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so a system was used by which answers to respective questions could be 

added together. The score for each factor was computed by averaging 

the answers to the questions comprising the factor. The numbers used 

in this averaging transformation are given on the answer blanks for 

each question. For the checklist, the following scoring system was used; 

20 to 29 = 4, 30 to 39 = 3, 40 to 49 = 2, and 50 to 60 = 1. The 

average factor score was then multiplied by the weight for the factor 

and weighted factor values were totaled for each individual. The 

"Stars" group was composed of the fifteen percent (N=10) of the subjects 

who obtained the highest (best) scores on the total of the weighted 

factors. The "Professional Patient" groups was composed of the fifteen 

percent of the subjects (N=10) who had the lox^est scores on the total 

of the weighted factors. These two groups xtfere compared on the 

independent variables.

Data Analyses

All of the data forming the dependent variables, except the 

data coming from the Symptom Checklist, were ordinal and involved the 

distribution of individuals into particular categories. These data 

were analyzed by the Chi-square test. The Symptom Checklist was con­

ceived as interval data and was tested with a one-xvay analysis of 

variance. The data from the Backxtfard Look were tested either by the 

Chi-square test or the Fisher Exact Test. A one-tailed test was felt 

to be appropriate with the Fisher exact probability test because 

specific predictions were made. The acceptable level of significance 

for all analyses was set at p =  .05.



RESULTS

The results of testing the hypotheses are given in Tables 1 

through 7. The statistically significant findings are listed in Tables 

1 through 4 and detailed in Tables 5 through 7. "NS" in all tables 

indicates that the results are not significant.

Tables 1 and 5 show that high initial self-acceptance seems to 

be significantly and positively related to two post-hospital factors-- 

length of employment and perceived ability to handle family problems. 

High post-laboratory self-acceptance seems to be significantly related 

to the factors of few psychological symptoms and little or moderate 

difficulty with alcohol. While these findings contradict Hypothesis I, 

they are in line with Hypothesis IVa.

Table 2 shows that "self-actualization" was not significantly 

related to any of the dependent variables.

Tables 3 and 7 show that high initial perceived dominance (as 

measured by D scores) is positively and significantly related to two 

factors--length of employment and perceived ability to handle work 

problems. These findings are in line with Hypothesis III.

Tables 4 and 6 show a significant positive relationship between 

high initial perceived dominance (as measured by octant scores) and 

perceived ability to solve problems in both work and family situations. 

Tables 4 and 6 also show a positive significant relationship between 

high post perceived dominance and perceived ability to solve problems 

in work situations. These results are in line with Hypotheses III and 

Via.
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TABLE 1

HYPOTHESES EXAMINING SELF-ACCEPTANCE

Dependent Variables

HI
pre

Hypothesis

H4a
post

H4b
change

problem with alcohol NS .05 NS

work problem NS NS NS

family problem .05 NS NS

problem solving attitude NS NS NS

hours employed .05 NS NS

job stability NS NS NS

months worked NS NS NS

somatic status NS NS NS

general status NS NS NS

somatic checklist NS NS NS

psychological checklist NS .05 NS
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TABLE 2

HYPOTHESES EXAMINING SELF-ACTUALIZATION

Dependent Variables

H2
pre

Hypothesis

H5a
post

H5b
change

problem with alcohol NS NS NS

work problem NS NS NS

family problem NS NS NS

problem solving attitude NS NS NS

hours employed NS NS NS

job stability NS NS NS

months worked NS NS NS

somatic status NS NS NS

general status NS NS NS

somatic checklist NS NS NS

psychological checklist NS NS NS
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TABLE 3

HYPOTHESES EXAMINING DOMINANCE BY D SCORE

Dependent Variables

H3
pre

Hypothesis

H6a
post

H6b
change

problem with alcohol NS NS NS

work problem .01 NS NS

family problem NS NS NS

problem solving attitude NS NS NS

hours employed NS NS NS

job stability NS NS NS

months worked .01 NS NS

somatic status NS NS NS

general status NS NS NS

somatic checklist NS NS NS

psychological checklist NS NS NS
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TABLE 4

HYPOTHESES EXAMINING DOMINANCE BY OCTANT

Dependent Variables

H3
pre

Hypothesis

H6a
post

H6b
change

problem with alcohol NS NS NS

work problem .05 .05 NS

family problem .05 NS NS

problem solving attitude NS NS NS

hours employed NS NS NS

job stability NS NS NS

months worked NS NS NS

somatic status NS NS NS

general status NS NS NS

somatic checklist NS NS NS

psychological checklist NS NS NS
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TABLE 5 

