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ABSTRACT 

Although the importance of the psychotherapist to 

his patient has been implicitly stressed by all major sys

tems of psychotherapy, little research has been conducted 

in direct relation to this assumption. Related investiga

tions have primarily concerned parameters of. the psycho

therapeutic relationship and the contribution of therapists' 

characteristics to the treatment process. However, it 

would appear that many of these studies are based upon pre

conceived characteristics of therapists which are re

garded as important in view of therapists' conceptions 

of therapists. As such, these conceptions have not been 

demonstrated to be related to the ways in which patients 

perceive their therapists. 

A recent research program designed to investigate 

patients' conceptions of therapists provided a dimension 

along which these conceptions can be classified. The 

Task-Personal dimension categorizes patients' conceptions 

in terms of the degree to which task-related character

istics and personal characteristics of therapists are 

selected as being of greater importance to the patient. 

This dimension provides a means by which patients' as 

xi 



well as therapists' conceptions of therapists may be as

sessed and explored in relation to other relevant variables 

In this investigation, relationships between the 

Task-Personal dimension and the following variables were 

examined: (l) Personal-social characteristics of patients; 

(2) Personal-social characteristics of therapists; (3) 

Formal characteristics of therapy; (4) Patient and thera

pist perceptions of disorder; (5) Patient and therapist 

perceptions of progress; (6) Patient and therapist per

ceptions of the relative importance of the therapist. 

Measures taken concurrently on eight therapists 

and twenty-five patients indicated that both patients and 

therapists tend to attribute the therapist's significance 

to task-related characteristics rather than personal quali

ties. Puther inspection of these data suggested that the 

more task oriented patients regarded their therapists as 

more important to them than did their personal oriented 

counterparts. Similarly, task oriented therapists tended 

to provide a higher estimate of their importance than did 

the personal oriented therapists. 

The degree to which therapists and their patients 

maintained similar orientations was found to be an im

portant variable in this study. Patient-therapist dyads 

which were matched with respect to the Task-Personal di

mension were found to evidence less discrepancies between 
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patient and therapist perceptions of disorder, patient and 

therapist perceptions of progress, patient and therapist 

perceptions of the amount of time required prior to initial 

therapeutic change in the patient, and patient and thera

pist perceptions of the therapists' importance. 

Therapists who did not maintain the same orienta

tion as that of their patients tended to perceive their 

patients as more disturbed, to estimate a longer period 

of time prior to initial therapeutic change, and to re

port less therapeutic progress. Similarly, patients who 

were not paired with therapists of the same orientation 

tended to estimate a longer time period prior to exper

iencing positive change, to report less therapeutic prog

ress, and to be less satisfied with their therapeutic 

experience. 

These results were discussed in terms of the rele

vance of patient-therapist matching.particularly with 

regard to the Task-Personal dimension. Since matched 

patient-therapist dyads appeared to have provided a more 

productive and satisfactory psychotherapeutic experience, 

it was suggested that the relative efficacy of thera

peutic styles is likely to be related to the expectations 

or orientations of the patients with whom the therapist 

elects to deal. Implications of this assumption for 

further research was discussed. 



INTRODUCTION 

The importance of the psychotherapist to his patient 

has been implicitly stressed by all major systems of psycho

therapy. Traditionally, the psychoanalytic approach has 

emphasized the importance of the therapist particularly with 

regard to the "transference phenomenon" (Freud, 1935; Macal-

pine, 1950)* Adler (1927* 1928) attributed the therapist's 

importance to the interpersonal relationship with the pa-^ 

tient as a means for further development of "social inter

est." Similarly, Sullivan (1953* 195^) stressed the 

importance of the therapist's role as "participant obser

ver" and expert in interpersonal relations. The client-

centered .approach emphasizes the therapist's significance 

in terms of providing an attitude of "genuineness, empathic 

understanding and unconditional positive regard" in a per

missive situation (Rogers, 1951* 1961a). 

While the therapist's importance to his patient ap

pears to be a basic assumption in the various psychothera

peutic systems, little research has been directed toward 

an explicit exploration of this concept. The lack of pro

ductivity in this regard may be related to two viewpoints 

which have dominated theoretical and empirical activities: 

(1) research which has led to the description of "successful" 



or "ideal" therapists has frequently been based upon the 

assumption of the therapist's importance, and, rather than 

investigate the patients' assessments of their therapists, 

focuses on preconceived personality characteristics of 

the therapist; and (2) theoretical assumptions which have 

suggested that the stimulus qualities of the therapist as 

perceived by patients are not amenable to empirical investi 

gation. 

With respect to the first position, a number of 

studies have largely concerned parameters of the psycho

therapeutic relationship (Auld and White, 1959; Carson and 

Heine, 1962; Parson, 1961; Gardner, 1964) and the personal-

social characteristics of the therapist (Ashby, Ford, 

Guerney and Guerney, 1957; Betz, 1962, 1967; Betz and 

Whitehorn, 1956; Brams, 1961; Fiedler and Senior, 1952; 

Holt and Luborsky, 1952; Luborsky, 1952; McNair, Callahan 

and Lorr, 1962; Strupp, 1958; Whitehorn and Betz, 1954, 

i960). Although these studies have contributed to some 

empirical verification of the therapist's significance, 

approaches which emphasize personality characteristics 

present difficulties in interpretation due to ambiguous 

descriptive categories. 

For example, ah impressive list of descriptive 

terms regarding the "ideal" (and presumably, important) 

therapist has been compiled by Krasner: 
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" . . .  M a t u r e ,  w e l l - a d j u s t e d ,  s y m p a t h e t i c ,  t o l e r a n t ,  
patient, kindly, tactful, non-judgmental, accepting, 
permissive, non-critical, warm, likeable, interested 
in human beings, respectful, cherishing, working for 
a democratic kind of interpersonal relationship with 
all people, free of racial and religious bigotry, having 
a worthwhile goal in life, friendly, encouraging, opti
mistic! strong, Intelligent, wise, curious, creative, 
artistic, scientifically oriented, competent, trust
worthy, a model for the patient to follow, resourceful, 
emotionally sensitive, having a sense of humour, feel
ing personally secure, mature about sex, growing and 
maturing with life's experiences, having a high frus
tration tolerance, self-confident, relaxed, objective, 
self-analytic, aware of his own prejudices, non-
obsequious, humble, skeptical but not pessimistic, 
trustworthy, dependable, consistent, open, honest, 
frank, technically sophisticated, professionally 
dedicated, and charming (Krasner, 1963* pp. 16-17)." 

It would appear that the various terms describing the "ideal" 

therapist are therapists' conceptions of therapists and, as 

such, have not been demonstrated to be related to the ways in 

which patients perceive their therapists. In regard to a 

study of "successful" therapists, Strupp (1962) indicates that. 

some empirical support of the nature and significance of the 

effective psychotherapeutic relationship has been provided. 

However, he notes further that "... missing, unfortunately, 

are concrete data on the implementation of the relationship as 

well as the patients' perceptions of the therapist and the 

therapeutic experience (p. 601)." 

The second viewpoint which may have limited explicit 

investigations of the therapist's importance concerns the 

validity of patients' assessments of their therapists, psycho

analytic speculations may have restricted examination of 



patient-perceived stimulus qualities of the therapist with 

an assumption which suggests that "conscious" impressions are 

highly invalid and unreliable as sources of information. The 

psychoanalytic assumption indicates that the patient's re

sponses to the therapist are "merely a reflection of the 

patient's inner life and his unresolved feelings toward other 
% 

significant persons in his past (Goldstein, Heller, and Sech-

rest, 1966, p. 189)." 

However, in exploring this assumption, Alexander's 

(1963) extensive research in relation to a modified psycho

analytic model provided the conclusion that: 

" . . .  T h e  t r a d i t i o n a l  d e s c r i p t i o n s  o f  t h e  t h e r a 
peutic process do not adequately reflect the im
mensely complex interaction between therapist and 
patient. The patient's reactions cannot be de
scribed fully as transference reactions. The pa
tient reacts to the therapist as a concrete person 
and not only as a representative of parental figures 
(Alexander, 1963* p. 448)." 

In addition, Sechrest (1962) has shown that patients1 reactions 

to therapists are most likely transferred from role constructs 

formed in relation to other well-educated, professional per

sons. Similarly, Frank (1959) indicates that patients' ex

pectancies in psychotherapy are in part a function of earlier 

experiences with physicians and images of them. The evidence 

suggests, then, that the assumption that patients' perceptions 

of therapist stimulus qualities are unreliable sources of data 

may be lacking in validity. 



Contrary to the psychoanalytic assumptions, Rogers 

(1957, 1962) maintains that clients' reports are valid and 

reliable sources of information and, further, stipulates 

that the patient must be able to perceive therapist quali

ties in order to benefit from the therapeutic experiences. 

Specifically,*he hypothesizes that "the more the therapist 

is perceived by the client as being genuine, as having an 

empathic understanding and an unconditional positive re

gard for him, the greater will be the degree of construc

tive personality change in the client (Rogers, 1961b, 

p. 28)." Although some support of this hypothesis has 

been provided (Barrett-Lennard, 1962j Rogers, 1965), 

Truax (1966) found that the effects of therapist-offered 

conditions described in Rogers' "process equation" are 

relatively independent of the patients' reported percept

ions of them. While the specific nature of the patients' 

perceptions stipulated by Rogers have not been clearly 

demonstrated to be the necessary conditions for effect

ing therapeutic change, his emphasis on the validity and 

Importance of the client's perception of his therapist is 

relevant for the investigation of the dimensions along 

which patients perceive their therapists. 

A relatively small number of studies have attempted 

to explore patient attitudes toward therapy and patient 

perceptions of therapists. Related research has largely 



concerned sociopsychologlcal characteristics of mental hos 

pitals (Caudill, 1958; Greenblatt, Levinson, and Williams, 

1957; Stanton and Schwartz, 195*0 and patient perceptions 

of hospitals or specific staff activities (Ishiyama, Denny 

Prada, and Vespe, 1962; Klopfer, Wylie and Hillson, 1956; 

Souelem, 1955; Whiting, 1959). While some studies (Baker, 

1953; Feifel and Eells, 1963; Heine, 1962; Kamin and Caugh 

lan, 1963; Sechrest, 1962) have attempted to generally 

describe patient perceptions of therapists and the thera

peutic experience, two major research efforts have been 

directed toward estiablishing dimensions of these percept 

tions. 

Lorr (1965) attempted to identify some of the 

principle dimensions of clients' perception of therapists 

by employing eight constructs derived from concepts pro

vided by Fiedler (1950, 1953)> Apfelbaum (1958), and Leary 

(1957). The constructs included: Directiveness, Nurtur-

ance, Understanding, Acceptance, Equalitarianism, Inde,-

pendence-Encouraging, Critical Detachment, and Hostile 

Rejection. An inventory was administered to 532 patients 

and a factor matrix was developed. The following five 

factors emerged: Factor A, Understanding—the patient per

ceives the therapist as understanding what he is communica 

ting and what he is feeling; Factor B, Accepting—the 

patient perceives the therapist as interested,.nurturant 



and equalitarian; Factor C, Authoritarian--the patient per 

ceives the therapist as offering advice, direction, and 

assistance in reaching decisions; Factor D, Independence-

Encouraging- -the patient perceives the therapist as en

couraging him to accept responsibilities and to solve 

problems with relative independence; and, Factor E, 

Critical-Hostile--the patient perceives his therapist as 

critical, cold, impatient, and even competitive and disap 

proving. Lorr correlated these five factors with patient 

ratings of improvement, therapist ratings of improvement, 

and therapist judgments of patient satisfaction with treat 

m'ent. Patient perceptions of therapists as Understanding 

and Accepting were positively correlated with the patient 

ratings of improvement and the therapist judgments of pa

tient satisfaction with treatment. 

The initial study of the second major research 

program (Tyler and Simmons, 1964), attempted to assess 

patient conceptions of therapists on an intensive treat

ment ward in a mental hospital. Employing Kelly's (1955) 

Role Construct Repertory Test, patients' conceptions' of 

therapists were measured in terms of "role constructs" 

formed in relation to various hospital personnel. The 

patients were required to assess similarities and differ

ences between the following persons: the ward physician, 

their favorite ward nurse, their psychologists, their 
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favorite, activity therapist, their social worker, and their 

favorite psychiatric aide. 

