depression, including reduction in
harm avoidance, self-transcendence, and increase in cqoperativeness and self- |
directedness. These changes were maintained after one year. In addition, certain
therapeutic modalities are thougﬂt to influence characterélogical traits. Cognitive
behavioral therapy has been found to reduce the dispositional variable of anxiety

sensitivity (McNally, 2002), and to reduce extreme personality traits as assessed by the
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Freiburger Personality Inventory (FPI-R; Fichter & Quadflieg, 2000), while autogenic
training was found to reduce personality traits of anxiety that promoted stress responses
and to increase traits of ego strength, barrier, and personal locus of control to moderate
stress responses (Farne & Jimenez-Munoz, 2000). Furthermore, treatment of personality
disorders is based on the premise that at least several personality aberrations are
amenable to therapy (Harkness & McNulty, 2002; Stone, 2002). Research supports this
premise, with personality-focused therapy having demonstrated an ability to increase
optimism and to alleviate DSM-IV personality traits of avoidant, dependent, and
obsessive-compulsive personality disorders (Hoffart & Sexton, 2002), and dialectical
behavior therapy having demonstrated efficacy in reducing extreme personality facets
and changing clinical outcomes for patients diagnosed with Borderline Pérsonality
Disorder (Robins, 2002). Furthermore, psychotropic medications have been found tb
redupe features of personality disorders (Mitra & Chattopadhyay, 2001; Reich, 2002), as
well as personality traits of anxiety sensitivity (McNally, 2002) and harm avoidance and
self-transcendence (Agosti & McGrath, 2002; Brody et al., 2900).

Consequently, research supports the idea that certain personality dimensions, such
as self-concealment, can change with treatment. Participants appear to have experienced
some degree of reduction in their predisposition to withhold information in relationships
outside of the therapeutic setting.

Associations among Self-Concealment Reduction and Reduction in Distress Measures

Given the finding that self;-concealment reduced from pre- to post-therapy, the
present study investigated whether self-concealment reduction was associated with

changes in distress scores from pre- to post-therapy. Present findings indicated that self-
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concealment reduction predicted reduction in global distress, depression, state anxiety,
and trait anxiety from pre- to post-therapy even after accounting for client gender, intake
distress and therapy duration. These findings are new to the self-concealment literature
and suggest that reduction in self-concealment predicts therapeutic improvement as
measured by reduction in distress. Although these findings represent a unique
contribution of the study, they are consistent with theories within the self-disclosure and
psychotherapy literature that propose that increasingly revealing previously withheld
personal information generates psychological well-being.

According to self-disclosure models, the process of revealing personally
distressing information engenders psychological relief even if it results in negative
repercussions (Kelly & McKillop, 1996; Jourard, 1971). Such revelations are thought to
produce a cathartic effect in which emotional distress and tension are released and
feelings of guilt and shame are relieved (Omarzu, 2000). However, revealing previously
withheld distressing information also is thought to promote self-knowledge and mastery
of the difficulty (Tschuschke, McKenzie, Haaser, & Janke, 1996), to develop one’s
identity through integration of positive and negative aspects of oneself (Hymer, 1982),
and to gain new insights regarding the meaning of the withheld information (Kelly,
Klusas, von Weiss, & Kenny, 2001). Indeed, research indicates that revealing previously
concealed information is linked to perspective changes and greater understanding of
one’s experiences (Derlega et al., 1993; Pennebaker et al., 1988). More recently, Kelly
and colleagues (2001) investigated which effects of revealing secrets were linked to
positive psychological outcomes. The authors found that participants who reported

gaining new insights from revealing their secrets in the past tended to have positive
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feelings surrounding their secrets currently while participants who reported experiencing
catharsis from revealing their secrets in the past tended to have negative feelings
surrounding their secrets currently. Consequently, the effects of solely venting emotions
did not appear to be helpful. Rather, the authors proposed that the ability to gain insights
by revealing previously withheld personally distressing information enabled individuals
to gain meaning about the secret and to experience a sense of resolution and closure
about the secret.