SELF-ACCEPTANCE

Dependent Variables Group

Acceptors Nonacceptors

Handle family problems (pre)

worse than average man 24.0% 61.8%

same as average man 64.0% 32.4%

better than average man 12.0% 5.9%

Hours of employment (pre)

unemployed 42.3 % 61.8%

employed full time 57.7% 26.5 %

employed part time 0.0% 11.8%

Problem with drinking (post)

little difficulty 60.0% 66.7%

much difficulty 40.0% 33.3% .

Dependent Variable Change in self-acceptance group 

High to Low No Change Low to High

Psychological symptom __
X=16.2 X=13.9 X=ll.8

checklist (pre to post)
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TABLE 6 

DOMINANCE BY OCTANTS

Dependent Variables Octant 

1,2,3,8

Group

4,5,6,7

Handle work problems (pre)

worse than average man 34.3% 54.2%

same as average man 25.7% 37.5%

better than average man 40.0% 8.3%

Handle family problems (pre)

worse than average man 33.3% 61.5%

same as average man 51.5% 38.5%

better than average man 40.0% 0.0%

Handle work problems (post)

worse than average man 34.1% 61.1%

same as average man 29.3% 33.3%

better than average man 36.6% 5.6%
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TABLE 7 

DOMINANCE BY LEVELS .

Dependent Variables Dominance Group

Low Medium High

Handle work problems (pre)

worse than average man 55.6% 47.4% 16.7%

same as average man 33.3% 34.2% 16.7%

better than average man 11.1% 18.4% 66.7%

Length of work (pre)

1-2 months 28.6% 32.3% 0.0%

3-7 months 28.6% 58.1% 33.3%

8-9 months 42.9% 9.7% 66.7%
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Of the 132 Chi-square tests run on the data, by chance 6 1/2 

findings should be significant at the .05 level. The results presented 

in Tables 1 through 4 show nine significant relationships.

Table 8 lists the dependent variable (Backward Look) relation­

ships that were significant and Table 9 details the significant 

findings. Two factors--few psychological symptoms and an attitude of 

being able to handle problems--seem to be related to post "self­

acceptance." Since 110 statistical tests (Chi-square and Fisher exact 

probability) were computed for this part of the Backward Look, 5 1/2 

significant results would be expected by chance at the .05 level.

Table 8 lists only two significant findings.

Table 10 shows that Stars and Professional Patients differ from 

each other on post-laboratory dominance and on post-laboratory self­

acceptance. In this section, 19 analyses were run, and 1 significant 

result would be expected by chance at the .05 level. The data yielded 

two significant findings. Often the small size of sample distributions 

precluded running statistical tests otherwise appropriate to the data. 

In most cases these distributions were in the expected direction and 

often approached significance.

Most of the analyses had an N between 60 and 63 except when 

length of employment was the criterion factor (N~49). This variance in 

sample size occurred because some individuals failed to answer particu­

lar questions on the Post-Hospital Change Battery.

An overview of the findings indicates that some of the hypoth­

eses received limited support. The factors of self-acceptance and
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TABLE 8

BACKWARD LOOK--ANALYSES OF DEPENDENT VARIABLES

Dependent Variables Independent Variables

Employment 

hours work 

job stability 

length of work

no significant results 

no significant results 

no significant results

Perceived problem solving 

work problems 

family problems 

attitude

no significant results 

no significant results 

Self-acceptance (post) .005

Drinking no significant results

somatic status 

general status

no significant results 

no significant results

Post-hospital status 

somatic checklist 

psychological checklist

no significant results 

Self-acceptance (post) .02
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TABLE 9

BACKWARD LOOK--SIGNIFICANT DEPENDENT VARIABLES

Perceived Problem Solving Attitude

Independent Variable Group.

