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----The present research was conducted in order to ascer-

tain whether differences

in attitudes exist between the

three main professional groups which are presently the major
providers of mental health care -- psychiatrists,

clinical

2

psychologists, and social workers -- with respect to six
treatment modalities:

Individual Psychotherapy, Individual

Counseling, Family Therapy, Group Therapy, Psychiatric Medication and Psychiatric Hospitalization.

Modalities evalu-

ated include treatments appropriate to a variety of individual, social and biological concepts of mental health/patholqgy.

It was assumed that any such attitudinal differences·

might reflect biases in the provision of mental health
treatment and therefore be an important concern for consumers of mental health care.
Hypotheses were:

1) all professional groups would

regard Individual Psychotherapy more positively than the
other modalities; 2) social workers would regard Family
Therapy and Group Therapy

mo~~

positively than psychia-

trists, with clinical psychologists intermediate between
these groups; and 3) psychiatrists would regard Psychiatric
Medication and Psychiatric Hospitalization more positively
than social workers, with clinical psychologists intermediate.
No hypotheses were made regarding intergroup differences with respect to Individual Counseling and Individual
Psychotherapy, as a secondary focus of this research was
simply to explore possible differences in the ratings of
these two modalities in order to gain information about the
mental health professionals' perceptions of the distinctness
or similarity of these two methods.

3

Data were semantic differential (bipolar scale) ratings
on an

~Yalaa1i2n

(attitudinal) dimension for modalities

involving hypotheses, as well as
s i on rat i n gs
Psychotherapy.

for

~Q1~n~~

and

a~1iYi1~

Ind i v i du a 1 Co u n s e 1 i n g and

dimen-

Ind i v i du a 1

A random sample of practicing clinicians of

the three pro f es s i on s under cons i de r a t i on f r om t he gr ea t er
met_ r op o 1 i t an a r ea o f Po r t I and , Or ego n was a dm i n i s t er e d t he
semantic differential scales by mail.
It was found that Individual Psychotherapy was the most
favored

treatment modality of psychiatrists and psycholo-

gists, while social workers preferred it only over Psychiatric Medication and Psychiatric Hospitalization.

Previous

indications of strongly favorable professional attitudes
toward Individual Psychotherapy were substantiated, with an
additional

implication that social workers may be more

broadly accepting than the other two professions of a wider
variety of (nonmedical) treatment approaches.
Further findings

indicate that clinical psychologists

and social workers are extremely similar to each other in
attitudes toward the treatment modalities, but that psychiatrists are markedly different from these two groups.
Psychiatrists are somewhat favorable toward all modalities,
while social workers and clinical psychologists are clearly
reserved toward necessarily medical treatment approaches.
Conversely, psychiatrists, relative to the other two groups,
are clearly negative toward apparently nonmedical treatment

4

approaches.

Psychologists and social workers are more ex-

treme than psychiatrists in the range of their ratings of
treatment modalities, although they do not differ from each
other in this regard.
These findings appear to involve differences in professional training, and consequently in autonomously accessible
or .traditionally legitimate treatment methods and in relative professional focus on the "medical model" as a foundation for the provision of mental health care.

Thus both

theoretical/training and professional self-interest factors
may affect professional
treatment methods.

attitudes toward mental health

Possibilities of biases in mental health

treatment provision are noted.
Differences between Individual Counseling and Individual Psychotherapy were not sufficiently consistent across
all groups and semantic differential dimensions to warrant
the assertion that these two modalities constitute separate
and distinct treatment methods.
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CHAPTER I
INTRODUCTION
PROBLEM STATEMENT
The task of matching mental health treatment efforts to
client/patient
The

needs

has long been seen as

problematical.

problem is not simply to match each individual's

to treatment that is helpful,
harmful treatment efforts.

needs

but also to avoid potentially

Miles (1960) has referred to the

danger to the patient that is posed by efforts to fit
ical

material

this

may

Goffman

into "well-ordered categories"

not fit the
(1961)

patient's

maintains

receiving first priority.
maintained
health

Furthermore,
may

rather than patient

be

needs,

More recently, Singer (1979) has
mental

care have a variety of professional/theoretical perwhich

provide.

That

professionals

health

situation.

though

that the various professionals providing

spectives

ical

even

that mental health care

given with care-provider needs,

clin-

or

direct
is,

of

care

she maintains that many mental

have skills limited to one or a few

operational
care

and limit the sort

perspectives and

that

providers often try to force

these

client

they
health

theoretmental
problems

into a form which will fit their professional skills, rather
than

either

expanding

their skills to

fit

multiple

and

2

diverse

client problems or developing other

resources

for

clients.

Such
care

speculations apparently assume that mental health

providers

theoretical

operating from a

perspective

within their skill range,

particular

will find it

in

professional/

their

interest,

and/or reflecting their biases to

advocate certain kinds of treatment most directly related to
their

operational perspective,

operating

from

while those care

providers

a different professional/theoretical

view-

point will, for similar reasons, advocate different kinds of
treatment more directly related to their particular
sional views.
provision

profes-

Basically, at issue is whether such treatment

biases

exist in the population

of

professional

mental health care providers.
It is plausible to suppose that if such "force-fitting"
biases exist with any consistency, they should be detectable
in

comparisons between mental health care

whose

training

provider

and work roles are distinct and

homogeneous within occupational groups.

groups

relatively

Such care provider

groups could be supposed to have been trained in

relatively

mutually distinct professional/theoretical viewpoints and to
favor

these viewpoints on a group basis.

health

care providing professions

The major mental

-- psychiatry,

clinical

psychology, and social work -- appear to be such groups.
A practical method for gaining direct,

valid

measures

of professional group preference for or avoidance of various

3

treatment

modalities over a broad client population is

apparent.

However, indirect measures of such possible group

treatment

biases

techniques.

may be obtained via attitude

such

toward an
to

Larson , and Knapp, 1971;

Dingman, and Tarjan, 1960) and that attitudes are

"predispositions
other

to

states

~~aluaii~~

respond,

but are

of readiness in
response.

distinguished

that

they

predispose

as 'tendencies of approach or avoidance,' or as

baum,

1957,

(1971)
people,

p. 189).

state

that

ideas

and

world" (p. 55),
attitudes·

from

Thus, attitudes are referred

able or unfavorable,' and so on" (Osgood,

of

measurement

It has been maintained that attitudes are valid

predictors of behavior (Mccrosky,
Shotwell,

not

'favor-

Suci, and Tannen-

Moreover, Mccrosky, Larson and Knapp

"Attitudes ••• are

our

evaluations

things that we observe in the

of

external

and they quote Fishbein's (1965) definition
as "learned predispositions to respond to

object

or

class of objects in a favorable

way."

Attitude measurement,

particularly

therefore,

or

an

unfavorable

appears to

be

appropriate and relevant approach to the

a

cen-

tral problem under consideration here.
The primary focus of this research will be to ascertain
whether

there

mental

health

psychologists,
toward
therapy,

six

are differences between
care
and

provider
social

treatment
2) Individual

three

groups

-- psychiatrists,

workers -- in

modalities:
Counseling,

professional

their

1) Individual
3) Family

attitudes
PsychoTherapy,

4

4) Group Therapy,

5) Psychiatric Medication, and 6) Psychi-

atric Hospitalization.

These
ently
may

six modality designations appear to be

suffici-

broad-ranging to encompass treatment responses
follow

basic

from any of several currently

personality/treatment

social
they

theories

and biological) (Monte,
offer

1980).

widely

(e.g.,

which

accepted

individual,

On the other hand,

opportunity for some distinctions

to

be

made

within

as well as between several distinct therapeutic con-

texts.

For instance, within a context of treating groups of

people together, there is a possibility of a differentiation
between Family Therapy (in which the entire family group

at

once is seen as the unit of treatment) and Group Therapy (in
which

individuals

or the group process itself may

focus

of treatment).

Similarly,

be

the

treatment provided on an

individual basis may be differentiated as Individual Psychotherapy or Individual Counseling.

Also, within the context

of care associated specifically with medical intervention, a
differentiation is possible between care which is
ily

relatively highly structured (Psychiatric

tion)

necessar-

Hospitaliza-

and care which may be provided on a minimally

tured outpatient basis (Psychiatric Medication).

struc-

Thus, some

opportunity is presented for considering whether individual,
group
sional

or

medical treatment contexts per se affect

treatment evaluations or whether finer

within these contexts are meaningful.

profes-

distinctions

5

It

is

supposed here that

attitudinal

measures

will

reflect biases regarding the different treatment modalities,
and

any

biases

may

intergroup differences in treatment provision

and

that

parallel

intergroup differences in

such

recommendation patterns.
A

secondary,

clarification
tain

differences

a

or meanings ascribed

study

to

and

by the different professional

the

Individual

groups.

Such
par-

interest and importance because there appears to be
problem in distinguishing

the

meanings

two terms for mental health professionals.

that

prob-

although some authorities maintain that substan-

tial differences exist between these two treatment
various

of

Stefflre

(1972) has shown in his review and discussion of this
lem,

is

two

regarding these treatment concepts are of

substantial

these

about

modalities Individual Counseling

Psychotherapy

ticular

interest in this

of the nature of possible differences in cer-

perceptions

treatment

exploratory

efforts

to

make

a clear

and

between them have not been successful.

final

methods,

distinction

Thus it is necessary

to try to clarify differences which professionals may understand as characterizing these two treatment modalities.
Such
First,
the

understanding

if

reasons.

these two modalities are regarded differently by

mental

implies

is important for several

health treatment community

as

a

whole,

this

that this community believes these modalities to be

substantially

different

processes,

differentially

appro-

6

priate

for

purposes.

different clients for
Therefore,

modality

treatment

and

differences

must be

clear for appropriate treatment to take place.
these

treatment

concepts

in fact

do

referral
made

Second,

describe

if

different

modalities, then the nature of these differences needs to be
understood

for purposes of

training,

education,

grading of psychological service provision.
consumer
pay

viewpoint,

and

Third,

from a

people have a right to know what

for and to pay for what they need and want in terms

professional services.

up-

they
of

Clarifying distinguishing aspects of

these two modalities could enhance appropriate choice-making
for

consumers of mental health services,

cern

an important con-

for contemporary psychological service

providers

and

their clients (Adams and Orgel, 1975; Mishara and Patterson,
1977; Trotter, 1975).

LITERATURE REVIEW
G~n~~al Hia12~~

2i

Differences
groups

1h~

f

~2Ql~m

between

mental health

care

which may affect their care provision have been

subject of wide-ranging comment and research.
Kelly

(1955) has suggested that communication

among psychologists,
follow
by

occupational

psychiatrists,

For instance,
difficulties

and social workers may

from "diffetences in the construct systems

psychologists

on

the one hand

the

and

social workers on the other" (p. 212).

employed

psychiatrists

and

Klopfer (1960)

has

7

also

suggested the possibility that theoretical or training

differences between these groups may hamper clear intergroup

communication.
Empirical verification of supposed differences in theoretical perspective between these groups has been

reported.

Shearn and Fitzgibbons (1971) asked psychologists,
trists,

and

social

workers to indicate their

psychia-

theoretical

orientation from the categories of "psychoanalytic,"
dynamic,"
findings

"non-dynamic,"

"eclectic," and

"other

"other."

Their

were that psychologists were more likely than

the

other groups to choose "non-dynamic" and "eclectic" and less
likely

to choose "psychoanalytic," social workers were more

likely than psychologists or psychiatrists to chose "psychoanalytic" and less likely to choose "eclectic" and
while

"other,"

psychiatrists were more likely to choose "other"

less

likely

groups.

to

choose "non-dynamic" than

Interprofessional

the

other

and
two

theoretical differences such as

these may underlie the Grayson and Tolman (1950) findings of
qualitative

differences between clinical psychologists

psychiatrists

in both the definitions and the

and

connotations

they gave to word-concepts relevant to mental health care.
Such
tions
cation

differences in theoretical and semantic

could predispose these groups to problems in communiand

problems in arriving at

mutual

regarding mental health care provision.
seems

orienta-

plausible

understandings

In particular,

that such differences may

be

related

it
to

8

findings

of

differing

patient

health occupational groups.

perceptions

among

mental

This possibility is worth con-

sideration, for the idea that differences in patient perception may affect treatment recommendations has been supported
by research unconcerned with intergroup professional differences:

McPartland

and Richart (1966) have noted that if a

clinician percejves a complaint as intrapsychic rather

than

situational, there is a greater likelihood of recommendation
of hospitalization.
Moreover,

research

ferences

indicates

patient

perception.

Tyrell

focused on interprofessional

a relationship between
For

instance,

profession

Chance,

(1962) found differences between

Arnold,

difand
and

psychoanalytically

oriented psychologists, psychiatrists, and social workers in
themes

used to describe patients,

psychiatrists
gists.
that
may

more similar to each other than to

Also,

Goldschmid

affect

treatment

psycholo-

recommendations:

They

differences
found

in patient perception exist among a wide

mental health care occupational groups asked to

characteristics
therapy.

Their

and

and Domino (1967) found evidence

such interprofessional patient perception

differences
of

with social workers

of patients who would benefit from

that
range

specify
psycho-

report suggested that differential percep-

tions of patients and of the therapeutic process may reflect
intergroup

training differences and may result in

lowering

of cooperative functioning in delivering patient care.

9

Furthermore,
found

multiple

Fontanna,

workers

and Lorr (1968) have

interprofessional differences

mental health care provision.
social

Gessner,

to differ in

relevant

to

They found psychiatrists and
theoretical

orientation,

in

perception of patients and pathology, in perception of their
role regarding patients,
This

and in treatment

recommendations.

report states that psychiatrists are more likely to be

theoretically

oriented toward a "depth"

interpretation

of

physician-inferred underlying causal processes of pathology,
and
to

therefore more likely to regard patients as incompetent
judge

these processes or the

change them.
less

treatments

necessary

to

In contrast, social workers are reported to be

"depth" oriented and more oriented toward serving

the

patient, and therefore to be more accepting of the relevance
of

the

patient's ideas and more available

to

incorporate

patient goals into treatment recommendations.
One

kind of specific treatment recommendation that has

been examined with respect to intergroup care-provider
ferences
(1970)

is recommendation for hospital

discharge.

difLorei

found some evidence of interprofessional differences

regarding the relative importance of different

consequences

of release of patients from psychiatric hospitalization.
this

study,

In

social workers were found to be less concerned

about post-release indigency than psychologists and psychiatrists,

and less concerned about post-release idleness than

psychiatrists.

Weinstein (1964) also found indications

of

10

some differences between psychologists,

social workers, and

psychiatrists in the factors they used to evaluate patients'

readiness for psychiatric hospital discharge,
trists

emphasizing

a

patient's emotional

with psychiaand

perceptual

state more than the other two groups.
Another

mental

health treatment recommendation

which has been examined with respect to professional
group

differences

is

choice of

treatment

for

focus
inter-

children.

Weissman (1969a, 1969b, 1975) has investigated the possibility

that psychologists,

show

social workers,

and psychiatrists

professional group differences in criteria they

ideally use in selecting treatment modalities (or no
ment) for children with specific diagnoses.
developing
attendant
tions

would
treat-

His reason for

this research was his concern "that difficulties
upon arriving at clinically appropriate

disposi-

may be largely attributable to discrepancies in

per-

cept ions that reflect the varying theoretical vantage points
of the three professions" (1969a, p. 75).

