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There are differences in the extent to
which patient and therapist agree on
psychotherapy goals and work together
in the helping relationship. This article
reviews the empirical research on the
relation between psychotherapy outcome
and patient-therapist goal consensus and
collaboration. Research results suggest
that psychotherapy outcome is enhanced
when agreement on therapeutic goals and
collaborative involvement (often assessed
by patient cooperation, role involvement,
and homework compliance) are present
during the course of therapy. When
therapists and patients demonstrate
cooperative and affiliative behavior, and
when patients are actively involved in the
patient role, better outcomes can be
expected. We discuss therapeutic
practices based on these findings,
emphasizing the involvement of therapist
and patient in a process of shared
decision-making where goals are
frequently discussed and agreed upon.

Introduction

This article addresses patient and therapist im-
plementation of the therapeutic contract through
goal consensus and collaboration. After providing
definitions of our terms, we briefly review the
research findings relating therapist-patient goal
consensus and collaboration to psychotherapy
outcome. For a more in-depth review of these
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studies, the reader is referred to our book chapter
(Tryon & Winograd, 2002) on which this article is
based. We then provide suggestions for applying
these research results to clinical practice.

Definitions

Goal consensus and collaborative involvement
are pantheoretical concepts, that is, they apply to
all types of psychotherapies regardless of theoreti-
cal orientations and practice settings. Goal con-
sensus is therapist-patient agreement on therapy
goals and expectations (Orlinsky, Grawe, &
Parks, 1994). It is one aspect of the working alli-
ance, defined by Bordin (1979) as the patient-
therapist bond and agreement on tasks and goals.
Meta-analyses (e.g., Horvath, in press; Martin,
Garske, & Davis, 2000) found that the working
alliance is itself therapeutic. In other words, pa-
tients will improve when they have good working
alliances with their therapists.

Collaborative involvement is the mutual
involvement of patient and therapist in a helping
relationship. Goal consensus and collaborative
involvement are two elements involved in the im-
plementation of the therapeutic contract, which
is defined in Orlinsky et al.’s (1994) extensive
literature review as participants “understanding
about their goals and conditions for engaging each
other as patient and therapist” (p. 279).

Research Review

Goal Consensus

There are a number of ways to look at the
manner in which goal consensus functions within
the psychotherapy relationship. Researchers have
examined goal consensus in terms of (a) patient-
therapist agreement on goals; (b) the- extent to
which a therapist explains the nature and expecta-
tions of therapy, and the patient’s understanding
of this information; (c) the extent to which goals
are discussed, and the patient’s belief that goals
are clearly specified; (d) patient commitment to
goals; and (e) patient-therapist congruence on the
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origin of the patient’s problem, and congruence
on who or what is responsible for problem solu-
tion.

Relative to goal consensus, psychotherapy out-
come has been examined in terms of reduction in
patient symptoms and complaints, whether or not
sessions are perceived as “good” therapy hours,
and whether patients believe that therapy is or
was helpful. B

‘When therapists and patients achieve consensus
about a treatment plan, and when therapists ex-
plain the rationale for the plan and how it works,
patients are more satisfied with the initial session
(Eisenthal, Koopman, & Lazare, 1983). In addi-
tion, when patients and therapists agree on goals
requested by patients during intake, patients are
less distressed at the end of the interview (Mac-
Kay, Cox, Burrows, & Lazzerini, 1978). These
factors-—greater satisfaction and lower levels of
distress—set the stage for patient and therapist
involvement in a helping relationship and contrib-
ute to patient postintake return for additional ther-
apy (Tryon, 1985). This initial therapeutic en-
gagement is important for therapeutic outcome
because most therapies require patient attendance
beyond the first session.

The process of goal consensus remains im-
portant for the outcome of most postintake ses-
sions as well. Hoyt, Xenakis, Marmar, and Horo-
witz (1983) found that good therapy hours are
associated with more patient-therapist discussion
of goals and expectations. These goal-related dis-
cussions are also associated with patients viewing
therapy as helpful (Goldstein, Cohen, Lewis, &
Struening, 1988).