In addition to indicating similarities and differ

ences between representatives of the six disciplines, the 

patients were requested to give the reasons for their 

choices. The patients' concepts or reasons for choices were 

classified in the following seven categories: (l) Self-

Reference—any statement in which the person answering the 

questionnaire is the reference point; (2) Personal Character

istics—any. statement in which the person or persons being 

described is the focal point; (3) Evaluated Task—any state

ment in which the patient's evaluation of the individual's 

skills, duties, or profession is the focal point; (4) Task— 

any statement in which the patient's description of the 

individual's skills, duties, or profession is the focal 

point; (5) Physical Characteristics—any statement in which 

the patient's description of the individual's physical, 

national or racial characteristics is the focal point; (6) 

Amount of Contact—any statement in which the amount of con

tact or degree of acquaintance between the patient and the 

individual being described is the focal point; (7) Unclassi

fied—any statement which is nonsensical, meaningless, or too 

vague as to referents to classify elsewhere. 

The results indicated that patients predominately 

conceptualize their therapists in terms of personal character

istics. While psychologists and nurses were most often 
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selected as simiiar to other therapists, social workers were 

most often selected as different from other personnel. The 

psychologists, nurses, activity therapists, and psychiatric 

aides were significantly conceptualized in terms of personal 

characteristics. Social workers were perceived largely on 

the basis of lack of contact and physicians were conceptua

lized essentially on the basis of task-related characteristics. 

The results were interpreted to suggest that not only are pa

tients more sensitive to the personal characteristics of 

their therapists than might be expected, but are also aware 

of the differences in the amount and nature of therapist 

interactions with them. In addition, the findings indicated 

that hospitalized psychotics, contrary to previous concep

tions are able to differentiate individuals in the thera

peutic environment on a relatively realistic basis. 

Following this initial study, Simmons and Tyler 

(1964) measured the ways in which the staff personnel of 

the intensive treatment ward perceived they were concept

ualized by their patients. The results indicated that the 

therapists perceived their importance to their patients 

primarily in terms of their task-related characteristics 

such as their skills, duties and professional identification. 

The discrepancies between the ways in which patients and 

staff conceptualize therapists were similar to those found 

by Felfel and Eells (1963) and Kamin and Caughlan (1963) in 

that therapists primarily conceptualize themselves in terms 
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of task functions, while patients are largely concerned with 

the personal qualities of the therapist. 

Further exploration of these data (Simmons and 

Tyler, 1969) attempted to relate the Task and Personal 

orientation dimension to length of hospitalization. The 

results suggest that patients who conceptualize therapists 

more in terms of task-related characteristics and less in 

terms of personal characteristics evidence a significantly 

shorter period of hospitalization and have a significantly 

higher discharge rate than patients who conceptualize 

therapists more in terms of personal characteristics and 

less in terms of task-related characteristics. These dif

ferences could not be attributed to the effect of other 

variables such as age, sex, number of previous admissions 

and diagnosis. 

Johnson (1967) investigated the relevance of the 

Task-Personal dimension in a normal population. Using a 

similar measure as that which was employed in the earlier 

study with mental hospital patients (Tyler and Simmons, 

1964), it was found that conceptualizations which normals 

form about significant individuals in their environment 

could be meaningfully classified along the Task-Personal 

dimension. In addition, interrelationships between the 

Task-Personal dimension and personality constructs derived 

from Rotter's (195*0 social learning theory were explored. 

It was found that personal-oriented subjects evidence a 
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significant discrepancy between the preference values for 

goals and the expectancies for attainment of these goals. 

Specifically, subjects who primarily conceptualize others 

in terms of personal characteristics- have less expectation 

that their behavior will lead to goal-attainment. On the 

other hand, subjects who attend to task-related as well as 

personal aspects of interpersonal situations were character

ized as being significantly more effective in goal-attainment. 

The present study evolved from the research program 

designed to investigate patients' conceptions of therapists. 

In order to further explore the relevance of the Task-

Personal dimension, therapists' as well as patients' con

ceptions of therapists were measured along this dimension. 

In addition, by means of - concurrent measures of responses 

•by both patients and therapists engaged in individual psycho

therapy, the relationships between these conceptions and the 

following six other major sources of variables were examined: 

(1) Personal-social characteristics of patients.; (2) Personal-

social characteristics of therapists; (3) Formal character

istics of psychotherapy; (4) Patient and therapist perception 

of disorder; (5) Patient and therapist perception of progress; 

(6) Patient and therapist perception of the relative impor

tance of the therapist. 



METHOD 

Subjects 

THERAPISTS 

Eight psychotherapists participated in this study. 

The sample included: one full-time psychiatrist; one full-time 

psychiatric social worker; three full-time, Ph.D. psycholo

gists; and, three part-time, M.A. psychologists. There were 

six male and two female therapists. The age range extended 

from 24 to 50 with a mean age of 32.8 and a median of 43.5. 

The range in number of years of post-graduate experience was 

from 3 to 20 years with a mean of 10.5 and a median of 10. 

. All therapists were generally regarded as eclectic 

in theoretical orientation. In terms of theoretical emphasis, 

however, therapists could be classified in the following 

categories: analytic (4); phenomenological (2); and, behav

ioral (2). While the psychiatrist in the sample was exclu

sively engaged in out-patient private practice, the psychiatric 

social worker and the psychologists were employed in an insti

tutional setting providing in-patient as well as out-patient 

services. 

12 
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PATIENTS 

The patient sample comprised 25 patients, 21 men and 

4 women. While 20 patients received treatment in a public 

institution, 5 were involved in private, out-patient therapy. 

Patient ages ranged from 22 to 64 with a mean of 38.8 and a 

median age of 39• The mean educational level was 13.4 years 

with a median of 13. Fourteen (56$) of the patients were 

married, five (20$) single, four (16$) divorced, one separated 

and one widowed. An index of gross family income indicated 

that the 20 patients (80$) who were in treatment in the insti

tutional setting made less than $10,000 per year. Those 

patients receiving private treatment evidenced a significantly 

higher income. In terms of Hollingshead1s Index of Social 

Position (Hollingshead and Redlich, 1958), the patient sample, 

with a few notable exceptions, may be generally classified as 

belonging to the lower-middle classes. 

'Diagnostic impressions provided by their therapists 

presented the following classifications: schizophrenic dis

order, 12 patients (48$); psychoneurotic disorder, 9 pa

tients (36$); personality disorder, 2 patients.(8$); and, 

situational disorder, 2 patients, (8$). The patients were 

predominantly seen in out-patient therapy (80$). Total 

number of individual therapy sessions ranged from 3 to 250 

with a mean of 57.6 and a median of 50• Most patients (88$) 

were seen on a weekly basis. While 52$ of the sample were 
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receiving additional therapy (group, psychodrama, psycho-

parmacological, etc.), 68$ had received some form of therapy 

previous to the current individual psychotherapy. An esti

mate of the number of sessions required prior to termination 

provided a range from 2 to 52 with a mean of 16 and a median 

of 20. 

The data presented above regarding the patient sample 

provides a heterogeneous picture with a wide range of social 

class membership, age, educational level, marital status, 

income, diagnosis, and nature, setting and duration of treat

ment . 

Instruments 

Role Conception Inventory 

This scale provides a measure of the Task-Personal 

dimension by presenting 30 items in a forced-choice format. 

The scale was designed to assess task vs. personal orientation 

in a variety of interpersonal situations. The general ration

ale of construction was to provide the individual with choices 

between task-related and personal characteristics of thera

pists as well as other individuals in family, social, occupa

tional, professional, and general contexts. 

Empirically based upon responses to a modifed Role 

Construct Repertory Test (Kelly, 1955) with a patient and 

therapist sample (Tyler and Simmons, 1964,* Simmons and Tyler, 

1964) and a sample of college students (Johnson, 1967), the 
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Role Conception Inventory assesses task vs. personal orienta

tion relative to the following individuals, or groups of in

dividuals in their respective situational contexts: (l) 

Social—good friend, friend, neighbor; (2) Family--husband, 

wife, parent, brother or sister, family, relatives; (3) 

Occupational—fellow worker, boss or employer, supervisor or 

foreman, company; (4) Professional—teacher, minister, physi

cian, salesperson, public official; (5) General--man, woman, 

child, people; (6) Therapist--eight items providing a role 

assessment of the therapist. This scale is reproduced in 

Appendix A. 

Patient Perception of Disorder Scale 

An estimate .of patients1 perceptions of their disorder 

prior to entering therapy is provided by this scale. The 

format requires the patient to rate on a 7 point scale the 

perceived degree of disturbance in four areas: (1) General 

Disorder—general degree of disturbance in functioning; (2) 

Behavioral Disorder—degree of problematic behavioral defic

iency and excess; (3) Cognitive Disorder—degree of cogni

tive and perceptual difficulties; (4) Emotional Disorder— 

degree of problematic subjective anxiety and internal stress. 

A total of eight items were presented in a random order, with 

two items representing each of the four areas of disorder. 

The content of the items was suggested by Kanfer and Saslow 
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(1965) and Strupp, Wallach and Wogan (1964). This scale is 

reproduced in Appendix B. 

Therapist Perception of Disorder Scale 

This scale provides the therapist with items which 

are essentially equivalent to those contained in the Patient 

Perception of Disorder Scale, To facilitate therapist ratings, 

the items were presented with technical terminology and in a 

straightforward sequence by categories, rather than a random 

presentation. This scale is reproduced in Appendix £. 

Patient Perception of Progress Scale 

The patient is required to estimate progress in therapy 

on this scale with regard to the same items provided on the 

Patient Perception of Disorder Scale. A nine point rating 

•format is provided which extends from "A Great Deal Improved" 

to "Much More of a Problem." 

.The patient is also requested to provide ratings on 

two items regarding satisfaction with therapy, one item con

cerning the amount of time required to experience positive 

change, and two items which yield estimates of post-therapy 

prognosis. This scale is reproduced in Appendix D. 

Therapist Perception of Progress Scale 

This scale provides the therapist with a format and 

items equivalent to the Patient Perception of Progress Scale 

including statements regarding progress across four areas of 
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disorder, estimates of patient's satisfaction with therapy, 

time required for positive modification, and estimates of the 

patient's post-therapy prognosis. This scale is reproduced in 

Appendix E. 

Role-Relationships Form 

This scale was designed to measure the importance of 

the therapist relative to other significant individuals in the 

patient's environment. A forced choice format is presented 

consisting of 20 sets of three role titles or triads. The 

form includes the following six role titles appearing in all 

possible combinations: spouse, boy or girlfriend; favorite 

parent; good friend; favorite teacher or minister; favorite 

boss or employer; and therapist. For each triad, the patient 

is required to select the role title of the individual that 

is currently regarded as most important to the patient, the 

role title of the individual that is currently regarded as 

least important to the patient, and one role title is left 

unranked. Scoring is accomplished by a system of weights: 

two points assigned to the most choice; zero point assigned 

to the least choice; and, one point assigned to the remaining 

alternative. 

While the Role-Relationships Form was designed from 

the patient's point of view, an equivalent form was admini

stered to therapists in order to obtain their estimates of 

their importance to the patient relative to other significant 
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individuals in the patient's environment. The Role-Relation

ships Form for patients is reproduced in Appendix F. The 

instructions for the Role-Relationships Form given to thera

pists are reproduced in Appendix G. 

Activity-Interest Blank 

Consisting of 23 critical items of the Strong Voca

tional Interest Blank, this scale was employed by Betz (1962) 

for differentiation of successful (Type A) and relatively 

ineffective (Type B) therapists. In the present form, seven 

filler items were added to the scale. The Activity-Interest 

Blank was administered to both patients and therapists. 

Scoring criteria are presented by Betz (1962). This scale 

is reproduced in Appendix H. 

Patient Information Form 

Additional patient characteristics were obtained from 

this form which requests the following information: age, sex, 

years of education, occupation, marital.status, gross family 

income, and number of children. This form is reproduced in 

Appendix 1^. 

Therapist Information Form 

Additional therapist characteristics were obtained 

from this form which requests the following information: age, 

sex, years of experience, discipline, and theoretical orienta

tion. 
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Therapy Information Form 

Therapists were requested to provide the following 

information on this form: formal diagnosis or description of 

patient's disorder, patient's treatment status (in-patient, 

out-patient or day-care), total number of therapy sessions 

conducted with the patient, frequency of sessions per week, 

total number of weeks in treatment, additional treatment in 

which the patient is currently involved, nature and amount of 

previous psychotherapeutic treatment, and an estimation of 

the number of weeks of therapy required prior to termination. 

