The results of the current study (Callahan et al.) provide further support to the emerging literature indicating that clients’ pretreatment expectations have prognostic significance. The association of client expectancies to premature termination is particularly notable for expectations concerning treatment length, because most clients expect therapy to be relatively brief (Pekarik, 1991). The literature suggests that clients expect a recovery rate (line A in Figure 1) that is significantly faster than recovery rates typically evidenced in outpatient settings (lines B and C) and, in particular, psychology training clinics (line D). In light of consistent reports that clients rarely attend more treatment sessions than they originally expect (Mueller & Pekarik, 2000; Pekarik, 1991; Pekarik & Wierzbicki, 1986; Scamardo, Bobele, & Biever, 2004), the discrepancy between client expectations and the necessary duration of treatment is problematic. 
When expectations are not met, clients may become dissatisfied and terminate a potentially effective treatment (Swift & Callahan, 2008; Swift & Callahan, 2010). Such a high rate of premature termination negatively impacts opportunities for clinical research and slows advancement of knowledge needed to advance the field. Corresponding losses may also be seen with respect to training. In particular, trainees may not acquire sufficient opportunities for learning unique skills and competencies associated with middle or late stages of treatment (Spruill, Rozensky, Stigall, Vasquez, Bingham, & Olvey, 2004) when so few clients engage in treatment long enough to reach those stages. Perhaps needless to say, decreasing the rate of premature termination within training clinics is especially beneficial to the clients who seek services in these settings. The efficacy and effectiveness of psychotherapy has been well established (e.g., Lambert & Ogles, 2004; Wampold, 2000). 
We suggest that trainee clinicians be specifically educated regarding the importance of client expectations of treatment effectiveness and duration and taught how to (1) inquire, (2) evaluate, and (3) respond purposefully. With respect to inquiring about client expectations, both formal and informal methods are feasible. Informal inquiry about these expectancies can be made during trainee’s initial contact with each client (i.e., intake or first session). This may optimally segue from a brief role induction explaining to the client that sessions are typically 50 minutes in length and held on a weekly basis. For example, the trainee may inquire, “How many sessions do you expect will be needed to address your concerns?” More formal inquiry, and consideration of a broader range of client expectancies, can be accomplished via administration of standardized self-report measures. A promising measure is the Milwaukee Psychotherapy Expectancies Questionnaire (MPEQ; Norberg, Wetterneck, Sass, & Kanter, 2011), which efficiently inquires about multiple types of expectancies. Developed within a psychology training clinic, this freely available, public domain measure appears to have good psychometric properties (Aubuchon-Endsley & Callahan, in press; Norberg, Wetterneck, Sass, & Kanter, 2011). Alternatively, for those already using the OQ package implementation of the tools associated with the Assessment of Signal Clients in the OQ system may be an option. However, to date, there are no studies of these tools in training clinics.  
Trainees also need to be taught to evaluate, in real time, the expectancy responses they elicit from clients. The question that trainees should be asking themselves is essentially, “is this expectation realistic?” Realistic expectations serve an adaptive purpose that foster positive outcomes (for clients, trainees, researchers, and the public at large). Discussing how one might make a determination of what constitutes realistic expectations for the duration of treatment would be an excellent topic in either individual or group clinical supervision, as the “right” answer likely takes many forms and reflects a variety of client variables (abuse history, comorbidity, legal issues, etc.), therapist variables (e.g., a particularly effective/ineffective clinician), setting variables (does the clinic close between semesters?), and intervention variables (e.g., manualized treatment package of a pre-determined length). It might not be reasonable of supervisors though to expect that beginning trainees simultaneously consider all of these possibilities as they interact with their client in that initial contact. Thus, as a heuristic, we suggest trainees be encouraged to listen for expectations of treatment duration that fall outside the range of 13 to 18 sessions. 
The broad psychotherapy dose-effect literature supports this range (for a review, see Hansen, Lambert, & Forman, 2002), but there is also expectancy-specific literature that suggests this range may be considered adaptive for most clients. As noted by Swift and Callahan (2008) clients who expect to recover more quickly may be rapidly disappointed and not remain in treatment long enough to experience gains. Similarly, clients with expectations beyond this range may also be high risk for poor treatment outcomes; while such clients are willing to stay in treatment a long time, they will likely not improve much (Hansen, Lambert, & Forman, 2002; Lambert, Hansen, & Finch, 2001). Taken together, it appears that there may be a sweet spot for expectations of treatment duration…long enough to do the work, but not so long that there is insufficient press to get to work. Although looking at role expectations, rather than duration expectations, there is some support in the existing literature for the general idea of an expectancies sweet spot. A recent report found that clients in a psychology training clinic whose total score fell outside of an identified adaptive range on the Psychotherapy Expectancy Inventory-Revised (PEI-R; Rickers-Ovsiankina, Geller, Berzins, & Rogers, 1971) were seven times more likely to prematurely terminate treatment compared to patients obtaining scores within the adaptive range (Aubuchon-Endsley & Callahan, 2009).
Finally, trainees should be taught to respond purposefully to client expectancies via validation, accommodation, or modification. If the client’s expectancies are deemed to be realistic, the trainee can simply validate the client’s expectations and segue to other areas (i.e., “Okay, that sounds reasonable. Most clients find that they have reached their goals within about that many sessions. We’ll check your progress each week to be sure you are on track with that timeline.”). If the client’s expectations for treatment duration are not realistic, then the trainee must decide whether they will try to modify versus accommodate the client’s expectations. A variety of considerations may weigh into the decision to modify versus accommodate a client’s treatment duration expectations and, again, we encourage a more comprehensive discussion of these considerations within supervision. As an exemplar though, if a distressed student presents for services following spring break and will be moving home for the summer it may be best to try and accommodate the client’s expectation that the course of treatment will last 6-8 sessions. The trainee clinician might instead talk with the client about modifying their expectations regarding the scope of treatment (e.g., focusing specifically on an effective treatment of their insomnia rather than resolution of a broader range of other distressing symptoms). More typically however, it may be useful to simply converse with the client about the possibility of modifying their duration expectations. The current study design did not lend itself to an in depth examination on the modification of client expectancies, though the pretreatment communication used in our procedures may be used for that purpose. The pretreatment communication in the current study was drawn from a published study focused on modification of patient expectations for treatment duration (Swift & Callahan, 2011). As shown in Figure 2, brief pretreatment communication of information (PCI) regarding treatment duration can be highly effective in modifying client expectations and  (
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)dramatically reduce the rate of premature termination. 
Figure 1. Clients’ recovery rate expectations, as compared to observed dose-effect recovery rates. Figure is reprinted with permission from Swift and Callahan (2008, p. 584) who adapted data from Lambert, Hansen, and Finch (2001, p. 164), Kadera, Lambert, and Andrews (1996, p. 143), and Callahan and Hynan (2005, p. 67). 
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Figure 2. Impact of pretreatment communication of information pertaining to expectancies on client retention (data are adapted from Swift & Callahan, 2011).
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significantly greater than the observed recovery rates for psy-
chotherapy.