The initial find-

ings suggested that "patients are in fact viewed differently
by

different

have

mental health workers and

significant

implications

for

these

patient

differences
management"

(1969a, p. 9).
Further
social

research

(Weissman,

1969b)

indicated

that

workers are more concerned than the other two groups

with social and environmental factors as ideal criteria
treatment choice (individual or group therapy,

for

or no treat-

11

ment), while psychologists were more concerned with individual attributes such as symptoms,

intellectual function, and

motivation,

suggested to be more

psychiatrists

with

psychologists

Among

than like social workers.

preliminary conclusions is stated,

like

Weissman's

"Differences in training

and orientation are clearly reflected in the cues that
profession

selectively perceives and dif(erentially

each
evalu-

ates in the patient" (1969b, p. 15).
Despite
consistent
perception,
finally

the

work cited above,

the issue

of

whether

interprofessional differences exist

in

patient

evaluation,
In

resolved.

regarding

or treatment recommendation is not
Weissman's latest

this question,

(1975)

research

using a broad national sample and

modified approach (closed- rather than open-ended

question-

naires), no differences were found in the criteria the three
professional

groups

would

ideally use in

deciding

which

treatment (individual, group, conjoint family therapy, or no
treatment)
specified

would

be most appropriate for children

diagnosis.

However,

the

low

with

response

a

rate

(approximately 39%) found in this study leaves much room for
debate of the finding of no differences.
lndi~idual C2un~~lin~ C2m~a~~d

The

distinction

"psychotherapy"
ject

to

between

12

lndi~idual f~~~h2ih~~a~~

the terms

"counseling"

is an unresolved issue which has been

intermittant

debate in the

literature

for

and
subover

12

twenty-five years.
ture,

In his review of the counseling litera-

Shaw (1957) indicates that mental illness may be

of

province

the clinical psychologist and creative

that of the counseling psychologist.
he will not go,

However,

in

any

health

beyond that

confining his attention "to theoretical and

conceptual trends without any presumption that these
apply

the

exclusive way to

contradistinction

counseling

to clinical psychology or

trends

psychology

in

psychotherapy"

(p. 357).
In

contrast,

Tyler's (1958) counseling review immedi-

ately maintains that "'counseling,' viewed as a process,
a term that parallels
tains

that

'~sychotherapy'"

counseling is ego-centered and

specific type of problem (e.g.,
tity

development,

psychotherapy
tion.

(p. 375).

work,

focuses

is

She main-

focuses

on

a

personal development, iden-

values,

role

conflicts),

on personality change and

while

organiza-

According to Tyler, "counseling aims at acceptance of

assets

and limitations rather than at

ality change.

fundamental

person-

Its function is to strengthen the ego rather

than to reduce pressures from the id" (p. 376).

However, in

a review of the counseling literature immediately subsequent
to Tyler's,
taining,

Berdie (1959) dismisses this distinction, main-

"The

definition of counseling and its distinction

from other related activities still await empirical investigation" (p. 345).
tiation,

he

Lacking an empirical basis for differen-

used such terms as "therapy" and

"counseling"
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interchangeably,
tributors

a

practice followed by other

to the literature (e.g.,

1967;

Truax

This

problem

and Carkhuff,

Carkhuff and

of ambiguity in terminology

and

con-

Berenson,

~i al~,

Whiteley

1967;

major

1975).

meaning

is

emphasized in Patterson's (1966) review, another examination
of counseling which concedes no essential difference between
it and psychotherapy.
Brayfield's (1963) review of the literature in counseling

psychology

yields

noteworthy

points:

Paterson

Lofquist

(1960) found that there were few substantive

ferences

in

Association

the

requirements

approved

clinical psychology,

of

American

doctoral programs in

and
dif-

Psychological
counseling

and

but Granger (1959) found that counsel-

ing psychologists were ranked lowest in prestige of selected
doctoral

specialties in psychology.

function

of the confusion surrounding the term "counseling"

as a profession and process,
note
to

in their review,

for Pepinsky and Meara

be

a conglomerate of activities that otherwise have

(1973)

To identify counseling

little
further

a helping activity is simply to align it with a host

events

a

" ••• counseling is the label attached

in common with each other.
as

Low status may

with other labels (e.g.,

therapy,

social

of

service,

education, the ministry, the law, etc.)" (p. 197).
The
velop

literature ranges from elaborate attempts

to

de-

theories and models with which to differentiate coun-

seling from psychotherapy (e.g.,

Vance and Volsky, 1962) to
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closely

reasoned and adamant counter-arguments denying

differences

Stefflre

between

(1972)

literature

the

seling

(e.g.,

Patterson,

offers some resolution in

concerned

and psychotherapy.
garding

two

his

1967).

review

with distinctions between

two:

re-

" ••• coun-

is characterized by shorter duration of

less frequent visits,

of

counseling

He draws the following conclusions

differences in method between the

any

treatments,

more use of psychological examination

[formalized interview test procedures rather than the taking
of an extensive history],
problems,
giving,

more

more concern with ••• present daily

focus on conscious activities,

more advice

more emphasis on the reality situation, more cogni-.

tion and less emotional intensity,

more focus on

achieving

clarity and less allowance of ambiguity}' (p. 22).
Although
clear,
ture

the

issues are certainly not formalized

and

it seems that the overall implication of the literatends

achieve
profound,

to be:

than
or

Counseling is easier

psychotherapy,

it

and

does not have

quicker
as

important an impact as psychotherapy,

to

basic,
it

is

suitable for "normal" or less difficult problems rather than
the

more

severe emotional disturbance

or

psychopathology

appropriate for psychotherapy, and, therefore, counseling is
not as positively valued as psychotherapy.
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Henry,
extensive,
health

Sims,

and

multifaceted

professionals

psychiatrists,
psychiatric
Chicago).

Spray (1971,
study

(in effect,

psychoanalysts,

social

of

12

T~~a1m~n1

1973) carried out
more than

4000

the entire

an

mental

universe

of

clinical psychologists, and

workers in New York,

Los

Angeles

and

Many of their findings and conclusions are quite

relevant here, and will be examined in some detail.
They note that autonomy in performance of
function

is of central importance in all

professional

professions,

and

that in mental health this results in individual, one-to-one
psychotherapy

being strongly emphasized across all the pro-

fessional specialties.

This is especially so for

psychia-

"Medical schools, medical internships, and psychi-

trists:

atric residencies are all designed to convey the notion that
the

private

practice.

office is the ideal setting
Thus,

for

professional

in lecturing to resident doctors, members

of hospital staffs frequently place the greatest emphasis on
one-to-one psychotherapy" (p. 11).
This quest for and training toward professional
omy

also exists in clinical psychology:

auton-

"The professional

socialization

of clinical psychologists is designed to

in-

culcate

of the same expectations

un-

many

regarding

the

fettered applications of professional expertise that psychiatrists
a~ound

acquire

in

medical

training

programs

the doctor-patient relationship" (p. 12).

organized
A similar
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focus

developed

"reform"

to

a

for

social

work as

it

shifted

"professionalism" orientation

from

through

a
the

broad adoptation of a psychodynamic treatment perspective as
a

basic

professional

viewpoint:

" ••• it

is

clear

psychiatric

social

effectively

demanding autonomy in the performance of

nostic,

workers are trained to expect

counseling,

that

and

are
diag-

and psychotherapeutic functions in the

mental health field" {p. 13).
The

conclusion

professions,
choice:
and

is that for all

individual

these

mental

health

psychotherapy is the treatment

of

" ••• the professional image, which is both reflected

reinforced in all ••• the professional training programs,

puts

individual

psychotherapy at the core of

the

profes-

sion ••• individual psychotherapy not only serves as the focal
point for professional training programs, but also functions
as the symbolic core of professional identity in the
health field" {pp. 13-14).
all

mental

Indeed, fifty-seven per cent of

respondents in this study designated their major thera-

peutic orientation as one which is usually carried out in
process labelled as individual psychotherapy,

a

e.g. "psycho-

analytic."
More specifically, the findings of this study were that
twice

as

social
therapy
clinical

many psychiatrists as clinical

workers

make

the provision of

their main professional role;
psychologists

psychologists
individual

social

or

psycho-

workers

and

were found to be equal in this

re-
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spect.

It seems clear that a large portion of al 1 groups

considers their principle professional role to be that of
"individual psychotherapist," with psychiatrists outstanding
in this respect:
The •••medical mental health care providers are much
more narrowly specialized in the range of roles
they perform than is true of either of the nonmedical groups •••• [T]he differential participat i on i n the per for man c e o f one - to-one psycho therapy, in one form or another, distinguishes the
med i c ·a 1 f r om the non -med i ca 1 pr a c t i t i oner s • Sp e cifically, when the roles of psychoanalyst and
individual psychotherapist are combined they
account for an absolute majority of ••• psychiatrists. The corresponding figure for the two nonmed i ca 1 professions is approximate 1 y one-third of
the membership of each group. (Henry, Sims, and
Spray, 1973, p. 51)
This finding is supported by other writers' observations of the emphasis given· the individual psychotherapy
orientation, especially in psychiatry (Armor and Klerman,
1968; Casariego and Greden, 1978; Charatan and Rosenblatt,
19 6 9 ; Gr eden and Casar i ego ,

1 975 ) •

S i mi 1 a r 1 y , i n c 1 i n i ca 1

psychology, there has been an emphasis on autonomy in professional treatment provision (Rie, 1977) and documentation
of the great extent to which individual psychotherapy is
practiced by these clinicians (Garfield and Kurtz, 1974;
Wel Iner, 1977).

The social work literature also supports

the legitimate, esteemed place of individual psychotherapy
among the treatment approaches used in this profession
(Boehm, 19 6 O; Meyer , 1 9 71 ; Sac khe i m, 1 9 74 ; Wh i t taker , 19 74 ) •
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A

related

finding

Schlacter (1978).

is

Here,

that

of

House,

Miller

and

although social workers saw them-

selves as especially skilled in group and family therapy and
dealing

with

larger

psychiatrists
treating

community

system

problems,

saw themselves as being uniquely

emotional problems with medication,

while

skilled

at

and psycholo-

gists perceived their strength as psychological testing, all
groups

spent

the greatest amount of their

direct

service

time in the conduct of individual psychotherapy.
Henry,
therapists

Sims,
with

designation"
ating

and

Spray (1973) also note that psycho-

a medical

workers

activities"
difference

while clinical

"professional

of the therapists.
as

psychologists

are more interested in the

of

Medical Association,

"functions

by

the

the official position of the

and

medical
American

American Psychiatric Association,

Psychoanalytic

and

The authors interpret this

a result of the acceptance

psychotherapists

American

hold

as the most important criteria for differenti-

psychotherapists,

social

background

Association (1954)

that

and

"psycho-

therapy is a form of medical treatment and does not form the
basis of a separate profession" (p. 385).
cation of this statement,
school

A central impli-

that training received in medical

is the basic foundation for the treatment of

illness,

appears

to

have been accepted by

proportion of the psychiatrists in this study.
that

being

a

mental

significant
The

a physician is fundamentally necessary

belief
to

the
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abi 1 ity to practice psychotherapy effectively is found in
other sources (Mittel, 1978; Monroe, 1960; Pin.ney, Jr.,
19 70) •

The Henry,

Sims,

and Spray (1973) study notes that

psychiatrists believe that they see an unusually wide range
of patients when compared with other professional groups, an
apparent self-validation of the primacy and usefulness of
medical training in providing mental health care.

H~wever,

this study found that when the professionals report the
diagnoses of persons treated, psychiatrists are not unique
in terms of the diagnostic range of patients treated. They
found that psychiatrists do treat a larger proportion of
psychotic persons than the other professions, while clinical
psycho 1 og is ts and soc i a 1 workers see proportionate 1 y more
relatively healthy and psychoneurotic patients.

These dif-

ferences do appear to be due to the medical training of
psychiatrists:
The major distinction in types of patients treated
is between the medically and nonmedically trained
psychotherapists, rather than between psychiatrists
and the other professional groups •••• The differences between the medical-organic and the psychological approaches to the treatment of mental illness produce the professional division of labor ••••
[l]n discussing therapeutic techniques, 4696 of the
entire interview sample noted that the therapeutic
approach of psychiatrists emphasized the fact that
they are physicians; hence they can and do use
techniques such as medication and electroshock
therapy to treat severely disturbed patients.
Approximately one-half of the [sample] singled out
the medically based techniques as characteristic of psychiatrists •••• (T]he reliance by psychiatrists
on their medical background as a basis for treating
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mental illness serves to distinguish them from
nonmedical therapists.... (Henry, Sims, and Spray,
1973, p. 28)
Henry, Sims, and Spray (1971, 1973) also draw contrasts
between psychiatrists, clinical psychologists and social
workers in terms of the effect of training background on
certain motivational perspectives.

That is, the clinical

psychologists seem to operate within a system of causation
per the scientific method, while psychiatrists and social
workers are more pragmatic:
••• [T]he dominant ethos of the training programs of
clinical psychologists revolves around the belief
that the ability to modify human behavior is primarily dependent upon the ability to explain it in
terms of cause and effect relationships ••••
[T]his ••• contrasts sharply with psychiatry and
social work •••• Both [these] professions are more
pragmatically concerned with the how rather than
the why. Psychiatry is focused on treatment per
se, on the alleviation of symptoms; social work is
focused on caring for the socially handicapped and
on c re at i ng soc i a 1 re form. ( 19 7 3 , p. 4 8 )
These differences are attributed to the academically
oriented training of clinical psychologists in research
.methods culminating in a dissertation.

Clinical psychology

thus focuses on a perspective involving scientific methodology and conceptualization, a distinctive feature when compared to the other groups.

This rational scientific focus

as a basis for mental health care provision among clinical
psychologists has been described and emphasized by others
(Derner,

1960; Hathaway, 1958; Orne, 1975; Riess, 1960;
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Wellner,

Henry,

1977).

orientation

professional

Sims,

and Spray (1973) see

this

as having an effect of broadening the scope

roles (and,

one may infer,

treatment

of

modal-

ities) acceptable to this professional group:
The fact that the training of clinical psychologists focuses on a general ~~~~U~~iiY~ rather than
a particular technique or set of problems probably
also accounts for the fact that, as a group,
psychologists are the most uniformly distributed
among ••• professional roles. (p. 50)
Another

area

considered by

Henry,

(1973) is of particular interest here.
tive

and individual

Spray

the rela-

p~ychotherapy.

The authors

group
regard

such role choice as a function of professional training

and identity.
the

That is,

and

proportions of the three professions practicing

therapy
any

Sims,

With regard to differentiating the groups on

basis of individual versus group treatment

due to distinctive perspectives,

orientation

the authors emphasize

views of a study informant:
••• [P]sychiatric social workers tend to deal in
social interaction more than with the individual.
Their main focus is not on the individual's inner
problems.
Psychiatrists, on the other hand, often
hospitalize patients and use drug therapy and shock
treatment.
Even in psychotherapy, psychiatrists
tend to be more oriented to treatment of the individual's inner processes.
Clinical psychologists
are somewhere in between these two approaches in
that they are oriented to the treatment of the
individual's inner processes, but they are also
stepping out more into group therapy, community
psychiatry, and similar approaches. (p. 19)

the
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Here,
group

and

group

therapy was defined as focusing on

interaction,

"strongly

including marriage and family

emphasizes

the role of

social

personal

factors in the treatment of mental

emphasis

on

interaction
illness"
three
the

inter-

illness.
that

The
family

is an important agent in the etiology of mental

(p. 47).

largest

Their

finding was

that

approximately

psychiatrists

proportion of their time doing group

one-third

commiting

therapy,

and

family therapy reflects the view

times as many social workers as

with

small

more psychologists

their time.

than

In contrast,

spent

therapy,

psychiatrists

so

only three-fifths

as

many psychologists and social workers as psychiatrists spent
the

major

portion of their time doing

individual

psycho-

therapy.
These

findings are supported by the comments of

investigators.
ment

of

family

Nacman (1977) notes the increasing involve-

psychiatric social workers in
therapy

other

in

hospital-related

group

therapy

treatment.

and

Douglas

(1979) states that a wide variety of problems and goals have
been

addressed

methods.
social

historically by social workers using

Similarly,

Turner

work literature,

sonality

"Within

there are few situations and

types that have not been suggested as being

able to group treatment.
tains

(1978) asserts,

The professional literature

group
the
peramiccon-

articles that support the use of groups for virtually

every presenting situation and factor" (p. 126).

