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ABSTRACT 

The aim of this study was to investigate psycho

therapist characteristics related to the A-B therapist type 

distinction. Several studies by Whitehorn and Betz demon

strated that therapists who were relatively successful with 

schizophrenic patients (A therapists) and therapists who 

were relatively unsuccessful with schizophrenic patients (B 

therapists) differed on a number of dimensions. Further, 

Whitehorn and Betz found that these therapist types could be 

reliably identified using particular items from the Strong 

Vocational Interest Blank., Using these items, they con

structed an A-B Scale. 

During the last fifteen years, there have been nu

merous therapy outcome and process studies utilizing the 

Whitehorn-Betz A-B Scale, or revisions of it. The findings 

of these studies are unclear and often contradictory, and 

many employ imprecise methodology. Thus, while the A-B 

Scale appeared to be measuring something related to therapy 

outcome, there was no clear picture of what was involved in 

the A-B distinction. 

A review of the A-B literature revealed a dearth of 

studies investigating demographic and personality variables 

in relation to A-B type. This was particularly surprising 

since Whitehorn and Betz repeatedly hypothesized a link 

viii 
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between therapist personality and A-B type. In this study 

the following variables were investigated in relation to A-B 

status: age of therapist, experience of therapist, educa

tion of therapist, sex of therapist, therapist type, thera

peutic approach, locus of control, dogmatism, social 

desirability, therapeutic orientation, and clinical success. 

Twenty graduate students in clinical psychology, 20 

professional psychotherapists, and 10 experimental psycholo

gists were randomly selected and administered a test battery 

consisting of a personal data sheet, Whitehorn-Betz A-B 

Scale, Therapist Orientation Scale, Dogmatism Scale, Locus 

of Control (Internal-External) Scale, and Social Desirabil

ity Scale. Comparative analyses were performed using anal

yses of variance, t-tests, and chi square analyses. In 

addition, Pearson correlation coefficients were computed for 

A-B scores and other quantitative variables. 

Results indicated that the following variables were 

not related to A-B type: therapist age, therapist sex, psy

chologist type, therapeutic orientation, and self-reported 

clinical success. While clinical experience, therapeutic 

approach, and dogmatism were also not significant, the fol

lowing trends were noted: A therapists tended to be less 

experienced, more insight-oriented, and less dogmatic than 

B therapists. In addition, for some groups of therapists, 

it was found that A therapists answered significantly less 

socially desirable and perceived themselves more internally 
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controlled than B therapists. Also, A's were significantly 

higher than B's in educational level. Since the clinical 

success criterion did not replicate previous findings of the 

validity of the A-B Scale, additional analyses were performed 

to determine whether the success criterion was related to 

the therapist variables. The results of these analyses were 

essentially negative, leaving room for doubt concerning the 

validity of the success criterion employed in this study. 

The results of this study contributed very little to 

clarifying the elusive A-B distinction. However, there was 

evidence that A-B is too broad a distinction to effectively 

answer the question, "Does psychotherapy work?" In this 

study, when therapists were divided into specific subgroups, 

more significant results were obtained. Therefore, it was 

concluded that more specificity in terms of who, what, when, 

where, and how is necessary for effective outcome research. 

In addition, it was suggested that further correlational 

studies of A-B type not be pursued until new validation 

studies are attempted using multiple outcome criteria. 



INTRODUCTION 

Whitehorn and Betz (1954) originated a concept of 

differential personal characteristics of psychotherapists 

who were more likely to be successful or less likely to be 

successful with schizophrenic patients. They designated 

them respectively A or B therapists. In later studies, 

Whitehorn and Betz (1960) developed an objective scale based 

on differential scales of the Strong Vocational Interest 

Blank which significantly differentiated A from B thera

pists. This scale and its revisions have been widely used 

for a range of recent investigations of therapy process and 

outcome. 

In reviewing research on the A-B variable, Carson 

(1967) concluded that there is good reason to regard it as a 

variable which determines events of considerable signifi

cance in psychotherapy. More recently, Truax and Mitchell 

(1971, p. 300) commented on the A-B research: 

. . . the findings are often contradictory, but 
there seems to be a thread running through these 
studies suggesting that there is "something" about 
A and B therapists that leads to positive change in 
some kinds of clients, but that we have no idea what 
the A-B categories actually measure nor what there 
is about these categories that lead to client change. 

The aim of this study was to investigate some of the thera

pist characteristics that might be related to the A-B dis

tinction in order to better understand it. 

1 
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Definitions 

Several terms used in this paper are in need of 

clarification. As commonly used, the terms "A therapist" 

and "B therapist" may refer to categories based on actual 

clinical criteria (i.e., success rates) or test criteria 

(i.e., scores on the A-B Scale). The original A-B distinc

tion made by Whitehorn and Betz (1954) referred directly to 

clinical success ratesj therapists whose success rate with 

schizophrenic patients was 67 percent or greater were called 

A therapists while less successful therapists were desig

nated as B therapists. Several subsequent studies (Campbell 

et al. 1968, Draper 1967, Kemp and Stephens 1971, Whitehorn 

and Betz 1957) have also used outcome criteria to categorize 

therapists as A or B. Since the construction and validation 

of several A-B scales (Campbell et al. 1968} Kemp 1966; 

McNair, Callahan, and Lorr 1962; Whitehorn and Betz 1960), 

however, most A-B studies have relied on test scores to de

termine the A-B status of therapists, since this method is 

much simpler and less time-consuming. 

The two procedures certainly overlap, since the A-B 

scales are based on the clinical criteria. However, there 

appears to be some variability in the extent of this overlap 

(i.e., their validity). Even the most valid scales are not 

able to predict with 100 percent accuracy which therapists 

are successful and which are not (Kemp and Stephens 1971). 

There are also significant disagreements in A-B therapist 
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classification among the different versions of the A-B Scale 

(Kemp and Stephens 1971, Stephens and Astrup 1965). That 

isi they are not reliable between themselves. 

For the purpose of this paper, unless otherwise 

noted, A and B refer to distinctions based on test scores. 

The terms "clinical A*s" or "clinical B's" will be used to 

refer to distinctions based directly on clinical success 

rates. 

The term "psychotherapy" is used throughout this 

paper. As Sundberg and Tyler (1967) noted, complex and 

elaborate theories of psychotherapy have arisen, and no one 

definition is adequate. Most of the A-B studies reviewed 

did not define what was meant by psychotherapy. In this 

paper, psychotherapy will be used to refer to treatment of 

so-called mental disorders through the application and use 

of psychological principles and techniques, generally in a 

face-to-face situation. 

A clarification is also needed regarding the use of 

the terms "schizophrenic" and "neurotic" in this paper. Use 

of these terms reflects the terminology of the studies re

viewed, and is based on general clinical usage in diagnosis; 

it in no way intends to imply that these are meaningfully 

precise labels for homogeneous patient groups. On the con

trary, patient uniformity has been described by several 

writers (e.g., Kiesler 1966, Razin 1971, Strupp and Bergin 

1969) as an assumptive myth. They describe patient 
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categories as being markedly heterogeneous on innumerable 

dimensions, such as premorbid adjustment, severity of ill

ness, and symptomatology. 

Finally, although the A-B dimension was originated 

as a therapist variable, it has been applied to numerous 

categories of individuals, under the assumption that A-B is 

an individual difference measure manifested in the general 

population and generalizable to professional therapists. 

Some of the groups that have been studied are college under

graduates (Carson, Harden, and Shows 1964), graduate stu

dents (Segal 1970), medical students (Kemp 1969), interns 

(Draper 1967), psychiatric residents (Kemp and Carson 1967), 

psychologists (McNair et al. 1962), psychiatrists (Beutler 

et al. 1973), social workers (Berzins, Ross, and Friedman 

1972), hospitalized patients (Margaro and Staples 1972), 

alcoholics (Nerviano 1973), and mothers of enuretic children 

(James and Foreman 1973). In this paper the term "therapist" 

is loosely used to refer to any individual providing some 

form of psychotherapeutic treatment in a professional set

ting, regardless of his professional or educational status. 

Development of the A-B Concept 

This section reviews the need for specificity in 

psychotherapy outcome research, the Whitehorn and Betz 

studies, and replications of the Whitehorn-Betz studies. 
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Need for Specificity in Outcome Research 

The A-B variable has been used to narrow the ques

tion, "Does psychotherapy work?" by establishing that some 

therapists are more successful than others in treating a 

certain patient population, and investigating the differ

ences between the therapists. In this way, A-B research is 

a marked improvement over gross evaluations of psychotherapy 

outcome (e.g., Eysenck 1952). 

Several reviews of outcome research in psychotherapy 

(Bergin 1971, Strupp 1962, Strupp and Bergin 1969) convin

cingly demonstrate that the question of whether or not psy

chotherapy works is an absurd oversimplification of the 

outcome problem. The question of outcome must be reformu

lated in terms of discovering what conditions make it likely 

that psychotherapy will succeed or fail. In other words, 

outcome is inevitably closely tied to process. Bergin 

(1971) stated that consideration of the effects of success

ful or unsuccessful therapists yields clearer results than 

gross studies of therapeutic effects. This is no easy chore, 

however. Clearly there is no simple answer to what makes a 

therapeutic relationship click and turns it into a produc

tive experience for the patient, or what leads to less 

favorable outcomes. Nevertheless, it is extremely important 

to obtain objective and specific information regarding fac

tors contributing to therapeutic success in order for 
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therapists to utilize the therapeutic relationship for opti

mal gain, increasing the likelihood of success. 

According to Betz (1962), A-B research has been 

aimed at establishing what makes a difference in the treat

ment of schizophrenic patients. More specifically, A-B re

search has looked at personality and therapy process 

differences between successful and unsuccessful therapists 

in the treatment of schizophrenic patients. 

Whitehorn and Betz Studies 

Whitehorn and Betz (1954) originated the A-B concept 

when they investigated the work of 35 physicians at the 

Henry Phipps Clinic of the Johns Hopkins Hospital in Balti

more. They measured each doctor's success rate by computing 

the percentage of patients treated who were discharged "im

proved." Data from several sources--mainly anecdotal.notes--

supported the accuracy of the discharge status. A five year 

follow-up study (Betz 1963a) also supported the validity of 

the success criterion. Whitehorn and Betz found that some 

doctors showed remarkably high success rates with hospital

ized schizophrenic patients, while others showed low rates 

of success. However, these doctors did not show differen

tial success rates with depressed or neurotic patients. 

Whitehorn and Betz selected the seven most successful doc

tors (range: 68 percent to 100 percent, mean: 75.0 per

cent), who were designated as clinical A*s, and the seven 



7 

least successful doctors (range: 0 percent to 34 percent, 

meanj 26.9 percent), designated as clinical B's. These 

doctors treated a total of 100 schizophrenic patients. A 

review of patient records resulted in consistent and highly 

significant differences between the two groups of doctors in 

four areas: (1) clinical A doctors gained the confidence of 

their patients to a greater extent than did clinical B doc

tors, (2) clinical A doctors formulated the patient's diag

nosis in motivational terms while clinical B doctors tended 

to make more descriptive and/or narrative biographies, (3) 

clinical A doctors formulated positive personality goals 

while clinical B doctors formulated antipathological goals, 

and (4) clinical A doctors showed more active personal par

ticipation in therapy than clinical B doctors. The findings 

of this study and the next (Whitehorn and Betz 1957) are 

particularly important and will be referred to often in this 

paper, as these are the only A-B studies which directly in

vestigated the relationship of therapist attributes to clin

ical success rate. All subsequent studies have utilized one 

form or another of the A-B Scale, which is assumed to dif

ferentiate therapists of high and low success rates with 

schizophrenic patients. 

A second study (Whitehorn and Betz 1957) looked at 

18 staff physicians and 109 hospitalized schizophrenic pa

tients who received psychotherapy alone or in combination 

with insulin treatment. Using the same criterion as the 



previous study, ten doctors were classified as clinical A's 

(mean* 82 percent) and eight as clinical B's (means 49 

percent). The psychotherapy only group replicated the find

ings of the earlier study with one exceptions clinical A's 

and clinical B's showed no difference in using a motivation-

ally oriented diagnostic formulation. This change was the 

result of an increase in its use by the clinical B doctors, 

which Whitehorn and Betz (1957) explained was probably a 

reflection of general clarification of motivational under

standing of schizophrenic behavior since the earlier study. 