Procedure 

All subjects participated in the study on a voluntary 

basis. Therapists were requested to provide patients with re

search materials contained in sealed envelopes. In order to 

promote independent ratings by therapists and patients, the 

exact na-ture of tasks to be completed by patients were not 

revealed to therapists. In addition, patients were identified 

by code number only and were assured that their responses 

would be strictly confidential and that the therapists would 

not be permitted to inspect their responses. In this manner, 

it was hoped that cooperation would be enhanced and patients 

would be less likely to respond in a manner to gain the thera

pist's approval rather than providing honest opinions. 
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Research materials were presented to patients in the 

following order: (l) Patient General Information Sheet (in

structions); (2) Patient Information Form (demographic data); 

(3) Role Conception Inventory; (4) Patient Assessment of 

Problems in Living (Patient Perception of Disorder Scale); 

(5) Role-Relationships Form; (6) Activity-Interest Blank; 

and, (7) Patient Assessment of Change (Patient Perception of 

Progress Scale). The primary rationale for the sequence above 

was to gain an immediate measure of task and personal orienta

tion prior to the patient's reviewing the psychotherapeutic 

situation and, in addition, to provide adequate distance be

tween the Perception of Disorder and Perception of Progress 

scales in order to diminish contamination between similar" 

items. Instructions given to patients are reproduced in 

Appendix J. 

Therapists received coded materials with which to 

make ratings regarding each patient in their sample. Instruc

tions provided therapists are reproduced in Appendix K. 

Therapists were also extended the privilege of confidentiality 

and the condition of anonymity. 



RESULTS 

Task-Personal Dimension 

As a measure of the Task Personal dimension, responses 

on the Role Conception Inventory were scored in terms of pa

tient general task and personal orientations, therapist general 

task and personal orientations, patient task and personal 

therapy orientations, and therapist task and personal therapy 

orientations. Frequencies and percentages relative to these 

classifications are summarized in Table 1. 

TABLE 1 

FREQUENCIES AND PERCENTAGES OF ROLE CONCEPTION RESPONSES 
WITHIN CATEGORIES 

Task Personal 
N Orientation Orientation Total 

Fr $ Fr % Fr $ 
Patients 25 374 49.9 376 50.1 750 100 
Therapists 8 115 47.9 125 52.1 240 100 
Total 33 489 49.3 501 50.7 990 100 

Task-Therapy Personal-Therapy 
N Orientation Orientation Total 

Fr $ Fr % Fr $ 
Patients 25 130 65.0 70 35.0 200 100 
Therapists 8 40 62.6 24 37.4 64 100 
Total 33 170 64.4 94 35.6 264 100 

21 
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With respect to general orientations which reflect the 

Task-Personal dimension across a variety of interpersonal 

situations, it would appear that the selection of task-related 

and personal characteristics occurs nearly equally often for 

both patients and therapists. However, an inspection of those 

items which are specific to the therapy situation indicates a 

tendency for both patients and therapists to regard task-

related characteristics as more important in that situation. 

Further analysis of these data is presented in Table 2. 

The results indicate that there are no significant 

differences in selection of task-related vs. personal character

istics in general by either patients (t = .041, p>.05) or 

therapists (t = .446, p>.05). Therapists also evidence no 

significant differences in selection of task-related vs. 

personal characteristics with regard to the therapy situation 

(t = .857, P>.05). However, patients in this sample signifi

cantly selected task-related characteristics of therapists as 

being more important than personal characteristics (t » 2.857, 

p<.05). 

An examination of differences between the patients 

and therapists with respect to this dimension is presented in 

Table 3. 
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DESCRIPTIVE STATISTICS FOR THE TASK-PERSONAL DIMENSION 

PATIENTS 

Mean 
Median 
Standard Deviation 
Significance* 

Task- Personal* 
Task Personal Therapy Therapy 

14.960 15.040 5.200 2.800 
16.000 14.000 6.000 2.000 
4.80 4.80 2.10 2.10 

ns .05 

* Significance level obtained by t-tests of differences 
between obtained and expected mean. 

THERAPISTS 

Mean 
Median 
Standard Deviation 
Significance* 

Task Personal 

14.375 15.625 
13.000 17.000 
3.89 3.89 

ns 

Task- Personal-
Therapy Therapy 

5.000 
6.000 
2.40 

3.000 
2.000 
2.40 

ns 

* Significance level obtained by t-tests of differences 
between obtained and expected mean. 
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T-TESTS OP NO DIFFERENCES IN TASK VS PERSONAL ORIENTATION 
FOR PATIENT AND THERAPIST GROUPS . . 

Mean 
Median 
Standard Deviation 
Significance 

Patient Therapist 
Task Task 

14.960 14.375 
16.000 13.000 
4.80 3.89 

ns 

Patient Therapist 
Task- Task-
Therapy Therapy 

5.2000 5•000 
6.000 6.000 
2.10 2.40 

.05 

While there were no significant differences (t = .316, 

P>.05) between patient and therapist groups with respect to 

their preferences for task and personal characteristics in 

general, the data suggest that patients selected task-related 

characteristics of the therapist as being more important 

significantly more often than therapists (t •* 2.222, p<.05). 

Relationships between the Task-Personal dimension and 

a number of major variables in psychotherapy are explored in 

the following sections. Spearman rank correlation coefficients 

were employed as measures of associations between variables. 

In addition, chi squares were computed in an attempt to deter

mine the significance of differences between data groups. 

Grouping of data was accomplished by inspecting frequency 

distributions along dimensions and splitting the data at the 

median. 
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Task-Personal Dimension and Personal-Social Characteristics 
of Patients 

Correlations between task and personal orientations 

are personal-social characteristics of patients are presented 

in Table 4. 

TABLE 4 

TASK-PERSONAL CORRELATES OP PERSONAL-SOCIAL 
CHARACTERISTICS OP PATIENTS 

Task- Personal-
Task Personal Therapy Therapy 

Age .148 -.137 -.108 .100 
Education -.243 .280 -.000 .122 
Income -.302 .404* -.416* .560** 
Betz A .045 .007 .153 -.039 
Betz B -.146 .173 -.107 .195 

* p <.05 
** p <.01 

While no significant relationships were found between 

the Task-Personal dimension and the age and education level of 

patients in this sample, an inspection of gross family income 

suggests a trend in the direction of personal oriented patients 

evidencing a higher economic status ( X2 = 2.060, p = .15 ). 

Correlations between task and personal orientations and the 

Betz A and B typology were not significant ( X2 = .07, p>.05). 

Patient diagnoses, as described by therapists, 

provided the basis for forming two groups, schizophrenics and 
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non-schizophrenics. There were no significant differences 

between these groups with respect to task vs. personal 

orientations ( X2 - .21, p>.05). 

Task-Personal Dimension and Personal-Social Characteristics 
of Therapists 

Task and personal orientations of the eight therapists 

included in this sample were examined in relation to therapist 

characteristics. Theoretical orientations of these thera

pists, were grouped in terms of analytic and non-analytic 

orientations. An inspection of these groups with respect to 

task and personal orientations provided an equal distribution 

along this dimension in that there were two therapists classi

fied as task-oriented and two therapists classified as personal-

oriented in each of the groups. The relationship between mem

bership in a particular professional discipline and the Task-

Personal dimension could not be evaluated in view of the 

preponderance of psychologists in the sample. Additional 

therapist characteristics are examined in Table 5. 

In view of the small sample size ( N = 8 ), none of 

the correlation coefficients are statistically significant 

(p = .05). The relationship between the Betz A and B typo

logy and the Task-Personal dimension provides a trend which 

might suggest that types A and B may be subsumed under task 

orientation and inversely related to personal orientation. 
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TABLE 5 

TASK-PERSONAL CORRELATES OF PERSONAL-SOCIAL 
CHARACTERISTICS OF THERAPISTS 

Task- Personal-

Age 
Experience 
Betz A 
Betz B 

Task Personal Therapy Therapy 

.250 .302 -.070 .140 

.051 .108 -.160 .236 

.622 -.540 . .325 -.224 

.486 -.428 .540 -.464 

Task-Personal Dimension and Formal Characteristics of Therapy 

TABLE 6 

TASK-PERSONAL CORRELATES OF FORMAL CHARACTERISTICS 
OF THERAPY 

Patients 

Total # of Sessions 
Time to Termination 

Task Personal 

-.084 .093 
.192 -.073 

Therapists 

Task Personal-
Therapy Therapy 

.213 

.248 
.291 
-.078 

Total # of Sessions 
Time to Termination 

Task Personal 

•.058 
.215 

.088 
-.074 

Task- Personal-
Therapy Therapy 

•.078 
.282 

.127 
-.122 
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In Table 6, two formal aspects of therapy, total num

ber of sessions conducted and estimated time to termination 

in weeks, are examined in relation to patients1 and thera

pists' task and personal orientations. In the analysis 

above, no significant correlations were obtained. 

Chi square analyses further supported the finding 

that there are no significant differences between personal 

and task oriented patients with respect to total number of 

sessions conducted (X2 = 1.057, p>«05) and estimated time to 

termination (X2 = .3^6, P>.05). In addition, no significant 

differences were found between task and personal oriented 

patients with respect to additional, concurrent therapy . 

(X2 = . 4l6, p?.05) and. experience of previous psychotherapy 

(X2 = .302, p>.05). 

Task-Personal Dimension and Perception of Disorder 

Relationships between the Task-Personal dimension 

and perception of disorder were investigated with regard to: 

(l) patients' perceptions; (2) therapists' perceptions; 

and, (3) discrepancies between these perceptions. Dis

crepancies were evaluated in terms of the degree to which 

patients and their therapists were matched in their respec

tive orientations. 
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Patients 

Table 7 presents correlation coefficients representing 

associations between patient task and personal orientations 

and perceptions of total disorder. The total disorder index 

is based upon four subscales which reflect degrees of behav- .: 

ioral, cognitive, emotional and general disorders. The cor

relations between subscale measures and the Task-Personal 

dimension are provided in Appendix L. 

TABLE 7 

PATIENT TASK-PERSONAL CORRELATES OP 
TOTAL PERCEPTION OP DISORDER 

Task- Personal-
Task Personal Therapy Therapy 

Patient Total Disorder .138 -.126 -.003 .055 
Therapist Total Disorder -.008 .025 .210 -.197 
Discrep. Total Disorder .33^ -.320 .313 -.274 

Although there are no significant relationships between 

patient and therapist assessments of disorder and patient task 

and personal orientations, a trend is suggested which might 

indicate a higher discrepancy between these assessments for 

the more task oriented patients. 
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Therapists 

Relationships between therapist task and personal 

orientations and perceptions of total disorder are examined 

in Table 8. 

TABLE 8 

THERAPIST TASK-PERSONAL.CORRELATES OP 
TOTAL PERCEPTION OP DISORDER 

Task Personal 
Task-
Therapy 

Personal-
Therapy 

Patient Total Disorder 
Therapist Total Disorder 
Discrep. Total Disorder 

.268 
-.075 

-.166 
-.230 
.110 

.228 

.215 
-.047 

-.176 
-.159 
.101 

A trend is reflected above which suggests that patients 

of task oriented therapists in this sample are assessed by both 

patients and therapists as having a higher degree of total dis

order than those patients of personal oriented therapists. 

Further support of this trend is provided by inspection of 

patient diagnoses provided by task and personal therapists. 

Of 11 patients seen by task therapists, 9 were diagnosed as 

schizophrenic. Personal therapists, on the other hand, were 

treating 14 patients, only 3 of which were diagnosed as 

schizophrenic. Task therapists, then, were treating signifi

cantly more patients diagnosed as schizophrenic (X2 = 4,662, 

p<.05) and might be expected to assess their patients as 
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having a higher degree of total disorder than those patients 

of personal oriented therapists. Correlations between sub-

scales of the total disorder index and therapist task and 

personal orientations are provided in Appendix M. 

Patient-Therapist Matching 

Discrepancy scores between patient-therapist dyads 

were derived along each dimension employed in this study. 

Representing the degree to which patient and therapist 

orientations match, discrepancy scores provide a measure of 

this variable. In Table 9, relationships between discrepancies 

in patient and therapist task and personal orientations and 

perception of disorder are presented. 