Napier and
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Whitaker (1978) maintain that social work training, with its
emphasis on a social system focus,

training

for family therapy.

is the most

Moreover,

appropriate

over twenty years

ago Lidz, Hotchkiss, and Greenblatt (1957) found the role of
the

social worker to be

1h~

family

oriented

professional,

"trained to understand family problems" (p. 543).
The

intermediate

between
on

ranking

of

clinical

psychologists

social workers and psychiatrists in terms of

focus

group (and family) therapy appears to be consistent with

the findings of Garfield and Kurtz (1974) that the provision
of group psychotherapy accounts for a small but
amount

(about 5%) of the professional time of all
This

psychologists.
professionals,
be

figure includes exclusively

This

academic

so one may suppose that the percentage would
prac-

intermediate ranking of clinical psychologists

also consistent with Wellner's (1977) finding that

third

of

offer

group

the clinical psychologists
therapy.

in

private

individually oriented psychiatrists,

one-

practice

Clinical psychologists may thus

seen as more oriented toward group process than the
ily

clinical

higher for those psychologists active in clinical

tice.
is

significant

be

primar-

but less so

than

social workers.

Certainly,

have

psychologists and social workers have his-

described,

as Mullan and Rosenbaum (1962)

torically both been involved in developing the provision
group psychotherapy.

of
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Overall,
the

these

findings are generally consistent with

comments of a number of other writers on mental

professional

roles

and

interprofessional

health

differences.

Ursano

and

Dressler (1977) state that professional

health

training affects clinician attitudes toward the

of a particular treatment modality,
" ••• the

mental

and Brody (1960) states

nature of the psychotherapy practices by any

vidual

will

profession

use

be a function of his identification

indi-

with

his

as well as his teachers and supervisors in ther-

apy" (p. 88).
One
was

major basic study dealing with

done

by Stauss

relationship

~i al~

between

etiological/treatment

(1964).

professional
ideologies:

(psychological-trauma-impaired
emotional

biological

treat

with

the

dysfunctions

affiliation
the

and

providing
They

three

J2£~~h21h~~a.12~a1i~

systems

amna.i21h~~a.u~a1i~

cause emotional
physical

the

cause

therapist-

(neurological
disorders

means),

and

the

(social and interpersonal stresses, especi-

ally family interaction,

ment).

They investigated

intrapsychic

chemical or direct

a2~i21h~~a.u~u1i~

by

propositions

disorders -- treat by emphasizing the

patient relationship),
or

such

cause emotional disorders -- treat

a consistent positive interpersonal
concluded

that

professional

environ-

affiliation

strongly influences the professional's position with respect
to these etiology/treatment orientations.

They found

that

psychiatrists chiefly supported either the psychotherapeutic
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or somatotherapeutic position.

They postulated and found

that the sociotherapeutic view was most favorably regarded
by social workers, with psychiatrists least favorable and

psychologists intermediate.
therapeutic self-designation
groups.

Also, they found the psycho~he

most frequent choice in all

Using training as a basis for ordering professions,

they predicted that psychiatrists would be most somatotherapeutical ly oriented, followed by psychologists and
social workers.

The psychiatrists ranked as predicted, with

psychologists and social workers not significantly different
from each other, and both less somatotherapeutic in
tion than psychiatrists.

orienta~

They attributed the finding of no

social worker-psychologist differences to aberrations in the
data.
Other researchers have elaborated this picture.
Morrison and Nev id (1976) found psychologists and social
workers significantly more accepting than psychiatrists of a
"psychosocial" position regarding treating mental

illness;

the psychosocial position is generally opposite to the medical/somatic mental illness model and emphasizes the place
of social systems variables in the causality of mental/
emotional disorders.

This finding is consistent with those

of Myers and Rosen (1966) and Coryell and Wetzel (1978) that
psychiatrists-may emphasize individual psychotherapy and
drugs in their treatment orientations.

A study by Antonio

and Innes (1978) is conceptually related to these.

They
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found that the professional background of the clinician will
influence the attribution of cause and therefore the type of
treatment to be recommended:

Psychiatrists were found to be

more likely to make personal attributions than psychologists, and thus more likely to recommend mental hospital
rather than community treatment.
The findings described above are a sampling of the
literature which supports the plausibility of the following
hypotheses.
HYPOTHESES
!hJt

e.t.imw:.~

a.i lnd.ixidiuu eutla.111.e.?.awz.

The concept Individual Psychotherapy has had a primary
place historically in psychotherapeutic treatment and in
therapy training programs.

It appears that the concept

Individual Psychotherapy has frequently been associated with
expectations of extensive treatment efforts and large investments of time and resources, resulting in relatively
substantial and permanent psychological change.

Such his-

torically favorable regard toward this concept led to the
hypothesis that Individual Psychotherapy would be the treatment modality associated with the most positive attitudes
for all the professional groups.

ln.letita.au

A11i1ud.~ Diii~l.~n~£

Eamilx
workers,

Ih~l.aUl!·

It was

a.n Ea.al.

I.c..e.a1m~n1 Ma.d.ali1i~a

hypothesized

that

social

because of their training focus on interpersonal,
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social-ecological

and

familial

mental

health

care,

toward

Family

Therapy than

processes

would have a more

positive

psychiatrists,

attitude

whose

individual

medical

has

Clinical

psychologists are likely to have some overlap with
workers in exposure to or training in

developmental,
cesses,

them more on

delivering

training

social

focused

in

processes.

interpersonal

group dynamic and social-psychological

pro-

and to ideas of causality involving supraindividual

constructs.

Thus,

psychologists

were hypothesized to

be

intermediate on the Family Therapy modality.
Gt.2Y~ Ih~~a~~·

would

have

It was hypothesized that social workers

a more positive attitude toward

Group

Therapy

than psychiatrists, with psychologists intermediate, for the
same reasons cited directly above.
f~~~hiai~i~

M~ai~a1iQn.

It

was

hypothesized

that

psychiatrists, because of their medical training, would have
a

more positive attitude toward Psychiatric Medication as a

treatment modality than social workers, whose training seems
least

likely to orient them toward individual disease

pro-

cesses and medical treatment as appropriate perspectives for
psychotherapeutic efforts.

However, psychologists, who are

likely to have had some training in such areas as diagnostic
psychometrics,

individual developmental/genetic differences

and physiological psychology,
social
vidual,

would be more receptive than

workers to ideas of causality consistent with

indi-

biological, diagnostic treatment approaches such as
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characterize

medical

care.

For

these

reasons,

hypothesized that psychologists would be found

in

attitude

toward

the Psychiatric

it

was

intermediate

Medication

treatment

modality.
e~~~hia1~i~ H2~~il~lizali2n.

psychiatrists
Psy~hiatric

social

would

have a more positive

Hospitalization

workers,

It was hypothesized that

as a treatment

attitude
modality

with psychologists intermediate,

same reasons explained directly above.

toward

for

than
the

CHAPTER I I

METHODOLOGY
SUBJECT P<X>L AND SAMPLING PROCEDURES
Forty

subjects

from each of the three

sional mental health care provider groups
clinical psychologists,
attitudinal
subjects
R~i~1~L~d

2!

S1a1~

was

0Lg~2n

followed

listing

randomly

Li~~n~~~~~

of

described

-- psychiatrists,

chosen

B2a~d

2!

(1979 edition).

below.

from

the

Psychiatrist

2! 1hg

The same random procedure

in choosing psychologist

from

the

current Ph.D.-level psychologists licensed

for

M~mh~L~hi~

Di~~~12LY.

subjects

OL~~QD

e~~~h2l2~i~al

(1979-1980

edition).

Social worker subjects were similarly chosen from the

Qi

OL~~Qn

edition),
practice

R~~i~1L~

Qf

Clinl~al

S2~ial

W2Lk~~~

S1a1~

(1979

a voluntary register of social workers in private
who meet certain standards defined legally by

State of Oregon.
sionals

2!

DiLg~1.2Li

M~di~al Examin~~~

clinical practice as enumerated in the
A~a2~iaii2n

profes-

and social workers -- were sent the

questionnaire
were

major

the

Responses were included only from profes-

providing or directly supervising the provision

of

clinical mental health care at the time of data collection.
A geographical limitation confining subject sampling to
a

relatively small area within the state of Oregon was

the
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only

exception

listings.

to

true

random sampling

from

the

above

All subjects were chosen from the tri-county area

encompassing metropolitan

Multnomah,

This limitation

was

so that follow-up contact for questionnaire

re-

Washington,
maintained

Oregon:

Portland,

and

Clackamas Counties.

This sample

turn could be accomplished with relative ease.

constituted approximately 25% of the state-licensed psychiatrists, 20% of the state-registered clinical social workers,
and 20% of the state-licensed clinical psychologists in this
area,

as

determined

from publicly available

professional

listings.

MEASUREMENT INSTRUMENT
S~an1i~ Diii~~~n1ial T~~hni~u~i
Dim~n~i2nali1~~ Yaligi1~

Semantic

differentiation

D~iini1i2n~

is basically the process

differentiating stimuli by rating them on bipoiar
in meaning) adjective scales,
More

than

findings

twenty
have

tive/affective
any

years

(and

concept (or,
by

semantic

dimensions

of

~~alY~1i2n,

sampling

and

the

~ossibly,

Suci and Tannenbaum,

diverse
idea

(opposite

or

h21=~2lg.

empirical

research

that

the

connota-

to some extent denotative) meaning

designated

deliberate

of

supported

~QQ~=Qa~

such as

any distinct stimulus) can

differentiation

1957).

independent

~21~n~~,

of

along

of
be

orthogonal

a~1iYi1~

(Osgood,

As Osgood explains,

"Despite

and

variations in

the

scales and concepts and in the kinds

rules
of

for

subjects
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used,

three

dominant,

reappearing:

factors

kind=~~ual,

factor (represented by scales

ha~d=~2!1,

and

What

relatively
highly

in

the

high

correlated

qualifying.
be

the

(Osgood,

and an 'activity' factor (repre-

a~1iY~=~a££i~~'

ia£1=£12w,

semantic space that

density,
scales

and h21=

least

are

in the sense of containing
representing

similar

many

modes

most salient modes
p. 110).

of

qualifying

of

experience"

Many other researchers have veri-

ness and broad applicability (Snider and Osgood,
Heise notes,

useful-

1969).

As

this formulation of a basic generalized struc-

ture of meaning,

or a derivative or limited modification of

it, seems to be virtually universal in human groups:
probably

"There

no social or psychological principle that

such

verification

of

Evaluation, potency, and activity (EPA) appear

1965,

received

three

regions

fied these ideas and demonstrated their importance,

is

a

~1~2n~=w~~k,

like

this means is that there are at

'directions'

to

h~a~~=li~h1)

by scales like

~2ld).

kept

hnne£1=dishnngs1),

and

'potency'

sented

have

an 'evaluative' factor (represented by scales

~ilild=bad,

like

orthogonal

resounding
as

cross-group

the EPA structure of

and
SD

has

cross-cultural
ratings"

(1969,

p. 427).

Of

particular interest is the

the semantic differential.
twice

the

dimensions

~Yalua1i2n

of

Typically, it accounts for over

variance in scales as the potency
combined,

dimension

and

activity

and it is usually the primary (first)

32

factor

to appear in semantic differential

analyses (Osgood,

inance

of

research

Suci, and Tannenbaum, 1957).

this

factor

The predom-

meaning dimension is said to

reflect

the

predominance of evaluative, or attitudinal, judgments in the
assignment
stated
space

of meaning to concepts.

that "The

m~anini

In fact,

it has

been

of a concept is its location in

defined by some. number of factors or dimensions,
toward

a1.t.i1u~~

these

a concept is its projection

dimensions

defined

as

onto

'evaluative'"