When psychotherapy was combined with insulin treatment, 

clinical A-B differences disappeared. Physicians showed an 

82 percent success rate whether they had been classified as 

clinical A or clinical B overall. This finding resulted 

from an improvement over previous success rates by the clin

ical B doctors. However, Whitehorn and Betz (1957) pointed 

out that the quality of success (measured by social effec

tiveness, increased insight, and reduction in symptomatolo

gy) of clinical B doctors was still below that of clinical 

A doctors. A review of case records showed that the im

provement of clinical B's may have been a result of in

creased personal participation with the patient. Whitehorn 

and Betz explained that insulin treatment required more fre

quent and personal patient contact for the doctor to monitor 

the patient's reaction to the treatment. 
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Another study (Betz 1963b) showed that clinical A-B 

differences disappeared when schizophrenic patients were 

differentiated on the basis of process/nonprocess. With 

process schizophrenics, clinical A's were more successful 

than clinical B's. However, no significant differences were 

found in the treatment of nonprocess schizophrenic patients. 

Both types were fairly successful: A's showed 68 percent 

success and B's produced a 56 percent success rate. Unfor

tunately, Betz did not define the process/nonprocess dis

tinction in her published report, making conclusions very 

difficult. 

Whitehorn and Betz (1960) administered the Strong 

Vocational Interest Blank (SVIB) to 26 physicians who had 

participated in the earlier studies. Clinical A's and B's 

were alike on 13 vocational patterns and different on eight 

patterns. Twenty-three vocational patterns fluctuated ran

domly. Four interest patterns in particular were markedly 

different for the two groups. Clinical A's scored high on 

lawyer and CPA profiles, but low on printer and mathematics/ 

physical science teacher profiles. Clinical B's showed the 

reverse pattern. Based on this finding, Whitehorn and Betz 

devised a five point screening device, where scores (zero to 

four) reflected the number of these four interest patterns 

matched by a therapist. This device was then validated on a 

new sample of 24 doctors. Predictions were 80 percent ac

curate for clinical A's and 70 percent accurate for B's. 



A second predictive screen was developed by examin

ing the 400 SVIB items for the first sample of 26 physicians. 

Whitehorn and Betz (1960) found that 23 items contrasted 

for clinical A and clinical B physicians. Ten of these 

items were then chosen to construct an 11-point screening 

device. This device was validated on the second sample of 

doctors and was more accurate than the 5-point screen» 83 

percent for predicting clinical A's and 78 percent for pre

dicting clinical B's. Both screens were further validated, 

with similar results, on another sample of doctors from the 

Sheppard and Enoch Pratt Hospital. 

Replications of the Whitehorn-Betz Studies 

As mentioned earlier, there has been no attempt made 

to replicate the first Whitehorn-Betz studies (Whitehorn 

and 3etz 1954, 1957). This is probably due to the massive 

amount of work that kind of research requires. It is much 

more simple to utilize a paper and pencil test than attempt 

to measure actual clinical success. Therefore, all replica

tion studies have been based on the A-B Scale devised and 

validated by Whitehorn and Betz (1960), or subsequent re

visions of it. 

The findings of Whitehorn and Betz (1960) were re

plicated in studies by Berzins, Ross, and Friedman (1972) 

and Kemp and Stephens (1971). Berzins et al. found that A 

therapists were more effective than B therapists with 



schizoid patients, but that A and B therapists were equal

ly successful with neurotic patients. Kemp and Stephens 

found that the correlation of A-B scores with improvement 

scores for 72 therapists treating 595 schizophrenic pa

tients was significantly greater than zero. 

A and B therapists have been found equally success

ful with neurotics in two other studies (Beutler et al. 

1972, 1973). However, McNair et al. (1962) found B thera

pists to be more successful than A's with neurotics. This 

finding is contradictory to the Whitehorn and Betz (1954, 

1957, 1960) findings and the studies mentioned above, 

McNair et al. (1962) and Lorr and McNair (1966) attributed 

their divergent results to patient characteristics specific 

to their study (e.g., differences in socioeconomic status 

and sex of patients). 

A number of studies have found no significant dif

ferences between A and B success rates with schizophrenics 

(Beutler et al. 1972, 1973; Bowden, Endicott, and Spitzer 

1972; Shader et al. 1971} Stephens and Astrup 1965). How

ever, these studies vary from the original Whitehorn and 

Betz (1954, 1957, 1960) studies on a number of very impor

tant variables: (1) patients differ on socioeconomic status 

(they are generally lower), (2) different methods of diagno

sis are employed, (3) psychiatrists, psychologists, and 

social workers are all employed as subjects, (4) unexperi

enced (i.e., student) therapists are often used, 
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(5) treatment periods are short and usually involve drug 

therapy in addition to individual psychotherapy, (6) dif

ferent scales are used to categorize therapists as A or B. 

The last point mentioned is an important one. Nine 

versions of the A-B Scale and several scoring systems have 

been employed in studies on A-B therapist type. Kemp and 

Stephens (1971) showed that of the five measures they com

pared, one was markedly different from the others. Like

wise, Stephens and Astrup (1965) found that only 27 of 63 

physicians were classified the same on four scales studied. 

Another explanation for the nonconfirming replica

tion results is that vocational preferences and interests 

of therapists may have changed since the early studies. 

For example, the item "drilling in a company" is likely to 

be answered quite differently now than during wartime. 

Betz (1967) has pointed out that the number of B therapists 

has diminished in more recent studies, suggesting such in

terest changes. 

Therapist Personality 

Frank (1959) stated that the most important and 

unfortunately least understood situational variable in psy

chotherapy is the therapist himself. His personality 

pervades whatever technique he uses, and because of the pa

tient's dependence on him for help, he may influence the 

patient through subtle cues of which he may not be aware. 
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According to Fenichel (1945), any honest analyst will ad

mit that even though he is very thoroughly analyzed, he 

does better work with certain types of patients than 

others. 

As early as 1910, Freud (1924) recognized that the 

personality of the therapist might play an important role in 

psychotherapy. He later wrote the following (Freud 1950, 

p. 351):' "Amongst the factor which influence the prospects 

of an analysis and add to its difficulty in the same measure 

as the resistances, we must reckon not only the structure 

of the patient's ego but the personal characteristics of the 

analyst." 

Several reviews have pointed out that the therapist 

variable is not unitary, and that the personal characteris

tics potentiating differential success are in need of study 

(Strupp and Bergin 1969, Truax and Mitchell 1971). Despite 

these conclusions, many psychotherapists continue to work 

under the assumption that when personal factors become prob

lems in the clinical setting, clinical judgment and skillful 

technique are all that is required to deal with them. How

ever, therapeutic technique does not operate in a vacuum, 

but is almost inextricably intertwined with therapist per

sonality. Strupp (1962) suggested that the psychothera

pist's contribution be seen as both personal and technical, 

the personal aspects most likely representing the more 
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significant factor whose effects, however, may be deepened 

and maximized by appropriate technical operations. 

The human relationship between therapist and client 

is central to a conceptualization of psychotherapy. The 

therapist not only gains access to facets of the patient's 

personality and life which are unavailable by any other 

method, but also deliberately and systematically uses the 

therapeutic relationship as the vehicle for therapeutic 

change. While there remains some dispute in this area, it 

is clear that the therapist's personality is an important 

variable in psychotherapy, and there is a need to map out 

more thoroughly the route by which the therapist's person

ality enters into and influences psychotherapy outcome, 

Such was the principal aim of this study. 

Whitehorn and Betz Inferences 

Following a series of experiments by Whitehorn and 

Betz (1954, 1957, 1960), Betz (1962) concluded that the per

sonality of the therapist is an important therapeutic fac

tor. She inferred a number of A therapist traits from the 

fact that clinical A's have similar interests as lawyers 

and CPA'si (1) they take a problem-solving rather than regu

lative or coercive approach, (2) they honor the values of 

responsible self-determination versus obedience and confor

mity, (3) they are capable of being perceptive of the indi

vidual experience of patients, and (4) their effort is 



collaborative rather than authoritative and instructional. 

Since clinical B's were more similar in interests to print

ers and mathematics/physical science teachers, Betz in

ferred the following traits about B'si (1) they see things 

as either black or white, (2) they perceive the patient as 

a wayward mind needing correction, (3) they place emphasis 

on deference and conformity to the way things are, (4) 

their attitudes are rigid, and (5) they generally take a 

rule-of-thumb approach. 

Perceptual Research 

Three studies (Pardes, Winston, and Papernik 1971; 

Pollack and Kiev 1963; Shows and Carson 1966) have dealt 

with performances of A and B types on a perceptual task, the 

Witkin rod and frame test. The results have not been con

sistent: Pollack and Kiev found B's to be more field-

independent than A's, while Shows and Carson obtained the 

opposite finding. However, the subjects in the latter 

study were undergraduate college students, not therapists. 

The use of undergraduates in many of the A-B studies should 

be criticized. While Whitehorn and Betz (1960) found clin

ical A and B therapists to differ on a small set of items 

from the SVIB, they also noted that these therapists all 

scored highly on several scales, including the physician, 

psychiatrist, and public administrator profiles. Unless 

the students had similar interests (and this is doubtful), 
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there is no reason to expect the A-B Scale to mean the same 

thing in this population as in the studies with therapists. 

Pardes et al. (1971) studied therapists, however, 

and found no support for any relationship at all between 

A-B status and performance on the rod and frame apparatus. 

There was one consistent finding in these rod and 

frame studies: A's tended to be more variable (i.e., more 

flexible) than B's when performing this perceptual task. 

Clinical Analog Studies 

Therapist behavior and perceptions mediating the 

A-B dimension have been investigated in a large number of 

clinical analog studies. 

Behavior. Carson et al. (1964) studied undergradu

ates asked to respond in writing to letters from patients. 

They found that when A's were paired with schizoid patients 

and B's with neurotic patients, responses were more inter

pretive and depth-oriented (i.e., more active) than the 

opposite pairings. 

Seidman (1971) looked at undergraduates' responses 

to enacted videotapes of schizoid and neurotic patients. A 

measure of genuineness was not significant. However, meas

ures of respect and empathy were greatest when A's were 

paired with schizoid patients and B's with neurotics. 

Several other studies have looked at the nature of 

A and B responses. Berzins and Seidman (1969) had 
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undergraduates respond therapeutically to staged tapes of 

neurotic and schizoid patient types. They found that 

A-schizoid and B-neurotic pairs produced longer responses, 

more declarative formulations, more positive and less nega

tive comments, and more assertive and less relevant remarks 

than the opposite pairs. Margaro and Staples (1972) did 

not find such an interaction, but did find that B's talked 

longer than A's. Their subjects, however, were schizophren

ic patients. 

When undergraduates were paired and asked to find 

out all they could in a twelve minute interview, Smith 

(1972) found that B's showed greater interpersonal approach 

and affiliation than A's. A's were found to be more vari

able than B's on a number of postural and gestural measures. 

Dublin and Berzins (1972) studied responses of undergradu

ates to videotaped segments of schizoid and neurotic patient 

types. Most immediate responses occurred for the A-schizoid 

and B-neurotic pairings. 

Seidman (1971) found that undergraduate A's and B's 

did not differ on a measure of genuineness, but that 

A-schizoid and B-neurotic pairings showed significantly 

greater respect and empathy than the opposite pairings. 

Perception. Kemp (1966) found that undergraduates 

choosing from multiple choice responses to recordings of 

schizoid and neurotic patient types did not differ on meas

ures of liking, interest, prognosis, or desire to treat. 



However, A-neurotic and B-schizoid combinations expressed 

greater comfort and ease of choosing therapeutic responses 

than other pairs. Using psychiatric residents, Kemp and 

Carson (1967) found that the negative evaluations of 

A-schizoid and B-neurotic pairs were reduced, but not 

nullified. 
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A study by Kemp (1969) found that A's expressed more 

interest, more confidence, and more expected comfort with 

neurotics than schizoid patients. A's also conceptualized 

the neurotic patient as the most ideal patient type. B's 

did not differentiate between patient types on these meas

ures. The greatest difficulty in diagnosing was experienced 

by A-schizoid and B-neurotic pairs. 

Opposite findings were reported by Anzel (1970). In 

Anzel's study, A's reacted most positively on a number of 

measures to severe schizoid patients, while B's reacted 

most positively to mild neurotics. 

No significant A-B effects or interactions were 

found by Kirschenbaum and Barocas (1973) when undergradu

ates expressed positive, negative, or neutral reactions to 

tapes of neurotic and schizoid patient types. 

Berzins and Seidman (1968) had undergraduates re

spond in writing to taped segments of enacted schizoid and 

neurotic protocols. Measures of discomfort in listening 

and difficulty in selecting responses were not significant. 