Researchers also claim that individuals who increasingly reveal previously
concealed information experience social rewards, such as receiving support and
acceptance (Derlega et al., 1993), realizing that others struggle with similar experiences
(Wortman & Dunkel-Schetter, 1979), and developing new coping skills (Lazarus, 1966).
These experiences are enable individuals to experience distress relief, to see themselves
more positively, and to feel in control of their lives (Sarason, Sarason, & Pierce, 1990).

The present findings linking reduction in self-concealment to reduction in distress
also support various principles within the treatment literature. A central tenet of many
psychotherapy models is that the process of confiding one’s personally distressing
information helps to relieve psychological distress (Chaiken & Derlega, 1974; Cohen &
Schwartz, 1997; Stiles, Shuster, & Harrigan, 1992). Accordingly, many treatment models
promote client openness for successful recovery (Breuer & Freud, 1937; Mowrer, 1964;
Rogers, 1961). Furthermore, common change factors, such as forming a therapeutic
relationship, obtaining an external perspective of one’s situation, and engaging in
corrective experiences all rely on clients’ willingness to reduce their tendency to withhold

personally distressing information (Goldfried, 1982). Indeed, Winston and Muran (1996)
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found that clients’ ability to increasingly express over time personal feelings and thoughts
predicted successful therapy outcome regardless of therapy modality. Therefore, the
capacity to reduce concealing and to increase sharing private and negative information is
viewed as an essential aspect of therapy regardless of therapeutic style (Chelune,
Rosenfeld, & Waring, 1985; Hendrick, 1987, Stiles, 1995).

More specifically, the link between self-concealment reduction and distress
reduction fits with various models of treatment. Freud and Breuer (1937), pioneers of
psychodynamic therapy, proposed that reducing clients’ concealment of distressing
thoughts and feelings resulted in a disappearance of hysterical symptoms. Current
psychodynamic theories assume that successful resolution of pathology requires
accessing all thoughts and feelings so that the ego subdues id forces, thereby allowing for
insight and cognitive reinterpretation (Horowitz, 1989). Hence, a psychoanalytic cure is
presumed to require the open expression of one’s innermost secrets that serves as the
vehicle for insight and understanding (Hoyt, 1978).

Cognitive-behavioral theories assert tﬁat clients’ revelations of their personal -
information assists them to engage in the cognitive work of organizing (Michenbaum,
1995), assimilating (Stiles, 1995) reframing (Silver, Boon, & Stones, 1983), and giving
meaning to their distressing experiences and feelings (Hill & O’Brien, 1999). Thus,
constructive change and resolution of psychological distress relies on clients’ willingness

to confide their personally distressing thoughts, feelings, and experiences so that their
maladaptive beliefs and perceptions can be directly confronted and changed (Foa,

Rothbaum, Riggs, & Murdock, 1991; Shapiro, 1999).
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Lastly, humanistic therapies stress the role of revealing personal experiences so
that clients can come to know and trust themselves, thereby finding self-fulfiliment
(Rogers, 1957). Emphasis is placed on creating a safe therapeutic environment that
reduces tendencies to withhold information (Jones & Pittman, 1982) so that clients can
reach inward to their affirming beliefs, values, and feelings. Indeed, Goldman (1998)
found that greater depth of experiencing interpersonal and intrapersonal distress, resulting
from revelation and processing of this distress, uniquely predicted reduction in depression
and global distress.