a
and

one

of

(Osgood

and

Tannenbaum, 1955, p. 42).
Focusing
differential
useful
•

on the

~~~lYa112n

technique

approach

has

dimension of

the

been identified as

to attitude

measurement.

Kerlinger points out the usefulness of

semantic
a

clearly

For

instance,

~~lua112n

dimension

semantic differential scales in attitude research and states
that

" ••• SD

factor scores are psychometrically

substantially interpretable ••••
sums

or

E~alu~112n

means of E adjective-pair scales -- are
for many behavior research studies" (1967,

Osgood

and his colleagues maintain that " ••• the

factor

of

the semantic differential is an index
[I]t

and

factor scores --

useful

tude ••••

sound

the

most

p. 577).
evaluative
of

atti-

does ••• provide an index to the location

of

the attitude object along a general evaluative continuum ••••
It is apparent that the semantic differential may be used as
a generalized attitude scale" (Osgood, Suci, and Tannenbaum,
1957).
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In support of these views,
cifically

validate

the

several studies which

use of

~~alua1i2n

the

spe-

dimension

semantic differential scales as attitude measurement instruments

have

1957).

been reported (Osgood,

Suci,

and

Tannenbaum,

Further evidence for the validity and usefulness of

this approach is the fact that many studies in qualitatively
varied contexts have successfully used
semantic
Block,

dimension

~YalY~1i2n

differential scales in attitude measurement (e.g.,
1957;

Staats and Staats,

1958;

Tannenbaum, 1966).

Finally, the semantic differential approach has been used to
measure the attitudes of mental health care providers toward
mental health treatment methods (Baker and Schulberg,

1967;

Kurtz and Kaplan, 1968; Stone, Stein, and Green, 1971).
A

problem

semantic
tion.

on

different

when

using

technique is concept-scale

some extent,

meaning

dimensions
cate,

must be dealt with

differential
To

measure

which

specific scales may

(load heavily

on)

class

of

concepts judged is

quite

(psychotherapeutic treatment modalities),
Warr

and

meaning

than those they were chosen to

indi-

Here, possi-

bilities of this effect were minimized in two ways.
the

interac-

"rotate"

factorial

depending on the concept being judged.

the

narrowly

First,
limited

and according

to

and Knapper (1968) this limits the likelihood that the

different scales will rotate toward different dimensions, as
they

claim would be more likely to occur if a wide

of concepts was measured.

variety
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Second,
to

possibilities of picking up large effects

concept-scale

interaction

were minimized

due

because

the

evaluation dimension was measured using an average score
12

closely related scales which have been found

and empirically to represent the
dimension

of meaning most broadly.

multiscale
possible
rating
able)

~Yalu~1i2n,

attitude
effects

measurement

on an overall group

scale mean attitude measure,

or attitudinal,

though

of

meaning measurement.

attitude
due to any

This

broad

minimized

rotation of any single scale away from the

dimension

rationally

This relatively
approach

of

was

the

score,

or

(undetect~Yalua1i2n

done,

even

methodological inquiry indicates that three or

four

scales may be ordinarily sufficient to represent a factorial
meaning dimension (Heise,
researchers

1969;

Kerlinger, 1967), and some

have used only two scales for such

representa-

tion (Jenkins, Russell, and Suci, 1958), or even one (Staats
and Staats, 1958).
S~al~ .S~l~s:1i2n

Well

defined requisites for scale selection for seman-

tic differentiation have been developed through
and

research work.

theoretical

These requirements are basically

that

"scales must be representative of attitudes in the domain to
be explored; they must be well defined for the population of
interest;
domain;

they

must

be appropriate to the concept in

and they must be polar opposites"

(Maguire,

the
1973,
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p. 297).

Scales

in use here have been derived from an

analysis

by Osgood and his colleagues which was an effort to obtain a

"logically exhaustive" sampling of semantic dimensions.
~Yalua1iQD

this analysis the

dimension (factor) scales

In
were

selected out by a factor analysis of 76 representative polar
opposite adjective scales developed through a methodical and
RQ~~1!~ Ih~~au~u~

complete

examination

(Osgood,

Suci, and Tannenbaum, 1957).

scales,

broadly

of

{1941

edition)

These polar opposite

representative of all those which could be

constructed using the English language,

were factored

over

20 widely varied concepts from five distinct concept classes
(person concepts, physical· objects, abstract concepts, event
concepts,
used

and instjtutions).

Thus, the scales and concepts

to develop factorial dimensions of meaning were delib-

erately

chosen to maximize variability and the

possibility

of detecting additional or alternative dimensions of meaning
(aside from

~Yalua1i2n,

established),
dimensions

and
in

accounted for.
meaning

in

terms

a~1iYi1~,

previously

of

percentage
then,

derived from this

of

of

the

scale

variance

that the

factorial

procedure,

and

the

and clusterings of the adjective-pair scales found

this analysis,

consistent

and

detect changes in the order

It can be seen,

dimensions

loadings

to

~21~n~~,

were developed from the

most

logically

approach possible to finding a complete and

tailed listing of factorial meaning dimensions.

de-
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~x.alua=

A "square root" factorization of the data found

1i2n,

'2.S21~n~~,

meaning

accounting

~x.alua1i2n

more

again to

be

(attitudinal)

Tannenbaum,
attitude

loading

dimensions

for the most scale variance,
dimensions again

common variance than any other factor

and
an

.a~1ixi1~

and

1957).

with

the

accounting

for

(Osgood,

The twelve scales to be

measure in this study were chosen

heavily on the

~x.alua1i2n

of

Suci,

used

from

as

those

dimension of this

factor

analysis.
Scales selected were,
on

this

evaluation

~~aaimia1i~,

Secondly,

scales

since

were

they

reported

~2m~l~1~=in~S2W~l~1~.

represent

These possible

loadings

~x.alu.a1i2n

by Osgood and his colleagues,

a..l1r.Yi.s.1i~=~~21i.s.11Q.,

and the

kin.d=~r.u.~l;

"meek

r.~~Y1abl~=~i.s.r.~~u1abl~,

"hedonistic
m~.anin~l~.s..s.

goodness,"
(Jenkins,

and Tannenbaum,

1957).

on

modes,
scales
good-

"dynamic goodness,"

~a~~~aaiYl=anaa~~~a.s.iul, 12.r.Qir.~aaix~=r.g~r.g.s..s.ix~;

goodness,"

sub-

dimension, or "modes" of evalua-

selected to represent them in this study are:
ness,"

loading

2~1imia1i~=

have noticeable subsidiary

other possible dimensions.
as

and

selected which may

~x.al1.ui.li2n

12.Ul:.~l~

i22~=ha~,

factor:

~Qai1ix~=n~ia1ix~,

divisions of the
tion,

first, those most

"dependable

wis~=!22liah;

12l~aaur.abl~=gain!ul,

and

m~anin~iYl=

Russel, and Suci, 1958; Osgood, Suci,
The above scale selection also re-

flects the requirement that scales be appropriate (relevant)
for

the

concepts to be differentiated,

as

determined

by
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investigator

judgment of the hypotheses to be

and areas to be explored (Maguire,

1973;

investigated

Osgood, Suci, and

Tannenbaum, 1957).
Additionally, eight other scales derived from this same
factor analysis were included as measures of the
dimensions.

a~iYi1~

to

explore

therapy

for

differences.

The

.s.1J:..2lli:=.W.e.ak ,

we r e :

1~.a~iQ.a.s.=.ii.eldini.

Counseling-Individual

in addition
scales

to

For the

.a~1iYi1~

!a.s.1=..s.l2w,

Psycho-

~alua1iQD

dimension

u21.en~~

dimension

measuring the

S.!1.Y.ei:.e=l.eni.en1 ,

a~1iY.e=.~a.s..s.iY.e,

were:

and

Measures on these dimensions were used

Individual

differences

u21.en~~

~2n.s.1i:.ain.ed=.f.i:.e!1. ,

and

dimension, the scales
.ex~i1ahl.e=.~alm,

and

-~mnul.ex=..s.im~l.e.

Qa.e.s.1i2nnaii:~

The
in

E2i:ma1 and

C2n~.eu1

D.e!ini112n.s.

questionnaire and instructions (see Appendix) were

a format studied and recommended by

Tannenbaum
twenty

{1957).

Osgood,

Suci,

and

Each questionnaire page contained

all

bipolar adjective scales and one concept printed

the top,

so that each concept was rated on a separate

on all scales.

Scales were alternated in polarity to

vent

of

formation

a position set.

The order

and

page
prepolar

orientation of all scales were the same for all concepts
each

at

on

questionnaire (i.e., for each subject).
On each bipolar scale, seven equally graduated possible

response

positions

were

presented for a

single

response
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The

choice.
system

1

to

rating
choice.

indicated their response by simply placing a mark

the scale position appropriate to their reaction to

concept being rated.
Numerical

ratings.
perimenter
= most

positive,

l

= most
= most

potent,

values were later assigned by the

= least

potent;

R21~n~~
a~1iYi1~

dimension,
dimension,

active.

The instructions for completing the semantic
tial

ex-

dimension,

~Y~lu~112n

1 = least positive;

1 = least

active, 1

the

They did not make any overt numerical

on the following basis:

l

l

position (a ion the l

used) was described as a completely neutral

Subjects
in

middle

differen-

questionnaire referred each subject to a single set of

concept definitions (see Appendix), which provided a consistent

reference

Each

treatment modality was given a brief definition

was

point for all modalities

evaluated.

be~ng

to be used by all subjects in filling out the

differential

forms.

assumed

that

general

definitions

information

For

all treatment

these orienting but
would

indicative

stimulate

semantic

methods,

relatively

it

was

neutral

and

responses

of both intergroup

and

which

providing
intragroup

differences in attitudes toward the modalities.
For the primary purposes of this study,

possible ambi-

guity

regarding the meanings of the treatment modality con-

cepts

Individual

Counseling and

could have posed a problem.
been

totally undefined here,

Individual

Psychotherapy

That is, if these concepts had
subjects might have responded
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to widely diverse ideas about what these terms referred
confounding attitude measurement conclusions.

hand,

these

if

possibilities

concepts were too narrowly

of

to,

On the other
defined,

achieving the secondary purpose

of

then
this

study, exploring the possibility of the existence of meaning
differences

between the concepts Individual Counseling

Individual Psychotherapy, would have been limited.
more,
has

and

Further-

since it is clear that distinguishing these processes
been

priori

a long-standing problem,

arbitrarily

distinctions via overly restrictive concept

tions

could have limited information

results.
foci

gathered,

a

defini-

distorting

In order to pursue both the primary and secondary

of this study,

information
Therefore,

loss
the

Psychotherapy
than

forcing

the

a balance had to be
and

ambiguity

of

achieved

between

information

gained.

terms Individual Counseling and

Individual

were purposefully less restrictively

other

four

treatment

modality

defined

terms.

(See

Appendix.)
PROCEDURES

Dala

Galh~~in~

Each of the 120 potential respondents was mailed a sixpage

semantic differential questionnaire,

structions

one page of

for filling out the questionnaire,

one page

inof

concept

definitions,

a cover letter briefly explaining the

study,

and a stamped,

addressed envelope for questionnaire

40
return.

Approximately one month after the initial mailing,

subjects who had not returned their questionnaires were sent

reminders.
follow-up

If

no

response followed within

telephone call was made,

naire packet mailing as appropriate.
not

productive,

followed.

further

Unlocatable

one

with another

a

question-

If these contacts were

telephone and mail
potential

week,

subjects

solicitations
were

through the random sampling procedure previously

replaced
described.

An effort was made to achieve an 80% response rate (32 questionnaires per group).
were:

psychiatrists,

The response rates finally achieved
80%

(32/40);

psychologists,

80%

(32/40); social workers 85% (34/40).
Da.t.a

Anal~s.is.

The

dependent

testing was for each
twelve

variable score analyzed for
su~ject,

hypothesis

the sum of the ratings on the

scales (described previously) which were

represent

the

measure (i.e.,

semantic differential technique
the

~YalYBli2n

dimension).

chosen

attitudinal

Similarly,

exploration of Individual Counseling and Individual
therapy

to

differences on the other two dimensions,

for

Psychofor

each

subject the sum of the ratings on the four scales associated
with

either dimension was the subject's

dimension

score.

~Q1~n~~

or

Dependent variable scores were

a~1iYi1~

analyzed

using statistics as described in the Results section.

CHAPTER III

RESULTS
Figure 1 indicates that the groups differ in their
profiles of mean attitude scores on the treatment modalities.

Table 1 provides means and standard deviations of

attitude scores of each professional group on each treatment
modality.
The extent of these differences was examined using a
multivariate analysis of variance (Tatsuoka, 1971) to determine if the profiles of responses to the modalities differed
significantly from group to group.

Al 1 the multivariate

analyses reported in this section were carried out using the
"Discriminant Analysis" program found in
LQ.l.

1h~ .SQ.~ia.l S~i~n~~~

.S1a.1i~1i~a.l E..a~k.alt.e.

(Nie §.1 al... , 1975).

This analysis

confirmed that the groups differ at a statistically significant 1 e v e 1 ( Wi 1 ks ' Lambda

= 0 •5 4 ,

E ( 12 , 1 80 )

= 5 •4 9 ,

12

<

0.0001).

Figure 1 suggests that the overall group differences
are the result of the difference of the psychiatrist group
from the other two groups, with the psychologist and social
worker groups not differing markedly from each other.
was confirmed statistically:

This

The E statistic corresponding

to Hotel lings' I~ for psychiatrists compared to psycho!-
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Figure 1. Groups compared on evaluation score means• for
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TABLE I

ATTITUDE SCORE (EYALUATIQN DIMENSION) MEANS AND STANDARD
DEVIATIONS FOR EACH PROFESSIONAL GROUP
FOR EACH TREA'Th'IENT MODALITY

Group

Psychologists Social Workers Psychiatrists
(n=32)
(n=34)
(n=32)
Mean
(SD)

Mean
(SD)

Mean
(SD)

Individual
Psychotherapy

29.44
(8.29)

33.47
(8.93}

33.28
(7.92)

Individual
Counseling

31.47
(7.84)

32.53
(7.89)

38.66
(9.11)

Family
Therapy

31.94
(7.95)

31.71
(6.58)

38.69
(9.00)

Group
Therapy

3 8. 38
(12.13)

35.21
(7.58)

35.59
(7.73)

Psychiatric
Medication

49.03
(13.42)

46.38
(9.05)

37.34
(7.92}

Psychiatric
Hospitalization

50.47
(15.01)

48.79
(10.62)

39.31
(11.25)

Modality

------------------------------------------------------------ogists is 9.32 (g! = 6,
compared
90;

~

<

90;

~

< 0.0001);

for psychiatrists

to social workers this statistic is 6.92 (di
0.0001);

whereas,

for

psychologists

social workers, this Eis 1.77 (di= 6, 90;

~

=

compared

> 0.10).

6,
to
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The

difference

in

attitude

scores

between

the

psychiatrists and the other two groups may be understood

more clearly by considering the coefficients assigned to the
treatment modalities by the one standardized linear
discriminant

function which separates

the groups

at

a

statistically significant level (Table II), and by examining
the histogram plot of all {group-designated) cases on this
function (Figure 2).
TABLE I I
COEFFICIENTS OF EACH MODALITY ON THE SIGNIFICANT
STANDARDIZED LINEAR DISCRIMINANT FUNCTION

Treatment
Modality

Standardized Linear
Discriminant Function
Coefficient

Individual Psychotherapy

-0.00464

Individual Counseling

-0.46112

Family Therapy

-0.57352

Group Therapy

0.33013

Psychiatric Medication

0.57431

Psychiatric Hospitalization

0.29256
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Figure 2. Distribution of values of the linear discriminant function
which separates professional groups on the basis of attitudes toward
the different treatment modalities.
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The linear discriminant function coefficients can be
thought of as the best overall weights to assign the dif-

ferent modalities so that when attitude scores for the
modalities are combined, the resulting discriminant function
scores best separate the three groups.

The one

linear

discriminant function used accounts for 87.3% of the
variance for which the two such functions here algebraically
possible could account.
On t h e b a s i s o f t h i s f u n c t i on , 5 4 • O8 96 o f t h e c a s e s c an
be correctly classified into their professional group.

As

Table III shows, approximately one time in five a psychiatrist would be incorrectly classified as a social worker or
psychologist,

if only this

linear discriminant function of

their attitude scores were used as classifying information.
As one might expect from previous observations, psycholog i s ts wo u 1 d be about as I i k e 1 y to be c 1 ass i f i e d as soc i a 1
workers (and v i c e versa) i f on I y the i r at t i tu de scores and
this discriminant function were used to predict professional
group membership.

Similarly, using such information, almost

one - fourth of the soc i a 1 workers wo u 1 d be mi s c I ass i f i e d as
psychiatrists.
f ac i I i t a t e

Thus, the usefulness of this function is to

ex am i n a t i on o f

gr o u p s '

s c o r i n g d i f f e r enc e s ,

rather than to predict group membership consistently from
treatment modality attitude scores.
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TABLE III
