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Abstract 

The study set out to examine the effect of therapist's 

orientation on his or her recommendations for individual or 

family based therapy. Other factors thought to influence 

the decision reached (i.e. experience, coursework, location 

of practice, perceived competency) were also explored. 

Seventy psychologists in the mental health field were 

presented with six clinical vignettes. The vignettes 

contained diagnoses or presenting problems that indicated 

either individual or family therapy, or contained 

insufficient information to clearly lead to a modality 

selection. It was found that the case vignette was the only 

significant variable affecting the modality or goals of the 

treatment recommendation. Biases in decision making among 

psychologists, based on orientation and areas of relative 

competence, were expected but not found. However, 

orientation did significantly affect the number of sessions 

recommended, with psychodynamic therapists recommending more 

therapy sessions than therapists from the other therapeutic 

orientations. 
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Introduction 

Clinicians are faced with complex tasks. Among these, 

in choosing a course of treatment for a patient, the 

clinician must frequently decide between individual and 

family therapy, and which approach to take within the 

modality selected, as well as choose among orientations. 

Despite the importance of these judgements, one can easily 

find two or more therapists who will give different 

recommendations in response to the same clinical case 

presentation (e.g. Oliver, Searight, and Lightfoot, 1988). 

The question arises as to how these decisions are made, what 

information is used in making such decisions, and whether 

clinicians are able to make such decisions in an unbiased 

fashion. 

"Virtually nothing is known about how the unaided 

clinician goes about designing a treatment plan" (Nurcombe, 

1987, p. 483). One would hope, however, that the choice of 

treatment modality would be affected by the specific 

circumstances of the individual requesting psychotherapy--

namely, the client's presenting problem, diagnosis, and 

goals of therapy. As stated by Oliver, Searight and 

Lightfoot (1988) "ideally, each case would be assigned to 

one or 

the other type of therapy (family versus 
individual) on the basis of the client's problem 
or some other relevant client characteristic. 



However, there has been relatively little research 
concerning the connection between client 
characteristics and assignment to different mental 
health interventions" (p 543). 
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An exception to this is that previous research findings show 

that demographic information, such as race, education level 

and socioeconomic status, does affect the intensity of the 

treatment received among individually focused treatments 

(i.e. Hollingshead and Redlich, 1958; Bailey, Warshaw and 

Eichler, 1959; Lubin, Hornstra, Lewis and Bechtel, 1973). 

For example, people who are older, less educated, or black 

are more likely to be hospitalized, while those who are 

younger, more educated, or caucasian will likely receive 

outpatient psychotherapy. 

In a more comprehensive study by Oliver, searight and 

Lightfoot (1988), the authors examined the effects of client 

characteristics on the selection of individual or family 

therapy. The authors felt that the decision might be made 

based on client information that was "nonrandom, yet without 

a therapeutic rationale" (Oliver et aI, 1988, p 544). The 

factors they examined were age, gender, income, family 

composition, race, payment source, referral source, 

presenting problem and previous treatment history. It is 

interesting to note that while these authors clearly felt 

that the orientation of the therapist would also affect the 

decision reached, this factor was left out of the study 
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conducted. 

Oliver and colleagues (1988) found that only referral 

source and presenting problem had a significant effect on 

the modality of therapy chosen. Many of those with a 

presenting problem of family difficulties (64%) or behavior 

problems (71%), and those referred for status offenses (56%) 

received family therapy. Because research has shown that 

family therapy is generally more effective in these 

situations, the findings are initially comforting. 

Avallone, Aron, starr and Breetz (1973) also found 

presenting problems predictive, but in a simulated 

situation. 

Despite the appropriateness of such variables leading 

to the selection of family therapy, it is important to learn 

what other factors lead therapists to select individual 

therapy in approximately 35 percent of these situations. 

Korner & Brown (1990), for example, found that coursework 

and supervised training, along with a feeling of adequacy of 

these experiences, directly affected therapists' clinical 

practice. The authors found that many therapists make a 

practice of excluding children from family therapy in 

response to feelings of confusion and incompetence in the 

therapist. The tendency to exclude children from family 

therapy was directly related to the amount of family based 

course work and supervision as well as the therapists' views 
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about the adequacy of their training. Those who received no 

specific training with children included children in their 

practice much less than thos€! who did receive such training. 

In addition, those therapists who perceived their training 

with children to be adequate were much more likely to 

include children than were the therapists who viewed their 

training as inadequate. Those who excluded children from 

family therapy were also the least comfortable with 

children. 

Although this study addressed how therapists choose who 

is present in the family therapy, rather than how they 

choose between family and individual therapy, a parallel is 

not difficult to imagine. It is not a far leap to question 

whether psychologists with less training and experience with 

families, or who perceive their training to be less 

adequate, would be likely to avoid family therapy as well. 

Families, like children, have the ability to make the 

therapist feel out of control and perhaps even incompetent. 