TABLE 9 

DISCREPANCY TASK-PERSONAL CORRELATES OP 
TOTAL PERCEPTION OP DISORDER 

Discrep. Discrep 
Discrep. Discrep. Task- Personal 
Task Personal Therapy Therapy 

Patient Total Disorder .181 .179 4 .087 -.022 
Therapist Total Disorder -.037 -.026 .225 .189 
Discrep. Total Disorder .273 . 286 .194 .280 

Although none of the correlation coefficients presented 

in the table above are significant at the .05 level, a trend 

is evidenced which suggests a relationship between discrepancy 
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scores between patients and their therapists with respect to 

the task-personal dimension and discrepancy scores between 

patients and their therapists with respect to perceptions of 

disorder. Specifically, the larger the discrepancy between 

patient and therapist task orientation and patient and thera

pist personal orientation, the higher the degree of dis

crepancy evidenced between patient and therapist assessments 

of the patient's disorder. Therefore, one might expect that 

task oriented therapists with task oriented patients and 

personal oriented therapists with personal oriented patients 

are less likely to evidence as large a discrepancy between 

patient and therapist perceptions of disorder than those 

patient-therapist dyads that are not matched with respect to 

the Task-Personal dimension. Further examination of this 

assumption, however, did not support the conclusion of.signifi

cant differences between matched and unmatched patient-thera

pist dyads with respect to the perception of disorder dimension 

(X^ = .031, p>.05). Correlations between subscales of the 

total disorder index and discrepancies in task and personal 

orientations are presented in Appendix N. 

Task-Personal Dimension and Perception of Progress 

Patients 

Correlations between task and personal orientations 

and total perception of progress are presented in Table 10. 
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Total perception of progress represents a summation of behav

ioral, cognitive, emotional, and general estimates of progress. 

TABLE 10 

PATIENT TASK-PERSONAL CORRELATES OP 
TOTAL PERCEPTION OP PROGRESS 

Task Personal 
Task-
Therapy 

Personal-
Therapy 

Patient Total Progress 
Therapist Total Progress 
Discrep. Total Progress 

-.016 
.020 
-.148 

.028 
-.008 
.166 

.003 

.052 
-.059 

.085 
-.005 
.151 

There were no significant relationships "between total 

perception of progress and patient task and personal orienta

tions. Relationships between subscales of the total progress 

dimension and task and personal orientations of patients are 

provided in Appendix 0. 

Therapists 

Relationships between total perception of progress 

and therapist task and personal orientations are summarized 

in Table 11. 



TABLE 11 

34 

THERAPIST TASK-PERSONAL CORRELATES OP 
TOTAL. PERCEPTION OF PROGRESS 

Task Personal 
Task-
Therapy 

Personal-
Therapy 

Patient Total Progress 
Therapist Total Progress 
Discrep. Total Progress 

.120 

.139 
-.172 

-.086 
-.105 
.212 

.288 

.157 

.022 

-.236 
-.104 
.034 

While none of the correlations presented above are 

significant at the .05 level, two trends are suggested by 

these data. First, a greater degree of task orientation on 

the part of therapists appears to be associated with a higher 

degree of total progress perceived by both"patients and thera

pists. Further analysis of these data, however, indicates 

that there are no significant differences between task oriented 

therapists and personal oriented therapists with respect to 

patient total progress as assessed by patients (X2 = .043, 

P>.05) and therapists (X2 = .043, P>-05). 

Secondly, a greater degree of personal orientation on 

the part of therapists appears to be related to a higher degree 

of discrepancy between patient and therapist perceptions of 

total progress. Inspection of this assumption indicates that 

task oriented therapists evidence significantly less dis

crepancies between their perceptions and patient perceptions 
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of progress than do personal oriented therapists (X^ = 4.820, 

p<.05). Correlations between therapist task and personal 

orientations and subscales of total perception of progress 

are presented in Appendix P_. 

Patient-Therapist Matching 

Table 12 provides correlation coefficients reflecting 

relationships between total perception of progress dimension 

and discrepancies between patient and therapist task and 

personal orientations. 

TABLE 12 

DISCREPANCY TASK-PERSONAL CORRELATES OP 
TOTAL PERCEPTION OF PROGRESS 

Discrep. Discrep 
Discrep. Discrep. Task- Personal 
Task Personal Therapy Therapy 

Patient Total Progress -.424* -.412* -.061 -.151 
Therapist Total Progress -.250 -.214 .051 .007 
Discrep. Total Progress -.277 -.281 -.030 -.157 

* Significant at .05 

Significant relationships were found between discre

pancies in task and personal orientation and patients' per

ceptions of progress. Specifically, patients' perceptions of 

progress decrease in relation to an increase in discrepan

cies between task and personal orientations of patients and 



their therapists. This finding suggests that the degree to 

Which patients and therapists are unmatched, i.e., task 

oriented therapists treating personal oriented patients and 

personal oriented therapists treating task oriented patients, 

is inversely related to the degree of therapeutic progress 

perceived by the patient. A chi square analysis provides 

additional support for this assumption (X^ = 3.205, p = .07). 

Correlations between subscales of the total disorder 

index and discrepancies in task and personal orientations 

are presented in Appendix Q. 

Task-Personal Dimension and Satisfaction with Therapy 

Patients 

Relationships between patient task and personal 

orientations and estimates of patients' satisfaction with 

therapy provided by patients and therapists are examined in 

Table 13-

The results of this analysis suggest a significant 

relationship between patients1 estimates of satisfaction with 

their therapy and personal orientation. Patients who evi

dence a higher degree of personal orientation, particularly 

with respect to the therapy situation, report a higher degree 

of satisfaction with therapy. Some support of this trend is 

suggested by the positive relationships between therapists' 

estimates of patient satisfaction and patients' personal 
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TABLE 13 

PATIENT TASK-PERSONAL CORRELATES OP 
PATIENT.SATISFACTION WITH THERAPY 

Task- Personal-
Task Personal Therapy Therapy 

Patient Satisfaction -.059 .212 -.125 . 340* 
Therapist Satisfaction -.211 .266 -.078 .193 
Discrep. Satisfaction .106 .035 .068 .084 

* Significant at .05 

orientation. Further analysis of this trend, however, failed 

to establish significant differences between task and personal 

oriented patients with respect to satisfaction with therapy 

(X2 = .022, p>.05). 

Therapists 

Correlations between task and personal orientations 

of therapists and patient and therapist estimates of patient 

satisfaction with therapy are presented in Table 14. 

Therapists' personal orientation, particularly with 

respect to the therapy situation, is positively related to 

patients' satisfaction with therapy. It would appear that a 

larger degree of personal orientation on the part of therapists 

is significantly related to patients' and therapists' estimates 

of patient satisfaction in therapy. Although further analysis 

of this assumption failed to indicate significant differences 
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TABLE 14 

THERAPIST TASK-PERSONAL CORRELATES OP 
PATIENT SATISFACTION WITH THERAPY 

Task Personal-
Task Personal Therapy Therapy 

Patient Satisfaction -.057 .232 -.151 .344* 
Therapist Satisfaction -.219 .296 -.113 .209 
Discrep. Satisfaction .169 -.005 .161 .021 

* Significant at .05 

in patient satisfaction between patients of task and personal 

oriented therapists (X^ = .467, P>«05), some support is 

provided to the suggestion that personal oriented therapists 

tend to estimate a higher degree of satisfaction in their 

patients than do task oriented therapists (X = 2.060, p = .15). 

Patient-Therapist Matching 

Relationships between estimates of patient satis

faction and discrepancies between patient and therapist task 

and personal orientations are explored in Table 15. 

Patient-therapist matching appears to be significantly 

related to patients1 satisfaction with therapy. Specifically, 

a greater degree of patient satisfaction is related to a 

lesser degree of discrepancy between task and personal orienta

tion for patient-therapist dyads. Further examination of this 

relationship, however, failed to exhibit significant differences 
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TABLE 15 

DISCREPANCY TASK-PERSONAL CORRELATES OP 
PATIENT SATISFACTION WITH THERAPY 

Discrep. Discrep. 
Discrep. Discrep. Task- Personal-
Task Personal Therapy Therapy 

Patient Satisfaction -.367* -.337* .052 .009 
Therapist-Satisfaction -.058 . -.025 .284 .236 
Discrep. Satisfaction -.090 -.107 -.068 .010 

* Significant at .05 

between matched and unmatched patient-therapist dyads with 

respect to patient satisfaction with therapy (X2 = 1.501, 

P>.05). 

Task-Personal Dimension and Patient Prognosis 

Patients 

Correlations between patient personal and task orienta

tions and patient and therapist estimates of prognosis are 

provided in Table 16. 

There are no significant associations or trends In 

relationships suggested by correlations between estimates 

of prognosis and patient task and personal orientations. 
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TABLE 16 

PATIENT TASK-PERSONAL CORRELATES OF PATIENT PROGNOSIS 

Task Personal-
Task Personal Therapy Therapy 

Patient Prognosis .176 -.140 .226 -.131 
Therapist Prognosis -.124 .169 -.045 .153 
Discrep. Prognosis .020 .084 -.056 .177 

Therapists 

In Table 17, correlation coefficients are provided 

with respect to relationships between therapist task and 

personal orientations and estimates of patient prognosis. 

TABLE 17 

THERAPIST TASK-PERSONAL CORRELATES OF PATIENT PROGNOSIS 

Task- Personal-
Task Personal Therapy Therapy 

Patient Prognosis -.230 .288 .066 .009 
Therapist Prognosis -.459* .526** -.222 .308 
Discrep. Prognosis .073 .052 .225 -.081 

* Significant at .05 
** Significant at .01 



Significant relationships were evidenced with respect 

to therapist estimates of patient prognosis and therapist task 

and personal orientations. A greater degree of task orienta

tion on the part of therapists was significantly associated 

with a lower estimate of patient prognosis. On the other hand, 

a greater degree of personal orientation was significantly-

related to a higher estimate of patient prognosis. Further 

analysis of this trend supports these assumptions in that 

there was a significant difference between task and personal 

oriented therapists with respect to patient prognosis 

(X2 = 7.271, p = .007). 

Patient-Therapist Matching 

Discrepancies between task and personal orientations 

pf patients and their therapists are examined in relation to 

estimates of patient prognosis in Table 18. 

TABLE 18 

DISCREPANCY TASK-PERSONAL CORRELATES OP PATIENT PROGNOSIS 

Discrep. Discrep. 
Discrep. Discrep. Task- Personal 
Task Personal Therapy Therapy 

Patient Prognosis .068 .076 .261 .165 
Therapist Prognosis .178 .156 .136 .080 
Discrep. Prognosis -.237 -.249 -.005 -.007 
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It would appear that there are no significant relation 

ships or trends suggested in the analysis of associations be

tween patient-therapist matching and estimates of prognosis by 

patients and therapists. 

Task-Personal Dimension and Perception of Time to Progress 

Perception of time to progress is a measure of the 

amount of weeks required prior to the patient's experience 

of therapeutic change. As with previously noted dimensions, 

patients', as well as therapists' estimates were obtained with 

regard to perception of time to progress. 

Patients 

Correlations between patient and therapist estimates 

of time to progress and task and personal orientations of 

patients are presented in Table 19. 

TABLE 19 

PATIENT TASK-PERSONAL.CORRELATES OP TIME TO PROGRESS 

Task 

Patient Time to Progress -.190 
Therapist Time to Progress .085 
Discrep. Time to Progress -.331 

* Significant at .05 

Task- Personal-
Personal Therapy Therapy 

.230 -.305 .415* 

.034 .071 .056 

.395* -.179 -240 
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A significant trend is noted which would suggest that 

patients with a greater degree of personal orientation, 

particularly in terms of the therapy situation, are likely 

to perceive a greater amount of time as being required prior 

to experiencing therapeutic change. ' A chi square analysis of 

this assumption, however, failed to indicate significant dif

ferences between task and personal oriented patients with 

respect to perceived time to progress (X2 = .043, p^.05). 

While therapist estimates of time to progress are 

not significantly associated with patient task and personal 

orientation, the data indicate that a greater degree of dis

crepancy between patient and therapist estimates of time to 

progress is significantly related to a greater degree of 

patient personal orientation and inversely related to task 

orientation. Again, this trend was not supported by chi 

square analysis of differences between task and personal pa

tients in relation to discrepancies in time to progress 

(X2 = 1.128, p>.05). 

Therapists 
* 

Relationships between therapist task and personal 

orientation and patient and therapist estimates of time to 

progress are examined in Table 20. 

No significant relationships were noted between task 

and personal orientations of therapists and estimates of time 

required prior to patients' experiencing positive change. 



TABLE 20 
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THERAPIST TASK-PERSONAL CORRELATES OP TIME TO PROGRESS 

Task- Personal-
Task Personal Therapy Therapy 

Patient Time to Progress -.002 .064 -.099 .178 
Therapist Time to Progress -.095 .168 -.067 .159 
Discrep. Time to Progress -.048 .133 -.140 .224 

Patient-Therapist Matching 

Inspection of patient-therapist dyads again presents 

a trend which suggests that the greater the degree of dis

crepancy between patient and therapist task and personal 

orientation, the greater the degree of discrepancy between 

their estimates on other dimensions. Relationships between 

time to progress estimates and discrepancies between patient 

and therapist task and personal orientations are presented 

in Table 21. 