RESULTS OF CLASSIFICATION OF PROFESSIONALS INTO GROUPS
ON THE BASIS OF THE LINEAR DISCRIMINANT FUNCTION

OF THEIR A'ITITUDE SCORES
Predicted Group Membership
Actual
Group

No. of
Cases

Psycho logists

Social
Workers

Psychiatrists

------,-·--------------------------------------..---------------Psychologists

32

15 (46.996}

14 (43.896}

3 (9.4%)

Social Workers

34

14 (41.2%)

12 (35.3%}

8 (23.5%)

Psychiatrists

32

2 (6.3%)

4 (12.5%)

26 (81.3%)

The meaning of the particular coefficients found in
Table II can be established with reference to the groups'
attitude scores in Figure 1.

Intergroup differences on

Individual Psychotherapy are relatively small; the discriminant function coefficient is also minimally weighted on
this variable.

On the variables Individual Counseling and

Family Therapy the coefficients are much larger and are
negatively signed; the means of attitude scores on these
variables are significantly lower (more favorable) for
psychologist and social worker groups than for the psychiatrists.

On the variables Psychiatric Medication and Psychi-

atric Hospitalization the coefficients are relatively large
and positively signed;

on these variables the attitude

scores are relatively higher (more unfavorable) for psychologists and social workers than for psychiatrists.
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These discriminant function coefficients give some
indication of

the magnitude and direction

(favorable-

unfavorable) of the subject's overal I scoring preferences.
They also reflect the two-group (psychiatrists vs. psychologists and social workers) split of modality preferences, as
the signs of modality coefficients switch with the inversion
of the contrasting mean attitude scores of these two groups.
The size of the coefficient for Group Therapy appears to be
a consequence of its correlations with the other modalities,
for no significant intergroup differences were found on this
variable.
The overall attitude score similarities between
psychologists and social workers and the difference of these
groups from the psychiatrist group can most clearly be seen
by an examination of Figure 2,

a histogram showing the

distribution by professional groups of all cases on the
standardized linear discriminant function.
bination implicit

The linear com-

in the coefficients given in Table 2

yields a relatively homogeneous grouping of psychiatrists at
low values of the discriminant function, while the psychologists and social workers tend to be mixed at higher levels.
The histogram plot clearly shows how marked is this professional group separation.
It is clear that the professional groups differ in
their attitudes toward the treatment modalities and that the
d i f f er enc es cons i s t pr i mar i I y of t he cont r as t i n g a t t i t u des
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of the psychiatrists versus the other two groups.
findings can be productively explored in more detail.

These
The

reversal of the groups' relative mean attitude score positions when Individual Counseling and Family Therapy are
compared to Psychiatric Medication and Psychiatric Hospitalization (Figure 1) indicates a more complex picture.
The group differences

in attitude scores consist of an

interaction of professional groups with specific treatment
modalities.

Table III summarizes the relevant 1-tests for

intergroup comparisons on

e~ch

modality.

There were no significant intergroup differences in
attitudes toward Individual Psychotherapy and Group Therapy.
However, psychologists and social workers had more positive
attitudes (lower attitude scores) toward Individual Counseling and Family Therapy than did psychiatrists.

In contrast

to this, both psychologists and social workers had more
negative attitudes (higher attitude scores) toward Psychiatric Medication and Psychiatric Hospitalization than did
psychiatrists.

Intergroup differences

in attitudes

toward

treatment modalities vary in magnitude and direction depending on the treatment modality considered.
Examination of Figure 1 suggests an additional

inter-

group difference in score patterns on the treatment modalities.

The attitude scores of psychiatrists appear to be in

a narrower range than those given by psychologists and
social workers.

That is, the groups appear to differ in the
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of their responses:

Systematic intergroup dif-

ferences in response range appear to exist.

To test this,

for each case in al 1 groups a "range score" was computed,
TABLE IV
BETWEEN-GROUP i-TESTS FOR COMPARISONS ON ATTITUDE
(EYALUAIION DIMENSION) SCORE MEANS FOR
EACH TREATMENT MODALITY+
Groups
Compared
Modality

Psychologists Psychologists
vs. Social
vs.
Workers
Psychiatrists
(df.=64)
(~!=62)

Social Workers
vs.
Psychiatrists
(~!=64)

Individual
Psychotherapy

-1.90

-1.90

Individual
Counseling

-0.55

-3.38**

-2.91**

Fami 1 y Therapy

0.13

-3.18**

-3.58**

Group Therapy

1.26

1.09

Psychiatric
Medication

0.93

4.24***

4.32***

Psychiatric
Hospitalization

0.52

3.37**

3.52**

0.09

-0.21

------·-----------------------------------------------...-------+All entries refer to two-tail probabilities
**12. < 0 .01
***12. < 0.001

which is the absolute value of the difference of the highest
and the lowest score on any of the six treatment modalities.
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For psychiatrists, the mean range score was 15.50, with a
standard deviation of 9.18; for social workers, the mean

range score was 23.18, with a standard deviation of 11.83;
for psychologists, the mean range score was 27.78, with a
standard deviation of 15.06.

A one-way analysis of variance

done on these range scores indicated significant betweengroup differences C:E ( 2 , 95 ) = 8.21, 1l < 0.001). Betweengroup i-test comparisons of range score means indicated no
significant differences for psychologists compared to social
workers

( t = 1. 3 9,

two - ta i I 1l

> 0 .1 0).

However,

the

psychologists' range score mean was found to be signif icantly greater than that of the psychiatrists' Ci= 4.06,
two-tail 1l
t WO - t a i 1

< 0.001), as was the social workers' (i = 2.93,

1l ( 0 • 0 1 ) •

A more detailed analysis of the professional groups'
attitudes can be achieved by an examination of within-group
treatment modality preference patterns.

Figure 1 suggests

that within-group treatment modality preferences wil 1 be
similar

for

social workers and psychologists,

ex a c t I y t h e s am e •

but not

(Th e i r p r o f i 1 e s h a p e s a r e s i m i 1 a r , bu t

not exactly congruent.)

Furthermore, while psychiatrists

often differ markedly from the other groups, in some instances

their

preference patterns do not

appear

to be

unique.

Tables IV, V, and VI present i-test results of

within-group treatment modality comparisons for all groups.

-8.16***

-7.15***

-3.58**

-0.65

Individual
Counseling

Fami 1 y
Therapy

Group
Therapy

Psychiatric
Medication
7.91***

4.06***

2.18*

1 .. 89*+++

Individual
Psychotherapy

7.81***

3.02**

0.37

Individual
Counseling

7.64***

3.22**

Fami 1 y
Therapy

*£1 < 0.05
**J;! < 0.01
***It< 0.001

+Entries represent row mean minus column mean
++n = 32
+++One-tail; all other entries represent two-tail probabilities

-8.00***

Psychiatric
Hospitalization

Individual
Psychotherapy

Treatment
Modalities

PSYCHOLOGISTS' TREA'IMENT MODALITY PREFERENCES:
1-TESTS FOR ATTITUDE (EYALUAilQli DIMENSION) SCORE
MEANS WITHIN THE PSYCHOLOGIST GROUP+,++

TABLE V

5.02***

Group
Therapy

CJ1
NI

-6.45***

-7.57***

-6.08***

-1.59

Individual/
Counseling

Fami 1 y
Therapy

Group
Therapy

Psychiatric
Medication
7.39***

0.98

-1.08

-0.57

Individual
Psychotherapy

7.32***

1.97

-0.74

Individual
Counseling

+Entries represent row mean minus column mean
++n = 32
+++All entries represent two-tail probabilities
**~ < 0.01
***~ < 0.001

-7.57***

Psychiatric
Hospitalization

Individual
Psychotherapy

Treatment
Modalities

7.28***

3.09**

Fami 1y
Therapy

SOCIAL WORKERS' TREA'IMENT MODALITY PREFERENCES:
i-TESTS FOR ATTITUDE (E.YALllAilQM DIMENSION) SCORE
MEANS WITHIN THE SOCIAL WORKER GROUP+,++,+++

TABLE VI

6.20***

Group
Therapy

(J1
c,..)

-0.28

-0.28

-1.67

-1.15

Individual
Counseling

Fami 1 y
Therapy

Group
Therapy

Psychiatric
Medication
2.63*

2.41*

4.18***

3.78**

Individual
Psychotherapy

-0.83

-2.51*

0.03

Individual
Counseling

<

0.05

***l.l <

0.001

**D. < 0.01

*g.

+Entries represent row mean minus column mean
++n = 32
+++All entries represent two-tail probabilities

-3.04**

Psychiatric
Hospitalization

Individual
Psychotherapy

Treatment
Modalities

-0.89

-2.61*

Fami 1y
Therapy

PSYCHIATRISTS' TREATMENT MODALITY PREFERENCES:
1-TESTS FOR ATTITUDE (EYALllA'.IlQN DIMENSION) SCORE
MEANS WITHIN THE PSYCHIATRIST GROUP+,++,+++

TABLE VI I

1.11

Group
Therapy

..J::o.

c.n
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It is striking that psychologists and psychiatrists are
alike in prefering Individual Psychotherapy over every other
treatment modality, while social workers prefer it only over
Psychiatric Medication and Psychiatric Hospitalization (just
as they prefer every other modality over these two) and
indicate no evaluative difference between Individual Psychotherapy and the remaining modalities.

All groups are simi-

lar in that none indicates an evaluative preference separating Psychiatric Medication from Psychiatric Hospitalization
and all evaluate Family Therapy similarly to Individual
Counseling.

However, Individual Counseling presents the

most diverse picture of within-group preference patterns.
Psychologists and social workers evaluate it more positively
than Psychiatric Medication and Psychiatric Hospitalization,
while psychiatrists evaluate it similarly to these variables.

Furthermore, psychologists evaluate Individual Coun-

seling more positively than Group Therapy, social workers
indicate no difference between the two, and psychiatrists
evaluate Group Therapy more positively than Individual Counseling.
The remaining preference patterns again indicate the
relative separation of the psychiatrists:

They evaluate

Group Therapy more positively than Family Therapy, while
both psychologists and social workers

evaluate Family

Therapy more positively than Group Therapy; psychologists
and social workers evaluate both Family Therapy and Group
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Therapy more positively than both Psychiatric Medication and
Psychiatric Hospitalization, while psychiatrists indicate no
evaluative differences between Psychiatric Medication or
Psychiatric Hospitalization and Group Therapy nor between
Psychiatric Medication or Psychiatric Hospitalization and
Family Therapy.

Generally, the within-group preference

patterns sustain the finding of psychologist-social worker
evaluative conmonalities, with notable exceptions involving
the variables Individual Psychotherapy and Individual Counseling.
A further exploration of the professional groups' characterization of Individual Psychotherapy and Individual
Counseling was done by comparing these two variables along
the

~Qi~n~

and

a~~i1~

dimensions.

A multivariate analy-

sis of variance (Tatsuoka, 1971) was used to determine if
responses

to the

Individual Counseling and

Psychotherapy modalities on the

~2i~n~~

dimen-

sions differed significantly from group to group.

This

lli:.1i~i1~

and

Individual

analysis confirmed that the groups differ at a statistically
s i g n i f i c an t 1 e v e 1 ( Wi 1 k s ' Lamb d a
~

<

0.001).

However,

g.g.1.e.n~~

= 0 •799 ,

f. ( 4 , 1 8 8 )

= 5 •5 7 ,

dimension ratings of Individ-

ual Counseling and Individual Psychotherapy did not provide
information which significantly differentiated the groups.
For the Individual Counseling and Individual Psychotherapy
ru:.1i~iil

dimension ratings it was found that every profes-

sional group differed from each other group:

The E.
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statistic corresponding to Hotellings' I~ for psychiatrists
compared to psychologists is 7.32 (di= 2, 94;

~

<

0.01);

for psychiatrists compared to social workers this E statistic is 6.60 (di

= 2,

~

94;

<

0.01); and for psychologists

compared to social workers this E is 3.04 (di= 2, 94;
0.05).

~

<

Summary statistics and 1-tests relevant to these

considerations appear in Tables VIII, IX, X and XI.

TABLE VIII
INDIVIDUAL COUNSELING AND INDIVIDUAL PSYCHOTHERAPY
f.QIEHCY DIMENSION SCORE MEANS AND
STANDARD DEVIATIONS FOR EACH
PROFESSIONAL GROUP
Group
•

Psychologists Social Workers Psychiatrists
Cn=32)

(n=34)

<n=32)

Mean

Mean

Mean

Modality

(SD)

(SD)

(SD)

Individual
Counseling

16.13
(2.69)

16.21
(2.09)

17.22
(2.74)

Individual
Psychotherapy

14.69
{2.46)

15.41
(2.61)

14.91
(2.93)

58

TABLE IX
INDIVIDUAL COUNSELING AND INDIVIDUAL PSYCHOTHERAPY
ACil~lll DIMENSION SCORE MEANS AND

STANDARD DEVIATIONS FOR EACH
PROFESSIONAL GROUP

----------------------------------------------------·--------Psychologists Social Workers Psychiatrists
<n=32)
(n=34)
<n=32)

Group

Modality

(SD)

Mean
(SD)

Mean
(SD)

Individual
Counseling

14.28
(3.38)

12.88
(3.39)

15.25
(2.58)

Individual
Psychotherapy

11.72
(2.74)

12.77
(2.88)

14.25
(2.52)

Mean

TABLE X
INDIVIDUAL OOUNSELING 00\llPARED TO INDIVIDUAL PSYCHOTHERAPY:
i-TESTS FOR WITHIN-GROUP OOMPARISONS ON THE ACilYlI~
DIMENSION+
Group

Psychologists Social Workers Psychiatrists
{n=32)
(n=34)
(n=32)

1 value

3.53**

0.16

+All entries refer to two-tail probabilities

**a.<

0.01

1.59
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TABLE XI
1-TESTS FOR BETWEEN-GROUP DIFFERENCES ON THE

ACilYlI~

DIMENSION FOR INDIVIDUAL COUNSELING AND
INDIVIDUAL PSYCHOTHERAPY MODALITIES+

Groups

Psychologists
vs. Social
Workers
(dl=64)

Modality
Individual
Counseling

Psychologists
vs.
Psychiatrists
(d!.=62)

1.68

Individual
Psychotherapy

-1.51

Social Workers
vs.
Psychiatrists
(dl=64)

-1.29

-3.20**

-3.85***

-2.23*

+All entries represent two-tail probabilities
·~

··~
···~

< o.os
< 0.01
< 0.001

As a group, psychologists see Individual Counseling as
less

a~1iY~

than Individual Psychotherapy (1 = 3.53, two-

tai lg.< 0.01).

For the psychiatrist group no significant

difference was found between these two variables on the
a.~1iYi1lt

dimension (1 = 1.59,

two-tail

~

>

0.10).

Sim-

ilarly, for the social worker group there was no significant
difference between Individual Counseling and Individual
Psychotherapy on the
g.

>

a.~1iYi1lt

dimension (1 = 0.16, two-tai 1

0.10).

Between-group 1-test comparisons of these variables
indicate that psychologists see Individual Psychotherapy as
significantly more

a.~1i~~

than do psychiatrists (1

= -3.85,
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< 0. 0 0 1) and that soc i a 1 workers see both Ind i -

two - ta i 1 g,

vidual Counseling and Individual Psychotherapy as significantly more a~iix~ than do psychiatrists (1
t a i 1 g,

< 0. 0 1; t = - 2. 2 3, two - ta i 1

g,

= -3.20,

two-

< 0. 0 5, respect i v e 1 y).

Psychologists do not see Individual Counseling significantly
differently than psychiatrists on the

a.~1iYi1lt

dimension,

and psychologists do not differ from social workers. for
either variable on the ru:.1iYi1lt dimension.
An additional dimensional analysis was done to explore
possible differences between Individual Counseling and Individual Psychotherapy.

ii2n and

a.~1iYi1~

For each group on
dimensions,

both the

Individual

~Yalu.a~

Counseling-

Individual Psychotherapy "difference scores" were computed.
Table XII provides means

~nd

standard deviations of these

scores for each professional group.

TABLE XI I
INDIVIDUAL <X>UNSELING-INDIVIDUAL PSYCHOTHERAPY DIFFERENCE
SCORE MEANS AND STANDARD DEVIATIONS ON E.YALUAIIOH AND
ACTlYl~ DIMENSIONS FOR EACH PROFESSIONAL GROUP
Group

Psychologists Social Workers Psychiatrists
(n=32)
<n=34)
(n=32)
Mean

Dimension

EYa.lu.aii2n
A~iiYi1~

Mean
(SD)

Mean
(SD)

(6.09)

-0.94
(9.71)

5.38
(8.04)

2.56
(4.11)

0.12
(4.29)

1.00
(3.57)

(fill)

2.03
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Group means of these difference scores were compared,
using t-tests between groups for all combinations of groups,
with difference score means on each dimension considered
separately.

These comparisons indicate whether any profes-

sional group sees the separat'ion of these two modalities
significantly.differently than the other groups on either
the

~~allla.1i2n

or the

a~1i~i1~

dimension.

These comparisons

are presented in Table XIII.

TABLE XII I
INDIVIDUAL COUNSELING-INDIVIDUAL PSYCHOTHERAPY DIFFERENCE
SCORES: 1-TESTS FOR INTERGROUP COMPARISONS ON THE
EYALDAIIQli AND ACIIYIIY DIMENSIONS+
Group

Psychologists
vs. Social
Workers

Dimension

(df.=64)

E~Alll.a1i2n

1.50

&:.1ili1~

2.36*

Psychologists
vs.
Psychiatrists

Social Workers
vs.
Psychiatrists
(a!.=64)

(di.=62)

-1.87

-2.87**

1.62

0.906

+All entries refer to two-tail probabilities
*1;2.

**g.

< o.os
< 0.01

On neither

of

the dimensions were

the

Individual

Counseling-Individual Psychotherapy difference score means
significantly different for the psychologists compared to
the psychiatrists.

The difference score means on the

a~1i~=
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i1~

dimension were significantly greater for psychologists

compared to social workers.

However,

the difference score

means are not significantly different on the
dimension for these two groups.

~~alua11Qn

Social workers had signifi-

cantly smaller difference score means compared to psychiatrists for the
i1~

~~alaa1iQn

dimension.

However, on the

w:.1i~=

dimension, no significant difference between difference

score means was found for these two groups.

CHAPTER IV

DISCUSSION
INTERGROUP DIFFERENCES AND HYPOTHESES
Perhaps the mos t s a 1 i en t f ind in g of th i s s tu d y i s the
extreme separation of the psychiatrist group from a relatively homogeneous grouping of clinical

psychologists and

social workers on the basis of attitudes toward mental