However, A-schizoid and B-neurotic pairs reported greatest 



19 

ease in responding helpfully. Stein, Green, and Stone 

(1972) found that while measures of discomfort, interest in 

treating, and prognosis were not significant, B's rated 

neurotic patients as more likable than schizoid patients. 

A's rated both patient types low on likability. 

Conclusion. These analog studies seem to indicate, 

as a whole, that A's respond more therapeutically (i.e., 

responses are more depth-oriented, relevant, and empathic) 

when paired with schizoid patients than when paired with 

neurotics. The opposite is found with B'si they respond 

most helpfully with neurotics. The therapist perception 

data are a little less clear. Some studies seem to show a 

paradoxical discomfort effect, where A's are most comfor

table with neurotics and B's with schizophrenics. 

However, these findings must be kept in perspective. 

Subjects have been students and inexperienced therapists, 

often minimally informed about the "patients" and not in an 

actual helping role. Tapes used in these studies not only 

ruled out patient-therapist interaction and the obervation 

of non-verbal cues, but in most cases were not products of 

actual patients. 

Clinical Process Studies 

A number of studies have looked at therapist be

havior and/or perceptions during actual therapy sessions. 
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Behavior. Several studies investigated the level 

of therapeutic relationship obtained (in terms of empathy, 

warmth, and genuineness) by A and B therapists. In these 

studies empathy, warmth, and genuineness were operationally 

defined and ratings were made on the basis of therapist 

verbalizations recorded by trained observers over a number 

of sessions. Bednar (1970) found no significant differences 

in therapist or client views of the level of therapeutic 

relationship. Scott and Kemp (1971) used trained undergrad

uates to rate taped interviews between fourth year medical 

students and neurotic patients. There were no significant 

differences in empathy, warmth, and genuineness of A and B 

therapists. Beutler et al. (1972, 1973) conducted two 

studies looking at empathy, warmth, and genuineness of A 

and B therapists with neurotic and schizoid patients. No 

significant differences were obtained for genuineness or 

warmth, but a significant interaction was found for empathy. 

B's treating neurotics and A's treating schizoid patients 

achieved greater empathy (as measured by the Truax and Cark-

huff Accurate Empathy Scale) than did the other combinations. 

Therapist behavior was also studied by Segal (1970, 

1971b). Comparing A and B therapists interviewing neurotic 

patients, Segal found no difference in the amount of thera

pist activity. However, both studies indicated that A's 

were more interpretive, direct, and involved with clients, 
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while B's were more facilitative (i.e., encouraged self-

exploration), more relaxed and less intense. 

Perception. McNair et al. (1962) and Kemp (1969) 

found minimal evidence for differences between A and B ther

apists' reactions (in terms of liking, interest, and motiva

tion) to neurotic patients. However, Segal (1970) found 

A's to have a more negative reaction to neurotic patients 

than B's. Bednar and Mobley (1971) found that A therapists 

initially rated their patients (particularly schizophrenics) 

more likable than did B therapists, but that these differ

ences were erased by time. 

Conclusion. The previous section concluded that 

when engagements were confined to judgments based on limited 

data, undergraduates responded differentially to patient 

stimuli in the direction of an interaction effect. However, 

actual clinical process studies, employing trained profes

sionals in live interactions, did not yield any major A-B 

findings. It appears that professional training and occu

pational selection, as well as live interaction, increase 

the capacity of A's and B's to react adaptively to patients, 

minimizing the A-B differences found in the previous section. 

Personality Studies 

Dublin, Elton, and Berzins (1969) compared A and B 

college freshmen on the Omnibus Personality Inventory and 

the American College Test. Only one of the 16 personality 
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scales was significantly related to A-B scores B's scored 

higher on the masculinity scale. B's also manifested sig

nificantly higher verbal and natural science aptitudes. 

However, correlations were low and not reliably manifested 

through the middle range. 

Three studies (Berzins et al. 1971; Berzins, Dove, 

and Ross 1972; Nerviano 1973) investigated correlations of 

the 22-scale Jackson Personality Research Form with A-B 

score. All three studies found A's to be more inhibited and 

cautious (versus adventurous), submissive (versus dominant), 

and concerned with sensory pleasures. Berzins et al. (1971) 

also found that A's tended toward undesirable self-

presentation (versus high desirability) and lacked stamina 

(versus persistent). Berzins, Dove, and Ross (1972) found 

A's to be succorant (versus counter-dependent) and uncon

cerned with variety and change. The latter finding was 

replicated by Nerviano (1973). Berzins, Dove, and Ross also 

found males to be more B than females. They noted that sig

nificance was obtained on five scales despite striking pop

ulation differences in vocation, training, age, sex, 

education, and personal adjustment of subjects. 

Segal (1971a) and Tanley (1973) compared A and B 

students on the Byrne Repressor-Sensitization (R-S) Scale, 

which reportedly measures the ability of individuals to cope 

with stress. Both studies found no significant relationship 

between A-B and R-S. 
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In summary, there has been a surprising dearth of 

studies comparing personality profiles of A and B thera

pists. Of the six personality studies reviewed, only one 

used therapists as subjects (Berzins, Dove, and Ross 1972). 

Four studies used college students and one (Nerviano 1973) 

looked at male alcoholics. Furthermore, the studies have 

focused on only a few personality scales (Jackson Personality 

Research Form, Byrne R-S Scale, and Omnibus Personality 

Inventory), and the findings are difficult to conceptualize 

in a meaningful way. 

Importance of the A-B Dimension 

The importance of the A-B dimension can be described 

in terms of four areas: heuristic value, prognosis, train

ing psychotherapists, and theories of psychopathology. 

Heuristic Value 

The A-B dimension has served a heuristic purpose; it 

has generated a great deal of research which has repeatedly 

linked it to both psychotherapy outcome and a wide range of 

psychotherapy-relevant dyadic behavior. Carson (1967) 

pointed out that the A-B variable has been useful as an 

organizing framework for exploring process-outcome relation

ships in psychotherapy. 
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Prognosis 

The A-B dimension could be a valuable tool in pre

dicting psychotherapy outcome. Whitehorn and Betz (1954) 

found that some therapists were helpful and others harmful. 

While the data have been complex and often contradictory, 

subsequent research has demonstrated that it is possible to 

predict in advance that therapists with one kind of interest 

pattern will have a high percentage of schizophrenic pa

tients improve (Betz 1962). An even more explicit deline

ation of the type of therapist who is most successful with 

particular types of patients and of which patient-therapist 

matches result in positive effects may contribute to better 

patient-therapist assignments and suggest avenues for im

proving the therapists's effectiveness. 

Training Psychotherapists 

The A-B dimension has implications for the training 

of psychotherapists. Whitehorn and Betz (1960) stated that 

although there is a clearcut criterion to discrimminate 

between A and B therapists, there is a middle ground and 

considerable overlapping, suggesting that a therapist might 

move from a B position to an A position if properly informed 

and motivated. An experiment by Kemp and Carson (1967) par

tially supported this hypothesis? they found that profes

sional training partly offset the predisposition of A's and 

B's to differentially evaluate neurotic and schizoid pa

tients . 



25 

The area of A-B therapist type and professional 

training is relatively unexplored. Pollack and Kiev's 

(1963) results with the rod and frame apparatus have been 

interpreted as an indication that there may be certain 

limits in relation to cognitive/perceptual orientation be

yond which training may not be effective. Data reported by 

Campbell et al. (1968) showed that A-B scores of medical 

students did not change significantly over four years in 

medical school. However, this may only indicate that spe

cialized training in terms of variables relevant to the A-B 

dimension is needed. 

Theories of Psychopathology 

The A-B dimension may be useful in understanding 

and formulating theories about psychopathology. Silverman 

(1967) and Whitehorn (1960) have suggested that A-B research 

has implications for a theory of the schizophrenic reaction* 

insight into the schizophrenic reaction is obtained by es

tablishing what it is that makes a difference in deter

mining improvement. 

Need for More Information about A-B Traits 

It has been difficult to evaluate differences in 

therapists' modes of clinical functioning and personal char

acteristics for their possible role in therapeutic outcome. 

The principal aim of A-B research has been to determine the 

variables involved in the A-B distinction and thereby 
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affecting outcome. While the A-B Scale has received a 

great deal of attention, the personality attributes which 

may be tapped by it are not yet known. 

Despite inferences made by Whitehorn and Betz 

(1960), the actual face content of the A-B Scale defies 

description in terms even remotely related to psychotherapy. 

It has been very difficult to obtain any conceptualization 

via correlation with well-known personality scales (Carson 

1967, Segal 1971a). The A-B dimension has been found con

sistent but not identical with other therapeutic dimensions, 

such as empathy, warmth, and genuineness (Truax and Cark-

huff 1967). Thus, after a large number of studies, there 

remains the fundamental question of what the empirically de

rived A-B Scale is actually measuring in terms of underly

ing personality traits. 

The research on therapist type using the A-B Scale 

has not yet developed to the point of successfully predic

ting the situational parameters that influence its appear

ance. Ambiguity in the area of A-B therapist type will 

remain until its parameters are investigated more systemati

cally. Further investigation of the parameters of the A-B 

dimension should be carried out along the lines of the 

multitrait-multimethod matrix for the study of construct 

validity (Campbell and Fiske 1959). 
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Razin (1971, p. 19) stated the followingi 

It is from therapy situation variables (such as au
thoritarianism, social control, persuasiveness, 
complementary versus similar patient-therapist 
pairings, change in the patient's view of the locus 
of authority, the nature of the problems identified 
and/or focused on by the therapist, etc.), in in
teraction with patient and therapist demographic 
and diagnostic variables -- that is, the relation 
of all these to A-Bness and to outcome -- that the 
most useful and vital data should come. 

The purpose of this investigation was to determine 

if A-B therapist variables were related to other demographic 

and personal characteristics of A-B designated individuals, 

as well as to investigate the relationship of A-B with such 

variables as therapeutic orientation and therapist experi

ence. It is surprising that in the extensive studies on 

the A-B variable these factors have net been previously con

sidered in the research literature. 

Variables and Hypotheses 

The aim of this study was to investigate the char

acteristics of A and B therapists in terms of the follow

ing variables: sex of therapist, age of therapist, 

education of therapist, experience of therapist, therapeu

tic orientation, social desirability, locus of control, 

dogmatism, and clinical success. 

Sex of Therapist 

It has been conjectured that A's tend to be verbal 

and intellectual, while B's are more practical and 
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mechanical (Betz 1962). If this is true, then according to 

cultural values, women would score more A than men. This 

hypothesis has been supported by two studies. Dublin et al. 

(1969) found a significant correlation between A-B score 

and a masculinity-femininity scale. Berzins, Dove, and 

Ross (1972) found that female students scored more A than 

several groups of males. 

Hypothesis 1. Females score more A than males on 

the A-B Scale. 

Age of Therapist 

No research or inferences have been reported relat

ing A-Bness to age. This study explored the possibility of 

such a relationship. 

Hypothesis 2. A-B score is related to age of thera

pist. 

Education of Therapist 

While several studies have employed therapists with 

different educational backgrounds (e.g., McNair et al. 1962, 

Berzins, Ross, and Friedman 1972), none has systematically 

studied the relationship of therapist education and A-B 

score. 

Hypothesis 3. A-B score is related to education of 

therapist. 
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Experience of Therapist 

As discussed earlier, differential results obtained 

in analog and clinical studies may have resulted from sub

jects differing in therapeutic experience. In light of 

this, it is surprising that no study has systematically in

vestigated the relationship of A-B score and therapist ex

perience . 

Hypothesis 4. A-B score is related to years of 

therapist experience. 

Therapeutic Approach 

A major dichotomy of therapeutic approaches is 

insight-oriented/behavioral. A therapists have been de

scribed as interested in individualistic experiences of 

patients and establishing trustful communication (Betz 

1962), both of which are important aspects of insight-

oriented psychotherapy. Furthermore, James and Foreman 

(1973) reported that in the behavioral treatment of enuretic 

children, B therapists were more successful than A thera

pists . 

Hypothesis 5. A therapists classify themselves as 

more insight-oriented and less behavioral than B therapists. 

Psychologist Type 

B therapists obtained vocational interest scores 

like mathematics/physical science teachers (Whitehorn and 

Betz 1960). Several studies indicate that B's are more 
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analytical and intellectual than A's (Shows and Carson 

1966, Silverman 1967). A's have been described as more hu

manistic than B's (Betz 1962). These traits seem to adhere 

to expected differences in interests between experimental 

and clinical psychologists. 