TABLE 21 

DISCREPANCY TASK-PERSONAL CORRELATES OP TIME TO PROGRESS 

Discrep. Discrep. 
Discrep. Discrep. Task- Personal-
Task Personal Therapy Therapy 

Patient Time to Progress -.153 -.130 -.083 .005 
Therapist Time to Progress -.074 -.051 .263 .263 
Discrep. Time to Progress .228 .237 .168 .332 
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In a further analysis of these data, no significant 

differences were found between matched and unmatched patient-

therapist dyads with respect to discrepancies in patient and 

therapist estimates of amount of time required prior to ini

tial therapeutic change (X2 = .060, p>.05). 

Task-Personal Dimension and Relative Importance of Therapist 

Patients 

Correlations between patients' and therapists' assess

ments of the importance of the therapist relative to other 

significant individuals and patient task and personal orienta

tions are presented in Table 22. 

TABLE 22 

PATIENT TASK-PERSONAL CORRELATES OP IMPORTANCE OP THERAPIST 

Task Personal 
Task-
Therapy 

Personal-
Therapy 

Patient Import, of Ther. 
Therapist Imp. of Ther. 
Discrep. Imp. of Ther. 

.431* 
-.162 
.237 

-.317 
.258 
-.167 

.516** 

.046 

.153 

-.386* 
.088 
-.094 

* Significant at 
** Significant at 

.05 

.01 

Results provided in Table 22 suggest a significant 

relationship between the task-personal dimension and patients' 

judgments of the therapist's importance: the greater the 
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degree of patient task orientation, the greater the degree of 

importance attributed to the therapist; and, conversely, the 

greater the degree of patient personal orientation, the less 

the degree of importance attributed to the therapist. Chi 

square analysis of differences between task oriented patients 

and personal oriented patients with respect to importance of 

therapist measures failed to establish significance (X^ = .031, 

p>.05). 

Therapists 

Although no significant relationships were noted with 

respect to therapist task and personal orientations and im

portance of therapist measures, a trend is suggested which 

indicates a positive relationship between therapist task 

orientation and patients' as well as therapists' estimates 

of the therapist's importance. On the other hand, therapist 

personal orientation is inversely related to the amount of 

importance attributed to the therapist. These results are 

presented in Table 23. 

TABLE 23 

THERAPIST TASK-PERSONAL CORRELATES OP IMPORTANCE OP THERAPIST 

Task- Personal-
Task Personal Therapy Therapy 

Patient Imp. of Ther.' .286 -.150 .218 -.064 
Therapist Imp. of Ther. .280 -.162 .306 -.170 
Discrep. Imp. of Ther. -.032 .123 .112 -.003 
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Patient-Therapist Matching 

Correlations between patient and therapist estimates 

of the therapist's importance and discrepancies in patient 

and therapist task and personal orientations are presented 

in Table 24. 

TABLE 24 

DISCREPANCY TASK-PERSONAL CORRELATES OF 
IMPORTANCE OP THERAPIST 

Discrep.Discrep. 
Discrep. Discrep. Task- Personal-
Task Personal Therapy Therapy 

Patient Imp. of Ther. .115 .144 .085 .074 
Therapist Imp. of Ther. -.130 -.099 .134 .165 
Discrep. Imp. of Ther. .244 .264 .151 .242 

Although there are no statistically significant cor

relations between patient and therapist estimates of the 

therapist's importance and discrepancies in task and personal 

orientation, a trend is again evidenced which might suggest a 

positive relationship between higher degrees of discrepancies 

in patient and therapist task and personal orientations and 

greater degrees of discrepancies in their assessments of the 

therapist's importance. 



DISCUSSION 

As a revised measure of the Task-Personal dimension, 

the Role Conception Inventory provided data relative to a 

number of interpersonal situations. Although a detailed 

analysis of task and personal orientations was not pre

sented with respect to these various situations, it is 

interesting to note that both patients and therapists 

tended to select task-related and personal characteristics 

nearly equally often as most important aspects of inter

personal situations. It is felt that these data, in 

conjunction with data gained from a sample of college 

students (Johnson, 1967), further support the notion of 

generality in the applicability of the Task-Personal di

mension. This dimension, then, can be meaningfully meas- . 

ured and investigated in relation to numerous interpersonal 

situations. 

In this study, the interpersonal situation of 

prime interest concerned the experience of individual 

psychotherapy. The Task-Personal dimension was employed 

as a means by which to classify patients' as well as 

therapists' conceptions of the psychotherapist. In con

trast to general task and personal orientations which 
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were essentially equivalent in distribution across numer

ous situations, an examination of the Task-Personal dimen

sion with specific reference to the characteristics of 

the therapist revealed a tendency for both patients and 

therapists to view task-related characteristics as being 

more important than personal characteristics of the thera

pist. 

The finding that therapists regard the task-related 

characteristics of the therapist as being most important 

is well supported (Peifel and Eells, 1963; Simmons and 

Tyler, 1964). However, in contrast to the assessments 

of staff by hospitalized patients (Tyler and Simmons, 

1969) and the views of patients assessing their psycho

therapeutic experience in retrospect (Peifel and Eells, 

1963)3 patients in this sample did not regard the per

sonal qualities of the therapist as most important. 

Moreover, as a group, the patients selected task-related 

characteristics of the therapist as most important more 

often than did their, therapists. 

Speculation as to the basis for this reversal 

in pattern might concern characteristics of this pa

tient sample such as current involvement in the task of 

individual, out-patient therapy. In addition, the dis

crepancy in social class status between therapists and 

patients in this sample may have contributed to the 



reversal in pattern since task orientation has been shown 

t.o be inversely related to social class indices such as 

gross family income and educational level (Johnson, 1967). 

However, in view of the small sample size and a lack of 

normative data regarding the task-personal measure employed 

in this study, any Interpretations of this finding must be 

viewed most cautiously. 

The Task-Personal dimension was investigated in 

relation to a number of pertinent variables in the psycho

therapeutic situation. One aspect concerned personal-

social characteristics of patients. Personal oriented 

patients tend to represent higher social class member

ship as estimated by income, educational level, and oc

cupational status. Having previously experienced closer 

relationships with professionals who share their social 

class membership, personal oriented patients may be more 

likely to view therapists as people in a personal sense 

and be less concerned with professional techniques and 

qualifications. On the other hand, task oriented pa

tients, reflecting lower socio-economic levels, may be 

more likely to attend to the skills of the therapist ir

respective of personal qualities. 

Professional characteristics of therapists such 

as theoretical orientation and discipline did not appear 

to be significantly related to the Task-Personal dimension. 



However, an examination of relationships between this di

m e n s i o n  a n d  B e t z '  ( 1 9 6 2 )  m e a s u r e  o f  s u c c e s s f u l  ( T y p e  A )  

and unsuccessful (Type B), therapists provided an inter

esting trend. Betz described Type A' therapists as rela

tively flexible individuals who value responsible self-

determination and perceive problem solving to be a function 

of. a collaborative and spontaneous exploration of alter

natives. In contrast. Type B therapists were described 

as somewhat rigid individuals who restrict spontaneity by 

preference for conventionalized expectations. In has been 

suggested (Simmons and Tyler, 1969) that the Type A classi

fication may be related to personal orientation, while 

Type B may be likely to reflect task orientation. 

In this study, however, both Types A and B were 

found to be positively related to task orientation and 

inversely related to personal orientation. It would ap

pear that these data lend support to the position that 

therapist characteristics alone are not likely to provide 

a predictive basis for professional style and psychothera

peutic outcome. It is felt that an examination of the 

interaction of patient and therapist variables is a more 

fruitful approach to the assessment of process factors in 

psychotherapy. Specifically, inspection of the degree to 

which patients and therapist match with respect to rele

vant expectations in psychotherapy is likely to be a more 



productive approach to understanding parameters of psycho

therapy. A further elaboration of this position will be 

presented after a discussion of characteristics of task 

and personal oriented patients and therapists. 

Patients who regarded task-related characteristics 

of therapists as more important than personal qualities were 

found to regard their therapists as highly important rela

tive to other significant individuals in their environment. 

Personal oriented patients tended to attribute less impor

tance to their therapists. This finding is most interest

ing in view of the tendency for task oriented patients to 

be less satisfied with their therapeutic experiences and 

to provide a poorer estimate of prognosis. Although there 

were no significant differences between perceptions of 

progress by task and personal oriented patients, personal 

oriented patients tended to have been in therapy for a 

longer period than the task oriented patients and also 

appeared to be nearer to termination. 

It might be assumed that task-oriented patients 

were progressing at a faster rate than their personally 

oriented counterparts. Some support for this assumption 

is provided by the tendency for task oriented patients 

to have required less time prior to experiencing positive 

change. In this regard, task oriented patients may be 

likely to be quite active in their approach to the 



therapeutic task and perhaps dissatisfied with respect to 

r.ate of therapeutic change. 

Task oriented therapists tended to provide a higher 

estimate of their importance to their patients than did the 

personal oriented therapists. In addition, task oriented 

therapists tended to assess their patients as having a 

greater degree of total disorder, a poorer prognosis, less 

satisfaction with therapy, and having a longer time re

quired prior to termination. This finding is apparently-

related to differences in patient degree of disorder. It 

was noted that task oriented therapists in this sample 

were treating predominantly patients with the diagnosis 

of schizophrenia. Since personal oriented therapists were 

seeing significantly less schizophrenics than were the 

.task oriented therapists, it is likely that the better 

prognosis for patients of personal therapists is related 

to their initially lower degree of disorder. It is also 

interesting to note that in spite of the degree of dis

turbance in their patients, task oriented therapists 

tend.to perceive their patients as having achieved a 

greater degree of therapeutic progress. Estimates by 

patients of task oriented therapists tended to support 

their therapists' assessments of greater progress. 

The degree to which therapists and their patients 

maintained similar orientations was found to be an 



important variable in this study. In contrast to matched 

patient-therapist dyads, task oriented therapists paired 

with personal oriented patients and personal oriented thera

pists paired with task oriented patients evidenced a 

tendency to estimate a longer period required prior to the 

patient's experience of therapeutic change, to perceive 

their patients as more disturbed, and to report less thera

peutic progress. Patients who were not paired with thera

pists of the same orientation also tended to estimate a 

longer period prior to the experience of positive change, 

to report less therapeutic progress, and to be less satis

fied with their therapeutic experience. Unmatched dyads 

also evidenced greater discrepancies between patient and 

therapist perceptions of total disorder, patient and thera

pist perceptions of total progress, patient and therapist 

estimates of time required prior to initial positive change 

in the patient, and patient and therapist assessments of 

the therapist's importance. 

If the degree of agreement between patients' and 

their therapists' assessments of various aspects of the 

psychotherapeutic situation can be regarded as indices of 

patient-therapist compatibility, then the assumption of 

the relevance of patient-therapist matching appears war

ranted. Matched patient-therapist dyads appear to have 

provided a more productive and satisfactory therapeutic 



experience. While some data are presented here and else

where (Johnson, 1967; Simmons and Tyler, 1969) which might 

suggest that task orientation is a more effective direction, 

it is felt that there is little reason at this time to as

sume that one orientation is more likely to produce more 

favorable results than another orientation, particularly 

in terms of therapeutic outcome. While there may be speci

fiable differences in therapeutic style between therapists 

of differing orientations, the relative efficacy of these 

styles is likely to be related to the expectations or 

orientations of the patients with whom the therapist 

elects to deal. 

Personal oriented therapists dealing with personal 

oriented patients might be expected to experience as favor

able an outcome as that provided by task oriented thera

pists dealing with task oriented patients. On the other 

hand, th.e data presented in this investigation strongly 

suggest that unmatched patient-therapist dyads will not be 

as effective as matched dyads. These are empirical is

sues which must await further verification. 

Additional questions and implications may be raised. 

At this time there are no data available concerning the 

antecedents of task and personal orientations on the part 

of therapists or patients. In addition, behavioral refer

ents for these interpersonal styles largely remain undefined. 



One might speculate that task and personal oriented thera

pists differ in their conceptualizations of the patient 

and the therapeutic process as well as techniques. For 

example, behavior therapists may be essentially task 

oriented, while client-centered therapists may reflect a 

greater personal orientation. Matching these therapists 

with patients of similar orientations may increase thera

peutic effectiveness. 

The generality of the Task-Personal dimension pro

vides for the classification of interpersonal styles in 

such a manner as to present some promise of a predictive 

means for assessing human effectiveness. Research de

signed to evaluate situational variables may utilize the 

Task-Personal dimension for classification of situations. 