Further, one-sample t tests were conducted to determine whether
participant expectations differed from the recovery rates in a
training clinic setting. Callahan and Hynan (2005) found 8 sessions
to show an 8% recovery rate and found 26 sessions to show a 31%
recovery rate. In contrast, participants expected 8 sessions to have
a 61.62% recovery rate and expected 26 sessions to have a 77.39%
recovery rate, again indicating a significant difference at both the
8-session point, t(107) ! 22.86, p " .001, d ! 2.20, and the
26-session point, t(108) ! 19.37, p " .001, d ! 1.86. Kadera et al.
(1996) found 4 sessions to show a 7% recovery rate and found 8
sessions to show a 22% recovery rate. Again, participants’ expec-
tations were significantly greater at both the 4-session point,
t(107) ! 22.21, p " .001, d ! 2.14, and the 8-session point,
t(107) ! 16.89, p " .001, d ! 1.63. In general, it was observed
that participants’ expectations for treatment recovery rates (per-
centage of clients expected to recover) were significantly higher
than actual recovery rates across studies and settings. These re-
covery curve comparisons can be viewed in Figure 1.



Study 2: Altering Expectations



Study 1 indicated a discrepancy between expectations and the
actual effectiveness of psychotherapy as reported by the dose–
effect literature. Study 2 was designed to replicate the expectations
found in the previous study and to examine the possibility of
decreasing the discrepancy through client education.



When considering role expectations, previous studies have in-
dicated that role induction or training prior to treatment can de-
crease the rate of dropout among clients (e.g., Orlinsky, Grawe, &
Parks, 1994; Scamardo, Bobele, & Biever, 2004; Walitzer et al.,
1999; Zwick & Attkisson, 1985). It is thought that education in this
area decreases the rate of dropout by shifting expectations to be
more similar to what actually happens in psychotherapy (Reis &
Brown, 2006). It would follow that education in the area of
treatment effectiveness may also shift expectations to be more
similar to the actual effectiveness of psychotherapy, thus further
decreasing treatment dropout.



This hypothesis was studied by Reis and Brown (2006), who
examined whether dropout could be decreased by discussing treat-



0



10



20



30



40



50



60



70



80



90



100



1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26



Number of sessions



R
ec



ov
er



y 
ra



te
pe



rc
en



ta
ge



Expected recovery rates with 95% confidence interval error bars Lambert et al. (2001) observed recovery rates



Kadera et al. (1996) observed recovery rates Callahan & Hynan (2005) observed recovery rates



Figure 1. Expected recovery rates compared to observed dose–effect recovery rates. Data are adapted from
Lambert et al. (2001, p. 164), Kadera et al. (1996, p. 143), and Callahan and Hynan (2005, p. 67).
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