Another factor that may affect modality selection is 

the therapeutic orientation of the therapist (Sugarman, 

1986). Because there are limited resources of time and 

energy which can be included in therapy, those who focus on 

a great amount of depth in one area (i.e. personal history, 

experience and worldview) must sacrifice breath into all 

other areas (i.e. family relationships, social and 
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occupational functioning) and vice versa. In addition, 

purist models of therapy which tend to focus on depth at the 

expense of breadth, may dictate which modality is selected 

(Sugarman, 1986). In psychodynamic theory, for example, 

change is assumed to occur through the use of transference 

which will facilitate a "successful re-experience" of the 

earlier events that have halted the development of the 

individual. Because the transference is likely to be 

disturbed by the introduction of family members into the 

therapy sessions, individual therapy is dictated. However, 

the strategic and structural therapies see change as due to 

a restructuring of the system which allows it to become 

unstuck. Strategic therapists see pathology in the 

individual as irrelevant, as all pathology is created by the 

system, although it may be seen at the individual level. 

Strategic therapists will, therefore, treat the whole family 

system. 

While those from one of the purist models will have no 

difficulty choosing a treatment modality (i.e., having it 

chosen for them), eclectic therapists may have more 

difficulty. The eclectic therapist must first decide which 

treatment modality is appropriate. This decision is usually 

a discrete selection of either family or individual therapy. 

"Most eclectic theorist/clinicians feel that the power of 

the purist models is diluted if they are merged on the 



procedure/technique level" (p. 8). Alternatively, the 

integrative therapist may choose to combine individual and 

family therapy without diluting the therapeutic effect 

(Sugarman, 1986). 
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While no studies have examined the process of how 

therapists' orientation affects modality selection, the 

actual modality selections (of individual, family, and group 

therapy) made by therapists from four different orientations 

was studied (Kopta, Newman, McGovern, & Sandrock, 1986; 

Newman, Heverly, Rosen, Kopta, & Bedell, 1983). consistent 

with Sugarman's (1986) predictions, psychodynamic therapists 

tended to recommend individual therapy and family therapists 

recommended more family therapy. However, the family 

therapists also recommended a fair amount of individual 

therapy. Eclectic therapists, on the other hand, chose from 

all three options of individual, group and family therapy. 

Several of the sources of influence discussed above 

(training, competence, and orientation) reflect potential 

sources of bias in the clinician. Bias in social judgments, 

and specifically clinical judgments, has been explained in 

terms of cognitive limitations and motivational biases (e.g. 

Review by Kruglanski & Ajzen, 1983). In general, people 

tend to look for, notice and remember only those aspects of 

the environment which are consistent with one's theory or 

belief. These "bias" studies have looked at how clinicians 



conducted, or proposed to conduct, interviews with clients 

in order to confirm or disconfirm a diagnosis for a 

particular client in question. The research on bias in 

clinical studies has not resulted in a consistent picture 

however. Some studies among counselors and students have 
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found bias to be pervasive and even difficult to avoid (e.g. 

Snyder and Swann, 1978), while others have found such bias 

to be nonexistent (e.g. Friedlander & Phillips, 1984; 

Strohmer & Chiodo, 1984; Strohmer & Newman, 1983; Trope & 

Bassok, 1982). This discrepancy in findings appears to be 

due to methodological differences. Those studies which 

found bias did not give participants the option to select 

relevant and unbiased questions. Among those who found that 

clinicians were not biased at this earlier stage of 

information gathering and diagnostic decision making, some 

felt that bias in clinical judgments may be present at a 

later stage in the therapeutic process. Stromer and Chiodo 

(1984) also felt that clinicians may use a less rigorous and 

more biased process when not asked to "call to mind a 

scientific method" (p. 516) as well as during later stages 

of therapy. "These stUdies dealt only with the 

additional data generation aspect of hypothesis 
testing and not with other phases (e.g. 
interpretation of data). Thus, confirmatory bias 
may be found elsewhere in the process." (p. 518) 

In addition, these studies did not examine how the therapist 
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used the diagnostic information to affect his or her 

treatment recommendation. The present study, in addition to 

focusing on this later stage of therapeutic decision making, 

also set out to explore the relationship between information 

gathering and treatment recommendation. 

Research examining how therapists make treatment 

recommendation decisions have generally simplified the 

information in one of two ways. It has looked at pieces of 

information, such as a Q-sort, and the indications yielded 

by each piece individually. Alternatively, it has looked at 

one specific case and how therapists from different 

modalities have responded to that case. Either approach is 

only able to yield data of limited utility. The Q-sort type 

approach does not easily generalize toward working with a 

client in which several facts coexist that lead to 

conflicting recommendations. From such studies, one is only 

able to determine how therapists respond to data, not to 

actual clients or case descriptions that present complex 

information. Relatedly, if a simulated case description 

contains insufficient information, then a wide variety of 

treatment recommendations is not only expected, but perhaps 

even justified. While this information may show that 

therapists are predisposed to use a specific orientation or 

modality when they do not have sufficient information about 

their client, it does not address what therapists will do 
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given less ambiguous client information. 

Finally, one needs to examine therapists' treatment 

recommendations to a variety of clients in order to 

determine the extent to which therapists are responding to 

the client's presentation or their own training and 

orientation. It was assumed that, when sufficient 

information was available, therapists would make treatment 

recommendations in response to the case material. Where 

insufficient or conflicting information existed, therapists 

would have much more difficulty relying on case information, 

and would need to use other factors (i.e. therapists' 

orientation, experience and competence) in making the 

treatment recommendation. 

consistent with Kopta et al (1986) and Newman et aI's 

(1983) findings, the clinician's orientation can be expected 

to influence the modality decision such that psychoanalytic 

therapists would recommend individual therapy more often, 

ask for information about the family less often, and 

recommend more hours of therapy in general. systemic, 

strategic and structural therapists were expected to 

recommend family therapy more often and ask for further 

information about the family. cognitive-behavioral and 

humanistic/experiential therapists can be expected to fall 

in between the two other categories for recommendations. 

