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THE HUMANIZATION OF THE CLIENT
IN THE THERAPEUTIC RELATIONSHIP
AND THE EFFECTIVENESS OF INTERVENTIONS: INTRODUCTIO N

In the recent decades, the interest of researciigdying psychotherapy has
focused on the question of factors whose importdodhe outcomes of psycho-
therapy has been scientifically confirmed. The emitk-based practice approach
in psychotherapy initially led to the identificati@f therapeutic techniques with
proven effectiveness in the therapy of specifiodisrs (cf. Nathan & Gorman,
1998). Subsequently, attention was drawn to theitkgprtance of the therapeu-
tic relationship itself for the success of the pgyaherapeutic process (Nor-
cross, 2002; Norcross & Lambert, 2011; cf. RakowsMall). The results of
meta-analyses indicate that the quality of theapeutic relationship significant-
ly affects the outcome of therapy and is more irtgrto it than the therapist’s
approach or specific therapeutic techniques (LatnkeBarley, 2002; Norcross
& Lambert, 2011; cf. Czabatla, 2011).

The aspects of the therapeutic relationship narsetieakey ones — namely,
those variables regarding which sufficient evidehae been collected to consid-
er them significantly related to the outcome ofrépy — included therapeutic
alliance and therapist's empathy (Norcross, 20G2nhert & Barley, 2002; Nor-
cross & Wampold, 2011; cf. Czabata, 2011). Ther@ipalliance refers to the
quality of the cooperative relationship between thient and the therapist; it
comprises a positive bond (mutual trust, posititkétuale, respect, and care),
agreement on the aims of work, commitment to thelrievement, and a sense of
partnership (Horvath & Bedi, 2002). Empathy is defl as understanding the
clients’ feelings and communications, opennesshatuhe clients are experienc-
ing, and encouraging them to explore their own erpee, as well as under-
standing the causes underlying the way in whicly #heerience reality (Bohart
et al., 2002). In the present paper we argue thtt bf these complex, multidi-
mensional concepts have a common denominator: gis¢s humanization of
the client. Supportive of this thesis, the resolitained using tools for measur-
ing them are significantly correlated; it has ebe®n suggested that these tools
describe one basic factor underlying the measumetstaucts — the good/bad
relationship dimension (cf. Salvio et al., 1992).

As suggested by the literature on the attributibmmd (mentalization), the
therapist’s humanization of the client could beired as seeing the other per-
sons as psychological subjects, that is, attrigutom them the ability to expe-
rience feelings, to formulate beliefs, and to cimssly direct their own actions
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(Waytz et al., 2010)it seems legitimate to assume that the theragistsaniza-
tion of the client is a necessary (though insuéfit) condition of building a high-
quality therapeutic alliance with the client andeafipathy with the client felt and
expressed by the therapist.

Waytz and colleagues (2010) distinguish two baséenents of mentaliza-
tion: the attribution of the capacity to experier{éeel) and the attribution of
agency (the capacity to plan and act purposefuBy)contrast, the signs of de-
humanization (dementalization) that people encaumrtea daily basis consist in
partly denying the other person a psychologicaltligperceiving a person as
to some extent devoid of human characteristicdy sscinterpersonal warmth or
cognitive openness) and/or agency (perceiving agoeas partly devoid of in-
trinsically human characteristics such as intertiityy intelligence, rationality,
morality, or maturity) (Haslam, 2006; Bastian & Ham, 2011). It is worth not-
ing that perceiving a person through the prismhef ¢ategory of “people suffer-
ing from mental disorders” marks the person oupadicularly prone to dehu-
manization, since it is commonly believed that eaffg from a mental disorder
adversely affects the way the person experiencadgyras well as his/her agen-
cy — two basic attributes of humanity (Haslam, 2a8&que & Waytz, 2012).

In this context, the question arises of whethemphgena such as dehumani-
zation (dementalization) of individuals perceivex sauffering from mental dis-
orders can take place in institutions establislwdttie purpose of treating dis-
orders. Is it possible that mental health care igpsts, following the principles
of professional ethics in their work, especiallg tbrinciple of care for the pa-
tient's welfare, engage in behavior that can besifeed as manifesting a dehu-
manization of their clients? Further in this agiele shall present arguments in
favor of a positive answer to this question. Nex, will move on to the field of
research on psychotherapy.

The view that the humanization of the patient isreinendous importance to
the effectiveness of the therapist’s interventiappears to be commonly held in
the literature belonging to the canon of knowledgehelping (cf. e.g., ¥pinski,
1989). The requirement that the specialist—cliehtronship should be a sub-
ject—subject one is now a kind of standard, comnwomarious services in the
area of mental health care and prevention (cf., &Stemplewsk&akowicz,
2009; Jozefik, 2011; Popielski, 2008). Perhaps ithighe reason why the rela-
tions between the therapist’'s humanization of tientand the effectiveness of
therapy have not provoked research interest se- fair least the authors of the
present article are not aware of any studies dyrexdressing the question of
relations between humanization/mentalization (& gatient by the therapist)
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and the outcomes of therapeutic interventions. Wiéeefore refer to research
results that can be regarded as indirect evideoic¢hé existence of a link be-
tween the humanization of the patient and inteeengffectiveness.

Because the question of the processes underlymghérapist’s humaniza-
tion of the client has not been an object of aysttic research in the context of
psychotherapy so far, further in the article we wibve on to the field of social
cognition studies. In particular, we will be loogirfior factors — crucial for the
problem addressed in this paper — promoting theishaization of the interac-
tion partner: are there any situational determisidhat may impair the willing-
ness to humanize the other person? Next, we Witeghe conclusions derived
from this research to the realities of clinical giree. In particular, we will dis-
cuss the possible influence of the processes arted with the willingness to
humanize the interaction partner on the therapwtsk, as well as the issue of
whether these processes should be regarded as ignaandly harmful, or per-
haps (sometimes) useful in clinical practice. Fjnanew directions of research,
aimed at verifying the usefulness of the recommgads for clinical practice
made in this article, will be suggested.