Importantly, the relationship between self-concealment reduction and reduction in
distress might be mediated by psychotherapy. For example, therapist qualities of
nurturance, acceptance, and empathy are thought to reduce client concealment and
improve emotional well-being (Hill et al., 2000). When clients reveal over time their
experiences and feel understood by their therapists, they experience healing and increased
self-trust (Orlinsky, Graw, & Parks, 1994; Rogers, 1957; Trop & Stolorow, 1997).
Therapist techniques also are aimed at reducing clients’ self-concealing tendencies and at
facilitating revelations (Larson & Chastain, 1990; Sloan & Stiles, 1994). Therapists assist
clients to challenge their fear that revealing their information will be met by a negative
reaction by offering positive feedback such as insight and support (Bloch & Reibstein,
1980; MacKenzie, 1987). Importantly, these techniques are assumed to be curative
factors determining a positive therapy outcome (Tait & Silver, 1989; Towbin, 1978).
Lastly, when clients reveal their secrets in a facilitative relationship, they are likely to feel
accepted, receive comfort, and gain insight into their distress (Rhodes, Hill, Thompson,

& Elliott, 1994; Yalom, 1985). Hence, psychological relief is associated with revealing
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secrets while the fear of negative consequences is reduced. This experience is thought to
promote further reduction of concealment and distress (Horvath & Symonds, 1991;
Kowalski, 1999; Orlinsky et al., 1994).

Take/n together, these ideas suggest that factors unique to therapy promote
reduction in self-concealment and reduction in distress. Future studies, however, should
test this proposition by examining associations among therapy variables, self-
concealment, and distress outcomes.

- Self-Concealment Reduction and Clinically Significant Improvement

The present study found that self-conceéhneﬂt reduction was positively linked to
clinically significant reduction in global distress from pre- to post- therapy but did not
uniquely predict clinically significant reduction in global distress after accounting for
intake distress, gender, and therapy duration. However, pOSt-l‘(lOC analyses revealed that
participants’ GSI scores in Tingey et al.’s (1996) severely syinptomatic category could be
divided into two distinct groups, namely “sever?” and “very severe”. Based on this
revision, several participants whose very sevére intake GSI scores reduced to the severe
group at termination met full criteria for clinical significance and were included with
participants who had met Tingey et al.’s (1996) original clinical significance criteria.
Following these changes, self-concealment reduction was found to uniquely predict
clinically significant reduction in global distress. These findings are new within the self-
concealment literature and have important implications for psychotherapy.

First, the present findings suggest that Tingey et al.’s (1996) severely
symptomatic category does not account for symptom differences within this distribution.

Tingey et al.’s distributions were derived from adult samples while the present study used
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a college sample. Thus, Tingey et al.’s distributions might not properly characterize
symptomatology distributions among college samples. This idea is supported by previous
studies that found greater symptom endorsement among college outpatients than adult
outpatients (Beck et al., 1988; Kopta & Lowry, 2002) and among non-clinical college
students than community adults (Kopta & Lowry, 2002; Radloff, 1991; Todd et al.,
1997). The present study found that participants reported severe levels of global distress
that were reflective of scores endorsed by Tingey et al.’s (1996) inpatient sample.
However, participants in the present study were attending undergraduate classes, most of
them full-time. Perhaps college students represent an enigmatic population in that their
self-reported distress levels are less predictive of their psychological and adaptive
functioning than adult self-reports. Research also suggests that college samples may have
different symptom distributions, particularly at the upper extremes (Kopta & Lowry,
2002). Consequently, future research should examine the generalizability of the present
study’s associations _between college participants’ self-reported distress levels and self-
concealment tendencies to adult populations. Furthermore, the present study’s results
suggest that research should test whether Tingey et al.’s (1996) global symptom distress
distributions are in need of refinement among college samples.

The present study indicated that, following modifications made to the distribution
categories, self-concealment reduction was linked to meaningful reduction of global
distress. This finding indirectly supports the psychotherapy literature that claims that
revealing private and distressing experiences is a necessary requirement for achieving a
successful therapy outcome (Case et al, 1992; Harris et al., 1999; Ichiyama et al., 1993;

Jourard, 1971; Stiles, 1995). Moreover, the present finding suggests that self-concealment
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reduction contributes to meaningful distress reduction. Given that clinicians are called
upon to improve the effectiveness of their services, knowledge of the link between self-
concealment reduction and clinically significant reduction in global distress can
potentially guide clinicians in providing more effective treatment by attending to clients’
self-concealment behaviours. In particular, assisting clients to alleviate their fears of
revealing distressing information and to reduce their self-concealment could promote
positive therapy outcome that is meaningful to clients’ quality of life.
Additional Findings with Self-Concealment