This bias toward orientation consistent treatment was 



expected to be greatest where client information was 

insufficient or ambiguous. 

16 

Training was also expected to affect treatment modality 

selection. Those with classes in family therapy were 

expected to recommend family therapy more often and ask for 

further information about the family in order to confirm 

their decisions. Those with few or no classes in family 

therapy were expected to do both less often. Finally, 

clinicians who felt more competent doing individual therapy 

were expected to recommend individual treatment more often, 

while those who felt more competent doing family therapy 

were expected to recommend family treatment more often. 

In summary, it was expected that clinicians would be 

biased toward selecting individual therapy if they A) had 

taken classes on individual pathology and individual therapy 

but few or no classes on family pathology, B) were 

psychodynamically oriented, C) have little clinical 

experience working with families and D) feel more competent 

working with individuals. A bias toward family therapy was 

expected to be seen among clinicians who A) had taken 

several courses in family process or family therapy, B) were 

systemic, strategic or structural in orientation C) had a 

large amount of experience in family therapy and D) felt 

more competent working with families. These trends were 

expected to have a much higher influence on the therapeutic 
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modality selected when the clinical case description did not 

give sufficient information, or gave conflicting 

information, in indicating the treatment of choice. Client 

characteristics were expected to influence the selection of 

therapeutic modality, such that clinicians would select the 

therapy with the highest expected efficacy, when case 

vignettes contained sufficient information to indicate a 

treatment of choice. 



Method 

Subjects 
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The participants in this study were 70 psychologists 

(64 Ph.D.s, 6 Psy.D.s), predominantly from the Southern 

California area. Potential participants were contacted by 

phone and asked to participate in a study examining how 

psychologists make treatment recommendation decisions. All 

participants were employed in service agencies in the mental 

health field. The participants ranged in age from 29 to 71 

with an average age of 43.5, and had an average of 14.1 

years of psychotherapy experience. Twenty six subjects were 

psychodynamic or psychoanalytic in orientation, eight were 

existential or humanistic, 21 were cognitive or behavioral 

and 15 were systemic or strategic. The only factor that 

differed significantly across orientation was the age (F = 

2.8, P = .04) of the humanistic/experiential group. This 

population was somewhat older than those in the other 

orientation groups (see Table 1). 

INSERT TABLE 1 ABOUT HERE 

Telephone numbers of psychologists were collected from 

the yellow pages of three Los Angeles area codes and the 

employee list from the psychiatry departments of a large 

health maintenance organization (HMO). One hundred and 
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sixty psychologists were contacted in alphabetical order, of 

which 40 stated that they were unable or unwilling to 

participate in the study. Five were retired, six felt that 

they were no longer qualified to make treatment 

recommendations for adults (e.g., had limited their caseload 

to children only, did only assessment), 15 felt they were 

too busy and 14 felt they were unable because of current or 

upcoming events (pregnancy, vacation, illness, etc). Of the 

remaining 120 who agreed to participate, all were sent a 

copy of the survey. Seventy of the 120 surveys mailed 

(58.3%) were returned (43.75% of those originally 

contacted) . 

Survey 

Eight vignettes were originally constructed and pilot 

tested on a group of 18 students in the mental health field. 

Students were used in the pilot study because it was 

expected that they would be more aware of, and concerned 

with, the "correct" answer--based on consensus and the 

current psychotherapy research findings--than would 

practitioners. Students were instructed to select the 

appropriate therapy for each case vignette and were asked to 

present the rationale for their choices. All vignettes were 

constructed such that the identified patient was always a 

married female between the ages of 25 and 35. Five of the 
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eight vignettes were designed to be consistent with the 

literature that supports the use of either family or 

individual therapy, while three were designed to provide 

insufficient or ambiguous information, such that no superior 

modality was indicated. 

In order to be included in the study, vignettes which 

indicated family or individual therapy as the treatment of 

choice needed to elicit the specific therapy as the 

appropriate response 80 percent of the time in pilot 

testing. Ambiguous vignettes were required to indicate 

family therapy between 35 and 65 percent of the time. Two 

vignettes, one ambiguous and one family oriented, were 

eliminated because they did not elicit the response intended 

during pilot testing. Of the remaining vignettes, family 

therapy was selected in 33 of 36 trials (91.67%) for the two 

family therapy vignettes, 15 of 36 trials (41.67%) for the 

two ambiguous vignettes, and 3 of 36 trials (8.33%) for the 

two individual therapy vignettes. 