THE QUESTION OF HUMANIZATION AND DEHUMANIZATION
IN THE SPHERE OF HELPING

Let us begin with the question of whether it is ibke for a well-educated
therapist, pursuing the patient’s welfare in his/keork, to behave towards
clients in ways that could be considered as dehimman In this context, it is
worth recalling David Rosenhan’s (1973) alreadysia studies. In one of them,
mentally healthy individuals reported at mental gitsds complaining that they
heard voices. The aim of the experiment was tolchdether (and if so, in what
way) these individuals would be recognized as hgalinmediately after being
admitted to the ward, each of the so-called pseatifqts stopped complaining
about anything and started to behave in a mannerdasary as possible. Apart
from name and surname as well as — in some casesupation data, pseudopa-
tients answered honestly the questions that theg asked. This is an important
aspect of the study: the pseudopatients were hyealtbll-functioning people
who openly described their experiences — neithethair life histories, nor in
their behavior was there anything that would suggeep pathology. Despite
normal behavior and extraordinary willingness toperate, none of the pseudo-
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patients was recognized by the staff as a healérggn. Nearly all the people
admitted to the ward were diagnosed with schizapihre

The label of a person with schizophrenia turnedtoude surprisingly persis-
tent — in fact, no behavior on the part of the pegatients was enough to cancel
it. That label was a kind of distorting filter thalt information about a particular
person was passed through. An angry reaction tdahavior of a staff member
was interpreted as a symptom of the pseudopatipsyshopathology rather than
as a response to a violation of norms by the halspitployee. The fact that the
pseudopatients made notes did not provoke quedtiomsthe medical personnel
but was interpreted instead as a disorder sympits, it was not the label that
was rejected in the light of normal behavior anctddrom the person’s life de-
nying any pathology; on the contrary: it was thespa’s behavior and life histo-
ry that were interpreted in such a way as to fitvith the previously attached
label of “mentally ill.”

In a few hospitals, the pseudopatients observeddhetions of the staff to
politely formulated and situationally appropriatgegtions. The answers received
were usually perfunctory, given quickly “on the rumwithout eye contact, and
would frequently bear no relation whatsoever to teatent of the questions
asked. These observations were compared with tbbtsned at a university
faculty where staff members had a reputation fandpeo busy that they did not
have time for their students. A young woman appnedcthe faculty’s staff
members rushing for a meeting or for classes. Skedathem for directions and,
among other things, about enrollment criteria. Eathhe staff members thus
approached stopped to talk to her, and some evgaged in showing her the
way to the office. A huge contrast was observedebeh the reactions of medical
personnel and the reactions of faculty staff todhbestions of a future student.
An interesting light is shed on this difference Rgsenhan’s (1973) experiment
in which a young woman’s request for directions weasiressed to doctors at
a university medical center. Their level of willimgss to cooperate (establishing
eye contact, engaging in a short exchange or aloognversation) was signifi-
cantly lower when she added “I am looking for agisgtrist” as an explanation
than when she said she was looking for an interflists effect clearly shows
that mental disease involves serious stigmatizatitime very fact of looking for
a psychiatrist lowered the level of willingnesscmoperate in people otherwise
usually eager to engage in helping.

Rosenhan (1973) stressed that the results of bdy shvolving pseudopa-
tients do not attest to a lack of professionaligsng@od will in hospital staff. On
the contrary: he observed that a substantial mgjofithe staff members were
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very well-prepared individuals willing to help seffng patients. It was the situa-
tional context — the context of a mental hospitath its clearly marked borders
between “the healthy” and “the ill,” between “theivileged ones” and those
“deprived of their rights,” with a strict hierarchgnd with the patients being
commonly perceived through the prism of their sboie — that led to distor-

tions in perception and erroneous conclusions.

It thus turns out that the very classification gberson into the category of
“patients” can lead to a situation in which professals willing to help dehuman-
ize that person and perceive him/her through tispof this stigmatizing cate-
gory. Waytz and colleagues (2010) emphasize thattiyges of circumstances
promote mentalization: the first one is — willingseto understand, predict,
and/or control the other person’s behavior, andsé®nd one is willingness to
build a relationship with the other person. Letlask at circumstances of the
first type — willingness to understand other pegpbehavior. The state of uncer-
tainty about the causes of the observed behavibraasense of having no influ-
ence over that behavior are known to breed discamfotivating people to re-
cover a sense of the situation’s comprehensibditg meaningfulness. Unpre-
dictable behavior of the observed person fostersattribution of mind (specific
intentions, beliefs, or feelings) to that persommjcli reduces the observer’s un-
certainty: the so far incomprehensible behavior nmequires a justification
(Waytz et al., 2010). It is also known that indivéds who are not liked and who
are perceived as dissimilar from the self, undbeséras partners in a relation-
ship, become objects of dementalization and dehiragon (Bastian & Haslam,
2010; Waytz et al., 2010). Perhaps, then, in asdn when motivation to build
a relationship with a person is absent, perceitiregperson through the lens of
a specific label (e.g., “a schizophrenic”) is amtealative to mentalization —
a way of reducing uncertainty regarding who thatspe is and what are the
causes of his/her sometimes “weird” or untypicdhdngors. Such labeling un-
doubtedly reduces uncertainty in the therapist laking all the behaviors of the
person explainable (“everything he/she does is lsimsymptom of disorder”).

In this context, it is not unjustified to ask whadtcumstances make it possi-
ble for a well-educated therapist following thengiples of professional ethics to
lose motivation to build a relationship with theealt and perceive him/her as
a “case” rather than as a person. In order to fired answer, let us first have
a look at what the literature on psychotherapy atvabout the significance of
such manifestations of the therapist's humanizadibthe client as entering into
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a cooperative relationship with him/her as a parareempathizing with his/her
experienck

THE SIGNIFICANCE OF THE HUMANIZATION AND DEHUMANIZA  TION
OF THE INTERACTION PARTNER:
THE PERSPECTIVE OF RESEARCH ON PSYCHOTHERAPY

Research proves that therapists differ in effeckdss; there are those who
achieve better results (their clients make greptegress in shorter times) and
those whose work brings significantly worse res(@giishi et al., 2003; Lutz et
al., 2007). Even when researchers made effortsitomize the impact of the
therapist on the outcome of interventions, it taroet that it was not therapeutic
techniques but, precisely, differences betweeraftists that predominantly de-
termined the effectiveness of psychotherapy (Sbagtirth-Cozens, & Stiles,
1989).