The present study did not find differences in intake self-concealment based on
participants’ gender, religion, age, university year or program, type of problem area
reported, or parents’ cduntry of birth. However, a new finding was that clients involved
in same-sex relationships reported lower self-concealment than clients who were single.
Although research examining communication differences based oh type of relationship is
sparse, the present finding fits with Edwards’ (1998) study that found that same-sex
partners reported less difficulty communicating than opposite-sex partners. One might
expect that participants involved in same-sex relationships already have had to overcome
concerns about revealing personal information, including their sexual orientation, and
thus are less likely to conceal information in other situations. In contrast, single
participants might be more likely to withhold personally distressing information for fear
that revealing such information will inhibit their chances of finding a partner. Studies
have found that individuals searching for a partner are more likely to engage in
impression management strategies by presenting an enhanced self-image to others

(Paulhus, 2002) and by dissociating themselves from undesirable qualities (Leary &
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Kowalski, 1990). Individuals pursuing relationships also are more likely to withhold
personal information in order to exert control over interactions and enhance a potential
relationship (Affifi & Guerrero, 2000). Hence, single participants in the present study
might have been engaging in these strategies more than participants in same-sex
relationships, particularly since they are at an age and stage in life where finding a partner
is an important goal. However, self-concealment differences were not found between
participants in heterosexual relationships and single participants. Future studies could
further investigate self-concealment differences based on different types and phases of
relationships.
Limitations of the Present Study

Conclusions that can be drawn from present results are limited by several factors.
First, conclusions are limited by the correlational design of this study. Although
relationships were found between reduction in self-concealment, global distress,
depression, state anxiety, and trait anxiety, causation and direction of influence cannot be
established. Accordingly, one cannot determine when or whether reduction in self-
concealment is required for reduction in global distress, depression, state anxiety, or trait
anxiety, whether reduction in one or more of these areas of distress contributes to
reduction in self-concealment, if there is a bi-directional influence between the processes,
or if additional factors are influencing the relationships. Given that the present study
assessed clients’ general self-concealment tendencies and not their lcvel of self-
concealment in therapy, it is possible that factors extraneous to therapy might have
contributed to self-concealment reduction. Future studies using path modeling or time

series analyses could better assess causal directions of influence. Such studies could
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investigate the direction and magnitude of the relationships between self-concealment
and distress measures.

Second, the study relied on the use of self-reports. Participants’ inaccurate
perceptions of their self-concealment tendencies and distress levels could have biased
their responses, particularly since self-reports associated with therapy outcome are likely
to be distorted and selective (Kazdin, 1998). Participants may have rated themselves as
improved on post-treatment measures independently of whether therapy had an effect
(Patterson & Sechrest, 1983) due to the Hawthorne effect (Roethlisberger & Dickson,
1939), self-image concerns (Quinn, 1995), a desire to positively reinforce their therapist,
or a need to believe they experienced distress reduction. Given the inability to control for
self-report biases, the present study cannot be confident of the accuracy and validity of
participants’ reports and, thus, cannot come to definitive conclusions about the
relationships between the variables in the study. Future studies should assess associations
between self-concealment and psychological distress using multiple modalities.

Third, time constraints associated with the school year may have imposed an
artificial termination point for clients who continued with therapy for eight or more
sessions. Many clients terminated therapy at the end of a school term. Consequently,
despite the finding that clients improved at therapy termination, it is possible that they
may have not had enough time in therapy to attain their optimal level of improvement.
Such a possibility might have diminished the degree of change between pre- and post-
scores of the distress measures, as well as associations among self-concealment and
reduction in distress. In particular, it might have limited the number of clients who

reported clinically significant improvement in global distress, thereby reducing this

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



127

study’s ability to find an association between reduction in self-concealment and clinically
significant reduction in global distress. Future studies should therefore replicate the
present study’ findings without constraining therapy duration or imposing an artificial
termination point.