For example, it may be feasible to differentiate task and 

personal oriented children in the school situation and, 

further, assess orientations of their teachers. One might 

expect to find differential effectiveness of these orienta 

tions in particular situations. Thus, in the school set

ting, the task oriented child may be more effective than 

his personal oriented counterpart. However, in view of 

the apparent signficance of the matching variable, the 

child's effectiveness may be significantly related to the 

orientation of his teacher. 
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Other situations may be appropriate for assess

ment in relation to the Task-Personal dimension. Relation

ships between interpersonal orientations and marital and 

child-rearing interactions would be of interest. Occupa

tional choice and effectiveness may be viewed with regard 

to task and personal orientations. Finally, to return to 

the interest area of this study, the implications of task 

and personal orientations for the training of psychothera

pists may be of considerable interest. Enhancing thera

peutic effectiveness may not be limited to technique-centered, 

task oriented approaches to training, but might include some 

assessment of the trainee's interpersonal orientation in an 

effort to increase effectiveness by proper matching with 

patients of a similar orientation. Such an approach might 

provide a wider base for enhancing as well as evaluating 

the therapist's contribution to the treatment process. 
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ROLE CONCEPTION INVENTORY 

On this questionnaire, there are several sets of 

statements describing various characteristics of various 

people. Each item or set consists of two statements. 

Please select the one statement of each pair (and only one) 

which you more strongly believe to be the most important 

characteristic as far as you are concerned. Be sure to 

select the one that you actually believe to be more 

important rather than the one that you think you should 

choose or the one that you would like to be true. This 

is a measure of your personal opinion: there are no right 

or wrong answers. 

In selecting the statement which you feel to be 

in most agreement with, place an X in the space next to 

that statement. Please answer these items carefully 

but do not spend too much time on any one item. Be sure 

to find an answer for every item. 

In some cases, you may discover that you believe 

both statements are very important. In such cases, be 

sure to select the one that you more strongly believe to 

be the most important as far as you are concerned. Also 

' try to respond to each item independently when making 

your choice: do not be influenced by your previous choice. 

REMEMBER TO SELECT TPIAT STATEMENT WHICH YOU PERSONALLY 
BELIEVE TO BE MOST IMPORTANT. 
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It is more important that: 

A neighbor be friendly in dealing with other neighbors. 

A neighbor be helpful in dealing with other neighbors. 

It is more Important that: 

A husband provide direction in dealing with his wife. 

A husband be courteous in dealing with his wife. 

It is more Important that: 

A therapist be devoted in dealing with patients. 

A therapist be knowledgeable in dealing with patients. 

It is more Important that: 

A minister be pleasant in dealing with parishioners. 

A minister be educated in dealing with parishioners. 

It is more important that: 

A.man possess ability in dealing with other men. 

A man provide friendliness in dealing with other men. 

It is more Important that: 

A brother or sister provide warmth in dealing with a 
brother or sister. 

A brother or sister provide advice in dealing with a 
brother or sister. 

It is more important that: 

A therapist be technically sophisticated in dealing with 
patients. 

A therapist be emotionally sensitive in dealing with 
patients. 

It is more important that: 

A worker be a source of companionship in dealing with 
other workers. 

A worker be a source of assistance in dealing with 
other workers. 
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It is more important that: 

A salesperson be a sociable person in dealing with 
customers. 

A salesperson be informed about products in dealing 
with customers. 

It is more important that: 

Friends offer services in dealing with a friend. 

Friends be approving in dealing with a friend. 

It is more important that: 

A parent provide affection in dealing with children. 

A parent provide guidance in dealing with children. 

It is more important that: 

A therapist be expert in dealing with patients. 

A therapist be dedicated in dealing with patients. 

It is more important that: 

A boss or employer be likeable in dealing with employees. 

A boss or employer provide authority in dealing with 
employees. 

It is more important that: 

People be skilled and knowledgeable in dealing with 
other people. 

People be understanding and warm in dealing with other 
people. 

It is more important that: 

A public official be proficient in dealing with the 
public. 

A public official be personable in dealing with the 
public. 
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It is more Important that: 

A therapist provide personal warmth in dealing with 
patients. 

A therapist provide professional ability in dealing 
with patients. 

17. It is more important that: 

A woman be talented in dealing with other women. 

A woman be cheerful in dealing with other women. 

18. It is more important that: 

A wife be a skilled partner in dealing with her husband. 

A wife be an understanding companion in dealing with 
her husband. 

19. It is more important that: 

A therapist be experienced in dealing with patients. 

A therapist be friendly in dealing with patients. 

20. It is more important that: 

A supervisor or foreman be a person that employees can 
enjoy being with. 

A supervisor or foreman be a person that employees can 
learn from. 

21.. It is more Important that: 

A physician be kind in dealing with patients. 

' A physician be efficient in dealing with patients. 

22. It is more important that: 

_____ A therapist be a source of sympathy in dealing with 
patients. 

A therapist be a source of guidance in dealing with 
patients. 
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It is more- important that: 

A child be a skilled playmate in dealing with other 
children. 

A child be a plesant fellow in dealing with other 
children. 

It is more important that: 

A family be considerate of the feelings of its members. 

A family teach its members how to get along in the world 

It is more important that: 

A therapist be accepting in dealing with patients. 

A therapist be trained in dealing with patients. 

It is more Important that: 

A company be a source of authority in dealing with 
employees. 

A company be thoughtful in dealing with employees. 

It is more important that: 

A teacher provide encouragement in dealing with students 

A teacher provide instruction in dealing with students. 

It is more important that: 

A good friend be warm-hearted in dealing with a friend. 

A good friend provide help in solving problems of a 
friend. 

It is more Important that: 

Relatives be a source of comfort in dealing with other 
relatives. 

Relatives be a source of guidance in dealing with other 
relatives. 

It is more Important that: 

A therapist be understanding in dealing with patients. 

A therapist be skilled in dealing with patients. 
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PATIENT ASSESSMENT OP PROBLEMS IN LIVING 
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On the following pages, there are eight general 

questions concerning problems you may have had prior 

to involvement in psychotherapy. Following each 

question is a line which is divided into seven parts. 

Please record your answer to each question by simply 

placing a check-mark in the space along the line 

which best represents your impression. 

EXAMPLE: 

Before you started therapy, how much difficulty 
did you have in sleeping? 

• • 

A GREAT DEAL SOME NONE AT ALL 

Thus, in the example above, if you had very 

little difficulty in sleeping prior to therapy, you 

would place a check-mark between "SOME" and "NONE 

AT ALL" along the line. If, on the other hand, you 

had quite a bit of difficulty in sleeping you would 

have placed a check-mark as follows: 

«  .  . . . . .  

A GREAT DEAL* ! SOME NONE AT ALL 

Please record your personal opinions by placing 

only one check-mark for each question. 



1. In general, how disturbed did you consider 
yourself to be before you started therapy? 

EXTREMELY SOMEWHAT NOT AT ALL 

2. How much internal pressure or stress did you 
feel prior to therapy? 

A GREAT DEAL SOME NONE AT ALL 

3. Prior to entering therapy, how much difficulty 
did you feel your thinking was causing for you 
because you thought in a way in which you or 
other people did not seem to feel was right? 

A GREAT DEAL EoM NONE AT ALL 

4. Before you started therapy, how much difficulty 
did you feel your behavior was causing for you 
because you behaved too often or too much in a 
way in which you or other people did not 
approve? 

•  • • • • • •  •  

A GREAT DEAL SOME NONE AT ALL 

5. How much anxiety, nervousness or tension did 
you experience before you entered therapy? 

A GREAT DEAL SOME NONE AT ALL 
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6. In general, how much difficulty did you feel 
you were having in getting along in life 
prior to starting therapy? 

A GREAT DEAL SOME NONE AT ALL 

7. Prior to entering therapy, how much difficulty 
did you feel that your behavior was causing 
for you because you lacked some behaviors that 

• you or other people felt you should have? 

A GREAT DEAL SOME NONE AT ALL 

8. Before you started therapy, how much difficulty 
did you feel that your ways of looking at the 
world were causing you because you saw things 
in a way in which you or other people did not 
seem to feel was right? 

A GREAT DEAL SOME NONE AT ALL 
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THERAPIST PERCEPTION OF DISORDER 

On the following pages, there are eight general 

questions concerning the patient's psychological 

functioning prior to involvement in psychotherapy. 

Following each question is a seven-point scale. 

You are requested to record your impressions of 

the patient by simply placing a check-mark in the 

space on this scale which best reflects your 

estimate. 

EXAMPLE: 

Prior to therapy, how much difficulty would you 
estimate the patient experienced in sleeping? 

• • * • • • i • • 
• • * • • • • • 

A GREAT DEAL SOME NONE AT ALL 

Thus, in the example above, if you felt that the 

patient experienced very little difficulty in sleeping 

prior to therapy, you would place a check-mark between 

"SOME" and "NONE AT ALL" on the scale. 

For your convenience, the eight scales are ar

ranged in the following order: general, behavioral, 

cognitive and emotional areas of psychological 

functioning. 
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1. In general, how disturbed did you consider this 
patient to be prior to initiating therapy? 

E X T R E M E L Y S O M E W H A T . N O T  A T  A L L  

2. In general, how much difficulty would you 
estimate the patient experienced in general 
functioning or coping before therapy? 

EXTREMELY SOMEWHAT NONE AT ALL 

3. Prior to therapy, how problematic would you 
estimate the patient's behavior to be in terms 
of behavioral deficiency - because of insuf-
fucient frequency of occurrence, inadequate 
behavioral intensity, inappropriate behavioral 
form or nonoccurrence under socially expected 
conditions? 

EXTREMELY SOMEWHAT NOT AT ALL 

4. Prior to therapy, how problematic would you 
estimate the patient's behavior to be in terms 
ojE> behavioral excess - because of high fre-
quency of occurrence, high behavioral intensity, 
long behavioral duration, or frequent occurrence 
under conditions when it is not socially sanc
tioned? 

EXTREMELY SOMEWHAT NOT AT ALL 
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5. Prior to therapy, how problematic would you 
estimate the patient's cognitive functioning 
was in terms of thought content, organization 
and validity? 

EXTREMELY SOMEWHAT NOT AT ALL 

6. Prior to therapy, how problematic would you 
estimate the patient's perceptual functioning 
was in terms of judgment, discrimination and 
validity? 

EXTREMELY SOMEWHAT NOT AT ALL 

7. Prior to therapy, how much anxiety or tension 
would you estimate the patient was experiencing? 

A GREAT DEAL SOME NONE AT ALL 

8. Prior to therapy, how emotionally upset would 
• you estimate the patient was in terms of 
experiencing internal stress? 

EXTREMELY SOMEWHAT NOT AT ALL 
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PATIENT ASSESSMENT OP CHANGE 

On the following pages, there are several general 
questions concerning changes you might have made since you 
started psychotherapy. Ratings of changes may be made by 
placing a check-mark in one of nine spaces along the line 
following each question. 

EXAMPLE: 

Since entering therapy, how much change do you feel 
has occurred in terms of sleeping which might have caused 
difficulties before therapy? 

A GREAT DEAL 
IMPROVED 

: : 
SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OP 
A PROBLEM 

MUCH MORE 
OF 

A PROBLEM 

Thus, in the example above, if you feel that your 
sleeping has improved a little since entering psychotherapy, 
you would place a check-mark in the space between "NO CHANGE" 
and. "SOMEWHAT IMPROVED." If, on the other hand, you feel 
that you are having somewhat more difficulty in sleeping, 
you would place a check-mark as follows: 

A GREAT DEAL 
• IMPROVED 

SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OP 
A PROBLEM 

MUCH MORE 
OF 

A PROBLEM 



In addition to the questions concerning changes you 
might have made since entering psychotherapy, there are 
several questions concerning your satisfaction thus far, 
how long it took until you felt some positive change, and 
how well you expect, to get along in the future. These 
questions may be answered by placing a check-mark in the 
space opposite the answer which best represents your opinions. 



1. Since entering therapy, to what extent have your complaints or 
symptoms that brought you to therapy changed? 

• • • • • • • ' • • • • 
• • • • • * • • 

COMPLETELY SOMEWHAT NO CHANGE SOMEWHAT MUCH MORE 
DISAPPEARED IMPROVED MORE OP OP 

A PROBLEM A PROBLEM 

2. Since entering therapy, to what extent do you feel you have 
changed ways of thinking that might have caused difficulties 
before therapy? 

A GREAT DEAL SOMEWHAT NO CHANGE SOMEWHAT MUCH MORE 
IMPROVED IMPROVED MORE OF OP 

A PROBLEM A PROBLEM 

3. Since entering therapy, how much change do you feel has 
occurred in terms of anxiety or nervousness that might have 
caused difficulties before therapy? 