Wolfgang Lutz and collaborators (2007) analyzedadaincerning the thera-
pies of 1,198 clients who worked with 60 therapistsurned out that 8% of
variance in the outcomes of therapy was explainedlttich therapist a particu-
lar client saw. In the study by John Okiishi antleagues (2003), which covered
data collected from 1,841 clients and 91 therapistsas shown that therapists
differed dramatically from one another in the lewéleffectiveness. The clients
of the most helpful therapists (labelsdpershrinkk achieved considerable im-
provement in the shortest time. The clients of lbast effective therapists
(labeled pseudoshrinks experienced no positive change or even experience
a decline in their well-being despite remainingherapy for a long time. These
differences cannot be explained by the diversegsniess levels of the difficul-
ties that the clients experienced, since both slpmks and pseudoshrinks
worked with similar groups. Moreover, it turned dhat the therapists’ effec-
tiveness level was not related to any of the véemlulescribing intertherapist

! Following the assumption adopted in the presepepéhat the therapist's humanization of
the patient is a necessary (though not sufficientjdition for building a high-quality therapeutic
alliance and for empathizing with the patient's exence, we cite the results of research
concerning the significance of the above elemeritsthe therapeutic relationship to the
effectiveness of therapy, treating them as indiextience for the existence of a link between the
therapist’s humanization of the patient and thectifeness of therapy. We also wish to stress that
the assumption we adopted is an effect of theaetiflection. Further inference, making use of
knowledge from the field of social cognition, wikkad to considerable modifications of that
original assumption. The conclusions following froime reflections presented in this paper require
empirical verification, which we will return to ftiver in the article.



414 MONIKA TARNOWSKA, MIROSEAW KOFTA, KRZYSZTOF JEDLNSKI

differenes (these were: the type of training, thegth of training, theoretical
orientation, and gender). In this context, the §agstion seems to be what char-
acteristics of therapists determine whether paiton in therapy conducted by
them leads to desirable changes or just the ompdsita derterioration of the
client’s condition.

The study by Zuroff and colleagues (2010) shedesrasting light on this
problem. They discovered that what was responéirli¢he differences in effec-
tiveness between therapists working with clientifesing from depression was
the degree to which these therapists were percdiydteir clients as empathic,
genuine, and having a positive attitude. This kirficattitude on the therapist’s
part is strongly associated with the humanizatibolients — seeing them as hu-
man beings in the full sense of the term, showimtgrest in their beliefs and
experiences as well as respect and care. LambérBariey stress that it is im-
possible to distinguish between the influence efttierapist’s characteristics and
that of the therapeutic relationship on the outcarh¢herapy, since these two
elements are strictly interrelated (2002, p. 21heil review of research shows
that therapists who are effective in their work pezceived by their clients as
understanding, accepting, empathic, kind, and suppo Moreover, compared
with their less effective colleagues, these thatafdess often exhibit such nega-
tive behaviors as blaming, ignoring, or rejectimis is another argument sup-
porting the thesis that the therapist’'s orientatiowards building a relationship
with the client combined with the willingness todemstand him/her are condu-
cive not only to the humanization of the client {dfaytz et al., 2010) but also to
the effectiveness of therapeutic interventions.

The quality of the therapeutic relationship — aridherapeutic alliance in
particular — is an important aspect of psychothgratracting an increasing
amount of attention among scientists studying thetors that determine the
effectiveness of therapeutic activities (cf. eldarvath et al., 2011). Research
confirms the existence of a link between the thistapempathy and the quality
of therapeutic alliance, empathy turning out tonbere strongly related to the
therapist—client bond as an element of that alBath@n to elements concerning
agreement on the aims and methods of therapeutik (iliott et al., 2011,
p. 136). The researcher and at the same time agllexcpractitioner who was
the first to point out the importance of the quabtif the therapeutic relationship
to the success of the therapist’s interventions @Gad Rogers. He identified the
conditions that were necessary as well as sufficien the client to achieve
greater internal consistency in the course of thel@e., to experience internal
conflicts less intensely) and for the client’'s coadto evolve towards more ma-
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ture behaviors than those exhibited before the cenmement of therapy (Rog-
ers, 1992, p. 827). These conditions comprise, gnotimer things, the therapist's
genuinness, unconditionally positive attitude tadgathe client as a person, and
empathy with the client. Rogers gave his condititims status of hypotheses,
inviting researchers to verify them in the courgsaientific inquiries.

The invitation was accepted and resulted in nunsesbudies concerning, for
example, the link between the therapist’s empatid/the effectiveness of inter-
ventions, conducted in the 1970s and 1980s (ciotERt al., 2011). In the 21st
century, scientists directed their attention to thelogical basis of empathy,
which found expression in studies in the field efiroscience (cf. e.g., Batson,
2009). Currently, researchers are again interaatdlte relationship between the
therapist's empathy and the effectiveness of psydrapy, and meta-analyses
comprising numerous studies from this area show-thas Rogers predicted —
therapist’s empathy is a significant element ofeipful therapeutic relationship
(Elliott et al., 2011). It is worth mentioning ihis context that therapist's empa-
thy as evaluated by the client is a better prediofaherapy effectiveness than
therapist’s empathy as evaluated by an externadrebs or by the therapist him-
self/herself (Elliott et al., 2011, pp. 135, 14Research clearly shows that
clients do not differentiate between empathy arioelements of the relation-
ship associated with therapy effectiveness — the#luations of the therapist’s
empathy correlate highly with evaluations of théeex to which the therapist is
genuine and has a positive attitude towards tleatc(Elliott et al., 2011, p. 136).