health treatment methods.

Although some important differen-

tiations of psychiatrists from the other two groups were
noted previous 1 y,

the treatment methods rated were di verse

and one might expect more diversity in evaluations over all
groups, such as the intermediate placement of psychologists
between more extremely separated psychiatrists and social
workers hypothesized for reasons stated earlier.
On the other hand, there are reasons to expect that an
alternative to the hypothesized differences might simply be
an intergroup homogeneity greater than that found here.
Goldman and Mendelsohn (1969) found a high degree of agreement

among psychiatrists,

clinical

psychologists,

and

psychiatric social workers about what constitutes a successful outcome of mental health treatment.

Consistent with

this, Henry, Sims, and Spray (1971) propose that over time
the performance of professionals from all three groups will
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become similar, noting that "in their post-training lives
and their professional maturity, they perform essentially
the same resultant activity -- psychotherapy" (p. 181).

If

the desired outcome is the same across groups, and if the
central activity of professional maturity is designated
consistently across all groups as "psychotherapy," then the
mos t 1 o g i ca 1 a 1 t er na t i v e to i n t er prof es s i on a 1 d i f fer en t i a tion regarding treatment method preferences would be simply
a lack of

an~

such intergroup differences.

The finding here was neither the originally hypothesized diversity nor such alternatively plausible homogeneity, but a distinct separation of psychiatrists from the
relatively indistinguishable meshing of psychologists and
social workers.

There appear to be at least two possible

explanations for these difference findings:

acceptance or

rejection of the medical-model theory in clinical mental
health practice, and sociopolitical concerns of professionally autonomous accessibility and/or legitimacy of specific
treatment methods for specific professional groups.

The

data of this study are not sufficient to resolve which
explanation best accounts for the present findings.

It

seems plausible and likely that both abstract (theoretical/
training) and pragmatic (professional self-interest) explanations are relevant.

Both factors may contribute together

to causing the differences observed here.

Both will be con-

sidered in the following pages, beginning with a description
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of the meaning of the term "medical model" and its relevance
here, and continuing with a discussion which includes indications of the possible place of both the medical model and
professionally autonomous/legitimate access factors in the
findings of this study.
A distinct separation of psychiatrists from an intermixed cluster of psychologists and social workers similar to
that found here was found when Cohen and Struening (1963)
differentiated groups on the basis of scales measuring opinions about mental illness.

They found psychiatrists higher

than psychologists and social workers on dimensions of
Authoritarianism and Social Restrictiveness (restricting the
mentally ill from society) and lower than psychologists and
social workers on dimensions measuring support for community
mental health treatment and acceptance of interpersonal
(nonorganic) causes for mental illness.
Henry, Sims, and Spray (1971) emphasize a critical
training difference which divides these professional groups
in a way which appears particularly relevant to the Cohen
and Struening (1963) study and to the present findings:
"[E]ach profession and its related training setting have
maintained significant degrees of distance from other professions.

The central dividing line has been the commitment

to the medical image, as represented in the training for the
M.D....

The psychologist and the social worker have neither

the M.D. nor

its general 1 y concomitant assumptions in med-
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ical

ideology" (p. 4).

The main assumptions

in medical

ideology which are likely to separate psychiatrists from
norunedical providers of mental health care are those of the
"medical model," as is clear from Blaney's (1975) analysis
of the professional and sociopolitical implications of the
usage of the medical model in the mental health care professions.
Siegler and Osmond (1974) have analyzed many models of
mental health treatment in great detail and write with
authority and depth on the multiple characteristics of the
medical model.

An important conclusion of their work is

that the medical model basically consists of 1) an especially powerful kind of "medical authority," and 2) a "sick
role."

The medical authority component of the medical model

gives only a physician the societally sanctioned power to
place a person in the sick role.
There are three elements of the sick role emphasized by
Siegler and Osmond (1974) which are important for consideration here.

First, the role is conferred on an indiYidu.a.l

who cannot help being i 11 and cannot get wel 1 by an act of
de c i s ion or w i 1 1 ;

the

presence of

an organic prob 1 em

(usually underlying a possible variety of surface symptoms)
is implied -- this idea has been extended through psychoanalytic thought to include nonorganic intrapsychic problems
which are beyond the afflicted person's immediate conscious
control.

Second, the sick individual is expected to want to
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get well as soon as possible,

to seek appropriate help

(primarily that of a physician) and to cooperate with that
help with the goal of getting well.

Finally, the sick

individual has a right to a blame-free sick role exempt from
normal responsibilities.

Most notably with respect to

m~n1.al

illness, if the sick person does not demonstrate the justmentioned desire for wellness, help-seeking, and cooperation
with treatment, then society, the family, and the physician
have a duty (and an implied authority) to provide care.
There is one other important characteristic of the
medical model noted by Blaney (1975) as an important factor
tending to separate medical providers of mental health care
from other providers of such care.
of diagnosis.

This is the importance

Diagnosis is the noting of behaviors and/or

physical signs by which identified mental health problems
are label led as belonging to previously defined pathological
categories, directly analogous to the formal illness/disease
syndrome groupings of the nosology used in general medicine.
The importance of diagnosis in psychiatry has been well
documented (Connaughton, 1977; Bowden, Humphrey, and
Thompson, 1980; Guze, 1977, 1978), as has opposition to such
activities in mental health care provision (Sarbin, 1967;
Szasz, 1957; Tarrier, 1979).
Thus with respect to mental disorders,

the medical

model implies that the psychiatrist has unique, quite powerful authority over the individual patient, who petitions the
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physician for diagnosis and care in response to helpless
victimization by internal pathological processes.
Of final note, Siegler and Osmond (1974) maintain that
because of the powerful social necessity of structuring
dealing with illness and death, the medical model and the
physician's role as the implementer of the model are deeply
embedded cultural phenomena.

They therefore claim that any

person who goes through the intense medical socialization
process (i.e., receives an M.D. degree) wi 11 always maintain
at some level a basic medical identification and perspective.

In particular, they emphasize, this is and should be

true of psychiatrists.
These considerations concerning the medical model are
helpful in understanding the findings of this study. They
illuminate the treatment approaches which may be considered
legitimate elements of the professional roles of psychiatrists as opposed to psychologists and social workers.

The

findings of professional intergroup differences may be most
parsimoniously explained in terms of those activities which
are considered by each professional group as being within or
excluded from their professional role functions.

Not only

is the medical model relevant here, so is an awareness of
the diverse treatment methods accepted as within the purview
of social work (Arkava, 1973; Turner, J.B., 1977; Whittaker,
1974) and the diverse foci of the professional efforts of

c 1 i n i ca 1 p s y ch o 1 o g i s t s ( Sundberg , Ty 1 er , and Tap 1 i n , 1 9 7 3 ;
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Weiner,

1976).

Differences in areas of professionally accepted legiti-

mate treatment provision are indicated by the findings that
the psychologist and social worker groups did not differ
from each other in the evaluation of any modality, while
both

these

groups

had more

negative

attitudes

toward

Psychiatric Medication and Psychiatric Hospitalization and
more positive attitudes toward Individual Counseling and
Family Therapy than did the psychiatrist group.

Apparently,

treatment values (and professionally sanctioned methods of
care provision) are shared extensively by psychologists and
social workers, but are divergent from the treatment values
and methods of psychiatrists.
There is a treatment valuation/provision overlap of all
three groups, demonstrated by their similar ratings of Individual Psychotherapy and Group Therapy.
viously,

As described pre-

Individual Psychotherapy is a treatment modality

recognized as being legitimately provided by all three professional groups.

In part, this may be due to the lack of a

universally accepted, fundamental definition of psychotherapy (Heiman, 1978; Orne, 1975; Schwab, 1978).

This

amb i gu i t y mi g ht f a c i 1 i t at e t he i n t er pre t at i on by each pro fessional group of Individual Psychotherapy as a method
within their purview.
Group Therapy is also regarded as legitimately within
the professional arena of all three groups.

This treatment
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method falls within the province of the medical model, since
the treatment process can be conceptualized as focusing on
the sick

indi~idual

in a group setting {Day and Semrad,

1978; Kissen, 1976; Meiers, 1946; Sadock, 1975) and, despite

the presence of a group of persons , st i 1 1 can be done fr om
an individual psychoanalytic or physician-authority based
theoretical perspective (Meissner and Nicholi, 1978; Kovel,
1976;

Pinney,

Jr.,

1970), which

previously described medical model.

is consistent with the
The legitimate place of

group treatment methods in social work is documented extens i v e I y (Doug 1 as , 197 9 ; North en, 1969 ; Turner , 197 8).

That

this method is recognized as a legitimate approach for
clinical

psychologists,

too,

is clearly substantiated

(Lubin, 1976; Mullan and Rosenbaum, 1962; Sundberg, Tyler,
and Taplin, 1973; Wellner, 1977).
The separation of the psychiatrists from the other
groups on the Psychiatric Medication and Psychiatric Hospitalization modalities seems most likely to be a function
of the access psychiatrists have to these methods and the
methods' inherent place in the medical model of treatment,
as well as the inaccessibility of these options to professionally autonomous social workers and psychologists.

Of

likely relevance is the current apparent necessity of the
use of a (medical) diagnosis in the provision of such treatment.

As previously noted, "diagnosis" is an important part

of the medical model and is an activity of relatively great
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import to psychiatrists as compared to social workers and
psychologists.

Thus, treatment necessarily involving formal

diagnosis (as derived from medical-model diagnostic procedures) might be expected to separate the groups.
The long-standing conflict between the profession of
psychiatry and the professions of social work and psychology
regarding which profession(s) may legitimately provide care
for the emotionally/psychologically distressed (Goode, 1969;
Rogers, 1980) may be relevant in the psychologists' and
social workers' rejection of medically oriented treatment
here.

Also, these findings may be related to the historical

development of much of psychiatry within a psychiatric
~i1al

h2~=

context (Connaughton, 1977), while clinical psychology

developed from a scientific

a~ad~mi~

context (Hathaway,

1958; Orne, 1975; Shakow, 1975) and social work through a
~mmuni~ ~~~i~~

context (Hersey, Jr., 1977; Modlin, 1975}.

Finally, the clear tendencies of clinical psychologists and
social workers

towards an antimedical -model and antidiag-

nos is position has been documented (Morrison and Hanson,
1978; Morrison and Nevid, 1976), as has the possible philosophical opposition of clinical psychologists to the use of
medication in treating mental health problems (Bascue and

z 1 0 tows k i '

1 9 80 ) •

The separation of psychiatrists from the other two
groups on the Individual Counseling and Family Therapy variables constitutes a similar pattern.

Individual Counseling
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can be readi 1 y seen as a reference to a social work process;
the

counseling/couns~lor

designation is acknowledged fre-

quently in the professional

1 iterature

(Hersey, Jr., 1977; Turner, 1977).

of

social work

Furthermore, with coun-

seling psychology being recognized as a distinct area of
psychological
~erican

study

represented

as

a division of

the

Psychological Association, the acceptance by clin-

ical psychologists of Individual Counseling as referring to
a process accessible for psychologists' legitimate use seems
straightforward.
In contrast,

psychiatry displays no development of or

explicit, extensive acknowledgement of "counseling" methods
per se for

its use.

Moreover,

it has been noted that

"Psychiatry ••• enjoys the most strongly defined role in the
mental

health field" (Heiman, 1978, p. 30), and that

psychiatry has been greatly concerned with the development
of

~~Lman~n1l~

1975).

curative mental health treatment (Orne,

Since the term "counseling" carries with it possible

associations of a confused, perhaps palliative treatment of
lesser consequence (Steff lre, 1972) and also may imply a
relatively open

interpersonal

exchange between the coun-

selor and counselee (Carkhuff and Berenson, 1977; May, 1967;
Rogers, 1980) rather than the medical authority/sick person
roles consistent with the medical model, the negative rating
of lndi vi dual Counseling by psychiatrists relative to the
other two groups is understandable.
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Fam i 1 y The r a p y i s a 1 so r e 1 a ti v e 1 y neg at i v e 1 y e v a 1 u at e d
by psychiatrists.

It has been noted that psychiatry has

failed to adopt the Family Therapy treatment method (Ackerman, 1967; Connaughton, 1977).

This may be due in great

part to the fact that in this therapy method the entire
family is generally seen together, complete as a natural
system, with the whole family itself as the unit to be
treated.

Thus, there is no individual who is the focus of a

diagnosis; rather, familial problems (including apparent
individual psychopathology) are understood as dysfunctions
wi th i n the f am i I y soc i a I sys t em wh i ch n e c es s a r i 1 y i n v o 1 v e
mo r e than one i n d i v i du a 1 (Be 1 1 , 1 9 7 5 ) •

The r e for e , t here i s

no place in this treatment method for psychiatric diagnoses
derived from traditional medical-model concepts.
A1 so , Conn au g h ton (19 7 7 ) no t es Z i 1 back 's ( 1 9 74 ) as s er tion that the family treatment approach does not fit into
the

traditional medical

treatment categories

of

child

psychiatry or adult psychiatry, and thus the assimilation of
this modality by traditional psychiatry is problematical.
That is, the Fami 1 y Therapy moda 1 i ty does read i 1 y

fit the

traditional medical-model concepts of individual treatment,
diagnosis,

and ultimate physician autonomy which have been

historically fundamental in psychiatry.
In contras t , Fam i 1 y Therapy i s ea s i 1 y under s too d as a
social work process, given the extensive involvement of
social work with families throughout the development of the

'l 4

profession and the widely noted special professional skills
of social workers with children, parents and families (Beck,

1964; Modlin, 1975).

This emphasis is supported by present

findings of social work's preference for Family Therapy over
the Group Therapy modality, which may be associated with
medical-model treatment efforts.

That clinical psycholo-

gists have positively assimilated the Family Therapy treatment approach is evident from the professional literature
(Fox, 1976; Winter, 1971).

This acceptance of the Family

Therapy method may be a function of the analytical, social
science emphasis of clinical psychology, providing a willingness to conceptualize, develop and evaluate treatment at
different

levels of analysis (e.g.,

individuals,

small

groups and families, or larger social systems, including
communities and society) (Krech, Crutchfield, and Ballachey,
1962; Sundberg, Tyler, and Taplin, 1973).

Since it is the

family as a system that is studied and treated with the
Family Therapy method, the acceptance of "social systems"
thinking which is present in clinical psychology would prove
important in acceptance of this method by psychologists.

In

their willingness to consider treatment at the individual,
family and societal levels, clinical psychologists are much
like social workers.
Haley's (1975) extensive description of many dimensions
of the family therapy treatment process is especially relevant to the findings here.

Haley notes the irrelevance of
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psychiatric diagnostic process to family therapy treatment
methods.

He also specifies that training psychiatrists to