Hypothesis 6. Experimental psychologists score 

more B than clinical psychologists on the A-B Scale. 

Therapeutic Orientation 

Previous research has shown that a major continuum 

along which therapists divide themselves is the personal-

impersonal dimension (Dies 1973). At one extreme are those 

who believe that the therapist should be impersonal, de

tached, and objective in his comments and manner of relating 

to patients. At the other extreme are those who believe 

that the therapist should be warm, personal, and open in re

lationships with clients. 

This continuum is relevant to the A-B dimension. A 

number of researchers (e.g., Betz 1962, Razin 1971) have 

stressed that A therapists are better able to establish 

a meaningful and trusting relationship with patients than B 

therapists. Dies (1973) developed the Group Therapist 

Orientation Scale to measure attitudes toward group therapy . 

leadership along the personal-impersonal dimension. With 

minor modifications, it is useful for all psychotherapists. 
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Hypothesis 7. A therapists score more personal and 

self-disclosing (i.e., get a higher score than B therapists 

on the Therapist Orientation Scale (TOS). 

Social Desirability 

A useful variable in personality assessment has been 

the social desirability dimension (Kleinmuntz 1967). Social 

desirability is an awareness of a right way of behaving and 

feeling so as to present oneself in a favorable light by 

putting up a facade. Individuals who answer in a socially 

desirable way tend to be more conforming, cautious, and per-

suasible. Their behavior is less deviant than others, and 

they are often seeking approval (Crowne and Marlowe 1960, 

Edwards 1957). 

A therapists have been characterized as possessing 

self-determination, expressing honest disagreement, and pos

sessing a flexible and relaxed orientation to reality (Betz 

1962, Dublin et al. 1969, Razin 1971). Whitehorn and Betz 

(1957) described B's as more status bound than A's. Berzins 

et al. (1971), using the Jackson Personality Research Form, 

reported that A's tended toward undesirable self-presentation 

while B's scored higher on desirability. The most frequent

ly used measure of social desirability is the Social Desir

ability Scale, developed by Crowne and Marlowe (1960). 
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Hypothesis 8. A's answer less socially desirable 

than B's on the Social Desirability Scale. 

Locus of Control 

A therapists take a problem-solving approach and are 

more aware of changes in the environment than B therapists 

(Betz 1962, Dublin et al. 1969, Silverman 1967). Rotter's 

(1966) Internal-External (I-E) Scale measures the degree to 

which an individual believes that reinforcements are contin

gent upon his own behavior, capacities, or attributes, or 

under the control of others (e.g., luck, chance, fate). 

Rotter (1966) and Joe (1971) described the internal 

individual as more alert to aspects of the environment which 

provide useful information for future behavior, taking steps 

to improve environmental conditions, placing greater value 

on skill and achieving reinforcers, concerned with his abil

ities, and resistive to subtle attempts to influence him. 

The external individual tends to be anxious, aggressive, 

dogmatic, less trustful of others, lacking in self-confidence 

and insight, low in needs for social approval, and more 

likely to use sensitive modes of defense. It appears useful 

to test A's and B's on the I-E dimension, particularly con

sidering the two factors extracted by Mirels (1970)« 

personal (Factor I) and political (Factor II). 
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Hypothesis 9. A's score more internal (i.e., lower) 

than B's on the I-E Scale, both for total score and for 

scores on Factor I (personal) and Factor II (political). 

Dogmatism 

Betz (1962) suggested the possibility that A's and 

B's differ in orientation toward the issue of authority. 

A's have been described as more interested in a collabora

tive therapeutic effort while B's are more rigid, instruc

tional, and authoritarian (Betz 1962, Razin 1971, Whitehorn 

1960). Whitehorn (1960) found evidence that B therapists 

are emotionally resistive to accepting the leadership of 

others. Razin (1971) suggested that a major difference 

between A and B therapists may be persuasiveness. 

It seems surprising that no one has directly tested 

the contention of Betz (1962) that orientation to authority 

was an important factor in A-B differences, since this 

variable has been extensively studied in other areas. The 

Dogmatism Scale developed by Rokeach (1956) purports to 

measure openness-closedness of cognitive systems, general 

authoritarianism, and general tolerance. 

Hypothesis 10. A's score less dogmatic (i.e., 

lower) than B's on the Dogmatism Scale. 

Clinical Success 

Whitehorn and Betz (1960) developed and validated 

a scale to indicate which therapists are successful with 
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schizophrenic patients (called A therapists) and which are 

not (called B therapists). Additionally, a variety of 

studies (e.g., McNair et al. 1962, Berzins, Ross, and Fried

man 1972) lend evidence to the notion that B therapists are 

more effective than A therapists with neurotic patients. 

Hypothesis 11. A therapists report more success 

with schizophrenics than B therapists, while B therapists 

report more success with neurotics than A therapists. 



METHOD 

Subjects 

The subjects were 10 experimental psychologists 

from the faculty of the Department of Psychology at The 

University of Arizona, 20 second and third year clinical 

psychology students at The University of Arizona, and 20 

professional clinicians practicing psychotherapy in Tucson, 

Arizona. This last group consisted of psychologists, psy

chiatrists, and psychiatric social workers. All subjects 

were chosen randomly from available subject pools. 

Materials 

The materials used in this research were the 

Whitehorn-Betz A-B Scale (Whitehorn and Betz 1960), the 

Therapist Orientation Scale (TOS), modified from the Group 

Therapist Orientation Scale (Dies 1973), the Dogmatism 

Scale (DS) constructed by Rokeach (1956), the I-E Scale 

(Rotter 1966), and the Social Desirability Scale (SDS) of 

Crowne and Marlowe (1960). These scales are included in 

the Appendix (see Appendices 1-5). Subjects also answered 

a sheet of personal information which asked for subjects' 

sex, age, education, therapeutic approach (insight-oriented/ 

behavioral), years of experience, and type of patient 
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(schizophrenic/neurotic) with whom the therapist was most 

successful (see Appendix 6). 

Procedure 

Subjects were randomly selected from available sub

ject pools. Available subjects (graduate students and pro

fessional therapists in Tucson, Arizona) were listed and 

assigned numbers. Subjects were then selected by use of a 

random number table. 

The experimenter contacted the subjects and asked 

each to fill out a short questionnaire regarding various 

personal and demographic data, as well as a question about 

clinical success. They were then told to fill out complete

ly a composite questionnaire consisting of the five person

ality scales mentioned above. One exception to this was 

that experimental psychologists were not asked to answer the 

clinically-related Therapist Orientation Scale. Previous to 

filling out the questionnaire, each subject received a brief 

description of the nature of the study, and was assured of 

receiving some feedback as soon as possible. 

Statistical Analysis 

A number of statistical analyses were employed to 

best answer the questions posed by the hypotheses. In 

addition, the A-B Scale was scored in two ways in order to 

clarify the controversy which has arisen over the continuous 

or discontinuous nature of the A-B dimension (Seidman 1971, 
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Silverman 1967). For each variable, subjects were compared 

according to their raw A-B scores as well as the A-B 

classification they fell into according to standard cutoffs 

suggested by Whitehorn and Betz (1960). 

While male and female graduate students were approx

imately equal in number, very few females existed in random 

samples of experimental psychologists and professional cli

nicians. Due to this fact, analyses of the latter two sam

ples excluded female subjects. Only analyses of all 

subjects or female graduate students included females. In 

addition, analyses of measures related to clinical practice 

(i.e., clinical success and clinical experience) did not 

include graduate students, who had little or no actual 

clinical experience. 

Pearson Correlation Coefficients 

Pearson correlation coefficients were computed for 

raw A-B score with the following variables: years of expe

rience, age, TOS score, SDS score, I-E scores, and DS score. 

Correlations were computed for seven groups of subjects (not 

mutually exclusive): all subjects, male graduate students, 

female graduate students, clinical psychologists, psychia

trists, advanced clinicians (i.e., Ph.D and M. D.), and all 

clinicians. 



38 

T-Tests 

A-B scores of male and female graduate students 

were compared by a t-test. A t-test was also used to com

pare A-B scores of experimental and clinical psychologists. 

Analyses of Variance 

A one-way analysis of variance (ANOVA) was computed 

to compare A-B scores of three educational groups (Ph.D./ 

M.D./M.A.). 

Three kinds of two-way ANOVA were also employed. In 

a two-by-two analysis of A-B scores, education (M.D./Ph.D.) 

was crossed with success (schizophrenic/neurotic). Like

wise, therapeutic approach (insight-oriented/behavioral) was 

crossed with professional status (professional/graduate 

student). 

Three three-by-two analyses were computed, crossing 

A-B category (A/B) with education (Ph.D./M.D./graduate 

student). Dependent variables were years of experience, 

TOS score, and DS score. 

Five four-by-two analyses were computed, crossing 

A-B category (A/B) with education and psychologist type 

groups (clinical Ph.D./experimental Ph.D./M.D./graduate 

student). Dependent variables were age, SDS score, and 

I-E scores (total, Factor I, and Factor II). 
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Exact Probability Tests 

Fisher (1948) pointed out that when the numbers 

are small it is frequently possible to apply an exact test 

based on the direct calculation of the probabilities in a 

2x2 table. Exact probabilities were computed to test for 

a relationship between A-B category (A/B) and each of the 

following: sex (male/female), therapeutic approach 

insight-oriented/behavioral), psychologist type (clinical/ 

experimental), success (schizophrenic/neurotic), and 

education (Ph.D./M.D.). 



RESULTS 

Results of statistical analyses are presented in 

this section in terms of the variables and hypotheses 

tested (see Introduction). 

Sex of Therapist 

Hypothesis 1, that females would more often than 

males be classified as A's was not confirmed. Five female 

graduate students were A's, and one was a B, while four 

male graduate students were A's and five were B's. Five 

subjects (two males and three females) fell into the middle 

(A-B) range. An exact probability test of this occurring 

by chance was p= .17. Further, mean A-B scores did not 

differ significantly for male and female graduate students 

on a t-test (t=0.88, df=18, .104p<.20). 

Age of Therapist 

Hypothesis 2, that A-B score would be related to 

therapist age, was not confirmed. A four-by-two ANOVA 

yielded no significant main effect for A-B status (F=0.09, 

df=l/22, p>.25) or therapist education (F=1.06, df=3/22, 

p>.25) when the dependent variable was therapist age. 

Likewise, the interaction between the two variables was not 

significant (F=0.35, df=3/22, p^.25). Furthermore, as can 

40 
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be noted in Table 1, Pearson correlation coefficients for 

A-B score and age of therapist were low and not significant 

for all groups. 

Education of Therapist 

The prediction of Hypothesis 3, that A-B score 

would be related to therapist education, was confirmed. 

A one-way ANOVA comparing Ph.D., M.D., and M.A. therapists 

on A-B score was significant (F=4.35, df=2/17, p<.05). 

In order to determine how the three groups differ, 

an extension of Duncan's New Multiple Range Test to group 

means with unequal numbers was used. This test is used to 

determine which of the differences between group means are 

significant and which are not. The results of Winer's 

(1971) extension of Duncan's New Multiple Range Test are 

summarized in Table 2. 

An examination of the means in Table 2 indicates 

that the mean A-B score for the Ph.D. group was signifi

cantly greater than the mean A-B score for the M.A. group. 

In other words, Ph.D.'s scored more as A therapists than 

M.A.'s. The M.D. group did not differ significantly from 

the other two groups in mean A-B score. 

Experience of Therapist 

Hypothesis 4, that A-B score would be related to 

years of therapist experience, was not supported, though 

two trends were noted. A three-by-two ANOVA yielded no 



Table 1. Pearson Correlation Coefficients 

AB Score 
with 

Age Exper
ience 

I-E 
Total 

I-E 
Factor I 

1-E 
Factor II 

TOS 
Score 

SDS 
Score 

DS 
Score 

All 
Subjects 
N=40 

-.179 -.269" -.080 -.035 -.032 -.017 -.143 -.113 

Hale 
Grads 
n=l 1 

.258 -.126 -.040 .202 .132 -.076 .531"" 

Female 
Grads 
n=9 

.010 -.268 -.301 -.314 .094 -.106 -.479" 

Clinical 
Psychol. 
n=9 

.142 -.288 -.613"" -.547" .055 -.157 -.443 -.337 

Psychia
trists 
n=7 

-.500 -.435 .272 .327 -.092 .384 -.495 -.356 

Profes. 
Staff 
n=16 

-.098 -.335" -.194 -.048 .016 .138 -.516 -.349" 

Clinical 
Staff 
n=19 

-.008 -.213 -.144 -.005 -.123 .083 -.234 -.271 

*p<.10 

**p<.05 

p<.025 
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Table 2. Duncan's New Multiple Range Test of the A-B Score 
Means of Three Therapist Groups. 