Researchers currently exploring the relationshigvben therapist's empathy
and the effectiveness of therapy not only referetearch on psychotherapy but
also use the achievements of social neuroscienombiing the knowledge
generated in both areas, they distinguish three miaicesses that contribute to
empathic reaction to the interaction parter (Hlettal., 2011, p. 133). The first
one is the process of emotional simulation, in Wwhitements of the partner’s
physical experience are reflected in the person ishia contact with him/her;
this involves the activation of that person’s brammarily in the structures of
the limbic system. The second of the main procefisats condition empathic
reaction to a person is perspective-taking, whimfisists in adopting the interac-
tion partner’s perspective — in understanding hlois person may feel in a par-
ticular situation. What is characteristic of thimgess is brain activity in tempo-
ral cortex and medial prefrontal cortex — in thaserral regions that play an im-
portant role in the perception of people and iniaocognition, including the
formation of impressions of people, the understagdif other people’s beliefs
(mentalization), or the attribution of traits (Har& Fiske, 2009). The third of
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the processes connected with empathic reactidmetinteraction partner is emo-
tion regulation, thanks to which the person in acttwith someone suffering
copes with the distress caused by exposure to ufferiag of another, which

enables the person to summon up their own resowedsengage in helping.
This process involves the activation of brain sntes such as orbitofrontal cor-
tex or the inferior parietal cortex of the righthisphere.

It can be asked at this point whether empathiziith the client's experience
requires effort, knowledge, skills, and consciodegion of particular attitudes
on the therapist’s part — or perhaps, in some e at least, it is natural and
spontaneous. It is known that the emotional sinaaprocess does not occur in
every kind of contact and does not always triggetifgs similar to those expe-
rienced by the interaction partner (Batson, 2009%)p It can therefore be as-
sumed that the other two processes — taking teat®iperspective and the regu-
lation of one’s own emotions enabling active engaget in helping — are of key
importance to the quality of the therapeutic relaship. The literature on the
factors that foster building high-quality therapeutlationship highlights ther-
apist’s attitudes and behaviors that are manifiestatof both these processes.
Below, we briefly discuss these attitudes and $jpeoehaviors of the therapist.

Being attentive, nonjudgmental, and open to didogsthe subjects intro-
duced by the client — these are elements of theapist’'s attitude that make
him/her likely to be perceived as empathic (Ellettil., 2011, p. 143). A specific
behavior manifesting the above attitude is, fomepi®, encouraging the client to
explore their own experience by means of referenadbeir feelings. By con-
trast, clinician’s behaviors such as giving advicgerrupting, or avoiding eye
contact are associated with the therapist beingeperd by the client as nonem-
pathic (Elliott et al., 2011, p. 143). An empatthierapist is able not only to take
and understand the client’s perspective but alsadjost the degree to which
he/she reveals the empathic understanding to ibet'sl preferences: to individ-
uals who are suspicious, unmotivated, and hostileatds authorities, offering
distance in a relationship is more empathic thgwpettive and accepting com-
munications (Elliott et al., 2011, p. 146) The abogcommendation is a particu-
larly good illustration of the link between the tapist's empathy and the human-
ization of the client — expressing understandingtfe client is not a value in
itself but merely one of the ways in which the #pst takes into account the
individual perspective of the person he/she is waykvith.

Therapists open to contradictory feelings, sometisemming from coun-
tertransference, are perceived by their clientsiase empathic (Peabody & Gel-
so, 1982). In the moments when therapeutic alliateteriorates, which inevita-
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bly happen in the course of therapeutic work, wdtahulates the improvement
of the quality of the therapist—client relationsigphe therapist’s open and non-
defensive attitude to the client’'s expression afatrve feelings (Safran, Muran,
& Eubanks-Carter, 2011). Especially at the begigrontherapy, the client may
approach the therapist and the very idea of pshehnapy with reserve or even
with reluctance — also in that case the therapggisn and accepting attitude to
the client’s objections is of tremendous significarto the quality of the thera-
peutic alliance being formed (Horvath et al., 201.144).

In the literature on the work of clinicians, emphkais placed on the costs
borne by the person remaining in close contact alignts who have many diffi-
cult and even traumatic experiences behind thend¢BRadey, & Figley, 2007).
Attention is drawn to the need to develop a strateigcoping with these costs,
which in turn is connected with the third of thestwaprocesses described above,
associated with empathic reaction to the interacpiartner: the emotion regula-
tion process. The aim of this kind of strategyashsure that empathizing with
clients and commitment to helping lead above aBdtisfaction, not to the ther-
apist’s occupational burnout (Radey & Figley, 2007)

The literature on psychotherapy provides plentyvaluable information
about what attitudes a therapist should develop valnat skills, manifested in
specific behaviors in contact with the client, Hed should possess in order for
the therapeutic relationship being developed ta kebject—subject relationship,
conducive to the client’s achievement of positiveartges. One may have the
impression that it is impossible for a well-edudatnd constantly developing
therapist, who has his/her work supervised andivesepositive feedback in-
formation from the supervisor, to dehumanize thientl The literature on the
subject reveals that humanization, manifestinglfitee empathizing with the
client's experience and in the ability to build igtrquality therapeutic alliance,
is largely an effect of the therapist's professiamevelopment. In the course of
training, a clinician develops perspective-takils and learns strategies of
coping with his/her own emotions caused by contatit other people’s suffer-
ing. An inevitable element of this process, highjued by therapists, is super-
vised practice (Dyck & O’Donovan, 2003).