The first two vignettes described two patients, one who 

had difficulty with sexual arousal and marital satisfaction 

(see Appendix C) and the other, a mother of an adolescent 

with behavior problems (see Appendix B). In both 

circumstances, clinical research and clinical lore indicates 

that family based therapy is the treatment of choice 

(Greenberg, Glick, Match, & Riback, 1964; Sager, 1964; 
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Schomer, 1978). The second group of two (ambiguous) 

vignettes describes one adult diabetic with poor blood sugar 

control (see Appendix D) and another patient who complains 

of depression (see Appendix E). The diabetic has a history 

of responding to family stress with poor blood sugar 

control; as a child or adolescent, family therapy would have 

been the treatment of choice (Minuchin, Baker, Rosman, 

Liebmen, Milman, & Todd, 1975). However, she is now a wife, 

soon to be mother, and infrequently sees her family of 

origin. In addition, some reviews (e.g. Rosenstock, 1985) 

claim that individual therapy aimed at increasing self 

efficacy of blood sugar control and increasing the 

reinforcement value of compliant behavior is an appropriate 

treatment choice. The depressed woman is responding to both 

a series of losses and stress within her primary 

relationship. According to Coyne's interpersonal model, 

depression is an interactional phenomenon (Coyne, 1976); 

however, individual cognitive based therapy is frequently 

seen as the treatment of choice (e.g. Beck, Hollon, Young, 

Bedrosian, & Budenz, 1985; Rush, Beck, Kovacs, & Hollon, 

1977). The third group of vignettes describes a woman who 

has a driving phobia (see Appendix F) and another with 

insomnia (see Appendix G). Both of these diagnoses are most 

responsive to behaviorally based individual therapy 

according to both clinical lore and psychotherapy research 
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(e.g. Bandura, 1977; Marks, 1978; Bootzin & Nicassio, 1978). 

However, a word of caution is necessary. Psychologists were 

asked to respond to case vignettes, not simply diagnoses. 

within these vignettes a fuller picture of each client was 

drawn. This additional information was included, in part, 

to allow for therapist bias to be seen. As can be seen from 

pilot testing, the vignettes did not pull for bias among 

graduate students within the mental health field. 

The order of the vignettes was randomly assigned. 

After each vignette was presented, a treatment 

recommendation form was added. It asked for information 

about the treatment that the clinician would pursue (see 

Appendix H). It also requested that subjects list further 

information that they would ask for if given the 

opportunity. The purpose of this question was to examine 

whether information about the client was sought in order to 

confirm the therapist's recommendation, or instead to gather 

more information about the client for further hypothesis 

testing. Instructions to participating psychologists were 

created based on a similar study by Kopta and colleagues 

(see Appendix A) and added to the front of the survey. 

Finally a therapist information form requesting data on 

education, orientation, experience, perceived competence and 

membership affiliation was added to the end of the survey 

(see Appendix I). 
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Results 

Several t-tests (18) were completed to determine if 

those who selected individual or family therapy for each 

vignette differed on the years of their clinical experience, 

or hours of monthly clinical or research based reading. In 

addition, several chi-squared tests (9) were run to examine 

differences between those who selected individual or family 

therapy in response to each vignette. The factors 

investigated were the primary orientation of the therapist; 

previous coursework in ethics, family therapy and individual 

therapy; perceived competence rated in the areas of 

individual, marital and family therapy; competence group 

ratings'; and gender. A separate chi-squared analysis was 

computed to examine the effect of vignette on modality 

selected (individual or family). Because of the large 

number of analyses completed, Bonferoni's adjustment was 

used to correct for alpha slippage. As a result, 

differences were only recognized as significant when p < 

.0015. Of the above analyses, the modality selected was 

only affected by the case vignette (X2 = 174.9, df = 5, P = 

.0000) to which therapists were responding. Responses did 

not differ significantly between individually oriented and 

ambiguous vignettes (X2 = 6.4, df = 3, P = .09). As shown 

in Table 2, most psychologists recommended individual 



24 

therapy in response to both the individually oriented and 

the ambiguous vignettes, but recommended family based 

therapy in response to the family oriented vignettes. 

Therapists did not appear to be biased by their orientation 

(see Table 3), training, or competence (see Table 4), as had 

been anticipated. 

INSERT TABLES 2, 3 AND 4 ABOUT HERE 

It seemed possible that confirmation type biases were 

not seen on modality selection because all therapists were 

given the same information to read; there was no opportunity 

to pull for biased information, only opportunity to attend 

to information that was consistent with one's beliefs and 

discard the information that was not. This limitation seems 

less likely to occur in actual therapy sessions. However, 

if therapists were likely to ask biased questions in 

therapy, it seems reasonable to assume that they 'would ask 

biased questions when looking for further information about 

the client in question. This information could have been 

biased in two ways. Questions could be consistent with the 

orientation of the therapist, or consistent with the 

modality already selected. Chi-squared tests were run to 

examine both of these possibilities, and both modality used 
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(X2 = 3.86, df = 2, P = .14) and orientation held (X2 = 6.81, 

df = 6, P = .34) were found not to significantly affect the 

focus of the questions asked (see Tables 5 and 6, 

respectively). However, case vignette also did not affect 

the questions asked (X2 = 13.99, df = 10, P = .17). Overall 

therapists asked for information about only the individual 

in 55% of questions asked, only the family in 23%, and both 

the individual and family in 22%. These frequencies were 

not significantly affected by modality, orientation or 

vignette. 

INSERT TABLES 5 AND 6 ABOUT HERE 

Two repeated measures analyses of variance were run to 

examine the effects of vignette, orientation and competence 

on the total number of therapy sessions recommended. 