Confident not confident 
about about 

handling handling 
problems problems

Fisher
exact

probability
test

Self-acceptance (post) N N

acceptors 4 1
.005

nonacceptors 0 12

Post-Hospital Psychological Status

Independent Variable Group Fisher
exact

Many Few probability
Symptoms Symptoms test

Self-acceptance (post) N N

acceptors 1 20
.02

nonacceptors 4 5
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TABLE 10 

BACKWARD LOOK

SIGNIFICANT RESULTS ON STARS AND PROFESSIONAL PATIENTS

Independent Variables

Stars

Group

Professional
Patients

Fisher
exact

probability-
test

Self-acceptance (post) N N

acceptors 9 2
.005

nonacceptors 1 8

Level of perceived 
Dominance (post)

N N

High (H) 6 1
H-M . 05

Medium (M) 4 8
M-L NS

Low (L) 0 1
L-H NS
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perceived dominance showed some promise as prognostic instruments, even 

though the results of Hypothesis I were opposite to what had been 

hypothesized. Self-actualization did not show any application as a 

prognostic instrument.



DISCUSSION

Attempts to link post psychotherapy behavior causally to 

treatment processes in a tenuous and presumptious procedure. The ques­

tion, then, is not so much to prove a one-to-one relationship between 

personality or psychotherapy variables and post treatment behavior, but 

rather to isolate those variables that contribute to a desired change 

in core beliefs and behavior patterns.

Parloff, Kelman, & Frank (1954) made the important point that 

psychotherapy programs vary in their effect both quantitatively and 

qualitatively. For example, they indicated that group psychotherapy 

may increase social facility more than it changes the presenting prob­

lems, while certain forms of individual therapy might change insight but 

not affect social interaction. Like Kiesler (1966), they felt that 

different individuals do not necessarily make similar behavior changes 

on the same schedule or have the same ease in changing given behavior 

patterns. This points to the importance of matching patients to treat­

ment programs or to goals in a given program.

The present study examined three important patient variables-- 

self-acceptance, self-actualization, and perceived dominance-~in 

relation to post-hospital self-perceptual measures with a VA population. 

According to Rogers (1942, 1957), self-acc.eptance (defined by 

the Q sort technique) is a prime motivational factor for individuals 

seeking psychotherapy. The logical extension of this idea is that 

those individuals with the greatest motivation (i.e., low
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self-acceptors) will make the most of their psychotherapy experience 

and subsequently do better on post-hospital measures. The first 

hypothesis of this study was based on Rogers' theorizing. The data 

actually supported an opposite prediction, i.e., high initial self­

acceptance was positively related to good post-hospital adjustment. 

There are several logical reasons possible for these opposite findings. 

While many of Rogers' findings were based on an unstructured, out­

patient treatment program with no time limits, the present study was 

conducted in a VA inpatient setting where the motivational factors are 

more complex because they are influenced by family, legal, and finan­

cial considerations. In addition, the IIRTL is a group program with a 

definite time limit. The results of this study point out the complex 

effect of the environmental context upon the use of self-acceptance as 

a prognostic instrument. The difference between Rogers' finding and 

the present results stresses the importance of the specific definition 

of self-acceptance that is used.

Rogers (1942, 1947) also maintained that a change from low 

self-acceptance to high self-acceptance is an indication of adjustment 

and psychotherapeutic success. This idea did receive support from the 

present study. In addition, the best single predictor of future 

behavior proved to be self-acceptance. While not statistically sig­

nificant, two patients in each group (N=10) changed their level of 

self-acceptance but in opposite directions, i.e., "Stars" increased 

and "Professional Patients" decreased in self-acceptance. Zuclcerman 

& Monaskin (1959) might have accounted for part of this finding when
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they indicated that self-acceptance may reflect different modes of 

handling personal maladjustment.

The HRTL program does not specifically address itself to self­

acceptance. Some individuals increase their level of self-acceptance 

while others decrease, and the direction seems to be possibly related 

to post-hospital adjustment. It might be functional if the program 

dealt with self-acceptance more directly.

The factor of self-actualization did not prove useful in pre­

dicting post-hospital success. This result might be a consequence of 

several different factors. One possibility is that the Leary defini­

tion of self-actualization is not the same as that of other authors. 

Another possibility is that Leary's definition, which rests on the 

adequacy of one's Level I measurements, is not adequate. A third 

alternative is that self-actualization as a concept is not applicable 

to psychotherapeutic success on the HRTL program. These alternatives 

can neither be accepted or rejected, but in view of the difficulties 

with the Leary transformations mentioned earlier, it can be argued that 

the difficulty may rest more with the measuring instrument than with 

the concept.