Naturally, the extent to which a trainee therasable to master the skills
necessary for building a cooperative therapeutationship with the client de-
pends not only on the quality of the training ahd kevel of the therapist's com-
mitment to his/her professional development bub @is the individual charac-
teristics he/she possesses when beginning to grémathe profession.
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Regardless of whether the humanization of the tiemssumed to be pre-
dominantly an effect of the therapist's individudiaracteristics possessed al-
ready before taking up professional training, amgrily a result of the knowl-
edge, skills, and attitudes acquired in the cowfs&aining, it seems that the
ability to build a subject—subject relationship lwite client as depicted in the
literature on psychotherapy is the therapist'sitatte. In this sense, for a well-
-educated therapist — aware of the principles ofgssional ethics, with helping
the clients as his/her main goal — it seems vilyuiaipossible to dehumanize the
patient. But is it really impossible? Rosenhanigdgt (1973) as well as media-
publicized cases of harmful behavior that therapigho had previously enjoyed
recognition in the community perpetrated towardsrtipatients contradict this
conclusion. While the common reaction of the pubdicases of this kind is out-
rage, the professional community frequently reaei$h surprise. Sometimes
there appear comments such as: “Therapists arehomhan and can make mis-
takes.” However outrageous such statements may seém context of the de-
bate on client abuse, they do highlight a cert&iviaus fact: therapists are sub-
ject to the same information processing phenomsraler people. They are not
free from cognitive biases, affecting the way tlwtgrpret information and the
kind of behavior they engage in in particular dit@s. The above observation
directs our search for possible causes of dehuratmizof the interaction part-
ner towards research concerning not psychotheramueh or the helping rela-
tionship but human functioning in general.

In what circumstances can a person perceive (aad)tthe interaction part-
ner as an object? Processes promoting the tendenmat others as subjects, to
empathize with them, to enter into relationshipghwhem, or the opposite — to
deny their status as human beings and their pesitharacteristics, have been
studied in social psychology for a long time (ckykens et al., 2000; Opotow,
1990; Bar-Tal, 1989; Tajfel et al., 1971; see alsofta, Baran, & Tarnowska,
2014; Tarnowska, Stawuta, & Kofta, 2012; Tarnowskal1; Kofta, 2009). It is,
therefore, in this area that we will look for arseser to the above question. We
believe that relating knowledge derived from reskan basic psychology to
therapeutic practice may help better understandddterminants of the thera-
pist's humanizing (and dehumanizing) treatmentefdlient.
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DETERMINANTS OF THE HUMANIZATION AND DEHUMANIZATION
OF THE INTERACTION PARTNER
— THE SOCIAL COGNITION PERSPECTIVE

What kind of processes can be triggered off whemethis an encounter be-
tween two people who have not known each otherrb@fbet us imagine a sit-
uation well known to clinicians: a client with appintment enters the office for
the first consultation. The conception proposedvayilynn Brewer (cf. Brewer
& Harasty Feinstein, 1999) concerning the formatdran impression of a per-
son posits that an impression can result from timdd<of processes: either from
focusing on specific characteristics of the perperceived as a separate, indi-
vidual being (so-callegerson-based impression formatjenor from perceiving
the person through the prism of the social catetfuey have been classified into
(category-based impression formatjoiThe mode of information processing is
chosen in a relatively early phase of contact. S#sake and colleagues (Fiske,
Lin, & Neuberg, 1999) emphasize that people spatdasly and automatically
(and thus outside conscious control) perform agmteation of the person they
are dealing with; what is more, this categorizai®mccompanied by a specific
affect towards the person — so-calkhema-triggered affecConsequently, we
can expect that, at the very sight of the clierieeng the office, the clinician in
the example will classify him to a particular sdaategory (e.g., teenage boys)
and experience positive or negative affect beingegoression of his personal
attitude towards that category (e.g., a liking tloe client rooted in his previous
experience in work with teenagers).

Many traits and characteristics may trigger socatlegorization processes,
which are then used for organizing and interpretimg subsequently obtained
information about the person. Which characteristexs/e as the basis of catego-
rization depends on the cognitive and social cdntgkhough some traits (such
as age, gender, or skin color) are privileged ia thspect (Fiske, Lin, & Neu-
berg, 1999). At the first contact, an evaluatiortr@ person’s importance is also
performed (i.e., of the degree to which they ateri#sting and/or significant to
the observer), which determines whether the obsamilbstick to the category-
based impression or shift his/her attention togéeson and analyze their char-
acteristics more carefully. Perceiving people amificant is linked with the
prediction of contact or willingness to establigbntact with them (enter into
a relationship with them) — individuals who areval be in some relationship
with the observer are perceived in a more indiViided way (Fiske, 1993).
Again, therefore, orientation towards entering iateelationship with the person
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emerges as a condition of interest in their indigidcharacteristics, including
their mental states (cf. Waytz et al., 2010). Letimagine that the clinician in
our example noticed, when inviting the teenagentlieto the office, that a man
with a parcel in his hands was approaching theptem@st. Having classified

that man into the category of “delivery man,” thimician immediately decided

that the category was not important to him at tlemmant and, stopping at that,
focused all his attention on the teenager entaliagffice.

Shifting attention to the person does not guaraintéiduation but merely
makes it possible. Individuation takes place whea initial categorization (in
our example: “a teenage boy”) is treated only as @fithe person’s attributes, to
which information about other characteristics idedi making up a fully indivi-
dualized picture of the person. We are then dealiity the way of forming an
impression of a person that Marilynn Brewer and ABwyHarasty Feinstein
(1999) refer to aperson-basedr bottom-up(from data to a cognitive represen-
tation): a representation of the person is graguadhstructed based on the ac-
quired data about that person, on the conclusiuatsfollow from these data, and
on generalizations. Alternatively, an impressionagperson can be constructed
on the basis of knowledge about the category tiemperson has been classified
into. This is a process that Brewer and Harastydtein refer to asop-down
(from stereotypical knowledge to data, categoryebasin which knowledge
about a category determines what one pays attetgionow one interprets in-
formation, and in what way one acquires new datatthe person. New infor-
mation is adjusted to the knowledge about the cayedghe observer seeks con-
sistency between the information acquired and stgpécal knowledge (Brewer
& Harasty Feinstein, 1999).