Fourth, given participants’ high distress and self-concealment scores at therapy
intake, reduction of these scores from pre- to post-therapy may havc been an artifact of
regression toward the mean and, thus, possibly was independent of therapeutic factors.
Consequently, propositions regarding the influence of therapy on distress and self-
concealment reduction are not conclusive and their validity should be empirically tested.
Future studies should attempt to control for this methodological limitation and exatrﬁne
the unique influence of therapeutic factors on reduction of distress and self-concealment.

Fifth, the present study’s examination of self-concealment was limited by the SCS
méasure (Larson & Chastain, 1990) and by our knowledge of self-concealment. It is
assumed that since the SCS assesses the trait ot: self-concealment, SCS scores do not
fluctuate acroés time and context (Larson & Chastain, 1990). Indeed, the SCS has been
shown to have high test-retest reliabilities over a period of several weeks (Cramer &
Barry, 1999; Larson & Chastain, 1990). However, the present study found that
participants’ SCS scores reduced from therapy intake to termination. This finding might
suggest that the SCS does not accurately assess the trait of self-concealment. However, as
previously discussed, it is possible for individuals to experience some degree of
modification of their personality éharacteristics without a complete alteration of these
characteristics (Fehr, 2003; Fichter & Quadflieg, 2000). Thus, participants in the present

‘study might have experienced a reduction of their self-concealment tendency within their
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general range. Nevertheless, given that research examining trait and state aspects of self-

concealment has been sparse, future research should more thoroughly examine the nature
of self-concealment, including how it is invariable and linked to personality variables, as

well as whether it is influenced by different contexts such as therapy.

In addition, the SCS was designed to assess general self-concealment tendencies.
As such, participants’ self-reports of their self-concealment tendencies might have
differed from their actual tendency to conceal personally distressing information in
therapy. Consequently, propositions that self-concealment reduced in therapy and that
reduction in self-concealment engendered therapeutic effects are only conjectures and
should be verified by specifically examining self-concealment tendencies in therapy.
Future research should develop a self-concealment measure that assesses clients’ self-
concealment tendencies specifically within therapy to more accurately investigate
whether the tendency to conceal from therapists changes over the course of therapy.

The present study’s finding regarding reduction of self-concealment from pre- to
post-therapy raises another issue, namely that self-concealment reduction might be
unique to therapy and therefore might not reflect a general trend in self-concealment.
Psychotherapy literature asserts that factors unique to therapy, such as therapist empathy
and self-disclosure, specific interventions, and a positive therapeutic relationship reduce
self-concealment (Hill et al., 2000; Horvath & Symonds, 1991; Kowalski, 1999; Orlinsky
et al., 1994). It is possible that, once participants terminate therapy, they experience a
rebound effect whereby they return to their original self-concealment levels.

Consequently, reduction in self-concealment might not persist. Future longitudinal
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research should investigate whether reduction in self-concealment is maintained months
and even years after therapy termination.

Finally, one cannot generalize the findings beyond a predominantly female
undergraduate outpatient population. Future studies should assess the comparability of
these results with other outpatient and inpatient samples.

Contribution of the Present Study to the Self-Concealment Literature

Despite the limitations, the present study included methodological and conceptual
strengths. To date, information about self-concealment has been based on presumptions
and limited research, use of different definitions and measures, and equivocal findings.
Until this current study, self-concealment had not been examined at different time
periods, investigated for possible changes in self-concealment tendencies, or studied in
relation to psychotherapy outcome. The current study systematically tested predictions
linking self-concealment with global distress, depression, state anxiety, trait anxiety, and
premature termination from therapy. The present study used standardized measures to
assess each construct and assessed multiple dimensions of psychological distress.