A GREAT DEAL SOMEWHAT NO CHANGE SOMEWHAT MUCH MORE 
IMPROVED IMPROVED MORE OF OF 

A PROBLEM A PROBLEM 



4. Since entering therapy, how much change do you feel has' 
occurred in terms of behavior that might have caused 
difficulties before therapy? 

A GREAT DEAL 
IMPROVED 

SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OF 
A PROBLEM 

MUCH MORE 
OP 

A PROBLEM 

5. Since entering therapy, to what extent do you feel you have 
changed ways of looking at the world that might have caused 
difficulties before therapy? 

A GREAT DEAL 
IMPROVED 

SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OF 
A PROBLEM 

MUCH MORE 
OF 

A•PROBLEM 

6. Since entering therapy, how much do you feel you have 
changed in terms of developing new behaviors which you may 
have lacked prior to therapy? 

A GREAT DEAL 
IMPROVED 

SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OF 
A PROBLEM 

MUCH MORE 
OF 

A PROBLEM 



7. 

A GREAT DEAL SOMEWHAT NO CHANGE SOMEWHAT MUCH MORE 
IMPROVED IMPROVED MORE OF OP 

A PROBLEM A PROBLEM 

8. Since entering therapy, how much change do you feel has 
occurred in terms of internal pressure or stress that might 
have caused difficulties before therapy? 

A GREAT DEAL SOMEWHAT NO CHANGE 
IMPROVED IMPROVED 

SOMEWHAT MUCH MORE 
MORE OF OF 
A PROBLEM A PROBLEM 
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9. Everything considered, how satisfied are you with the 
results of your psychotherapeutic experience thus far? 

a) Very satisfied 
b) Fairly satisfied 
c) Neither satisfied nor dissatisfied 
d) Very dissatisfied 

10. After you have completed the therapy in which you are 
now involved, how much need of further therapy do you 
feel you may have in the future? 

a) No need at all 
b) Very little need 
c) Might need to some extent 
d) Pair need 
e) Very great need 

11. In view of your experience in therapy thus far, how 
strongly would you recommend psychotherapy to a close 
friend with personal problems? 

a} Would strongly recommend it 
b) Would mildly recommend it 
c) Would recommend it but with reservations 
d; Would advise against it 

12. How soon after entering therapy did you feel any marked 
positive change? 

a) Less than 1 month 
b) 1-2 months 
c) 2-3 months 
d) 3-6 months 
e) 6-12 months 
f) 12-18 months 
g) More than 18 months 

13* On the basis of your experience in therapy, how ade
quately do you feel you will be able to handle 
various problems after you have completed therapy? 

al Very adequately 
b) Fairly adequately 
c) Neither adequately nor Inadequately 
d) Somewhat inadequately 
e) Very inadequately 
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THERAPIST PERCEPTION OP PROGRESS 

On the following pages, there are several 

questions concerning modification of the patient's 

psychological functioning since the initiation of 

psychotherapy. Ratings of progress may be made on 

these scales by placing a check-mark in the space 

on the nine-point scales which best represents your 

estimate of change in the patient's functioning thus 

far. 

In addition, there are several questions 

concerning patient satisfaction with therapy, time 

required for positive change and general estimates 

of patient prognosis. These questions may be 

answered by placing a check-mark in the space 

opposite the alternative which best reflects your 

impressions. 



1. Please estimate to what extent the patient's presenting 
complaints or symptoms have changed thus far. 

COMPLETELY 
DISAPPEARED 

SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OF 
A PROBLEM 

MUCH MORE 
OP 

A PROBLEM 

2. Please estimate to what extent the patient's general 
functioning or coping has changed thus far. 

3. Please estimate to what degree problematic behavioral 
deficiency may have been modified in terms of developing 
new or altered behaviors which occur with sufficient 
frequency, with adequate intensity, and in appropriate 
form in socially expected conditions. 

A GREAT DEAL 
IMPROVED 

SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OF 
A PROBLEM 

MUCH MORE 
OF 

A PROBLEM 

A GREAT DEAL 
IMPROVED 

SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OF 
A PROBLEM 

MUCH MORE 
. OF 

A PROBLEM 



4. Please estimate to what degree problematic behavioral excess 
may have been modified in terms of lowered frequency, 
intensity, duration, or occurrence under non-socially 
sanctioned conditions. 

A GREAT DEAL SOMEWHAT NO CHANGE SOMEWHAT MUCH MORE 
IMPROVED IMPROVED MORE OP OP 

A PROBLEM A PROBLEM 

5. Please estimate to what extent problematic cognitive functioning 
may have been modified thus far in terms of appropriate thought 
content, organization and validity. 

A .GREAT DEAL 
IMPROVED 

SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OF 
A PROBLEM 

MUCH MORE 
OF 

A PROBLEM 

6. Please estimate to what extent problematic internal stress 
or emotional disorder may have been modified thus far. 

A GREAT DEAL SOMEWHAT NO CHANGE SOMEWHAT MUCH MORE 
IMPROVED IMPROVED MORE OP OP 

A PROBLEM A PROBLEM 



7. Please estimate to what extent problematic anxiety or 
tension may have been modified thus far. 

A GREAT DEAL 
IMPROVED 

SOMEWHAT 
IMPROVED 

NO CHANGE SOMEWHAT 
MORE OP 
A PROBLEM 

MUCH MORE 
OF 

A PROBLEM 

. 8. Please estimate to what extent problematic internal stress 
or emotional disorder may have been modified thus far. 

A GREAT DEAL SOMEWHAT NO CHANGE SOMEWHAT MUCH MORE 
IMPROVED IMPROVED MORE OP OP 

A PROBLEM A PROBLEM 
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9. Everything considered, please estimate the patient's 
satisfaction with psychotherapy thus far. 

a) Very satisfied 
b) Fairly satisfied 
c) Neither satisfied nor dissatisfied 
d) Fairly dissatisfied 
e) Very dissatisfied 

10. In gauging the patient's belief in psychotherapy, 
please estimate the patient's reaction to recommend
ing therapy to a close friend experiencing personal 
problems. 

a) Would strongly recommend it 
b) Would mildly recommend it 
c) Would recommend it but with reservations 
d) Would advise against it 

11, How soon after entering therapy do you feel that the 
patient exhibited any marked positive change? 

a.) Less than 1 month 
b) 1-2 months 
c) 2-3 months 
d} 3-6 months 
e) 6-12 months 
f J 12-18 months 
g) More than 18 months 

12. Considering what you presently know about the patient 
and his (her) progress, how adequately will the patient 
be able to deal with various problems after termination 
of therapy? 

a) Very adequately 
b) Fairly adequately 
c; Neither adequately nor inadequately 
d) Somewhat inadequately 
e) Very inadequately 

13. After termination of therapy, how much need would you 
estimate the patient might have of further therapy in 
the future? 

a) No need at all 
b) Very little need 
c) Might need to some extent 
d) Fair need 
e) Very great need 
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On the following pages are titles of people who may 
or may not be of importance to you. Although it is likely 
that at some time or other these people have all been of 
some significance, we are interested in how important these 
people presently are to you. 

The titles are presented in sets of three. Within 
each set, select which one of the three is most important 
to you. In the space beside that person's title write most. 

Next, decide which one of the two remaining persons 
is least important to you. In the space beside that person's 
title write least. 

For every set, you are requested to indicate one 
person as being most important, one person as being least 
important, and you will: leave one space ̂ unmarked. 

EXAMPLE: Currently, the most/least important persons 
to me are: 

a) favorite cousin 

b) favorite aunt 

syyiattt- c) favorite uncle 

In the example, if you felt that a favorite uncle 
is most important to you, you would write most in the space 
next to that person's title. And if you felt that a favorite 
cousin is least important to you, you would write least in 
the space next to that person's title. The space next to 
the remaining person would be left blank. 

In some cases it may be difficult to decide which 
person is the most or least important to you. Make the 
best decision you can. This is not a test: there are no 
right or wrong answers. Be sure to mark only one least 
choice and only one most choice for each set of three. 
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One choice which occurs a number of times is stated: 
"favorite teacher or minister." Please select only one of 
these persons to compare with others throughout the various 
sets. If you feel that a favorite teacher is presently more 
relevant in your life than a favorite minister, please circle 
"favorite teacher" below. If you feel that a favorite minis
ter is more relevant for you, please circle "favorite minis
ter" below. 

CIRCLE ONE: favorite teacher favorite minister 

Please remember to compare only the person you have 
selected above when that person's title occurs with two 
others. 



CODE NUMBER: 

R-R-F 

1. Currently, the most/least important persons to me are: 

a) favorite teacher or minister 

b) good friend 

" c) spouse, boy or girl friend 

2. Currently, the most/least important persons to me are: 

a) favorite parent 

b) favorite boss or employer 

c) good friend 

3. Currently, the most/least important persons to me are: 

a) therapist 

b) spouse, boy or girl friend 

c) favorite teacher or minister 

4. Currently, the most/least important persons to me are: 

a) good friend 

b) favorite teacher or minister 

c) favorite parent 

5. Currently, the most/least important persons to me are: 

a) favorite parent 

b) therapist 

c) spouse, boy or girl friend 
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6. Currently, the most/least important persons to me are: 

a) favorite teacher or minister 

b) therapist 

c) favorite boss or employer 

7. Currently, the most/least important persons to me are: 

a) favorite teacher or minister 

b) favorite boss or employer 

c) favorite parent 

8. Currently, the most/least important persons to me are: 

a) favorite boss or employer 

. b) good friend 

c) therapist 

9. Currently, the most/least important persons to me are: 

a) spouse, boy or girl friend 

b) therapist 

c) good friend 

10. Currently, the most/least important persons to me are: 

a) favorite parent 

b) favorite boss or employer 

c) spouse, boy or girl friend 
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11. Currently, the most/least important persons to me are: 

a) favorite teacher or minister 

b) good friend 

c) favorite boss or employer 

12. Currently, the most/least important persons to me are: 

a) spouse, boy or girl friend 

b) favorite parent 

c) favorite teacher or minister 

13. Currently, the most/least important persons to me are: 

a) favorite boss or employer 

b) favorite parent 

c) therapist 

14. Currently, the most/least important persons to me are: 

a) good friend 

b) spouse, boy or girl friend 

c) favorite boss or employer 

15. Currently, the most/least important persons to me are: 

a) favorite parent 

b) good friend 

c) therapist 
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16. Currently, the most/least important persons to me are: 

a) spouse, boy or girl friend 

b) favorite boss or employer 

c) favorite teacher or minister 

17. Currently, the most/least important persons to me are: 

a) therapist 

b) favorite teacher or minister 

c) favorite parent 

18. Currently, the most/least important persons to me are: 

a) spouse, boy or girl friend 

b) favorite parent 

c) good friend 

19. Currently, the most/least important persons to me are: 

a) favorite boss or employer 

b) therapist . 

c) spouse, boy or girl friend 

20. Currently, the most/least important persons to me are: 

a) good friend 

b) therapist 

c) favorite teacher or minister 
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ROLE-RELATIONSHIPS FORM 

On the following pages are titles of people who may 
or may not be of importance to this patient. Although it 
is likely that at some time or other these people have all 
been of some significance, we are interested in your esti
mate of how important these people presently are to this 
patient. 

The titles are presented in sets of three. Within 
each set, select which one of the three is most important 
to the patient. In the space beside the person's title 
write most'. 

Next, decide which one of the two remaining persons 
is lease important to the patient. In the space beside that 
person's title write least. 

For every set, you are requested to indicate one 
person as being most important, one person as being least 
important, and you will leave one space unmarked. 

EXAMPLE: Currently, the most/least important persons to 
this patient are: 

_ a) favorite cousin 

b) favorite aunt 

_ c) favorite uncle 

In the example, if you felt that a favorite uncle 
is most important to this patient, you would write most in 
the space next to that person's title. And if you felt 
that a favorite cousin is least important to this patient, 
you would write least in the space next to that person's 
title. The space next to the remaining person would be 
left blank. 

In some cases it may be difficult to decide which 
person is the most or least important to the patient. Please 
make the best decision you can based upon your knowledge of 
the patient's interpersonal relationships. Be sure to mark 
only one most choice and only one least choice for each set 
of three. 
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One choice which occurs a number of times is stated: 
"favorite teacher or minister." Please select only one of 
these persons to compare with others throughout the various 
sets. On the basis of your knowledge of the patient, please 
select the most relevant person for comparison by circling 
one of them below. 