Both modes of processing may be thorough — it isthe case that one of
them involves a predominance of automatic proceasdshe other one consists
in conscious and careful collection of data. Battategies of constructing an
impression of a person may involve meticulous @b of information. In the
case of forming an impression based on initial gateation, this consists in
relating the data concerning the person to the kewbye about a prototypical
representative of the category, identifying incetesicies between the informa-
tion acquired and the knowledge about the categony,— as a result — develop-
ing an individualized impression of the person aseanber of a particular social
group. Still, it is stereotypical knowledge thatlvimfluence the manner of col-
lecting data about the person (and, consequehttypbtained data themselves).
One then devotes more attention to information ected (consistent or incon-
sistent) with stereotypical knowledge and rememlitebetter, and it is mainly
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such information that the general impression oés@n is based on. Information
unrelated to knowledge about the category is owv&dd, less well remembered,
and less often included in the general represemtaif the person. The ready
representation is linked in the observer's memoity wnowledge about a par-
ticular category (the person is remembered as &y/petor a specimen of the
category). If the clinician in our example constaedthis impression of the teen-
age client in this way, he could, for example shig @after the meeting: “For
a teenager, Janek is very reflective — he willmake a decision hastily but rath-
er consider the possible consequences of eacholiar quite a long time.”
A prototypical representative of the “teenage bogategory is, according to the
clinician’s knowledge, rather impulsive. Conseqlgrthe therapist paid atten-
tion to the information that was inconsistent witie stereotypical knowledge
and remembered it well. At the same time, in thecpss of forming an impres-
sion of his client, he might have omitted thoseadhtit were not connected with
his knowledge about the “teenage boys” category (@hich might have been
diagnostically significant). Such reliance in th@gess of impression formation
on the knowledge about the category that the penssrbeen classified into sets
the limits within which data is acquired — the marss of interest not as a unique
individual but merely as a representative (specjnafna particular category,
which, naturally, may lead to partial dehumanizatio

For the above reasons, person-based impressioratiormis a much more
recommended strategy in the clinical context. Wigth stressing, too, that this
process does not guarantee proper acquisitionfafmiration about the client, as
it may be very superficial. A case in point is gwcalled halo effect, in which
the first pieces of information of particularly g or negative significance
influence the formation of expectations concerrtimg person, thus determining
the further seeking of data and, consequentlygdreeral impression of the per-
son. However, careful collection of person-reladeda leads to the formation of
a complex and at the same time integrated reprats@mt which may comprise
contradictory elements (Brewer & Harasty Feinst&é®09). This way of forming
an impression of a person is the most likely touoaghen the relationship be-
tween the observer and the observed is markedrbggsinterpersonal orienta-
tion — that is, when the relationship itself is wnfant to the observer (who is
personally involved in it), not when the main aifntioee encounter is to collect
information about the person. The higher the I®falloseness, the more willing
people are to build an impression based on pemsiated information, not on the
knowledge about the category that the person bsltmgPerceived community
of goals, perceived similarity, and perceived cheses, as well as willingness to
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invest in the relationship — these factors are ooivé to humanization (Kofta
& Stawuta, 2011; Brewer & Harasty Feinstein, 19€%otow, 1990; Bar-Tal,
1989).

And what is it that fosters category-based impmsformation? This type of
impression formation process is promoted by a 8dnan which belonging to
a particular category is evident and perceived, fivefore there is an opportunity
to see the person as an individual rather thangsss member of the category
(e.g., presence or absence of a doctor’s lab osi&de the ward in a psychiatric
hospital). What also strengthens the perceptica mérson in terms of a category
they have been classified into is a situation iniclwhdivision into categories
involves the observer’s self and leads to spedifytine category that the ob-
served person belongs to as distinct from the cayettpat the observer identifies
with (Us vs. Them categorization). The already silasesearch in social psy-
chology proves that people automatically (noniriaratlly) evaluate as well as
treat those individuals better whom they considerbalonging to their own
group better than those classified as memberddfeaent group, even when the
division into groups is based on an artificial @ribn introduced exclusively for
the purposes of the experiment (cf. e.g., Tajfehlet 1971). Another circum-
stance conducive to category-based perceptiorpefson is a situation in which
the person is classified into a category that gfisoistands out against others
(e.g., into a minority group).

In everyday interactions, the categorization teogigorevails over the indi-
viduation tendency, since using a category givesdiserver immediate access
to useful data (concerning the appropriate affectognitive, and behavioral
reactions to the person encountered) with a mininoficognitive effort (Fiske,
Lin, & Neuberg, 1999). It is therefore worth stiegsthat perceiving others in
terms of social categories is a natural procesispensable to social function-
ing. At the same time, it is known that categoiatdistorts information pro-
cessing and imposes a certain orientation on ftprdmotes limited search for
data (the information collected is that which refey stereotypical knowledge),
confirming initial assumptions, and omitting infaation unrelated to knowledge
about a given category (cf. e.g., Rudman & Borgi95).

Individuation requires resources of attention, timed motivation to study
the person’s characteristics carefully. With limditattention resources, even
strong motivation to form an accurate impressiondssufficient, and so people
fall back on categories. Noise as well as anxietymeental noise” limit attention
resources and hinder individuation (Fiske, Lin, &u¥erg, 1999). In this con-
text, it becomes understandable that a well-eddazieician, motivated to help,
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may perceive his/her client through the lens ofaatipular category due to
a considerable (and situationally determined) btndin of his/her own cognitive

resources. As we have pointed out earlier, shiftitigntion to the person (mak-
ing a decision about the person’s high level ofidigance to the observer and
devoting time to collecting information about thed@es not guarantee individu-
ation because it may only result in a confirmatainthe initial categorization

(so-called confirmatory categorization) or in rexgirization. The clinician in

our example collected information about the teerdigat all the time relating it

to the “teenage boys” category and, as a resutgtegorized his client as an
“atypical” representative of the category of teesrag