Ph.D. M.D. M.A. 

Means .... 5.56 4.57 2.75 
Shortest 
Significant 
Ranges 

Ph.D, 

M.D. 

M.A. 

0.99 2.81* R2= 2.03 

1.82 R3= 2.26 

Significant at the .05 level. 
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significant main effect for A-B status (F=1.02, df=l/17, 

p>.25) or therapist education (F=0.77, df=2/17, p>.25) 

when the dependent variable was therapist experience in 

years. The interaction between the two variables was also 

not significant (F=0.30, df=2/17, p>.25). Further, as 

shown in Table 1, Pearson correlation coefficients for A-B 

score and years of experience were not significant. 

Two trends were noted among the correlation coeffi

cients presented in Table 1: for all 40 subjects, r=-.269 

(p<.10) and for professional (i.e., Ph.D. and M.D.) staff, 

r=-.335 (n=16, p<.10). The direction of the correlations 

indicates that A therapists tended to have less experience 

than B therapists. 

Therapeutic Approach 

Hypothesis 5, that A therapists would classify 

themselves as more insight-oriented and less behavioral 

than B therapists, was not confirmed, though a trend was 

noted in the predicted direction. 

A two-by-two ANOVA computed for male therapists and 

graduate students yielded no significant main effect for 

therapeutic approach (F=1.49, df=l/26, .10<p<.25) or 

student status (F=0.63, df=l/26, p>.25) when the dependent 

variable was A-B score. The interaction between the two 

variables was also not significant (F=0.19, df=l/26, p>,25). 
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The distribution of A and B therapists according to 

therapeutic approach is presented in Table 3. Sixteen 

insight-oriented male therapists were equally distributed as 

A and B types, while nine of eleven behaviorally-oriented 

male therapists scored as B's. Two subjects (one A and one 

B) did not answer the question. An exact probability test 

indicated that this difference was not significant (p=.10). 

Psychologist Type 

Hypothesis 6, that experimental psychologists would 

score more B than clinical psychologists, was not confirmed. 

A t-test computed for the two groups was not significant 

(t=0.48, df=28, p> . 3 0 ) .  

Five of seven experimental psychologists scored as 

B's, while four of eight clinical psychologists also scored 

as B's. An exact probability test of this distribution was 

not significant (p=.38). 

Therapeutic Orientation 

It was predicted in Hypothesis 7 that A therapists 

would score more personal and self-disclosing (i.e., get a 

higher score) than B therapists on the TOS. This was not 

confirmed. A three-by-two ANOVA yielded no significant 

main effect for A-B type (F=0.02, df=l/18, p >.25) or thera

pist education (F=0.11, df=2/18, p> .25) when the dependent 

variable was TOS score. The interaction between the two 

variables was also not significant (F=0.10, df=2/18, p>.25). 
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Table 3. Distribution of Male Therapists and Graduate 
Students According to Therapeutic Approach and 
A-B Therapist Type. 

Therapist Type 

A B 

Ins ight-Or iented 8 8 

Behaviorally- 2 9 
Oriented 

p=.10 
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Further, Pearson correlation coefficients for TOS score and 

A-B score, shown in Table 1, were not significant. 

Social Desirability 

Hypothesis 8, that A's would answer less socially 

desirable (i.e., score lower) than B's on the SDS, was con

firmed for professional (Ph.D. and M.D.) therapists, but 

did not hold for other groups. A Pearson correlation 

coefficient for SDS score and A-B score was significant for 

professional therapists (r=.516, n=16, p<.025). The nega

tive direction of the correlation indicates that the hy

pothesis was confirmed. However, Pearson correlation 

coefficients computed for other groups of subjects did not 

reach significance (see Table 1). 

A four-by-two ANOVA yielded no significant main 

effect for A-B type (F=1.90, df=l/23, .10<p<.25) or thera

pist education (F=l,02, df=3/23, p>.25) when the dependent 

variable was SDS score. The interaction between the two 

variables was also not significant (F=0.43, df=3/23, p>.25). 

Locus of Control 

Separate analyses were computed for total, Factor I, 

and Factor II Internal-External Locus of Control scores. 

Total 

Hypothesis 9a, that A's would score more internal 

(i.e., lower) than B's for total I-E score, was partially 



confirmed. For clinical psychologists, total I-E score 

was significantly correlated with A-B score (r=-.613, n=9, 

p<C.05). The negative direction of the correlation supports 

the hypothesis. However, Pearson correlation coefficients 

were not significant for other groups of subjects (see 

Table 1). 

Further, a four-by-two ANOVA yielded no significant 

main effect for A-B type (F=1.00, df=3/23, p >.25) when the 

dependent variable was total I-E score. The interaction 

between the two variables was also not significant (F=0.59, 

df=3/23, p >.25). 

Factor I 

Hypothesis 9b, that A's would score more internal 

(i.e., lower) than B's for Factor I I-E score, was not con

firmed, although one trend was noted. This occurred for 

clinical psychologists when a Pearson correlation coeffi

cient was computed for I-E scores and A-B scores (r=-.613, 

n=9, p^.10). The negative correlation is in the predicted 

direction. 

A four-by-two ANOVA yielded no significant main 

effect for A-B type (F=0.77, df=l/23, p;>.25) or therapist 

education (F=0.27, df=3/23, p^>.25) when the dependent vari

able was Factor I I-E score. The interaction between the 

two variables was not significant as well (F=0.67, df=3/23, 
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p>.25). Pearson correlation coefficients for I-E and A-B 

scores, shown in Table 1, did not reach significance for any 

groups. 

Factor II 

Hypothesis 9c, that A's would score more internal 

(i.e., lower) than B*s for Factor II I-E score, was not con

firmed. A four-by-two ANOVA yielded no significant main 

effect for A-B type (F=0.08, df=l/23, p>.25) or therapist 

education (F=0.16, df=3/23, p>.25) when the dependent vari

able was Factor II I-E score. The interaction between the 

two variables was also not significant (F=0.44, df=3/23, 

p>.25). Further, as noted in Table 1, no significant Pear

son correlation coefficients were obtained for Factor II I-E 

score and A-B score. 

Dogmatism 

Hypothesis 10, that A's would score less dogmatic 

(i.e., lower) on the Rokeach Dogmatism Scale than B's, was 

not confirmed, although two trends were noted. These 

occurred when Pearson correlation coefficients were calcu

lated for DS score and A-B score for female graduate stu

dents (r=-.479, n=9, .05<p<.10) and professional therapists 

(r=-.349, n=16, .05<p<.10). The negative correlations are 

in the hypothesized direction. 

A three-by-two ANOVA yielded no significant main 

effect for A-B status (F=0.15, df=l/18, p>.25) or therapist 
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education (F=0.09, df=2/18, p>.25) when the dependent vari

able was DS score. The interaction between the two 

variables was also not significant (F=0.51, df=2/18, p>.25). 

Further, as noted in Table 1, Pearson correlation coeffi

cients computed for DS score and A-B score were not signifi

cant with one exceptions male graduate students (r=.531, 

n=ll, p< .05). However, the direction of this relationship 

is opposite to that predicted: A's scored more dogmatic 

than B's. 

Clinical Success 

Hypothesis 11, which stated that A therapists would 

report more success with schizophrenics than B therapists, 

while B therapists reported more success with neurotics, was 

not confirmed. A two-by-two ANOVA yielded no significant 

main effect for successful patient type (F=0.10, df=l/12, 

p> .25) or therapist education (F=0.39, df=l/12, p> .25) when 

the dependent variable was A-B score. The interaction 

between the two variables was also not significant (F=0.02, 

df=l/l2, p> .25). 

The distribution of A and B therapist according to 

clinical success is presented in Table 4. One of six (16.7 

percent) therapists classified as A's reported more success 

with schizophrenics than with neurotics, while five of 

twelve (41.7 percent) B therapists reported similar success. 
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Table 4. Distribution of Male Therapists According to A-B 
Therapist Type and Clinical Success, 

Therapist Type 

A B 

Success with 
Schizophrenics 1 5 

Success with 
Neurotics 5 7 

p=.31 
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One male subject did not respond to the question. An exact 

probability test indicated that the obtained difference was 

not significant (p=.31). 

Further, according to Hypothesis 11, A-schizophrenic 

and B-neurotic pairs would be "correct" predictions of clin

ical success. For the 18 therapists considered, eight (44.4 

percent) correct predictions were made, no better than 

chance. 



DISCUSSION 

This section includes a discussion of the results 

pertaining to each of the variables studied, as well as a 

discussion of general issues and concluding remarks. 

The Variables Studied 

Each of the 11 variables studied is discussed in 

terms of the hypotheses and results presented in the previ

ous section. 

Sex of Therapist 

This study does not confirm the findings of Berzins, 

Dove, and Ross (1972) that females score more A than males. 

However, this study may not contradict the findings of 

Dublin et al. (1969) that A-B score correlates with MF score 

(A's were more feminine and less masculine than B's) because 

social opportunities now open to women make male-female 

vocational patterns less distinctive than previously. The 

findings of this study may thus reflect changes in voca

tional interests of females in the last few years. Previ

ously, women scored as A's because they showed fairly low 

interests in practical/mechanical vocations. Now, however, 

women have begun to enter occupations formerly dominated by 

males. With more freedom to emancipate themselves from 

their traditional roles, women are beginning to show more 

53 



54 

interest in mechanical vocations, and hence, do not differ 

significantly from males on the A-B Scale# This finding is 

important, because it means that the A-B Scale, formerly 

limited mostly to male populations, can be applied equally 

to females. However, replication studies, especially ones 

including female therapists as subjects, are necessary to 

actually assess this possibility more fully. 

Furthermore, it was noted that the results, though 

not statistically significant, were in the predicted direc

tion. It is possible that with more precise measurements 

this variable would still be a significant one (the role of 

extraneous variance in this study is discussed later). 

Age of Therapist 

This study found no relationship between therapist 

age and A-B score. This finding is not too surprising, as 

there are considerably more important therapist variables-

than age. Chronological age in itself is not an important 

factor, but rather, the variables that are correlated with 

age (e.g., physical appearance and general knowledge). 

Therefore, the finding of this study is suggestive that 

strongly age-related variables do not contribute heavily to 

A-Bness. 

Education of Therapist 

This study confirms the finding reported by Campbell 

et al. (1968) that psychologists and psychiatrists score the 
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same on A-B, despite the fact that their data was based on a 

different version of the A-B Scale. However, this study 

also found that therapists with Master's degrees are more B 

than psychiatrists and psychologists. This is an important 

finding, for many of the A-B studies have included therapists 

with diverse educational backgrounds as subjects without 

considering this as a confounding variable. Further, it sug

gests some factors that may differentiate A and B types. 

For example, it has been previously conjectured that profes

sional training and occupational selection are factors that 

influence the A-B status of a therapist (e.g., Kemp and Car

son 1967). In light of this, it may be that the M.A. thera

pists score more B from inadequate or lack of training in 

therapeutic technique. These findings suggest the fact that 

A therapists are more able and the better trained group and 

that B represents lower therapeutic ability and training. 

However, further study is needed to verify this fact. Occu

pational selection may also play a role, for M.A. therapists 

tended to be social workers and psychology technicians in 

this study. These occupations may attract B type individuals 

rather than A type, while A type individuals are more attrac

ted to roles as psychologists and psychiatrists. 

Experience of Therapist 

The results of this study confirmed the finding of 

Campbell et al. (1968) that A-B therapist score is not a 
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function of therapeutic experience. This finding is use

ful as it means that A-B studies of therapists of different 

levels of experience are comparable. Further, it suggests 

that whatever variables underly the A-B distinction do not 

change as a function of therapeutic experience. It is note

worthy that while experience does not seem to be related to 

A-B status, training does (see previous section). This sug

gests indirectly that specialized training in psychotherapy 

may be more valuable than an equivalent amount of experience. 

This would imply that inexperienced undergraduates or para-

professionals, given suitable training, could be very effec

tive as therapists with certain types of patients. This 

fact has already been demonstrated by Rioch (1967). 