Orientation was found to have a significant effect (F = 

8.62, df = 3, P = 0.0000), while vignette (F = 2.35, df = 5, 

P = .04) and competence group (F = 1.64, df = 3, P = .19) 

did not. Although vignette did not reach the adjusted 

significance level, it appears that psychologists tend to 

recommend more therapy hours in response to ambiguous 

vignettes (see Table 7). It also appears that those 

psychologists who perceived their competency, in the areas 
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of individual and family therapy, to be above average 

recommended fewer hours of therapy in response to the same 

vignettes (see Table 8); Again, this difference was not 

significant. As can be seen in Table 7, psychodynamic 

therapists recommended significantly longer therapy than did 

others in response to the same clinical material. Although 

competence groups did not affect the number of sessions 

recommended, its effect on the length of treatment did 

approach the adjusted significance level (F = 3.13, df = 3, 

P = .032) in a repeated measures analysis (see Table 9). 

Those who saw themselves as above average on both individual 

and family therapy tended to estimate the length of therapy 

to be shorter than all other groups, while those who saw 

themselves as better than average on family therapy but 

below average on individual therapy tended to estimate the 

length of therapy right at the average of all groups. 

Psychologists who viewed themselves as below average on 

family therapy tended to estimate the length of therapy as 

consistently longer; this appeared to be especially true for 

those therapists who also saw themselves as below average on 

individual therapy as well as family therapy. 

INSERT TABLES 7, 8 AND 9 ABOUT HERE 

As mentioned above, competence ratings were not found 
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to significantly affect either modality selection or the 

goals of therapy; however, an interesting trend did emerge. 

Those who did not select family therapy in response to the 

family oriented vignette (Appendix B--an adolescent with 

behavior problems) tended to see themselves as less 

competent in family therapy (X2 = 13.1, df = 4, P = .01). 

Those who selected family therapy had a mean competency 

rating of 3.53 on a scale from one to five, while those who 

selected individual therapy had a mean of 2.92. 

Although clinicians do not appear to be biased in their 

decision making, many clinicians still made some "errors" by 

selecting a non-consentual treatment2 • Of the 70 

clinicians in the study, 38 selected the appropriate 

treatment for all four of the vignettes which call for a 

specific treatment recommendation. Twenty two made an 

"error" on only one of the four vignettes, sixteen of these 

selected individual therapy when family or marital treatment 

was appropriate and six selected marital therapy when 

individual therapy was appropriate. Nine of the 70 

clinicians made incorrect treatment recommendations in 

response to two of the four vignettes. In the majority of 

cases (seven of nine), the same "error" was made twice; six 

selected individual therapy for both of the cases which 

called for family based intervention. Only one clinicians 

chose three inappropriate treatment recommendations. While 
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these numbers may sound initially discouraging, the overall 

accuracy rate among psychologists was just under 85 percent. 

Ten post hoc analyses were calculated to compared those 

who did and did not make "errors" in treatment selections. 

The only significant differences between the two groups were 

in the areas of age (t = 2.1 , df = 68, P = .039) and 

experience (t = 2.0, df = 68, P = .05) of the clinicians. 

Those psychologists who selected nonconsentual treatments 

tended to be older and have more experience than those who 

did not (see Table 10). Although not significant, those who 

made treatment "errors" tend to read less research based 

material and more clinically based material than those who 

consistently selected the consentual treatment selection. 

Although orientation did not significantly affect the 

frequency of therapeutic selection "errors", psychodynamic 

therapists tended to recommend individual therapy, for 

sexual and marital dissatisfaction, more frequently than 

other orientation groups (see Table 11). 

INSERT TABLES 10 AND 11 ABOUT HERE 

Upon closer examination of the surveys containing these 

"errors", it was found that many of the psychologists also 

considered the appropriate treatment recommendation as a 

possible alternative. As can be seen in Table 2, nineteen 
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psychologists selected individual therapy for a woman who 

complains of marital and sexual dissatisfaction. Of those 

nineteen, nine indicated that they would consider doing 

marital therapy, but first needed to gather more information 

from the individual about the patient's goals and motivation 

for therapy. Another three psychologists indicated that 

they would do marital therapy after individual therapy was 

complete. Thirteen psychologists selected individual 

therapy for a woman complaining of frustration with her 

adolescent son who has been acting out in a number of ways. 

Five of these therapists stated that their goal in seeing 

the woman alone was to clarify her goals for treatment and 

to collect more information. All five indicated that they 

would consider family therapy if the assessment information 

supported it. Another four therapists stated that they 

would see the adolescent for individual therapy. All four 

of these therapists were psychodynamic in orientation. 