The factors that cause a greater tendency to cotfie initial categorization
include threat to self-esteem (to the self or ® ghnoup one belongs to) and the
need to justify one’s privileged position (FiskanlL& Neuberg, 1999). More-
over, individuals in a power position are less grom individuation with regard
to those whom they perceive as lower in rank. Adddlly, a high level of the
need for domination is linked with a lack of desiepay attention to others
(Fiske, 1993). These conclusions refer particularlthe therapeutic relationship,
which is, by definition, an asymmetrical one, wilie clinician positioned in the
role of an expert — the superior role — and thentlas the party “seeking assis-
tance” and thus — at last to some degree — in iéigroinferior to that of the ther-
apist. This very fact constitutes a risk factoregards the therapist's willingness
to individuate the client. If this is combined withe hostile attitude on the part
of the client, who accuses the therapist of indiffeness and questions his/her
competence, then the outcome is a simultaneouatttoeself-esteem. The client
could additionally doubt in the value of psycho#qmmr and psychology as
a scientific discipline, which would be a threattt® group that the therapist
probably identifies with strongly. This kind of s#tional context would thus
increase the tendency to dehumanize the clientcassify him/her as “nonco-
operative” or “unlikely to recover”; it could leatie therapist to unintentionally
adopt an attitude towards the client that wouldeditonsiderably from his/her
desired humanizing attitude.

The above example is not meant to present the datigation of the inter-
action partner as an inevitable consequence ofifgpsituational determinants.
Rather, it is intended to show how some situatifeztors — not necessarily the
clinician’s general, stable characteristics — materfere with the therapist's
willingness to build a subject—subject relationshiph the client. To conclude,
professional preparation and willingness to heipanly necessary but not suffi-
cient conditions of perceiving the client in a humaay. In the further part of
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the article we propose recommendations for clinpraktice, aimed at strength-
ening the subject—subject relationship betweenhbrpist and the client, taking
into account both the context of research on psyerapy and the conclusions
that follow from research in the field of socialeition.

RECOMMENDATIONS FOR CLINICAL PRACTICE
AND PROPOSALS CONCERNING THEIR EMPIRICAL VERIFICATI ON

Therapists categorize of their clients not onlyoauatically, as part of the
process embedded in every kind of social interactiut also consciously, in
order to formulate a so-called case conceptuatimatiVhat kind of difficulties
does the client experience? What psychological @m@sim underlies them?
What factors that give rise to difficulties candistinguished in the client’'s cog-
nitive, emotional, and behavioral functioning? \With this kind of categoriza-
tion, a therapist would not be able to formulateliprinary recommendations for
the client or decide on which interventions canused during the therapeutic
contact. In this sense, the client is not only gcpslogical subject that the
therapist enters into contact with but also an abgé the clinician’s cognition.
Conceptualization consists in classifying the dlgewlifficulties into particular
categories (e.g., the category of mental disorttetthe client suffers from) and
in explaining his/her functioning as an effect @rgcular cognitive-affective
schemas, which allows, for instance, to predictdlient’'s reactions to specific
types of intervention. Conceptualization identiftbg client’s limitations in the
sphere of experience (when it concerns, e.g.cdiffies in experiencing positive
emotions in a person suffering from depression) agency (e.g., when it de-
scribes the factors that determine the existeneep#rson’s egodystonic charac-
teristics); it is therefore a way of thinking abdlie patient that apparently seems
to compete with mentalization processes (cf. Waytl., 2010). Is it really legit-
imate to perceive formulating a conceptualizatienaa activity that interferes
with the humanization of the patient?

Shari Geller and Leslie Greenberg (2002) convingirtgscribe the condi-
tion, overriding Rogers’s triad, that the theragisbuld meet in contact with the
client: presence. The therapist's presence consisthrecting attention to the
uniqueness of the client's experience while at fane experiencing him-
self/herself as a separate whole. It requires tipension of expectations and
knowledge concerning diagnostic categories — sbtttetherapist can focus as
much as possible on the client’s unique experiembe. level of the therapist's
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presence as rated by the client turned out to lygpeel prognostic validity —
clients reported a high quality of therapeuticaalte and positive changes fol-
lowing those sessions during which they had a sehs$ee therapist's presence
(Geller, Greenberg, & Watson, 2010).

Is it possible to reconcile the task of creatingoaceptualization and moni-
toring the effectiveness of interventions with falimanization of the client and
with building a cooperative relationship in whichet client is regarded as
a unique individual rather than perceived in tewhsliagnostic categories? It
seems very useful in this context to turn to phlufdsy — to Martin Buber’s fa-
mous| and Thou(1992). Buber says that a person’s first “word’his “I” but
“I-Thou” — a relationship. Pure relationship is plgnremaining in a relationship
— coexistence. If one starts to examine the otleesgn, change them, or use
them for a purpose (also: take advantage of thém)y the word “I-Thou” be-
comes “I-It.” The “I-It" relationship is a dehumasid contact, indispensable not
only in the process of semantic cognition but afsthe process of planning and
proposing specific changes. The “I-It" relationsligptherefore fully justified.
For instance, taking the client's medical histaapd thus performing categoriza-
tion), giving the client a task to do at home, oogmsing a particular technique
are examples of moving away from “pure” “I-Thou'latonship. Buber even
says that it is impossible to function in an “I-THaelationship permanently,
but it is, unfortunately, possible to function pamently in an “I-It” relationship.

What can prevent the humanization of the clierthes therapist's anxiety —
a sense that his/her privileged position in thatiehship is not justified because
he/she does not feel like an expert but rather #ikeelpless observer of the
client’s difficulties, which in turn threatens tloéinician’s self-esteem. In con-
trast, the ability to construct conceptualizatiombich leads to making conscious
decisions concerning one’s own competence to watlik s particular person, is
an important security factor. A therapist who adsishe client to turn to another
clinician, knowing that work with that person isybed his/her competence, not
only acts in keeping with the principles of professl ethics but also cares for
the comfort of his/her own work. A therapist who,the course of work with
a client, is able to assess all changes in thentchs they occur and design
his/her interventions accordingly (which requireakmg the client an “object”
of cognition) makes it more likely for therapeutiontacts to end in success. At
the same time, the success of therapy must nobdé¢herapist’s goal in itself.
A situation in which the success of therapy becomhestherapist's dominant
goal should be a kind of warning signal and indtreetherapist to reflect. This
kind of personal goal on the therapist's part fitjly emerges in response to
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helplessness and a threat to self-esteem, whickaapp the course of work with
a person experiencing serious difficulties, noediog despite prolonged thera-
peutic work.