do family therapy and social interventions is to train them
to work as social workers and psychologists already do.
Thus, the separate identity and higher status of psychiatrists in the clinical community would be jeopardized if
family therapy methods

wer~

fully accepted by psychiatry.

Haley describes the critical import of this therapeutic
modality for interprofessional differentiation:

•

As this form of therapy intrudes more into the
field, the issue of the difference between the
prof es s i on a 1 s a 1 so a r is es • When t he prob 1 em u n i t
was the individual, the psychologist, social worker, and psychiatrist each had a separate function
defined by their training. When the unit is the
family, all clinicians tend to do the same work and
the differences between the professionals become
obscured. This situation has provided a problem
for many psychiatry departments.
If residents are
trained with an individual orientation and in the
use of medication, they can maintain their professional identity and status in the field as the most
extensively trained professionals. Yet, if the
orientation of therapy becomes more social so that
the emphasis is on changing families and other
natural groups, the psychiatrist trained to use
medication and psychodynamic therapy wil 1 be regarded as old fashioned and not relevant to therapy. (Haley, 1975, p. 1885).
Within this context,

psychiatry's contrasting level of

approval of Family Therapy relative to social work and
clinical psychology is understandable.
As noted previously, the present data are not suff icient to designate which explanation -- theoretical subscription versus prescription of the medical model, or profes-
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sional autonomy and/or legitimacy of treatment method access
-- best explains the major intergroup differences found
here.

However,

the

range scores

(which

indicate

that

psychologists and social workers are more extreme in their
ratings than psychiatrists) and the more consistently positive attitude scores of psychiatrists may be seen as supportive of an autonomous, legitimate access explanation, as
described subsequently.
The finding that attitude scores over all modalities
are in a narrower range for psychiatrists than for psychologists and- social workers, who did not differ from each
other in this respect, is noteworthy.

Several considera-

tions seem relevant to possible explanation of these differences in overall extremeness of ratings.
First,

it is conceivable that

psychiatrists may per-

ceive all the rated treatment modalities as of some possible
use to them or as being accessible to them if necessary,
inasmuch as it has been stated that "the medical psychotherapist ••• has all techniques available to him" (Mittel,
1978, p. 35) and that psychiatry as a professional group
sees itself as "able to utilize all available forms of
therapy" (Lief,

1960, p. 69).

Furthermore,

psychiatry sees

itself as having a "uniquely important role" (Eaton, Jr. and
Goldstein,

1980,

p. 67) and as participating "in medi-

cine ••• and in all those disciplines, theories, and ideologies which influence the shape and meaning of psychotherapy
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generally" (Cottle and Whitten, 1980, p. 40); moreover, it
is noted that "psychiatry ••• is truly the parent of the art
of psychotherapy (Cott 1 e and Whit ten, 1980, p. 40 ).
House,

Miller,

Al so,

and Schlachter (1978) note that "modern

psychiatry prepares the resident to treat the full spectrum
of

psychiatric

disorders,

employing

both

somatic-

pharmacologic as wel 1 as psychological methods" (p. 470).
This professional self-concept might moderate any tendency
to be extremely negative about the treatments, although
preferences relative to other groups and consistent with the
dominant medical model could obviously be expressed.
Second,

the clinical psychologists and social workers

are clearly extremely negative about Psychiatric Hospitalization and Psychiatric Medication compared to their ratings
of the other modalities and to the psychiatrists' ratings.
Since the other methods can all be understood theoretically
and practiced clinically from a nonmedical-model viewpoint,
much

of

the

extremeness-of-ratings

findings

of

social

workers and psychologists may be due to their apparent
rejection of the medical model and medical treatments not
autonomously accessible to them.

It may also be due in part

to an antimedical reactive enthusiasm for the more clearly
nonmedical

treatment procedures,

Individual Counseling and

Fami 1 y Therapy, which they so c I ear 1 y eva I ua te more pos it i vel y than do the psychiatrists.

Indeed, such a relative

rejection of the medical model by social work and (especi-
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ally) clinical psychology professionals has been previously
noted (Morrison and Hanson, 1978; Morrison and Nevid, 1976),
as have the sociopolitical conflicts involving these groups
regarding the legitimacy of the medical model and medical
perogatives in mental health care (Blaney, 1975; Goode,
1960; Orne, 1975; Rogers, 1980).

These considerations may

at least partially explain the interprofessional differences
found here in extremeness of ratings.
A perspective on the extremeness-of-ratings finding
wh i ch i s use f u 1 i n bet t er under s t and i n g the prof es s i on a 1 s '
attitudes is that of attitude score means compared to an
"absolute neutrality".

That is, mean

~~alua1i2n

scores for

each group on all modalities (Table I) may be examined with
reference only to an

abs~lutely

neutral position defined as

the sum of the midpoints of the semantic differential scales
constituting the

~~alua112n

dimension measure.

Recall that

here for each scale a i constitutes a neither positive nor
negative semantic differential score, so a perfectly neutral
attitude score for the twelve

~~alua1i2n

It is informative to compare mean

scales would be ii.

~~alua1i2n

scores for each

group and modality directly to this absolutely defined neutrality, rather than to rely only upon relative, intergroup
comparison scores to find meaning in these data.
In this sense -- with reference to an absolutely neut r a 1 po s i t i on on the s ema n t i c d i f fer en t i a I s ca I es - - i t i s
noteworthy that the mean

~~alua1i2n

scores on all modalities
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for the psychiatrist group indicate consistent positive
judgments.

Thus, the psychiatrists' absolute scores (not

scores relative to the other groups') support the abovedescribed ideas of their professional view that they may use
(and therefore must at least somewhat positively accept)
virtually all treatment methods.
Furthermore,

for

reference to overall

psychologists and social workers

~~alua1iQll

an absolutely neutral

score means in comparison to

~~alua1i2n

score indicates that these

two groups are negative or neutral regarding Psychiatric
Medication and Psychiatric Hospitalization, while they are
clearly favorable toward all other methods.

In this non-

relative sense, with reference to absolute neutrality as
defined by the midpoints of the

~~alua1i2n

radically rejects any treatment method.

scales, no group

In this sense most

methods are regarded at least somewhat positively by al 1
groups, with psychologists and social workers exhibiting
clear reservations only about approval of Psychiatric Medication and Psychiatric Hospitalization.
P s y c ho 1 o g i s t s

and

s o c i a 1 wo r k e r s ,

i n c on t r a s t

to

psychiatrists, can presently have no legitimate (legal)
autonomous use of Psychiatric Medication or Psychiatric
Hospitalization.

It is noteworthy that their absolute atti-

tude scores for these modalities alone are clearly negative
or cautiously neutral.

The quite positive absolute attitude

score means on Individual Counseling and Family Therapy for
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both the psychologists and social workers seem to indicate a
highly favorable attitude toward these modalities {which are

clearly accessible and legitimized for these two groups),
irrespective of the medical model.

Within-group comparisons

{Tables V and VI) are consistent with these absolute scores:
within either the psychologist or social worker group no
significant evaluative differences are found for Individual
Counseling compared to Fami 1 y Therapy,

but for both groups

these two modalities are seen as significantly more positive
than either Psychiatric Medication or Psychiatric Hospitalization.
Furthermore,

al though Individual Psychotherapy

ma.~

be

regarded as a treatment based on medical-model constructs
{e.g.,

diagnosis,

internally generated pathology), both

psychologists and social workers presently may legitimately
perform this activity, and both prefer it over the clearly
medically based

treatments

Psychiatric Medication

and

Psychiatric Hospitalization, which they cannot autonomously
use.
Although psychiatrists may be seen traditionally as
having limited use of Individual Counseling and Family
Therapy,

these methods are not legally proscribed to them,

and psychiatrists are at least somewhat positive about these
methods in an absolute sense.

Also, within the psychiatrist

group Family Therapy, Individual Counseling, Psychiatric
Hospitalization and Psychiatric Medication are not evaluated
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as being significantly different, although all these methods
are seen more negatively than Individual Psychotherapy
(Table VII), which both fits

the medical model

and may

provide high status/monetary rewards to its practitioners •
. Such findings may indicate some ambiguity in the place
of the medical model in determining mental health treatment
method evaluations,
tioners.

even for medically trained practi-

Overall, the above points may indicate the opera-

tion of an autonomous/legitimate professional access factor
influencing treatment method evaluations, either independent
of or in combination with medical-model considerations.
INDIVIDUAL COUNSELING COMPARED TO INDIVIDUAL PSYCHOTHERAPY
ln1~a~~2u~ Diii~~~n~~~

The findings that both psychologists and psychiatrists
(within each separate professional group) have a more positive attitude

toward

Individual

Psychotherapy than toward

Individual Counseling and the fact that psychologists also
see Individual Psychotherapy as more

a~11Y~

than Individual

Counseling may be expressions of ideas and events noted in
the 1 i tera ture.
For instance, Individual Psychotherapy has been described in a variety of professional sources in terms implying that it is in a broad sense a greater, more esteemed
pr o c e s s t ha n I n d i v i du a 1 Co u n s e 1 i n g ( St e f f 1 r e , 1 9 7 2 ) •
Individual Psychotherapy

ma~

Thu s ,

be regarded, broadly speaking,
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as a more complex and difficult and process than Individual
Counseling.
i~

This may account for the

~~alaa1i2n

and

iU:.li~=

dimension findings for psychologists.
The absence of such differences within the social

worker group may reflect the relatively broad definition of
social work practice compared to the other groups.

That is,

this absence of differences may reflect social work's relatively widespread, explicit acknowledgement of "counseling"
as a term encompassing a broad range of activities -- as
social work itself does -- and as including the perhaps more
difficult and complex processes which some appear to associate primarily with "psychotherapy."
Other historical and sociopolitical events may be relevant to differences in ratings of Individual Counseling and
Individual Psychotherapy within the professional groups.
Clinical psychology has historically been more aggressive
than social work in its effort to develop as an autonomous
mental health care profession independent of psychiatry and
in its effort to assert its right to provide psychotherapy
without the supervision of psychiatry (Goode, 1960; Orne,
1975).

This may help to explain the more positive

11.a.n and more extreme

BJU.i~i1~

~~alaa=

within-group ratings psychol-

ogists give Individual Psychotherapy compared to Individual
Counseling, while social workers as a group indicate no such
differences

between these methods.

That

is,

clinical

psychologists may in some respects be asserting their pro-
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fessional rights and competence by indicating that they
regard Individual Psychotherapy as more positive in

1ig,n and more

a~1i~~

than Individual Counseling.

~~alaa=

Perhaps in

registering such values they are asserting their association
with a process (psychotherapy) historically regarded in the
United States as simultaneously

demanding, complex and

positive in outcome, as well as once completely within the
province of psychiatry (Orne, 1975), but which clinical
psychology, despite much conflict with psychiatry, has successfully defined as within its professional sphere (Rogers,
1980).

In contrast, the social work profession historically

has been more wi 11 ing to function professional 1 y within a
context of psychiatric supervision (Goode, 1960; Strauss
al~,

~1

1964) and may not feel a need to assert professional

autonomy and worth in this particular way.
The finding that psychologists see Individual Counseling as less

a~1i~~

than Individual Psychotherapy, while the

other groups see no such difference, may be due to a combination of such phenomena as:

the confusion (and possibly

lower status) associated with the term "counseling" relative
to "psychotherapy" in the psychologists' professional reference group, social workers' apparently equal professional
acceptance of both Individual Psychotherapy and Individual
Co u n s e 1 i ng ,

and a po s s i b 1 y i n a c t i v e p s ych o an a I y t i c psych i -

atric treatment orientation in conjunction with a medical
model understood to have passive components which may de-
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emphasize psychiatrists' perceptions of "activity" in Individual Psychotherapy.
That is, the fact that psychiatrists perceive Individual Psychotherapy and Individual Counseling as being equally
e&li~~,

positive

although they give Individual Psychotherapy a more
~~al~a.1i2n

than Individual Counseling, may be re-

lated to psychiatrists' general perceptions of the

a~1i~i1~

level involved in providing individual mental health treatment, as elaborated directly below.
ln1~~~2~~ Di!.!Ji~~n~~~

The findings that psychologists and social workers see
Individual Psychotherapy as more

a~1i~~

than do psychia-

trists, and that social workers see Individual Counseling as
more

a~1i~~

than do psychiatrists, may be a function of the

psychoanalytic emphasis often found in psychiatry and/or of
use of the medical model itself.

A psychoanalytic orienta-

tion could imply treatment in which the role of the therapist could tend toward that of a passive/interpretive focus
of transference, rather than supporting the more active/
direct

interpersonal exchange legitimized

in many non-

psychoanalytic approaches (Corsini, 1973; Kovel, 1976; May,
19 6 7; Rogers , 19 8 0).
Moreover, the medical model, which at some level seems
likely to be invoked by psychiatrists providing Individual
Psychotherapy,

inherently implies some passivity (inactiv-
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ity) on the part of the patient relative to the authority
figure (psychiatrist).
psychiatrist and/or

Thus it seems possible that for the
the patient,

"activity" may be de-

emphasized in Individual Psychotherapy as it is perceived by
the psychiatrist professional group.
Another notable intergroup difference is the social
workers' more positive

~xalaa1i2n

than the psychiatrists'.

of Individual Counseling

This may be due to the profes-

sional acceptance of a counseling function by social workers
while a similar broad acceptance of the term "counseling" as
a generally accepted description of professional

function

has not been found for psychiatrists.
This apparent difference in professional group acceptance of a counseling function may account for the contrasb
in Individual Counseling-Individual Psychotherapy difference
scores for these two groups (Table XIII).

This comparison

ind i cat es that soc i a 1 workers see these two mod a 1 i t i es as
being significantly closer together on the

~xalaa1i2n

dimen-

sion than do psychiatrists, although no such score difference is found for psychologists compared to social workers
or to psychiatrists on this dimension.

The fact that social

workers appear to see these methods as being more closely
related than do psychiatrists may be due to social work's
broad acceptance of both methods
psychiatry.

in marked contrast to

Not only does psychiatry not appear to acknowl-

edge "counseling" as within its professional sphere,
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psychiatry also clearly tends to emphasize (both in this
study and in the literature) the place of "psychotherapy" as
the highest-valued professional endeavor.
Similar reasoning may be relevant to the finding that
Individual Counseling-Individual Psychotherapy difference
scores for the social worker and psychologist groups indicate that the social workers see these modalities as closer
together on the

a~1i~i1~

dimension than do psychologists.

Social work's apparent broad acceptance of both methods
through an extensive historical association with a "counselor" role as well as currently actualized aspirations to a
"psycho the rap i s t" r o 1 e may 1 i mi t the i r percept i on s of d i s tinctions between the methods Individual Counseling and
Individual Psychotherapy.

The relatively strong multi-

modal ity, multidimensional affirmation of Individual Psychotherapy by psychologists, perhaps a result of their aggressive claim to the "psychotherapist" role once solely claimed
by psychiatry, may be related to the difference score