The two trends noted indicate that more experienced 

therapists tend to be B types, while less experienced thera

pists tend to be A's. That A therapists may be less experi

enced than B therapists is somewhat surprising. However, 

this may reflect what several researchers (e.g., Poser 1966, 

Rioch 1967) have previously pointed out: inexperienced 

therapists may be more effective than experienced therapists 

due to their naive enthusiasm, fresh point of view, and 

open-minded flexibility. Experience, on the other hand, may 

serve to make therapists rigid and set in their ways based 

upon past experience. In fact, the latter attributes were 

described by Betz (1962) as more characteristic of B thera

pists than A therapists. 
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Therapeutic Approach 

The present study did not confirm the finding of 

James and Foreman (1973) that behavioral therapists are B's. 

Rather, the results indicate that the A-B variable generali

zes to therapists without distinction to insight or behavior 

al orientation. In addition, to the extent, that A-B score 

is actually related to therapist success, this finding may 

be interpreted to mean that both behavioral and insight-

oriented therapists possess similar personal attributes and 

skills related to successful therapy outcome. 

While no significant results were obtained, this 

study did find a trend that behaviorally-oriented therapists 

score as B's more often than insight-oriented therapists. A 

more precise study, minimizing extraneous variance, might 

find this variable significant. If so, it would be note

worthy because most of the early A-B studies focused solely 

on analytically-oriented therapists and the findings may not 

generalize to behavioral and other therapists. Further, 

this kind of finding would yield clues about the personality 

and orientation of A and B therapists. 

Psychologist Type 

The finding of this study that experimental and 

clinical psychologists score the same on A-B clouds the A-B. 

distinction somewhat, especially the picture of the B thera

pist, who is supposed to score like a mathematics/physical 
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science teacher (Betz 1962). It may be that experimental 

and clinical psychologists have factors in common that out

weigh their differences, at least as measured on the A-B 

Scale. For example, vocational selection and training as 

psychologists may wipe out expected A-B differences for the 

experimental/clinical distinction. This finding points to 

the need to study the A-B dimension in homogeneous groups 

with well-defined characteristics. 

Therapeutic Orientation 

The finding that A and B therapists do not differ on 

a personal-impersonal dimension does not support the propo

sitions of Betz (1962) and Razin (1971) that self-disclosure 

and openness are factors differentiating A and B therapists. 

This finding is also opposed to statements by many psycholo

gists that self-disclosure and genuineness are important 

factors determining clinical success. 

The finding of this study can be understood by the 

fact that what is important in terms of self-disclosure may 

be flexibility. That is, a successful therapist needs to 

adjust his level of self-disclosure and openness to the 

needs of his patient. To be consistently open and self-

disclosing with all patients would probably not lead to a 

high rate of clinical success. Past research (Pollack, 

and Kiev 1963, Silverman 1967) indicates that A therapists 

are more flexible than B's on a perceptual variable. Thus, 
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while A and B therapists do not differ in overall openness, 

A therapists may be able to better adapt to their patients' 

needs for therapist self-disclosure and openness. 

Social Desirability 

The finding that among professional therapists, A's 

answer less socially desirable than B's, confirms an earlier 

finding to that effect by Berzins et al. (1971). B's tend 

to be more conforming and status bound than A's. Apparently 

these traits hinder the B therapist in working with schizo

phrenic patients. 

This finding did not hold for all groups of thera

pists, which is an indication that the qualities which lead 

to therapeutic success vary for different therapist popula

tions. This idea has not been explored much in terms of the 

A-B therapist distinction. However, it is clear from this 

study that a distinction like A-B is overly simplified to 

meaningfully determine what makes therapy successful or not. 

Before the A-B distinction may be applied, therapists must 

first be broken into homogeneous groups with identifiable 

attributes, for the characteristics that determine A or B 

therapist type seem to be different for different therapist 

groups. 

Locus of Control 

It was found that for clinical psychologists, A 

therapists have a more internal locus of control than B 
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therapists. This confirms the contention by Betz (1962) 

and others that A therapists take a problem-solving ap

proach and are aware of changes in the environment more 

than B therapists. In interpreting this finding, it is 

presumed that while the I-E Scale actually measures how the 

therapist views his own behavior, this is also indicative 

of how the therapist views, and therefore approaches, his 

patients' behavior. 

The data suggest that this characteristic of A and 

B therapists does not generalize to all therapists, but 

holds only for clinical psychologists. This again points 

to the necessity of clearly distinguishing homogeneous 

therapist groups when investigating A-B characteristics. 

Dogmatism 

The proposition by Betz (1962), Razin (1971) and 

Whitehorn (1960) that B therapists are more authoritarian 

than A therapists was not confirmed by this study. However, 

trends in that direction suggest the possibility that this 

might be a significant factor if a more precise study were 

carried out. 

What is noteworthy is that for male graduate stu

dents, a significant correlation was obtained between A-B 

score and dogmatism indicating that A's are more dogmatic 

than B's. This finding is obviously contrary to previous 

speculations about this variable. It may be that a 
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directive, dogmatic approach can be used effectively by this 

group of therapists for successful therapeutic outcome. At 

this point it is necessary to replicate this finding on a 

larger sample of male graduate students, and then to explore 

the factors which might be involved in it. 

Clinical Success 

The results of this study confirmed previous find

ings (Beutler et al. 1972, 1973? Bowden et al. 1972; Shader 

et al. 1971; Stephens and Astrup 1965) that the A-B Scale 

does not differentiate therapists according to success rates 

with schizophrenic and neurotic patients. 

The original validation studies by Whitehorn and 

Betz (1960) indicated that the scale accurately predicted 

clinical A therapists 83 percent and 80 percent, and B's 

78 percent and 100 percent in two separate samples. How

ever, accurate prediction rates in this study were much 

lowert 16.7 percent for A's and 58.3 percent for B's. Fur

ther, the overall accuracy of predictions in this study was 

no better than chance. 

This finding is significant, for if the A-B Scale 

is not valid, this and all other A-B studies utilizing the 

scale are of little value. This also confirms the hypothesis 

presented earlier that the original findings of Whitehorn 

and Betz may have been valid for their patients and doctors, 

but..that changes in interest patterns of therapists as well 
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as treatment methods have altered, if not washed out, any 

relationship that may have existed between the A-B Scale 

and therapeutic success. 

In order to obtain some additional information from 

the data of this study, therapists were divided into two 

groups (successful and unsuccessful) based on self-reported 

success with schizophrenic patients. T-tests were then per

formed on each of the following dependent variablesi age, 

experience, therapeutic orientation, social desirability, 

locus of control, and dogmatism. In addition, an exact 

probability test was computed to test for a relationship 

between clinical success and therapeutic approach (insight-

oriented/behavioral). As can be seen in Table 5, results of 

t-tests yielded two significant findings. Therapists report

ing greater success with schizophrenics possess significantly 

more years of experience than therapists reporting success 

with neurotics. This finding contradicts the A-B finding 

presented earlier that no significant difference was ob

tained, and is in the opposite direction of the trends 

obtained for the A-B data. In addition, the other signifi

cant finding, that therapists successful with schizophrenics 

are more dogmatic than therapists successful with neurotics, 

contradicts previous findings and is also in the opposite 

direction to the original hypothesis. The exact probability 

test of the relationship between success and therapeutic 



Table 5. Results of T-Tests on Data Organized 
into Groups Based on Clinical Success. 

Variable df t 

Age 17 1.25 

Experience 17 1.81" 

TOS 18 0.06 

SDS 18 0.95 

I-E TOT 18 1.06 

I-E I 18 0.52 

I-E II 18 0.13 

DOG 18 3.04* 

*p<.05 
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approach was not significant (p=.359), which is the same 

result obtained when therapists were divided on A-B status. 

Overall, the results of the additional analyses 

point to two possible explanations? (1) the variables 

tested are, in fact, not related to therapy outcome or (2) 

the success criterion used in this study was a poor reflec

tion of therapy outcome. Since the analyses yielded as few 

significant findings as the A-B data, it is difficult to 

determine which is the case. However, the criterion used in 

this study is highly suspect. Criteria used for clinical 

success in the Whitehorn and Betz (1954) study were much 

more precise than that used in this study. In this study 

the success criterion was based on the self-reported judg

ment of the therapist, a poor criterion. Therapists were 

asked a single question regarding their relative success 

with schizophrenic and neurotic patients. 

There are a number of problems with the success 

criterion used in this study: (1) therapist self-report may 

be an inaccurate judgment (in terms of reliability and valid

ity) of actual clinical success, (2) therapists may not 

have used comparable criteria for their judgments, (3) no 

data are available concerning the frequencies with which 

therapists dealt with schizophrenic and neurotic patients in 

their practices, (4) the question posed in this study as

sumes that the degree of success with neurotics and schizo

phrenics are directly comparable, and this is probably not 
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so, and (5) the manner in which the question was posed in 

this study asked for relative success rates, while the 

Whitehorn and Betz (1954, 1957, 1960) studies assessed 

actual success rates with each patient type. The latter is 

particularly important, as data from this study may be very 

misleading. For example, one therapist may have a 50 per

cent success rate with schizophrenics and a 20 percent 

success rate with neurotics, while a second therapist might 

have a 90 percent success rate with schizophrenics and a 40 

percent success rate with neurotics. On the question used 

in this study, both therapists would answer in the same way: 

more success with schizophrenics. However, using the 

Whitehorn-Betz criterion, the first would be a clinical B 

therapist and the second a clinical A therapist. Therefore, 

while weaknesses are evident in both the criteria used by 

Whitehorn and Betz (1954) and that used in the current study, 

it is likely that the A-B criteria of Whitehorn and Betz are 

more accurate. 

In light of the findings of this and other noncon-

firming studies, it is important to follow up this study 

with a methodologically precise validity study before further 

correlational studies of the A-B Scale are carried out. Ber-

gin (1971) has provided guidelines to improve psychotherapy 

outcome studies. He suggested that experimental procedures, 

such as control and placebo groups, be used as much as pos

sible. Further, he stated that the entire therapeutic 
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enterprise must be broken down into specific sets of meas

ures and operations, or in other words, be dimensionalized. 

According to Bergin, progress will not be made until re

search is directed toward answering "what treatment, by 

whom, is most effective with what specific problem and under 

which set of circumstances." Bergin suggested that multiple 

criteria be used to tap the divergent processes of change 

that take place in psychotherapy, including both internal 

(dynamic) states of experience and external behavior. He 

also recommended that outcome criteria be specific rather 

than global, and be assessed before, during, and after ther

apy (including long-term follow-up). Finally, he suggested 

a number of criteria that have proven useful in previous 

studies: standardized assessment interviews, certain MMPI 

scales, behavioral assessment (e.g., behavioral checklists), 

self-concept scales, thematic stories, patient checklists 

and self-ratings, factor analytic personality measures, mood 

scales, patient self-regulation measures, and peer ratings. 

General Issues 

Several general issues which arose during the course 

of this study are discussed below. 

Nature of the A-B Dimension 

While not the principal aim of this study, data were 

obtained which reflect on the nature of the A-B dimension. 
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The data are nable to resolve the issue of the continuous 

or discontinuous nature of the A-B Scale. When significant 

results were obtained, they tended to be correlational, 

lending support to the continuous argument. However, there 

was also evidence that dividing subjects into A or B cate

gories was useful, and that extreme groups need to be stud

ied. Therefore, the hypothesis of Dublin et al. (1969) that 

A-B may be quasi-typological rather than continuous is still 

viable. 

As mentioned earlier in this paper, there is reason 

to question the idea that A-B are poles of a continuum. A 

and B types are not equally precisely defined. Clinical A 

and B therapists were originally defined by Whitehorn and 

Betz (1954) in terms of their success rates with schizo

phrenics. However, later evidence presented by Whitehorn 

and Betz (1954, 1957) showed that while clinical A's were 

fairly uniform in their therapeutic behavior, clinical B's 

demonstrated a number of radically different (and sometimes 

opposite) behaviors which led to their non-success (e.g., 

clinical B's were described as being passively permissive 

or interpretive and instructive in psychotherapy). Thus, 

B therapists may be a more heterogeneous group than A's, and 

not representative of the opposite pole of a continuum. 
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Nonsignificant Results 

A large number of results in this study were sta

tistically nonsignificant. Out of 11 main hypotheses . 

tested, only one was confirmed. Two hypotheses were par

tially confirmed (i.e., the hypotheses were confirmed for 

some therapist groups but not others). Seventy-two sta

tistical tests were performed, but only four were signifi

cant (p^l.05). With a large number of tests such as this, 

alpha slippage is a problem, as it increases the experiment-

wise likelihood of Type I errors, which are errors made by 

rejecting HQ (the null hypothesis) when it is true (Hays 

1963). 