What therefore seems crucial is therapists’ abildyswitch between two
modes of processing information about the cliehumanizing and dehumaniz-
ing, based on the comprehensive, holistic percepdioa person and based on
reference to specific analytic categories. A claricshould be able to build con-
tact and adopt an empathic attitude of acceptamwarts the client as well as
analyze and structuralize information about thergliwhen planning interven-
tions and monitoring their effectiveness. Beinghbah expert and a partner in
a relationship is an extremely difficult and stiafntask, emotionally as well as
cognitively. In this context, recommendations canogy therapists’ care for
their own condition (e.g., by ensuring appropriatarkload and sufficient time
for rest, by investing in their own developmentd dry taking advantage of su-
pervision) acquire special importance; negligemcthis area may lead to serious
mistakes in practice, such as dehumanization ofctiemt, which is prevented
neither by professional training alone nor by yaHrexperience.

Emphasis in the training of psychotherapists shbelghlaced on both of the
above elements important for the therapeutic wtatiip. Proficiency in formu-
lating conceptualizations and planning interverdiaas well as the ability to
adopt the client’s perspective and empathicallystdjo his/her needs both seem
to be indispensable to the possibility of buildiagubject—subject relationship,
contributing to the client's achievement of pogstishanges. Relating the above
idea to knowledge about the determinants of meratdin, it can be assumed
that the most general precondition of the humaitnadf the client is willing-
ness to build a relationship with them — so that alility to explain their be-
havior thanks to well-constructed conceptualizatioes not exclude or compete
with mentalization processes in the context of ttherapist’'s motivation to un-
derstand the client’s actions. At the same timwel-constructed conceptualiza-
tion facilitates adopting the client’'s perspectj\ier example by making it possi-
ble to perceive the client's behavior as a consecgef his/her earlier expe-
rience. A person who has many times experiencegttiop from significant oth-
ers expects rejection in the relationships thashe/regards as valuable; such
a person may therefore express mistrust or hgstidivards the therapist — and
the more so the more important the therapeutidiogiship becomes to them.
Understanding this enables the therapist to empathith the client; it reduces
the risk of perceiving such a client as “noncoopeed and a “difficult case,”
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thus protecting the therapist's motivation to budldelationship with the client
and, consequently, to humanize him/her.

In conclusion, we believe that formulating a cortaafization is not an ac-
tivity that competes with the humanization of tHeert. On the contrary: it is
a manifestation of professional objectification danstood as interpreting a per-
son’s functioning through the prism of knowledgeatbcategories — e.g., diag-
nostic categories and cause-end relationshipgaat partly abstracting from the
person’s self-agency and capacity to experienceyva¥er, this kind of profes-
sional objectification might actually enable undensling the client as a fully
functioning person, with resulting humanizationtbé client in the therapeutic
relationship (e.g., by creating conditions condacte the therapist's positive
attitude towards and empathy with the client asl wsl increasing therapist’s
tolerance for the difficulties that inevitably aigh the therapeutic relationship).
Conceptualization thus might foster the therapistlingness to build a subject—
—subiject relationship with the client, and sucHimginess seems to be a precon-
dition of successful therapy. As Antongpinski writes: “Other people’s mental
states can therefore only be learned on the plafamimization,’ i.e., of a living-
to-living relationship, . . . a subject-to-subjeelationship” (1989, p. 16). On the
other hand, he adds: “A psychiatrist must not fordpat he/she is a doctor,
a naturalist by education, and should maintainrtagedistance from emotional
reactions, both their own and the patient’'s. Thaysimas it were, create a third
party, an ideal observer following both their owndahe patient’'s psychological
reactions. This third, fictional observer is pretysa psychiatrist and a naturalist,
observing the examiner and the examinee withouttiema involvement, treat-
ing their experience as an object of study. Thditglib maintain balance be-
tween the animist and naturalist attitudes detezmihe outcome of both exami-
nation and treatment” (p. 21).

The conclusions formulated above require empinigaification. Research
on psychotherapy has a serious ethical limitattomwever: it would be unac-
ceptable to refer clients, on the one hand, toaghiets who focus exclusively on
creating conceptualizations as well as planning iamglementing interventions,
and on the other — to clinicians using only thagerventions that aim at strength-
ening contact and achieving an empathic understgndi the client, in order
to verify the hypothesis that neither of these madons alone leads to lasting
positive change being achieved by clients. A pramgislirection seems to be the
analysis of methods employed by those therapists stnd out as particularly
effective — those that Okiishi and colleagues (2008uld classify as “super-
shrinks.” An interesting research question seentsettiow much attention they
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devote in their work to humanizing and objectifyittte client. A method of
analysis that could prove useful in this contexiesps to be the grounded theory
method (Charmaz, 2009), allowing to formulate beyachtegories found in ana-
lyzed communications without their preliminary ceptualization.

Another research direction to follow in verifyingiorecommendations for
practice could be based on using the simulatedtctreethod, common in medi-
cal contexts but not in the context of traininguhét psychotherapists (cf. Za-
lewski, Filipiak, & Tarnowska, 2012). In this cagbe research question would
concern whether or not a clinician working undeahestrain (both cognitive
and emotional, generated, for example, by a thieaelf-esteem) would differ
significantly from a clinician working in neutrabnditions in terms of the hu-
manization of the person playing the role of ardlif he person playing the role
of a client could in turn evaluate the cliniciantarms of the extent to which
he/she was present and empathic during the meatiddo what extent a coop-
erative relationship was built. The research qoestive propose and the ways of
operationalizing them are open-ended suggestiodsaaninvitation to debate.
Our aim has been, above all, to provoke reflectiarthe factors that influence
the therapist’'s humanization and objectificationtloé client as well as on the
role of these factors in the process of psychofhera
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