There were considerably fewer psychologists who made 

"errors" in suggesting family or marital therapy when 

individual therapy was most appropriate. However, there 

were also fewer psychologists who considered individual 

therapy as a possible alternative once they had selected 

marital therapy. Five psychologists recommended marital 

therapy in response to a woman who complained of a driving 

phobia. Two of these five felt that the husband might play 
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a role in his wife's anxiety, and was therefore included in 

the therapy for further information about this role. One 

psychologist stated that she would work with the individual 

after marital therapy was complete. Seven clinicians 

recommended marital therapy in response to a woman who 

complained of insomnia and a resulting decrease in 

functioning. Although four of these clinicians stated that 

the goal of the marital sessions was further evaluation, not 

one mentioned the possibility that individual therapy would 

be pursued as a result of this additional information. 
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Discussion 

From the literature, it seems clear that clinicians are 

often expected to have therapeutic modality biases, even 

though such biases have not been consistently found in prior 

research. This study also was not able to confirm that 

these biases do exist in treatment selection. Indeed it 

appears that psychologists, in response to a survey, were 

generally willing to change their mode of therapy to fit the 

client's situation and presenting problem. The therapeutic 

modality selected was not affected by training, experience, 

or the perceived competence of the therapist. It was only 

affected by the vignette--specifically by the information 

about the client. From this information, it appears that 

clinicians are not only unbiased, but ethical decision 

makers. Indeed, psychologists' treatment selections were in 

accordance with clinical and research guidelines 

approximately 85 percent of the time. 

However, it was noted that those psychologists who made 

errors in judgment tended to be older and have more 

experience than those who did not. This difference has 

three possible explanations. These clinicians are further 

away from their research and training. They may not have 

been exposed to newer interventions (e.g. family therapy) or 

more recently developed guidelines for intervention. 

Alternatively, older and more experienced clinicians may be 
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more committed to their own philosophy of and approach to 

therapy, and therefore, less flexible in their approach to 

each client. Finally, these clinicians may be selecting the 

treatment modality based upon information, contained in the 

vignette, other than the diagnosis. with greater years of 

experience, one may rely less on rules of thumb (based on 

either research or clinical guidelines) and come to rely 

more on his or her own personal experience of what treatment 

has worked in such situations in the past. Unfortunately, 

data in this study does not allow for either of these 

possibilities to be ruled out. Closer examination of those 

surveys containing treatment selection errors revealed that 

many of the clinicians who made "errors" in their first 

choice of treatments, considered the appropriate treatment 

choice 1) when it was consistent with the client's goal, and 

2) if the information gathered in the initial session was 

supportive of the appropriate treatment recommendation. 

The general lack of bias in treatment selection is also 

supported by therapists' approach to gathering further 

information about each client. Questions about the clients, 

asked by therapists after making their treatment 

recommendation decisions, did not differ significantly 

between orientation groups or between those who chose 

individual or family therapy. If psychologists did have a 

bias that included the tendency to confirm their preexisting 
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beliefs, one would expect to find that therapists from the 

family systems orientation would ask more questions about 

the family and those from the other three orientations would 

ask more questions about the individual. This did not 

occur. If psychologists had a motivational bias which would 

lead them to see information in such a way that they felt 

more competent and in control, then one would expect 

psychologists to ask questions that were consistent with 

their modality selection in order to confirm their original 

opinions. Again, this was did not occur. 
- .............. 

Given this lack of bias, it is surprising that the 

therapeutic modality selected did not differ significantly 

be·tween the individually oriented and the ambiguous 

vignettes. For some reason, clinicians did not respond to 

the ambiguity, except to estimate the length of therapy as 

somewhat--but not significantly--longer (see Table 7). It 

is possible that the similar treatment of individually 

oriented and ambiguous vignettes is due to a constraint of 

the survey. Psychologists were instructed to select only 

one modality for each vignette. Therapists may have been 

tempted to meet with both the family/couple and the 

individual, in response to the ambiguous vignettes, but were 

forced to choose only one. 

It could also be said that the lack of family based 

therapy selection, in response to the ambiguous vignettes, 
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reflects a bias toward individual therapy when insufficient 

or ambiguous information is presented. This possibility is 

also supported by the distribution of treatment selection 

errors. As can be seen in Table 2, twice as many errors 

were made by selecting individual therapy for family based 

problems than the reverse. However, clinicians also 

appeared more likely to correct an inappropriate selection 

of individual therapy than either marital or family therapy. 

It appears that psychologists, regardless of orientation, 

are generally more willing to meet with an individual, 

rather than a family, to collect information and establish a 

goal of treatment. 

However, consistent with one of the findings by Kopta 

and colleagues (1986), one orientation related finding did 

still appear. Psychodynamic and psychoanalytic therapists 

recommended longer and more intensive therapy than did 

others in response to the same clinical material. This 

extended length of therapy is usually explained by the 

greater depth of exploration and more pervasive structural 

change in psychodynamic therapy. Nonetheless, psychodynamic 

and analytic therapists did not differ from others on their 

selected goals of therapy. It does not appear that these 

therapists were attempting to accomplish more with the 

greater length of treatment. 

Findings from this study are consistent with those of 



35 

strohmer and colleagues (1983, 1984) who found that 

therapists were not using a confirmation bias in their 

hypothesis testing. While those studies were limited to the 

initial interview and diagnostic workup of a client, the 

authors did find that therapists did not limit themselves to 

asking questions which were only consistent with their 

preexisting beliefs. Although it was also expected that 

therapists in this study would selectively attend to 

information which was consistent with their preexisting 

beliefs, this was not found to be true. 

The almost pervasive lack of bias was most surprising, 

given others' findings that training, orientation and 

perceived competence do affect treatment recommendations. 

caution must be exercised in relying on the findings in this 

study, however, because they may be due to methodological 

variations rather than a lack of actual differences. 