Furthermore, this study’s findings added to the self-concealment literature.
Previous research has only examined the related but distinct construct of distress
disclosure in relation to psychotherapy outcome (Kahn et al., 2001). The present study is
the only study to date that has specifically examined self-concealment and therapy
outcome. Differences in findings between the current study and Kahn et al.’s (2001)
study lend additional support for the argument that self-concealment and distress
disclosure are conceptually different and have unique associations with psychological

distress and psychotherapy outcome. Present findings indicated that intake self-
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concealment predicted intake symptomatology whereas Kahn et al. (2001) did not find a
link between intake distress disclosure and intake symptomatology. In contrast, the
present study did not find a link between intake self-concealment and symptom reduction
but Kahn et al. found a positive association between intake distress disclosure and
symptom reduction. Although these discrepant findings should be empirically validated
with methodological refinements, such differences suggest that distress disclosure and
self-concealment are unique and important client factors that appear to influence
psychotherapy outcome. As such, both constructs likely are clinically relevant and should
be addressed in therapy. For example, if clients score low on the DDI, they might benefit
from processing their concerns about expressing their emotions and from experiencing
positive outcomes of expressing their distressing feelings in therapy. In contrast, if clients
score high on the SCS, they might benefit from processing their concerns about
expressing negative self-referent information, including issues of shame and
embarrassment, and from revealing previously withheld personal information in therapy
in order to make meaning and to gain insight into their experiences.

The present study went beyond Kahn et al.’s (2001) study and investigated not
only the relationship between intake self-concealment and therapy outcome but also
examined questions of study new to the self-concealment literature, including whether
self-concealment changed from pre- to post-therapy and whether self-concealment
change predicted change in distress from pre- to post-therapy. Our findings that self-
concealment reduced from pre- to post-therapy and that self-concealment reduction
uniquely predicted reduction in symptomatology that was both statistically and clinically

meaningful adds to the self-concealment literature by providing a more comprehensive
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understanding of self-concealment, including its link to distress at different time periods
and its role in predicting clinically meaningful therapy outcome.
Future Research

Present findings open the door for future research to refine and develop a more
complete comprehension of self-concealment in relation to psychological distress and
psychotherapy. Future studies should use path modeling or time series analyses to test the
direction of relationships between self-concealment and distress measures at pre- and
post-therapy. It also would be beneficial to examine whether clients’ self-concealment
patterns change specifically during the course of therapy, and if so, how these patterns are
linked to distress reduction in therapy and how they are influenced by personality
variables and therapy variables such as therapist characteristics, the therapeutic
relationship, and specific interventions. Furthermore, it would be of interest to examine
whether self-concealment reduction lasts for any substantial duration and whether it
impacts clients’ daily lives and relationships.

Future studies additionally could investigate whether differences exist between
self-concealment tendencies in everyday relationships and self-concealment tendencies
specifically in therapy. For example, studies could assess if reduction of one’s tendency
to withhold personally distressing information is unique to therapy or if this phenomenon
can occur in different settings and across different relationships.

Of relevance to self-presentational theory, future studies should attempt to clarify
possible distinctions between general self-concealment tendencies and the withholding of
a specific secret, particularly with reference to psychological distress and therapy

outcome. Although a greater predisposition to conceal has been linked to psychological
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distress and reduction of 'this’predispositioﬂ from pre- to posi-therai)y has been linked to
reduction in distress, Kelly 1(199:8) found that possession of a relevant secret in therapy
was linked to syinptorpatolegy reduction even after accountmg for clients® self-
concealment tendencies. Consequently, it is possible that effects and motivations
associated with one’s general self-concealment tendency are distinct from effects
asSociated with concealment of a specific secret. If studies find that clients’ self-
concealment tehdeneies in therapy differ from possessing ; specific secret in therapy in
terms of psychological dietress and therapy outcome, it would be of interest to examine
the mechanisms that lead to discrepant findings.

Lastly, studies could examine potential implications of self-concealment on

~

individuels; lives. Although the present study suggests that the ability to reduce one’s
sclf-cencealment fendency pfemotes psychologieal well-being, it seems likely that some - ‘:
degree of self-concealment is beneficial (Kelly, 2002; Kelly & McKillop, 1996). Thus,
s'tudie's. could assess beneficial levels of self-co?eealmcnt and what personality or social
, factors could pfbnioie these le\)els. 1nvestigatiop of all these inquiries would contribute to

. amore comprehensive understanding of self—coneeahﬁent and cou}d guide therapeutic
interventiens; in proniefihg more successful outcome.

| Sﬁmmary o .