CIRCLE ONE: favorite teacher favorite minister 

Please remember to compare only the person you have 
selected above when that person's title occurs with two 
others. 
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This short inventory is designed to measure your 

interests in various activities and occupations. Although 

you may have never had experience with many of the activities 

and may never expect to have experience with them, please 

respond in terms of the degree to which the activity is of 

interest to you. 

OCCUPATIONS. 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. Think only about 

whether you would like the work that has to be done on 

the job. 

Mark an X in the column labeled "like" if you like that kind 
of work. 

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

LIKE DISLIKE 

1. Ship Officer 

2. Building Contractor 

3. Specialty Salesman 

4. Mechanical Engineer 

5. Toolmaker 

6. Photo Engraver 

7. Carpenter 

8. Marine Engineer 
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SCHOOL SUBJECTS. Show as you did above, your interest in 

these school subjects, even though you may not have studied 

them. 

LIKE DISLIKE 

9. Mechanical Drawing . 

10. History 

11. Chemistry 

12. Manual Training 

AMUSEMENTS. Show in the same way as you did before whether 

or not you like these ways of having fun. Record your first 

feeling of liking or disliking. 

LIKE DISLIKE 

13. Making a radio set 

14. Picnics -

15. Drilling a company in 
the service 

16. Detective stories 

ACTIVITIES. Show how you feel about these activities. 
« 

LIKE DISLIKE 

17. Handling horses 

18. Looking at shop windows 

19. Adjusting a carburetor 

20. Cabinetmaking 

21. Entertaining others 

22; Being president of a 
society or club 



LIKE 

23. Interesting the public in a 
new machine through public 
addresses 

24. Having many women friends 

25. Presenting a report verbally 

RATING YOUR ABILITIES AND PERSONALITY. Indicate what 

kind of a person you are right now and the kind of things 

you do. If an item describes you,, mark an X in the first 

column ("YES"); if it does not describe you, mark an X 

in the second column ("NO"). 

YES NO 

26. Follow up subordinates 
effectively 

27. Show firmness without being 
easy 

28. Can correct others without 
giving offense 

29. Have mechanical ingenuity 
(inventiveness) 

30. .Accept just criticism without 
getting sore 
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PATIENT REPORT FORM 

Please fill in the information requested on the 
following form. 

1. SEX: . 

2. AGE: . 

3. Total Years of Education (Circle One): 

12 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

4. Occupation: 

5. Marital Status (Circle One): 

Single Married Separated Divorced Widowed 

6. (Jross. Family Income (Circle One): • 

a) Less than 5000 
b) 5000 - 7500 
c) 7500 - 10,000 
dj 10,000 - 12,500 
e) 12,500 - 15,000 
fj 15,000 - 20,000 
g) More than 20,000 

7. Number of Children: . 

8. Title of Therapist (Circle One): 

a| Psychiatrist 
b) Psychologist 
cj .Social Worker 
d) Other: .. 

9. Agency Where Treatment is Obtained: 



APPENDIX J 

PATIENT INSTRUCTIONS 

101 



102 

PATIENT GENERAL INFORMATION SHEET 

Thank you very much for your cooperation in this 
research project. This study is designed to provide some 
information about psychotherapy - the process of helping 
people with problems in living. In this research, we 
hope to gain a better understanding of psychotherapy by 
asking questions of the people who really experience 
therapy - the patient and the therapist. 

In the same manner that your sessions with your 
therapist are of a confidential nature, we assure you 
that your responses to these research materials will be 
confidential and will not be shared with anyone - not 
even your therapist. To completely insure confidentiality, 
we request that you do not place your name on any of the 
materials.• 

Since we will not know who you are and will not 
be able to ask you for additional.information, we encour
age you to answer all of the items. Some of the question
naires appear to repeat the same questions—however-
each question is slightly different and is designed to 
provide additional information. Since we cannot use any 
portion of the materials that are not fully completed, 
please attempt to answer each and every item. 

There are no right or wrong answers to any of 
the questions. Please respond honestly and independently 
to each questionnaire with your own, personal opinions. 

Thank you very much for your assistance. 
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THERAPIST GENERAL INFORMATION 

Thank you very much for your cooperation with this 
research project. We are attempting to investigate some 
parameters of psychotherapy which require the assistance 
of both you and your patients. Since it is of extreme 
importance that the ratings to be made by you and your 
clients be independent of one another, we are not able to 
specify the tasks which your patients will be requested 
to complete. In general, they will be asked to make 
ratings of several variables related to therapy. However, 
they will not be required to reveal personal information 
about themselves or their therapeutic sessions. We can 
assure you that the nature of the patient's research 
tasks will in no way have an adverse effect upon your 
therapeutic relationship, techniques or progress. 

As you have formed a contract of confidentiality 
with your patients, we have extended this contract to them 
in regard to their participation as research subjects. 
Ethical considerations provide for the utilization of 
anonymity. The patients will be instructed to not place 
their names on any of the research materials. They will 
be identified by code numbers only, A research considera
tion requires that we assure the patients that their thera
pists will not be permitted to inspect their responses to 
the research materials. We are attempting to reduce the 
possibility of the patients responding in a manner which 
they might expect you to "approve of."--rather than respond
ing with their own, honest opinions. 

Description of the Research Procedure 

In our initial contacts, you advised us of the ap- . 
proximate number of your patients which might be available 
as research subjects. We have provided that number of 
research packets which we would like you to pass on to 
your patients. After completing the materials, the pa
tients are requested to return their packets, sealed, to 
you. 

In presenting the research materials to the patient, 
we would suggest the following points for their information: 
(l) Their involvement as research subjects is strictly on 
a voluntary basis; (2) The nature of the research project 
may be described briefly in terms of investigating psycho
therapy by means of the opinions of people involved in 
therapy--the people who really know about it; (3) Their 
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participation in the study will not alter their status in 
therapy since the object is not to assess them and the thera
pist will not be informed of the patient's performance. 

On the outside of each patient envelope is a code 
number which corresponds to the code number found on the 
forms for your completion. Thus, when you distribute the 
materials to a patient, you will know his code number and 
may make ratings regarding him on your materials with the 
same code number. Each patient packet (PATIENT QUESTION
NAIRES) has a corresponding research packet (THERAPIST 
RATINGS) for your completion. 

In addition to the rating forms for each patient, 
one envelope (THERAPIST CHARACTERISTICS) is provided which 
contains materials for your completion regarding some of 
your characteristics and opinions. To summarize the proce
dure : 

1. Please distribute one research packet (PATIENT 
QUESTIONNAIRES) to each of your patients which 
you have selected for participation in this study. 

2. Please provide ratings for each patient on the 
forms (THERAPIST RATINGS) with a corresponding 
code number. 

3. Please complete the materials in the packet 
labeled "THERAPIST CHARACTERISTICS." 

Finally, we extend to you, the therapist, the same 
contract of confidentiality and condition of anonymity. You 
are not required to place your name on any of your materials 
and your responses to the research materials will be strictly 
confidential. 

We are not interested in evaluating you as a therapist 
and the integrity with which you pursue your profession is 
not to be questioned. Our goal is to attempt to make some 
modest contribution to unraveling some of the complex para
meters of psychotherapy and hopefully further our understand
ing of this process both as researchers and psychotherapists. 

Thank you for helping us undertake this investigation. 

Frederic L. Johnson 
Department of Psychology 
University of Arizona 
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Task- Personal-
Task Personal Therapy Therapy 

Patient Behavior Disorder .003. .020 -.070 -.156 
Therapist Behavior Disorder .151 -.018 .200 -.094 
Discrep. Behavior Disorder .223 -.156 .411* .110 
Patient Cognitive Disorder .240 -.190 .157 -.066 
Therapist Cognitive Disorder .064 -.038 .251 -.222 
Discrep. Cognitive Disorder .190 -.158 .080 .000 
Patient Emotional Disorder -.162 .228 -.271 .382* 
Therapist Emotional Disorder -.162 .214 -.013 .073 
Discrep. Emotional Disorder .133 - .088 .036 .016 
Patient General Disorder .267 -.236 .098 -.050 
Therapist General Disorder -.133 .181 .049 .045 
Discrep. General Disorder .285 -.242 .212 -.151 

* p < .05 
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Task- Personal-
Task Personal Therapy Therapy 

Patient Behavior Disorder .081 -.036 .220 -.156 
Therapist Behavior Disorder .296 • -.241 .167 -.094 
Discrep. Behavior Disorder -.155 .244 -.003 .110 
Patient Cognitive Disorder .044 .027 .003 .086 
Therapist Cognitive Disorder .117 -.070 .121 -.055 
Discrep. Cognitive Disorder -.017 .071 .018 .053 
Patient Emotional Disorder .244 -.057 .280 -.175 
Therapist Emotional Disorder .157 -.084 .159 -.067 
Discrep. Emotional Disorder -.387* . 454* -.200 .286 
Patient General Disorder .344* -.291 .379* -.307 
Therapist General Disorder .410* -.340* .370* -.282 
Discrep. General Disorder -.193 .258 -.021 .104 

* p <.05 
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patient Behavior Disorder 
Therapist Behavior Disorder 
Discrep. Behavior Disorder 
Patient Cognitive Disorder 
Therapist Cognitive Disorder 
Discrep. Cognitive Disorder 
Patient Emotional Disorder 
Therapist Emotional Disorder 
Discrep. Emotional Disorder 
Patient General Disorder 
Therapist General Disorder 
Discrep. General Disorder 

Discrep. Discrep. 
Task Personal 

-.060 -.060 
-.221 -,222 
.311 . 342* 
.116 .181 
-.085 -.063 
.185 .182 
.296 .288 
.272 .263 
-.070 -.050 
.139 .122 
-.142 -.137 
.194 .213 

Discrep. Discrep. 
Task- Personal-
Therapy Therapy 

-.189 -.133 
.098 .185 
. 347* .288 
.142 .170 
.298 .224 
-.104 -.021 
-.125 -.049 
.090 .114 
.143 .148 
-.168 -.124 
.094 .022 
.137 .153 

* p c .05 
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Task- Personal-
Task Personal Therapy Therapy 

Patient Behavior Progress -.093 .123 -.142 .235 
Therapist Behavior Progress .146 -.088 .083 .022 
Discrep. Behavior Progress .032 .021 .013 .073 
Patient Cognitive Progress .077 -.046 .042 .059 
Therapist Cognitive Progress -.035 .077 .011. .060 
Discrep. Cognitive Progress ' .126 -.090 .021 .094 
Patient Emotional Progress .214 -.184 .227 -.123 
Therapist Emotional Progress .148 -.109 .172 -.111 
Discrep. Emotional Progress .142 -.096 .354* -.247 
Patient General Progress -.049 .072 .061 .044 
Therapist General Progress -.040 .176 -.171 .269 
Discrep. General Progress .150 -.071 .176 -.029 

* p < .05 
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Patient Behavior Progress 
Therapist Behavior Progress 
Discrep. Behavior Progress 
Patient Cognitive Progress 
Therapist Cognitive Progress 
Discrep. Cognitive Progress 
Patient Emotional Progress 
Therapist Emotional Progress 
Discrep. Emotional Progress 
Patient General Progress 
Therapist General Progress 
Discrep. General Progress 

Task Personal 

.203 • -.151 

.291 -.212 

.060 .135 

.164 .112 

.006 .070 

.040 .098 

.206 -.154 

.117 -.056 

.184 .033 

.095 -.356* 

.075 -.288 

.155 .036 

Task- Personal-
Therapy Therapy 

.269 -.199 

.322 -.224 

.044 .049 

.305 -.235 
-.020 .102 
.173 -.097 
.343* -.273 
.001 .078 
-.056 .142 
.042 .021 
.213 -.137 
.086 .036 

* P < .05 
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Patient Behavior Progress 
Therapist Behavior Progress 
Discrep. Behavior Progress 
Patient Cognitive Progress 
Therapist Cognitive Progress 
Discrep. Cognitive Progress 
Patient Emptional Progress 
Therapist Emotional Progress 
Discrep. Emotional Progress 
Patient General Progress 
Therapist General Progress 
Discrep. General Progress 

Discrep. Discrep. 
Discrep. Discrep. Task- Personal-
Task Personal Therapy Therapy 

-.535** -.523** -.197 -.211 
-. 088 -.056 -.087 -.065 
-.425* -.427* -.169 -.251 
-.360* -.339* -.204 -.215 
-.305 -.276 .084 .043 
-.101 -.097 -.130 -.110 
-.247 -.236 .079 -.022 
-.110 -.074 .300 .264 
.034 .033 -.001. -.032 
-.370* -.356* .090 -.030 
-.318 -.288 -.015 -.091 
.031 .036 -.169 -.179 

f p < .05 
** p •«< .05 
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