In the study by Kopta and colleagues, which found that 

orientation of the therapists did affect both the hours and 

type of treatment recommended, therapists also responded to 

vignettes. However, the two vignettes used contained 

significantly more information than those in the present 

study; each vignette was ten pages long and contained a 

transcription of the third therapy session. While possible, 

it seems unlikely that greater information would lead to 

therapeutic bias. The task used by Kopta and colleagues 
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also required greater investment on the part of the 

therapist. psychologists were asked to state their 

intervention/verbal response at two points during the third 

session. Case conceptualization and treatment 

recommendation were requested after this point. It may be 

that therapists were then biased by their own interactions 

with the "client." Finally, therapists were instructed to 

select "What type or types of treatment would be appropriate 

for this patient?" The study allowed therapists to select 

as many (simultaneous or consecutive) interventions as they 

deemed appropriate. Of all the differences between studies, 

this seems to be the most likely to exacerbate potential 

sources of bias. Therapists may believe that a client would 

benefit from further and more diverse therapy; however, such 

recommendations may not be representative of psychological 

practice. While it is easy on paper to endorse an ideal 

treatment recommendation that includes all of the best 

possible components, the same therapist may be unlikely to 

do all of these treatments for a number of reasons. In 

practice, therapists must consider the financial, time, and 

motivational constraints on the part of the client. They 

also need to consider the fit of additional modalities with 

the client's goals of therapy (i.e. the client usually wants 

to feel better, not be the ideal specimen of psychological 

hea.lth) as well as the fit of the modalities with each 
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other, and the additional benefit and necessity of adding 

another treatment (for fUrther discussion on the subject see 

Sugarman, 1986). While limiting therapists to one modality 

may have prevented the appearance of modality selection 

bias, it is likely to be more representative of therapeutic 

practice. 

Because therapists don't actually have to conduct the 

modality selected in their recommendations, some caution is 

called for in extrapolating from this data. Psychologists 

may have been willing to recommend some treatment that they 

wouldn't be comfortable doing or would not do. It is not 

known if therapists would refer the client to someone else, 

or would conduct a less ideal form of therapy. Three of the 

psychologists commented, on their surveys, that they would 

not do the treatment called for, but would refer to someone 

who specialized in that area--two were in response to the 

woman with low sexual interest and the other to the family 

of the acting out adolescent. Several other therapists 

commented that they would refer specific clients for 

medication if the vegetative signs of depression persisted. 

Therapists may have completed the survey as a test of 

what is the "right answer" rather than what they would 

actually do. Given the concern that clinicians do not read 

clinical research studies, it is impressive that the vast 

majority of psychologists in this study knew "the right 
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answer." It seems unlikely that psychologists would be 

motivated to respond simply based on finding a correct 

answer since the study was presented as exploratory 

research, to which their was no right answer. In addition, 

therapists' understanding of the purpose of the study did 

not seem to influence their treatment. This factor did not 

significantly affect either modality selected or the goals 

of therapy. Of interest, however, is the tendency for those 

who did not make treatment selection errors to read more 

research based material per month. It may be that those who 

selected the appropriate responses were simply better 

informed. 

In addition, because psychologists were responding to 

vignettes, rather than clients, treatment recommendation 

decisions may not have been taken as seriously as when faced 

with a real client. This appears not to be true. 

Psychologists appeared to be genuinely concerned with their 

treatment recommendations. Most clinicians reported taking 

over an hour to complete the survey--although it need only 

take about half hour--and several expressed concern about 

selecting a treatment recommendation which might change with 

face to face contact with the client. 

Another limitation of this study is that the 

possibility of a sampling bias can not be ruled out. It may 

be that only the ethical, conscientious clinicians responded 
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to the survey. The possibility of this influence is 

increased by the ability of the psychologists to drop out at 

several time points prior to completion of the survey. 

Psychologists could refuse to receive a survey, or not fill 

out, complete, or return the survey. The nature of a survey 

dictates that only those who are responsible and 

conscientious will return it, as it is entirely based on 

motivation on the part of the participant. In addition, it 

is easy to imagine that those who feel less adequate and/or 

accurate in filling out the survey are unlikely to return 

it. These two factors combined suggest the possibility that 

the sample may not be representative of the population in 

general. 

Finally, it is posssible that the study did not have 

sufficient power to detect an orientation based bias which 

is small in its effect size. Effect size in past studies of 

clinical bias has varied from .74 down to .12. While this 

study has the power to detect effects for much of this 

continuum, it is unlikely that a small effect would have 

been detected. Although this possibility does exist, one 

would expect to see a trend in the data such that more 

errors were made by psychologists from specific 

orientations. This does not appear to be true. 

Further research should be conducted to examine which 

modalities are selected in response to actual clients, 
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especially if this could be looked at historically to 

decrease the participants' selective mortality and 

reactivity to measurement. While such a study has been 

completed by Oliver, Searight and Lightfoot (1988), they did 

not consider the therapist variables in making treatment 

recommendation decisions. From the findings here, one would 

predict that therapist variables such as orientation, 

training, and perceived competence, would not be likely to 

explain the clinicians' therapeutic modality selection. 