The factor of perceived dominance was examined in two basic 

ways— by use of Leary D scores and by octant scores. On the basis of 

their D scores, the subjects were placed into three groups derived from 

the logic of the Leary system in which there are three distinct regions 

of low, middle, and high dominance. A check on this method was carried 

out by using the octant scores to form two basic groups of high and low
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dominance. Both dominance by D score and by octant score seemed to be 

important in the prediction of post-hospital success. Four of the five 

statistically significant relationships positively linked perceived 

dominance with perceived problem solving ability. This finding is in 

line with the HRTL goals which emphasize effective problem solving 

development. An interesting finding was that initial perceived domi­

nance was a better predictor of post-hospital success than was post­

laboratory perceived dominance. A corollary finding might cast some 

light on this situation. The "Stars" and "Professional Patients" 

differed significantly on post-laboratory dominance but not on initial 

HRTL program dominance. Although change in perceived dominance did not 

reach significance, eight "Stars" increased their level of dominance 

and two decreased, while four "Professional Patients" increased their 

level of dominance and five decreased (N=10 per group). This finding 

makes two important factors evident. While initial perceived dominance 

is an important factor, so is the direction of dominance change during 

the program. For the subjects as a whole, initial dominance was the 

critical factor, but for the "Stars" change toward a higher level of 

perceived dominance was also important. Only two "Stars" changed their 

octant level of perceived dominance, from low to high, and two "Profes­

sional Patients" changed their octant level of perceived dominance, in 

the opposite direction. As with self-acceptance, the HRTL program 

seems to have a differential effect on participants with respect to 

perceived dominance. Perhaps the factor of perceived dominance could 

be more directly focused on in the HRTL program to help patients make
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a better post-hospital adjustment.

The use of the concept of perceived dominance, however, raises 

the important question of the relationship between perceived dominance 

and overt behavior. Although there were no behavioral measures of 

dominance in this study, Rotter (1966) offered some findings that might 

bear on this question. He pointed out that individuals with an internal 

locus of control (defined as high perceived dominance in this study) are 

likely to be in touch with their interpersonal environments. It is 

possible that these two factors are directly related. While no evidence 

directly bears on this point, it is probable that perception in high 

dominance individuals is not completely distorted.

The analyses of the "Stars" and "Professional Patients" groups 

proved to be of value in interpreting the data. Although the small 

sample size contributed to the finding of only two significant relation­

ships, the factor of self-acceptance was distributed in the expected 

direction, as was the factor of dominance both by octants and D scores. 

The important consideration in this study is the adequacy of the 

dependent variables because the whole research really hinges on them.

The criteria used in the present study have mixed usefulness. The 

factors that seemed to be the least appropriate were the ones assessing 

somatic, psychological, and general adjustment (discomfort). The factor 

that turned out to be the most predictable was perceived problem solv­

ing ability. The findings of the present study are in line with the 

position of Frank, Gleidman, Imber, Stone, &. Nash (1959) that change 

in social effectiveness and comfort during psychotherapy are different
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processes. The factor, trouble with alcohol, was subject to possible 

distortion by the respondants and was of marginal usefulness as an 

outcome factor.

An important point is that patients who were functioning most 

poorly prior to the HRTL program (those who had an initial low level of 

perceived dominance and self-acceptance) also had difficulty assimilat­

ing the goals of the program. Conversely, those who did well after the 

completion of the program also had a high level of perceived dominance 

and self-acceptance at the beginning of the program.

The usefulness of perceived problem solving as a dependent 

variable is consistent with the objectives of the HRTL program which 

stresses the improvement of interpersonal effectiveness. A more 

logical outcome criteria might have been limited to perceived problem 

solving. However, the other outcome factors were used because of the 

importance of certain VA goals in contrast to those of the HRTL.

How useful is the Leary system of personality as a research 

instrument? Level II and Level V operations--self-perception and 

ideal-self--seemed to be useful in examining the HRTL program, but a 

question arises about the utility of the Level I score. The use of 

Level I is plagued by a dual problem--does it do what it purports to 

do: to approximate overt behavior, and if it does, is it a satisfactory

measure? Unfortunately, neither question can be answered at this time. 

While the Leary system received limited support as a research instru­

ment in this study, it is possible that the Leary procedures obscure 

some individual changes because of the large changes needed for
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significant change in the system.

On the ■whole, the study had only limited success in examining 

personality variables that are related to post-hospital adjustment. 

Still, it can be argued that self-acceptance and perceived dominance are 

both factors which can be used as prognostic instruments appropriate 

to the HRTL program.
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