The possibility that Type II errors were made must 

also be considered. Type II errors are those made by not 

rejecting HQ (the tested hypothesis) when it is false (Hays 

1963). When a sample result does not fall into the rejec

tion region, even though some H^ is true, one is led to make 

a Type II error. 

There are four ways to reduce the probability of a 

Type II error: (1) setting a relatively large value for 

Of, (2) increasing sample size, (3) maximizing differences 

between experimental groups, and (4) reducing the standard 

error of the test statistic. The last three methods could 

be applied to this study. Due to the difficulty obtaining 

cooperative subjects in the necessary subpopulations, a 

relatively small N was employed in this study. However, 
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a future study along these lines ought to include a larger 

number of subjects. Secondly, it might be helpful in the 

future to compare groups of extreme scorers on the A-B 

Scale rather than a random and continuous population in or

der to maximize differences between the two groups, and 

decrease the probability of a Type II error. Finally, vari

ous methods ought to be employed to reduce the standard 

error (see below). 

Sources of Variance 

As mentioned above, one way to improve the power of 

a statistical test is to reduce the standard error of the 

test statistic. Looking over the data in this study, it was 

obvious that the dearth of statistically significant find

ings was due to considerable variance among individuals 

within the experimental groups. Such within-group variance 

was also reported by Berzins, Dove, and Ross (1972) in their 

study. 

One cause of such variability may be the nature of 

the A-B Scale itself. The scale is relatively short, and 

differences in respect to one or two items could change the 

A-B status of therapists close to the mean. Also, the cutoff 

points suggested by Whitehorn and Betz (1960) were arbi

trarily rather than empirically chosen. 

A second consideration is that perhaps the A-B con

cept does not apply to all therapists. It may be more 
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appropriate to utilize the concept in an idiographic manner, 

applying it to only certain individual therapists or to 

specific groups or kinds of therapists. If this were the 

case, using it as in this study (i.e., applying it to all 

therapists) would mean inappropriate subjects were probably 

labeled, causing a large amount of variance in scores and 

decreasing the probability of finding true differences. 

In addition, there is the distinct possibility that 

the subject groups studied were not as homogeneous as in

tended. While the whole idea of A-B therapist type arose to 

narrow the question, "Does psychotherapy work?" (see Intro

duction), it seems likely that the question needs to be 

narrowed even further. In this study it was found that when 

therapists were subdivided according to several variables 

(e.g., education, orientation, and experience), variance 

was reduced and more significant results were obtained. 

However, within-group variance was still fairly high. This 

may indicate that these groups are still too heterogeneous. 

Over and over again it has been shown that psychotherapy as 

currently practiced is not a unitary phenomenon.' different 

therapists, depending on variables in personality, training, 

experience, and so forth, exert differential effects under 

different conditions, and patients are differentially respon

sive to different forms of therapeutic influence (Bergin 

1971, Strupp and Bergin 1969). It seems that the only 
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are precisely defined along many variables, such as thera

pist type, sex, training, experience, therapeutic technique, 

and so on. It is only when groups are so precisely defined 

that meaningful results concerning therapeutic outcome will 

be obtained. 

Lastly, the within-group variance obtained may have 

been caused by the nature of the dependent variables em

ployed. For the most part, these were personality scales. 

This issue is discussed further below. 

Personality Measures 

The hypotheses suggested by previous A-B studies 

(e.g., Betz 1962, Whitehorn and Betz 1960) lent themselves 

most readily to a study employing personality measures. 

However, many psychologists (particularly behaviorists) have 

for some time attacked the usefulness of such tests. 

Mischel (1968) stated that a personality test may not meas

ure anything beyond itself. When diverse behaviors are 

sampled by different measures, the association, although 

beyond chance, generally tends to be of very moderate 

strength at best. According to Mischel, a survey of current 

research on the consistency and generality of personality 

traits yields little evidence for the existence of stable, 

enduring traits. 
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Failure to find invariate personality correlates of 

A-B type may only suggest, then, that A and B characteris

tics have less to do with the way persons complete person

ality measures and more to do with the way they interact 

with others. Another possibility is that A-B differences 

may not reflect all pervasive interpersonal styles, but 

rather a repertoire of responses available for particular 

situations. Even if invariate personality correlates are 

found, we would still need to specify the manifestation of 

these characteristics during treatment interaction. All of 

these considerations point to the need to pursue studies of 

A-B type in natural settings, with multiple measures of per

sonality and behavior. 

Concluding; Remarks 

This section discusses the implications of this 

study as well as future directions of A-B research. 

Implications 

The findings of this study add a few more pieces to 

the already complex jigsaw puzzle associated with the A-B 

dimension. Although the data have been inconsistent, pre

vious studies provide some evidence that A and B type thera

pists respond differentially to patients' behavior, 

influencing therapy outcome. This study was unable to find 

pervasive therapist characteristics related to the A-B 

distinction. If future attempts to uncover personality 
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characteristics of A and B therapists are more successful, 

the information could be utilized in any of three wayst 

(1) screening devices can be constructed to help select in

dividuals most likely to be successful with specific patient 

groups, (2) these findings can be incorporated into clinical 

training programs (to the extent that the traits can be 

learned), and (3) the information can be used to help under

stand the psychopathology of schizophrenic and other patient 

types. 

Since therapist characteristics associated with A-B 

type differed among the various groups of therapists stud

ied, one may assume that such a finding will generalize to 

other groups of therapists. That is, personality and other 

personal characteristics attributed to A and B therapists 

hold only for particular subsamples of therapists, and not 

for the general population of therapists. Therefore, fur

ther research is needed to fully specify on what dimensions 

these therapist groups differ, and to determine which of 

these dimensions are most important in terms of clinical 

success rate. 

Some researchers have hailed the A-B Scale as a 

unique and invaluable tool (e.g., Scott and Kemp 1971). 

This study, however, found reason to question the usefulness 

of the scale, particularly in terms of its validity. Like 

any new scale, its real value has probably been inflated by 

prejudiced enthusiasm. The A-B Scale, deceptively simple 
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and easily scored, has attracted numerous investigations, 

including many doctoral dissertations (e.g., Friedman 1971, 

James 1972, Kennedy 1973, Razin 1972). If it is related to 

therapy outcome--and this is highly questionable--the A-B 

Scale is still only one of several measures that may de

scribe or relate to therapist behavior and its effects. It 

is probable that a consideration of a combination of factors 

will have greater predictive value for therapeutic process 

and outcome. It is also possible that the A-B Scale meas

ures different dimensions for A and B therapists, and that 

therapy outcome is a function of yet more significant vari

ables than those measured by the A-B Scale. 

Future Directions 

The A-B Scale appears to be at best an indirect 

measure of whatever personality variables underlie the dif

ferential interpersonal behaviors of A and B type thera

pists. However, like several other studies (Beutler et al. 

1972, 1973; Bowden et al. 1972; Stephens and Astrup 1965), a 

clinical success criterion did not support the validity of 

the A-B Scale. This clouds the picture. The A-B area, 

though actively researched, is plagued by such ambiguities 

and poor studies. It is therefore more valuable at this 

point not to pursue correlational or analog studies of the 

relationship of the A-B variable to other dimensions until 

the A-B Scale has been clearly validated as a measure 
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characterizing clinical success rate. Possible criteria for 

validation were mentioned earlier in this paper. 

Only when the A-B Scale has been clearly validated 

should research proceed investigating personality and be

havioral correlates of the scale. Then, research should 

focus on discrete and homogeneous therapist populations. 

While the A-B Scale was devised to make outcome research 

more specific, it has proven to be still very vague. What 

makes a particular therapist successful varies for different 

therapist types, and subsequent research must take this into 

account. It may be more valuable for research to continue 

along the lines of the first Whitehorn and Betz (1954, 1957) 

studies, which looked for a direct relationship between 

therapist behavior and therapy outcome, than to continue to 

utilize responses on a paper and pencil test as an outcome 

criterion. 

Lastly, future A-B research should look at multiple 

personality traits, in-therapy behaviors, and demographic 

data to determine the nature of the A-B dimension within the 

various therapist populations, as well as the relationship 

of these variables to one another. 



APPENDIX 1 

A-B SCALE 

Part I. Indicate for each occupation listed below whether 
you would like that kind of work or not. Don't worry about 
whether you would be good at the job or about your possible 
lack of training in it. Forget about how much money you can 
make in it, or whether you can get ahead in it. Think only 
about whether you would like the work that has to be done in 
the job. 

Mark in the column labeled "L" if you like that kind of 
work, 

Mark in the column labeled "I" if you are indifferent 
(that is, don't care one way or another). 

Mark in the column labeled "D" if you don't like that 
kind of work. 

V\7ork fast. Put down the first thine; that comes to mind. 
Answer every one. 

1. Building Contractor L I D 

2. Carpenter L I D 

3. Marine Engineer L I D 

4. Mechanical Engineer L I D 

5. Photo Engraver L I D 

6. Ship Officer L I D 

7. Speciality Salesman L I D 

8. Toolmaker L I D 

Part II. Show as you did in Part I your interest in these 
school subjects, even though you may not have studied them. 

9. Manual Training LID 

10. Mechanical Drawing LID 

Part III. Show in the same way as you did before in Parts 
I and II whether or not you like these ways of having fun. 
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Work rapidly. Do not think over various possibilities. 
Record your first feeling of liking, indifference or 
disliking. 

11. Drilling in a company LID 

12. Making a radio set LID 

Part IV. Show in the same way as you did before how you 
feel about these activities. 

13. Adjusting a carburetor LID 

14. Cabinetmaking LID 

15. Entertaining others LID 

16. Looking at shop windows LID 

17. Interesting the public in a new 
machine, e.g., auto, through 
public addresses L ID 

18. Serving as the president of a 
society or club LID 

19. Having many women friends LID 

Part V. Show here what kind of person you are right now and 
the kinds of things you do. If the item really describes 
you, mark in the first column ("Yes"); if the item does not 
describe you mark in the third column ("No"); and if you are 
not sure mark in the second column ("?"). 

20. Accept just criticism without 
getting sore Yes ? No 

21. Have mechanical ingenuity 
(inventiveness) Yes ? No 

22. Can correct others without 
giving offense Yes ? No 

23. Follow up subordinates effectively Yes ? No 



APPENDIX 2 

THERAPIST ORIENTATION SCALE 

Listed below are a number of statements about ther
apists. Read each item and decide whether the statement is 
true or false as far as you're concerned. 

1. Professional training and expert use of thera
peutic techniques are more important to succes-
ful therapy than the therapist's personality. T F 

2. A good therapist often expresses his feelings 
about his clients openly and honestly. T F 

3. A therapist should never socialize with his 
clients outside of therapy. T F 

4. The therapist should in all cases maintain 
his "cool" and keep control of the situation. T F 

5. A therapist should never disclose aspects of 
his private life to his clients. T F 

6. A therapist can be a friend to his clients. T F 

7. It is more important for the therapist to 
help clients in gaining insight into their 
conflicts than in understanding their manner 
of relating to him. T F 

8. One function of a therapist is to become less 
and less of a leader and more and more of an 
equal. T F 

9. Willingness to experiment with new and essen
tially untested techniques is the mark of a 
good therapist. T F 

10. A principal function of the therapist is to 
reflect the feelings of clients to them. T F 

11. The therapist should not be afraid to admit 
that he shares many of the conflicts that his 
clients experience in their lives. T F 
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12. Use of such nonverbal techniques as touching, 
rocking, holding hands, etc., should generally 
be avoided by practicing therapists. T F 

13. Therapist self-disclosure is essential for 
optimal client development. T F 

14. Therapists should open themselves up to feed
back from clients and be willing to modify 
their behavior in light of this feedback, T F 

15. The current trend toward "instant intimacy" 
and the increased use of nonverbal techniques 
appear to be based more on the therapist?' own 
psychological needs than on any definite 
value for clients. T F 

16. A therapist should not take part in client-
initiated activities unless the client first 
examines the implications of his behavior. T F 

17. If a therapist is bored, depressed, or threat
ened by what is occurring in therapy, he should 
reveal these feelings to the client. T F 

18. An effective therapist is one who gets involved 
in therapy at a feeling level instead of re
maining objective and maintaining his role as 
as leader. T F 

19. A therapist who has feelings of fondness toward 
a particular client should not express them 
in therapy but rather work to understand them. T F 

20. The more effective therapists often do things 
during therapy which they feel are right with
out stopping to think them through. T F 

21. There is nothing wrong with the therapist ask
ing the client to help him work through some 
of his feelings which are related to the client. T F 

22. A therapist should be willing to engage in 
various nonverbal exercises (e.g., arm wres
tling) on an equal basis with his clients. T F 

23. A therapist should never reveal his fantasies 
about clients directly to them. t F 
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24. Under no circumstances should a therapist 
physically embrace a client during the course 
of therapy. 