Patient-therapist agreement on treatment goals
is also associated with treatment outcome. Re-
search results indicate that goal consensus
reached very early in treatment is sometimes posi-
tively related to reduction in patient symptoms
and complaints much later in treatment or at ter-
mination. For example, Dormaar, Dijkman, and
de Vries (1989) found that patients’ experience
of goal consensus and therapists’ understanding
of patient concerns after the second session pre-
dicted reductions in both patient- and therapist-
rated target complaints and patient depressive
symptoms as late as 6 months after the beginning
of treatment. Safran and Wallner (1991) found
that patients’ and therapists’ perceptions of goal
consensus obtained after the 3rd session were
linked to outcome improvement following 20 ses-
sions of cognitive therapy for depression.

Mussell et al. (2000), in their study of outcome
in a 12-session cognitive-behavioral group ther-
apy for bulimia, found that pretreatment ratings
by patients of their commitment to therapeutic
goals were positively related to remission of bu-
limic symptoms at termination. Treatment goals
may be formulated by taking into account the
patients’ perceived origin of his or her problem.
Tracey (1988) found that intake patient and thera-
pist congruence in terms of whether the patient
attributed the problem to internal versus external
causes was positively related to patient change
at termination. Problem solution congruence on
whether the solution to the problem was external
or internal, however, did not relate to outcome.

While most studies examining the relationship
between patient-therapist agreement on goals have
achieved positive results, others have not. Mar-
mar, Gaston, Gallagher, and Thompson (1989)
and Gaston, Marmar, Gallagher, and Thompson
(1991) found that goal consensus from patients’
perspectives did not play a substantial role in the
alleviation of patients’ depressive symptoms in
behavioral, cognitive, or brief dynamic therapy
for major depressive disorder.

Patient, therapist, and outside rater perceptions
of goal consensus often differ (Tichenor & Hill,
1989). This may account for some of the differing
findings in the research literature about the rela-
tionship of goal consensus to outcome. Neverthe-
less, out of 25 studies we reviewed (Tryon &
Winograd, 2002), 17 studies (68%) revealed a
positive relationship between goal consensus and
outcome on at least one measure completed by
patient, therapist, or observer.

Collaborative Involvement

Researchers have examined collaborative
involvement within the psychotherapy relation-
ship in terms of patient cooperation, role involve-
ment, and homework compliance. When patients
indicated a desire for close collaboration with
their therapists, therapy sessions were rated more
positively by both patient and therapist (Orlinsky
& Howard, 1967). This may be because these
elements in interaction with one another help sup-
port a “relationship between equals” (p. 626).
Positive feelings about therapy, on the part of the
patient as well as the therapist, may contribute to
the patient’s further involvement in the therapeu-
tic process.

Patients who are willing to work closely with
their therapists not only feel better about their



treatment—they seem to experience better out-
comes as well. Patient cooperation has been
linked to reductions in somatic complaints and
paranoid symptoms (Kolb, Beutler, Davis,
Crago, & Shanfield, 1985). Certain patient char-
acteristics may interfere with cooperation. Pa-
tients who are more withdrawn and psychotic
have been found to have a poorer prognosis than
less withdrawn patients (Colson et al., 1985).
Patients who are more resistant (Westerman,
Frankel, Tanaka, & Kahn, 1987) and patients
who are more defensive (Piper, DeCarufel, &
Szkrumelak, 1985) have shown less improvement
at termination as well. These patients may per-
form fewer target behaviors or experience higher
levels of stress at termination than more coopera-
tive patients (Westerman et al., 1987).

Patients who put more effort into fulfilling their
role experienced therapy as more effective than
those who expend less effort (Martin, Martin,
Meyer, & Slemon, 1986). Patients who rated
themselves as more committed to their role, expe-
rienced greater symptom reduction at termination
than patients who rate themselves as less commit-
ted (Gaston et al., 1991).