i1~

ru:.1i~=

dimension contrast of psychologists with social workers.

Also perhaps psychologists, being more research-trained and
thus more explicitly cause-and-effect oriented than social
workers,

see Individual Psychotherapy as a process wherein

variables effecting positive change are actively manipulated, in contrast to a less clear perception of the Individual Counseling process.
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Although

psychologists,

like

psychiatrists,

hold

"psychotherapy" in high esteem, they do so without ignoring
the "counseling" function.

The fact that counseling psy-

chology is widely acknowledged as a legitimate psychological
discipline may be a reason that psychologists

~~alua1~

Indi-

vidual Counseling more positively than do psychiatrists.
Such clear professional affirmation by psychologists, combined with social work's professional acceptance, may be a
reason that a comparison between these groups indicates that
they

~~alua~

Individual Counseling quite similarly.

C2ntlu£i2n£
In general, it appears that to a 1 imi ted extent the
impressions and implications of the literature regarding
differences between Individual Counseling and Individual
Psychotherapy have been only somewhat supported.

There is

some tendency in various ways to see Individual Counseling
as perhaps a
Psychotherapy.

lesser

treatment process

However,

than

Individual

the fact that such differences are

not consistent over all groups and (EPA) dimensions is also
consistent with the controversy in the literature over
whether such differences exist at all.
It seems that some differences between the processes
may well exist, but with insufficient strength, consistency
and clarity to be of more than questionable usefulness in
differentiating these treatments or those who provide them.
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Overall, firm distinctions separating the methods Individual
Counseling and Individual Psychotherapy as clearly different
processes have not been found.
SUMMARY AND CONCLUSIONS
Psychologists and social workers are quite similar to
each other here in the evaluation of mental health treatment
modalities, but differ markedly from psychiatrists.

This

differentiation of psychiatrists from the other two groups
may

be accounted for most parsimoniously in terms of the

relative acceptance by each group of treatment methods which
can be viewed as being within its professional sphere, and
the relative nonacceptance by each group of methods which
may be perceived as being outside the scope of that profession.

In particular, it appears that the professions can be

differentiated by their relative acceptance of treatment
methods which are subsumed under the medical model or which
are independent of it.

Both professionally autonomous/

legitimate access and subscription/proscription of the medical model may be independent or simultaneously operating
factors influencing the professionals' evaluations of treatments.

That is, both professional self-interest and theo-

retical/training factors may affect professionals' attitudes
toward mental heal th treatment methods.

Data here are not

sufficient to decide this question of possible causality.
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Psychiatrists are, relative to the other groups, most
accepting of treatment methods to which they historically
have had legitimate access and which may be readily understood through medical-model concepts.

They are least posi-

tively inclined toward methods for which they are least
1 ikely to be trained and for which the medical model is of
I i t t 1 e d i rec t re I e van c e.

On the o t her hand , p s ych o 1 og i s t s

and social workers are relatively negative toward modalities
which are medical-model-based and which necessarily imply
some physician involvement (i.e., modalities to which they
have no legitimate autonomous access).

Moreover,

they are

relatively positive toward modalities which may be understood clearly as being within their (nonmedical) professional purview and for which the medical model appears
irrelevant.
It seems plausible that these attitude differences may
result in clinical psychologists and social workers being
more likely than psychiatrists to emphasize counseling and
family-oriented treatment but to reject medication and hospitalization as mental health treatment options.

Con-

versely, findings here imply that psychiatrists may be more
likely than clinical psychologists or social workers to
recommend medication or hospitalization as

appropriate

psychiatric treatments and less 1 ikely than the other two
groups to support counseling or family-oriented methods as
appropriate approaches to mental health care.

Intergroup
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differences in extremeness of ratings (range scores) emphasize the strength of these attitudinal differences and an
apparently ti rm medical-nonmedical dichotomy among these
mental health professionals.

The relatively extreme rejec-

tion of necessarily medically oriented treatment by the
nonmedical professionals and their relative enthusiasm for
the most clearly nonmedical approaches is underscored.
In

terms

of

the

professional

groups'

scores with

reference to absolute neutrality as defined by the midpoints
of the semantic differential scales, the psychiatrist group
demonstrates a basically positive attitude

toward all

modalities, while psychologists and social workers are
negative or cautiously neutral about the clearly medical
methods but much more. positive about the other methods.

In

terms of nonrelative scores, no group radically rejects any
treatment method.

However, the nonrelative group scores

support the idea that the psychiatrists' professional selfc on c e pt i n c 1 u des t he v i ew t hat t hey may us e ( and t he r e f o r e
do accept} virtually al 1 treatment methods.

On the other

hand, the professional training of psychologists and social
workers and the sociopolitical constraints on their {medical) treatment may result in their reservations about
treatments based on the medical model.
Although the groups did not differ in their positive
attitudes toward Individual Psychotherapy, only psychiatrists and psychologists considered this the consistent
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treatment of choice.

Thus, social workers, who preferred

Individual Psychotherapy only over Psychiatric Hospitaliza-

tion and Psychiatric Medication, may be more even-handed in
accepting a broad range of (nonmedical) treatment approaches
than the other groups.

Unfortunately,

lack of a single

clear definition of "Individual Psychotherapy" throughout
professional literature and practice hampers finalization of
conclusions.
Nonetheless,

this confirmation of the hypothesized

generally favorable broad professional perception of Individual Psychotherapy raises questions about substantive
reasons for such perceptions.

Obvious possibilities include

both that this method is the genuine treatment of choice due
to its overall effectiveness and applicability, and/or that
this method is overvalued (and perhaps thus overused) due to
its benefits to the care provider irrespective of benefits
to the client.

Perhaps this attitude is an historical

artifact which is promulgated out of ignorance and necessary
pragmatism,

for want of sufficiently extensive outcome/

effectiveness research which could match clients, therapists,

treatment problems and methods for optimum results.

Multiple definitions of "Individual Psychotherapy" are obvious confounds to sorting out questions of the most appropriate place of this method in mental health care provision.
This research only marginally touches on such questions.

However,

it does empirically confirm the existence
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of markedly favorable professional attitudes toward Individual Psychotherapy.

Thus, these findings raise the issue of

the appropriateness of the implied weighting ol treatment
provision toward Individual Psychotherapy, when considered
in the overall context of provision of optimal mental health
care.
There

is

some indication that professional mental

health care providers regard Individual Psychotherapy as a
more positive treatment method than Individual Counseling.
However, a clear-cut and unambiguous differentiation between
these methods across all the professional groups is not
supported.

In appears that Individual Psychotherapy may be

markedly distinguished from Individual Counseling by psychiatrists in that the former may be seen as a legitimate
medical-model treatment option while the latter may not be
so regarded.

In contrast, social workers appear to see

Individual Counseling as being more similar to Individual
Psychotherapy then the psychiatrists,

and

in some ways

social workers also see these modalities as more similar
than do the psychologists.

Indications of a minimization of

differences in these two methods by the social worker group
may be due to a long-standing identification of social work
with counseling in a broad sense and to the aspirations of
this professional group {I ike the other two groups) to the
professional autonomy and status afforded by the practice of
Individual Psychotherapy.

However, neither a firm melding
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of or distinction between the modalities Individual Counseling and Individual Psychotherapy as treatment processes was
indicated here.
The preceding attitudinal findings imply that biases
exist regarding treatment methods among mental health professional groups.

Although none of the groups examined here

completely rejects any treatment method,

relative differ-

ences in approval of some modalities are substantial and
noteworthy.
ferences

Thus, it appears that interprofessional dif-

in treatment recommendations are likely to occur.

In particular, psychologists and social workers may be most
likely to differ from psychiatrists in terms of their relative

favoring of

methods

some apparently nonmedical

and caution regarding

the most

treatment

purely medical

approaches, while psychiatrists may be relatively reluctant
to support the more clearly nonmedical treatment efforts.
To some extent, such differences may be positive for
the recipients of services so long as their access to services of all the mental health care professions is equally
maintained,

since these interprofessional attitudinal dif-

ferences may result in the availability of more diverse
treatment options than would exist

if professional atti-

tudes were homogeneous, and since these differences may
result in interprofessional checks on the overuse of any
single treatment perspective.

It is likely that the inter-

professional conflict which seems inherent in such attitude
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differences may be helpful

in provoking a more rigorous

examination of treatment outcome and effectiveness than
wo u 1 d other wi s e occur •

I n fact , the i n t e r pr of es s i on a 1 d i f -

ferences found here may be evidence of an instance of the
kind of "conflict of paradigm" necessary for scientific
pro gr es s t o occur ( c f • Kuhn , 1 9 70 ) •
Such issues regarding the meaning and implications of
the present findings appear to be most clearly formed in
terms of professional training, theoretical views, treatment
options and practices, and possible self-interest
separate mental health care professions.

of the

The clearly evi-

dent contrast of the psychiatrist group vis-a-vis the social
workers and psychologists indicates a central professional
concern and possible dividing-line:
ical model in mental health care.

the place of the med-

The relative attitudinal

homogeneity found here of the psychologist and social worker
groups poses questions regarding other empirical grounds for
professional differentiation and the nature of these professions as separate entities.·
straint on these findings

A noteworthy possible con-

is the generalizability of a

random sample of professionals from a major metropolitan
area of the northwestern United States to other areas.

Also

of interest are the relationships of such variables as
extent of clinical experience and theoretical orientation to
attitudes toward mental health treatment methods.

Such

issues may best be dealt with through further research.
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Most importantly,

findings here clearly indicate the worth

of further study examining the final effect of mental health
professionals' treatment method biases on the consumers of
mental health care.

It is to be hoped that Singer's (1979)

concerns regarding the existence -- and the potential destructiveness -- of biased mental health treatment provision, given credence here, wi 11 not be further substantiated.
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INSTRUCTIONS FOR CClVIPLETING THE SEMANTIC DIFFERENTIAL
RATING SCALES*
The purpose of this study is to measure the m~an~
in~~ of certain concepts by having you· judge these
concepts against a series of descriptive scales.
In taking this test, please make your judgments on
the basis of what these concepts mean to lQU. On
each page you will find a different concept and
beneath is a set of scales. You are to rate the
concept on each of these scales in the order given.
Here is how you are to use these scales:
If you feel that the concept at the top of the page is ~~~l
to one end of the scale, you should place
your check-mark as follows:

~lQ~~ll ~~la1~~

--- : --- : ___UNFAIR

FAIR._X_ : --- : --- :
OR
FAIR___ : ___ : ___ :

---

..

--- : --- :

~X-UNFAIR

0

If you feel that the concept is gui1~ ~lQ£~ll ~~la1~d to one
or the other end of the scale (but not extremely), you
should place your check-mark as follows:

DANGEROUS___ : _X_ : ---

.. --- .. ---

___ SAFE

OR
DANGEROUS___ : --- : ---

.. ---

: --- : _X_ : ___ SAFE

If the concept seems Qllll £li~h1li ~~la1~d to one or the
other end of the scale {but is not really neutral), then you
should check as follows:
HOT ___ : ___ : _X_

_ __COLD

OR
HOT __ _

_x_

_ __COLD

*As found in Osgood, Suci, and Tannenbaum, 1957
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The direction toward which you check, of course, depends
upon which of the two ends of the scale seem most characteristic of the thing you are judging. If you consider the
concept to be n.e.a1.c.al on the scale, both sides of the scale
~gaall~ aaa2~iai~d with the concept, or if the scale is
~2.WUl~1~l~ i.c..c.~l~JC.a.n1, unre 1 ated to the concept, then you
should place your check-mark in the middle space:

SMALL___ : ___ : ___ : _X_ : ___ : ___ : ___ LARGE
lMfQRIANI:
~ua.~~a,

(1) Place your check-marks in
not on the boundaries:

lh~ miaal~

2i

___ : ___ : _x_ : ___ : ___ x ___
THIS

NOT THIS

( 2 ) Be sure you check every s ca 1 e for every concept - - d2
n21 2mi1 a.ny,.
(3) Never put more than one check-mark on a single scale.
Work at a fairly high speed through this test. Do not worry
or p u z z 1 e o v er i n d i v i du a 1 i t ems • I t i s your f i r s t imp res sions, the immediate "feelings" about the items, that we
want. On the other hand, please do not be careless, because
we want your true impressions. D2 n21 l22k ha.~k and i2.c.1h
1h.c.2u.~h 1h~ i1~ma.a. Ma.k~ ~a.~h i1~m a. ~~ua..c.a.1~ a.na ina~u~n::.
a~n1 iu.a~m~nL.
Do not try to remember how you checked
similar items earlier in the test.

NQIE: Please use the "concept definitions" on the following
page to define concepts.
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COHCEfI DEEINIIIQNS
lnai~iaaal C2ana~lin~:

one-to-one meetings on a regular
basis between a client and a mental health professional who
ordinarily describes his or her treatment activity as "counseling."
ea~~h21h~Lau~:
one-to-one meetings on a regular
basis between a client and a mental health professional who
ordinarily describes his or her treatment activity as
"psychotherapy."

lruii~iaaal

GL2au Ih~Lau~:
use of any therapeutic model (excluding
medication) involving at least three unrelated persons and a
therapist meeting regularly as a group for the purpose of
producing positive psychological change in members.
Ewnil~ Ih~Lau~:

psychological intervention (excluding medication) with whole families or certain family members in
order to improve family functioning.
ea~~hia1Li~

M~ai~a1i2ll:
patient-caregiver contact for the
primary purpose of caregiver dispensation or regulation of
medication prescribed to produce positive psychological
change in the patient.

H2aui1aliza1i2n: voluntary or mandatory patient
confinement to a psychiatric hospital or ward in order to
produce positive psychological change in the patient.

ea~~hia1Li~
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EXAMPLE OF THE SEMANTIC DIFFERENTIAL SCALES USED TO RATE
TREATMENT MODALITIES:
INDIVIDUAL PSYCHOTHERAPY
GCX>D___ : ___ : ___ : ___ : ___ : ___ : ___ BAD
PESSIMISTIC___ : ___ : ___ : ___ : ___ : ___ : ___OPTIMISTIC
POSITIVE ___ : --- : ___ : ___ : ___ : ___ : ___NEGATIVE
WEAK___ : ___ : ___ : ___ : ___ : ___ : ___ STRONG
COMPLEX___ : --- : ___ : ___ : ___ : ___ : ___ SIMPLE
INCOMPLETE___ : --- : ___ : ___ : ___ : ___ : ___COMPLETE
ALTRUISTIC ___ : ___ : ___ : ___ : ___ : ___ : ___ EGOTISTIC
CRUEL___ : ___ : ___ : ___ : ___ : ___ : __ _KIND
SEVERE___ : ___ : ___ : ___ : ___ : ___ : ___ LENIENT
PASSIVE ___ : ___ : ___ : ___ : ___ : ___ : __ _ACTIVE
SUCX::ESSFUL___ : ___ : ___ : ___ : ___ : ___ : ___ UNSUCCESSFUL
REGRESSIVE ___ : ___ : ___ : ___ : --- : ___ : ___PROGRESSIVE
REPUTABLE ___ : ___ : ___ : ___ : ___ : ___ : ___DISREPUTABLE
FREE___ : ___ : ___ : ___ : ___ : ___ : ___CONSTRAINED
FAST___ : ___ : ___ : ___ : ___ : ___ : ___ SLOW
WISE ___ : ___ : ___ : ___ : ___ : ___ : ___FOOLISH
PAINFUL___ : ___ : ___ : ___ : ___ : ___ : ___ PLEASURABLE
MEANINGFUL ___ : ___ : ___ : ___ : ___ : ___ : ___MEANINGLESS
YIELDING___ : ___ : ___ : ___ : ___ : ___ : ___TENACIOUS
EXCITABLE___ : ___ : ___ : ___ : ___ : ___ : ___CALM