25. It is at times helpful for the therapist to 
share his own past or current real-life prob
lems so that clients can see that he too is 
human. 

26. A therapist should be more of an observer and 
interpreter than a participant and reactor. 

27. It is appropriate for the therapist to express 
uncertainty about the client and to reveal his 
anxieties about his role as therapist. 

28. The traditional role of the therapist as 
leader is based more on his needs for omnip
otence and infallibility than on a demon
strated method of working with clients. 

29. Leaderless discussions with therapeutic 
goals can be extremely effective. 

30. A therapist should almost never answer 
personal questions of opinion. 



APPENDIX 3 

DOGMATISM SCALE 

Listed below are a number of statements concerning 
attitudes and beliefs. Read each item and decide whether 
the statement is true or false as far as you're concerned. 

1. The United States and Russia have just about no
thing in common. T I 

2. The highest form of government is a democracy 
and the highest form of a democracy is a govern
ment run by those who are most intelligent. T I 

3. Even though freedom of speech for all groups is 
a worthwhile goal, it is unfortunately necessary 
to restrict the freedom of certain political 
groups,, T I 

4. The worst crime a person could commit is to 
attack publicly the people who believe in the 
same thing he does. T I 

5. In times like these it is often necessary to be 
more on guard against ideas put out by people or 
groups in one's own camp than by those in the 
opposing camp. T I 

6. A group which tolerates too much differences 
of opinion among its own members cannot exist 
for long. T I 

7. It is only natural that a person would have a 
much better acquaintance with ideas he believes 
than with ideas he opposes. T I 

8. In this complicated world of ours the only way 
we can know what's going on is to rely on 
leaders or experts who can be trusted. T F 

9. It is often desirable to reserve judgment about 
what's going on until'one has had a chance to 
hear the opinions of those one respects. ^ F 
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In the long run the best way to live is to pick 
friends and associates whose tastes and beliefs 
are the same as one's own. T F 

The present is all to often full of unhappi-
ness. It is only the future that counts. T F 

If a man is to accomplish his mission in life 
it is sometimes necessary to gamble "all or no
thing at all". T F 

Unfortunately, a good many people with whom I 
have discussed important social and moral prob
lems don't really understand what's going on. T F 

Most people just don't know what's good for them. T F 

In the history of mankind there have probably 
been just a handful of really great thinkers. X F 

there are a number of people I have come to hate 
because of what they stand for. T F 

A man who does not believe in some great cause 
has not really lived. T F 

It is only when a person devotes himself to an 
ideal or cause that life becomes meaningful. T F 

Of all the different philosophies which exist 
in this world there is probably one which is 
correct. T F 

A person who gets enthusiastic about too many 
causes is likely to be a pretty "wishy-washy" 
sort of person. T F 

To compromise with our political opponents is 
dangerous because it usually leads to the betray
al of our own side. T F 

When it comes to differences of opinion in reli
gion we must be careful not to compromise with 
those who believe differently from the way we do. T F 

In times like these, a person must be pretty sel
fish if he considers primarily his own happiness. T F 

There are two kinds of people in this world: 
those who are for the truth and those who are 
against the truth. T F 
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25. My blood bolls whenever a person stubbornly re
fuses to admit he's wrong. T F 

26. A person who thinks primarily of his own happi
ness is beneath contempt. T F 

27. Most of the ideas which get printed nowadays 
aren't worth the paper they are printed on. T F 

28. Man on his own is a helpless and miserable 
creature. T F 

29. Fundamentally, the world we live in is a pretty 
lonesome place. T F 

30. Most people just don't give a "damn" for others. T F 

31. I'd like it if I could find someone who would 
tell me how to solve my personal problems. T F 

32. It is only natural for a person to be rather 
fearful of the future. T F 

33. There is so much to be done and so little time 
to do it in. T F 

34. Once I get wound up in a heated discussion I 
just can't stop. T F 

35. In a discussion I often find it necessary to 
repeat myself several times to make sure I am 
being understood. T F 

36. In a heated discussion I generally become so 
absorbed in what I am going to say that I for
get to listen to what the others are saying. T F 

37. It is better to be a dead hero than to be a 
live coward. T F 

38. While I don't like to admit this even to myself, 
my secret ambition is to become a great man, 
like Einstein or Beethoven, or Shakespeare. T F 

39. The main thing in life is for a person to want 
to do something important. T F 

40. If given the chance I would do something of 
great benefit to the world. T F 



APPENDIX 4 

INTERNAL-EXTERNAL LOCUS OF CONTROL SCALE 

This is a questionnaire to find out the way in which 
certain important events in our society affect different peo
ple. Each item consists of a pair of alternatives lettered 
a or b. Please select the one statement of each pair (and 
only one) which you more strongly believe to be the case as 
far as you're concerned. Be sure to select the one you ac
tually believe to be true rather than the one you think you 
should choose or the one you would like to be true. This is 
a measure of personal belief: obviously there are no right 
or wrong answers. 

Your answers are to be recorded by circling the cor
rect letter. Please answer these items carefully but do not 
spend too much time on any one item. Be sure to find an an
swer for every choice. In some instances you may discover 
that you believe both statements or neither one. In such 
cases, be sure to select the one you most strongly believe 
to be the case as far as you're concerned. Also try to re
spond to each item independently when making your choice; do 
not be influenced by your previous choices. 

1.a. Children get into trouble because their parents punish 
them too much. 

b. The trouble with most children nowadays is that their 
parents are too easy with them. 

2.a. Many of the unhappy things in people's lives are part
ly due to bad luck. 

b. People's misfortunes result from the mistakes they 
make. 

3.a. One of the major reasons why we have wars is because 
people don't take enough interest in politics. 

b. There will always be wars, no matter how hard people 
try to prevent them. 

4.a. In the long run people get the respect they deserve in 
this world. 

b. Unfortunately, an individual's worth often passes un
recognized no matter how hard he tries. 
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5.a. The idea that teachers are unfair to students is non
sense . 

b. Most students don't realize the extent to which their 
grades are influenced by accidental happenings. 

6.a. Without the right breaks one cannot be an effective 
leader. 

b. Capable people who fail to become leaders have not 
taken advantage of their opportunities. 

7.a. No matter how hard you try some people just don't 
like you. 

b. People who can't get others to like them don't under
stand how to get along with others. 

8.a. Heredityfiays the major role in determining one's per
sonality. 

b. It is one's experiences in life which determine what 
they're like. 

9.a. I have often found that what is going to happen will 
happen, 

b. Trusting to fate has never turned out as well for me 
as making a decision to take a definite course of 
action. 

10.a. In the case of the well prepared student there is rare
ly if ever such a thing as an unfair test. 

b. Many times exam questions tend to be so unrelated to 
course work that studying is really useless. 

11.a. Becoming a success is a matter of hard work, luck has 
little or nothing to do with it. 

b. Getting a good job depends mainly on being in the right 
place at the right time. 

12.a. The average citizen can have an influence in govern
ment decisions. 

b. This world is run by the few people in power, and there 
is not much the little guy can do about it. 

13.a. When I make plans, I am almost certain that I can make 
them work. 

b. It is not always wise to plan too far ahead because 
many things turn out to be a matter of good or bad 
fortune anyhow. 

14.a. There are certain people who are just no good. 
b. There is some good in everybody. 
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15.a. In my case getting what I want has little or nothing 
to do with luck. 

b. Many times we might just as well decide what to do 
by flipping a coin. 

16.a. Who gets to be the boss often depends on who was 
lucky enough to be in the right place first. 

b. Getting people to do the right thing depends upon 
ability; luck has nothing to do with it. 

17.a. As far as world affairs are concerned, most of us are 
the victims of forces we can neither understand nor 
control. 

b. By taking an active part in political and social af
fairs the people can control world events. 

18.a. Most people don't realize the extent to which their 
lives are controlled by accidental happenings. 

b. There really is no such thing as "luck". 

19.a. One should always be willing to admit mistakes. 
b. It is usually best to cover up one's mistakes. 

20.a. It is hard to know whether or not a person really 
likes you. 

b. How many friends you have depends upon how nice a 
person you are. 

21.a. In the long run the bad things that happen to us are 
balanced by the good ones. 

b. Most misfortunes are the result of lack of ability, 
ignorance, laziness, or all three. 

22.a. With enough effort we can wipe out political corrup
tion. 

b. It is difficult for people to have much control over 
the things politicians do in office. 

23.a. Sometimes I can't understand how teachers arrive at 
the grades they give. 

b. There is a direct connection between how hard I study 
and the grades I get. 

24.a. A good leader expects people to decide for themselves 
what they should do. 

b. A good leader makes it clear to everybody what their 
jobs are. 
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25.a. Many times I feel that I have little influence over 
the things that happen to me. 

b. It is impossible for me to believe that chance or 
luck plays an important role in my life. 

26.a. People are lonely because they don't try to be 
friendly. 

b. There's not much use in trying too hard to please 
people, if they like you, they like you. 

27.a. There is too much emphasis on athletics in high 
school. 

b. Team sports are an excellent way to build character. 

28.a. What happens to me is my own doing. 
b. Sometimes I feel that I don't have enough control 

over the direction my life is taking. 

29.a. Most of the time I can't understand why politicians 
behave the way they do. 

b. In the long run the people are responsible for bad 
government on a national as well as local level. 



APPENDIX 5 

SOCIAL DESIRABILITY SCALE 

Listed below are a number of statements concerning 
personal attitudes and traits. Read each item and decide 
whether the statement is true or false as it pertains to 
you personally. 

1. Before voting I thoroughly investigate the quali
fications of all the candidates. X F 

2. I never hesitate to go out of my way to help 
someone in trouble. T F 

3. It is sometimes hard for me to go on with my 
work, if I am not encouraged. T F 

4. I have never intensely disliked anyone. T F 

5. On occasion I have had doubts about my ability 
to succeed in life. T F 

6. I sometimes feel resentful when I don't get 
my way. T F 

7. I am always careful about my manner of dress. T F 

8. My table manners at home are as good as when I 
eat out in a restaurant. T F 

9. If I could get into a movie without paying and 
be sure I was not seen I would probably do it. T F 

10. On a few occasions, I have given up doing some
thing because I thought too little of my ability. T F 

11. I like to gossip at times. T F 

12. There have been times when I felt like rebelling 
against people in authority even though I knew 
they were right. T F 

13. No matter who I'm talking to, I'm always a 
good listener. 
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14. I can remember "playing sick" to get out of 
something. T F 

15. There have been occasions when I took advan
tage of someone. T F 

16. I'm always willing to admit it when I make 
a mistake. T F 

17. I always try to practice what I preach. T F 

18. I don't find it particularly difficult to get 
along with loud mouthed, obnoxious people. T F 

19. I sometimes try to get even rather than for
give and forget. T F 

20. When I don't know something I don't mind at 
all admitting it. T F 

21. I am always courteuous, even to people who 
are disagreeable. T F 

22. At times I have really insisted on having 
things my own way. T F 

23. There have been occasions when I felt like 
smashing things. T F 

24. I would never think of letting someone else 
be punished for my wrongdoings. T F 

25. I never resent being asked to return a favor. T F 

26. I have never been irked when people expressed 
ideas very different from my own. T F 

27. I never make a long trip without checking 
the safety of my car. T F 

28. There have been times when I was quite jealous 
of the good fortune of others. T F 

29. I have almost never felt the urge to tell 
someone off. T F 

30. I am sometimes irritated by people who ask 
favors of me. T F 
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31. I have never felt that I was punished 
without cause. T F 

32. I sometimes think when people have a misfor
tune they only got what they deserved. T F 

33. I have never deliberately said something that 
hurt someone's feelings. T F 



APPENDIX 6 

PERSONAL DATA SHEET 

Name (optional): 

Address (optional): 

Sex: M F 

Age: 

I am presently a (e.g., psychologist, psychiatric social 
worker, nurse) 

My education is: Degree or Certificate Ma.jor Subject 

Years experience as a therapist: 

Therapeutic orientation (circle one): Behavioral Somatic 

Insight- Eclectic 
Oriented 

I tend to treat more (circle one): a. schizophrenic 
patients 

b. neurotic patients 

In general, I have more success with (circle one): 

a. schizophrenic patients 

b. neurotic patients 
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