One way that patients contribute to the collabo-
rative relationship is by completing homework
assigned by therapists. A meta-analysis of 27
studies, conducted by Kazantzis, Deane, and Ro-
nan (2000), showed that both homework assign-
ments and homework compliance are positively
related to psychotherapy outcome. When thera-
pists ask for or patients volunteer information
about homework, patients are more likely to com-
ply with homework assignments than when
homework is not discussed (Worthington, 1986).
Completion of homework has been positively as-
sociated with observer-rated reduction in patient
symptoms at outcome. In particular, patient
homework compliance has been shown to relate
positively to reductions in depressive symptoma-
tology (Persons, Burns, & Perloff, 1988). A study
by Schmidt and Woolaway-Bickel (2000) indi-
cated that the quality of patients’ compliance
might make a difference in how much patients
improve. They found that patients’ ratings of the
number of days and hours that they spent doing
therapy homework was not related to several
therapist- and patient-completed outcome invento-
ries. Therapists’ and outside evaluators’ ratings of
the quantity of homework assignments and the qual-
ity of patients’ compliance, however, predicted im-
provement on most of the outcome inventories.

Consensus and Collaboration

We (Tryon & Winograd, 2002) combined re-
sults from 24 studies and found that 89% of the
time, collaborative involvement and outcome
were significantly and positively related on at
least one measure completed by patient, therapist,
or observer. There is considerable support for the
positive impact of collaborative involvement—in
terms of patient role commitment, homework
compliance, and patient cooperation—on treat-
ment outcome.

Therapeutic Practices

Results of the studies we (Tryon & Winograd,
2002) reviewed tend to support the positive influ-
ences of collaborative involvement and goal con-
sensus on psychotherapy outcome. Readers
should bear in mind that the relationships between
involvement and consensus and psychotherapy
outcome are correlational, and thus, causal infer-
ences cannot be drawn. These studies examined
collaborative involvement from different partici-
pant (therapist, patient) and nonparticipant (ob-
server) perspectives and defined it in different
ways (patient role commitment, homework com-
pliance, and patient cooperation). Results provide
considerable support for the positive impact of
collaborative involvement on treatment outcome.
Thus, if patients and therapists are involved coop-
eratively and patients are working hard both in
and out of sessions, outcome is enhanced.

There is also general support for a positive
relationship between goal consensus and psycho-
therapy outcome, but the overall results of these
studies were not as positive as those concerning
collaborative involvement. Goal consensus is dif-
ficult to assess. Patient and therapist may be
working on the same goals but they may talk
about them in different ways. In contrast to resist-
ance and homework compliance, it may be more
difficult for observers to detect goal consensus.

To maximize the possibility of achieving a pos-
itive treatment outcome, therapist and patient
should be involved throughout therapy in a pro-
cess of shared decision-making, where goals are
frequently discussed and agreed upon. To engage
patients in this process, therapists should try to
address topics of importance to patients and reso-
nate to patients’ attributions of blame regarding
their problems. When therapists communicate in
these ways, patients feel understood, and the
stage is set for cooperative therapeutic collabora-
tion, a mutual commitment to therapeutic goals,
and involvement in the therapeutic process. Pro-
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viding patients with understanding, sympathetic
listeners who attend to topics that patients value
is important to goal consensus. Patients leave ses-
sions satisfied and willing to work on their prob-
lems when they are “given clear and complete
explanations concerning the recommended treat-
ment plan, its rationale, and its link to the pa-
tient’s complaints, and with decision-making pro-
cesses” (Eisenthal, Koopman, & Lazare, 1983,
p- 49). Discussions of therapy goals aimed at
achieving consensus should take place throughout
therapy. Such discussions are associated with
therapist-patient beliefs that the therapy session
was a good one.

Results of the studies we reviewed suggest that
collaborative involvement throughout therapy
that includes cooperative, affiliative behavior on
the part of both participants is associated with
better outcomes. Patients who achieve better out-
comes are those that are actively involved in the
patient role, discussing concerns, feelings, and
goals rather than resisting or passively receiving
therapists’ suggestions. When patients resist col-
laborating with therapists, poor outcomes ensue.
Therapists who give patients homework assign-
ments and who check on the completion of these
assignments achieve better outcomes than thera-
pists who do not ask patients to apply what they
learned in therapy in their daily lives. A recent
study (Schmidt & Woolaway-Bickel, 2000) in-
dicated that it is not necessarily the quantity of
homework assigned, but the quality of com-
pleted homework that leads to better therapy
outcomes.
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