The present stuc!y contributed to the literature by providing more information‘ on |
the process and expe:;ience of self-concealment in relation to psycho.logieel distress and
psychotherapy. Seme of the ﬁndiegs support previous research while ether findings are
‘new to the self-eomeahentliteramre. Specifically, the ,tendeney to conceal personally

distressing information at therapy intake was linked to greater psychological distress at
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intake. However, intake self-concealment did not uniquely predict psychological distréss
at therapy termination or reduction in psychological distress from pre- to post- therapy. A
new finding was that self-concealment reduced from pre- to post- therapy. Furthermore,
reduction in self-conceahnent predicted reduction in global distress, depression, state .
anxiety, and trait anxiety from pre- to post- therapy even after accounting for client
gender, initial distress levels, and duration of therapy. Following refinements to Tingey et
al.’s (1996) sample distributions and clinical significance criteria, post-hoc analyses
revealed that reduction in self-concealment also predicted clinically significant reduction
in global distress, suggesting that self-concealment reduction is linked to meaningful
change in clients’ level of functioning,

The present study has important implications for psychotherapy. Given that
reduction of participants’ tendency to conceal personal and distressing information
appeared to generalize to their daily lives and relationships, predicted reductions in
various aspects of personal distress, and was linked to clinically meaningful reduction of
global distress, self-concealment reduction appears to be an important treatmernt factor
that predicts therapeutic improvement. Consequently, clinicians might benefit from
understanding what therapeutic factors, interventions, and processes are more likely to
promote reduction in self-concealment.

Future studies can incorporate present findings in developing a more
comprehensive understanding of the associations among self-concealment, psychological
distress, and psychotherapy process and outcome. Clinicians potentially can apply this
knowledge in guiding therapeutic interventions and thus helping clients to more

effectively resolve their distress and to experience psychological well-being.
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Appendix A
Client-Rated Problems
Problem Area N
Depression/ suicidal 260
Anxiety/ panic/ phobias 259
Family relationships 246
Academic/ vocational issues 205
Partner relationship/ break-up 168
Interpersonal difficulties/ social isolation 162
Anger control 114
Past emotional abuse 112
Obsessive thoughts/ compulsive behaviors 99
Physical illness/ chronic pain 56
Past sexual abuse 55
Psychiatric history 55
Sexuality 54
Eating disorder 54
Past physical abuse 51
Alcoholism/ substance abuse (self) 38
Alcoholism/ substance abuse (family/other) 37
Sexual assault 33
Bereavement/ separation/ loss 33
Cultural adjustment 29
Pregnancy/ abortion 19
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Appendix F
Therapist Rating of Client Change

Rating of Overall Changes Since the Beginning of Therapy:

Much Improved Unchanged Much Worse
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Figure 1.
Calculation of Clinical Significant Reductions of Distress based on the SCL-90-R Global

Severity Index (Tingey et al., 1996)

RCI’s for Normative Sample Pairs on the SCL-90-R Global Severity

Index
0.40 0.42 0.43 0.56
Severe
0.97
SCL-90-R _
GSI Moderate 0.23 0.26 0.31 0.43
Pre-Test 0.51
Score
Mild 0.16 0.21 0.26 0.42
0.23 :
0.11 0.17 0.23 0.40
Asymptomatic
ol
0 0.23 0.51 0.97
Asymptomatic Mild Moderate Severe

SCL-90-R GSI Post-Test Score

Requirements:
1. SCL-90-R GSI post-test score must be in a Jower normative sample than SCL-90-R

post-test score.
2. The difference between the SCL-90-R GSI post-test score and the SCL-90-R GSI pre-

test score must exceed the minimum RCI cutoff.
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