However, such a study could examine the possibility that 

sample bias, reactivity to measurement and lack of personal 

investment on the part of the therapist lead to the present 

lack of significance. 
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Appendix A: Introduction and Instructions for participants 

We are asking you to participate, as a psychotherapist, 

in a simulated therapeutic assessment. This study sets out 

to examine the effects of a number of client and therapist 

variables on clinical decisions. Some of the factors to be 

considered are age, sex and experience of the therapist. 

You are asked to read several vignettes and then state 

your treatment recommendation. Please answer all questions 

as honestly as possible. Although the case descriptions are 

probably lacking information which you may think is crucial, 

we ask you to bear with us and proceed with the information 

that is available. Please state what you would do in each 

case--there are no correct or incorrect answers. As 

clinicians, we are well aware that you are being asked to 

make judgments on data which is certainly less abundant than 

is normally made available to you during actual therapy. 

Nonetheless, we would like you to make your best judgment 

given the information provided. 

After completing the treatment recommendations, you 

will be asked to give some demographic information, as well 

as information on your training and experience. All 

responses will be kept confidential. Only aggregate data is 

to be examined. If you are interested in the findings of 

this survey, please included a 3" x 5" index card containing 
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your name and address. This information will be kept 

separate from the responses. A copy of the findings will be 

sent to you as soon as they are available. 

Your participation is voluntary and much appreciated. 

Given the confidential nature of the survey, no signature is 

requested. However, a returned survey will be taken to 

indicate your consent. 



Appendix B: Family Therapy Vignette--Adolescent with 

Behavior Problems 
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Mrs P is a forty two year old woman complaining of 

frustration and helplessness. She has no complaints with 

sleep or appetite. Mrs. P reports that she is fairly 

happily married; however, she complains that her husband 

travels frequently. Mrs. P is not working outside of the 

home currently, and states that staying at home is "not 

helping the situation any". She is having particular 

difficulty with her 16 year old son. He is constantly 

fighting at school, bringing home things he could not afford 

to buy, and refusing to listen to or cooperate with the 

family. Recently her son has left with the family car 

without permission. Mrs P. states that she would never have 

defied her parents when growing up. Her father is reported 

to be authoritative and militant in his child raising. Mrs 

P. stated that as a teenager, she promised herself that she 

would not be that type of parent when she had children. Her 

mother was kind, but seemingly unconcerned with her 

children's activities. Mrs. P is unable to pinpoint when 

her feelings of frustration began, but feels that they have 

gotten worse over the last six months. 
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Appendix c: Marital (Family Based) Therapy Vignette--Marital 

and Sexual Dissatisfaction 

Mrs S. enters you office looking very uncomfortable and 

embarrassed. When invited to sit she hesitates and refuses 

to remove her jacket. She states that she is here at her 

husband's request. She initially discusses her presenting 

problem as difficulty is expressing affection. Later she 

admits that the "real problem" is her lack of interest in 

sex. Mrs S. states that she and her husband have not had 

sex in almost a year. Mrs S reports that the problem began 

when she was ill last year. She just didn't want her 

husband to touch her. But, Mrs S claims, her husband just 

didn't seem to understand. Mrs S began to feel that the 

sex/intercourse was more important to him than she is. 

Although Mr. S repeatedly tells her how important she is, 

she continues to rebuff his advances. 

Mrs S. states that this is her second marriage. 

Although she had no sexual difficulties in her first 

marriage, it ended for "other reasons". She married young 

to get out of her childhood home where her parents were 

constantly fighting. Mrs S reports that she is no longer in 

touch with her family. She stopped returning her mother's 

calls after her parents refused to attend her wedding 

ceremony in which she married her current husband. 
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Mrs S. was laid off last October. She is currently 

supported by her husband who works as an attorney. However, 

she enjoys fundraising, community involvement, and working 

or civil rights issues. 

Mrs S. claims that she has come into your office now 

because her husband insinuated that he would "go elsewhere 

for satisfaction" if things don't change soon. Mrs S. 

believes that her husband is not currently having an affair. 
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Appendix D: Ambiguous Modality Vignette--Diabetic Patient 

Joanne is a 33 year old diabetic. She has come to you 

complaining of her inability to control her bloodsugar 

level. She has recently seen her physician who "lectured 

(her) on the benefits of diet, exercise and self-control". 

Her doctor then recommended that she see a therapist for her 

inability to accept her disease and comply with her medical 

treatment. 

Joanne states that she has greater difficulty 

controlling her eating--and her health--when she is worried 

or stressed. In addition to her health problems, Joanne 

tells you that she is two months pregnant. She and her 

husband were not planning to have children for at least 

another year or two. Joanne is also concerned because her 

parents are coming to town for a two week vacation. 

Joanne states that she has had recurrent problems with 

her eating and blood sugars, but that the last time it was 

"this bad" was when she was 14. Her parents reported to her 

and her brother that they were considering a divorce. 

Joanne required a ten day hospitalization in order to reach 

and maintain diabetic control. After returning from the 

hospital no mention was made of divorce again, although 

Joanne does not understand what changed their minds. 

Joanne states that her job, as a grade school teacher, 



is very satisfying and her husband is "wonderful and 

supportive. There just isn't anything that he wouldn't do 

for me." 
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Appendix E: Ambiguous Modality Vignette--Depression with 

Some Marital Complaints 
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Lily is a twenty six year old, very thin but 

attractive, female. She states that she recently saw an add 

on TV and realized that she was depressed. Lily states that 

she has little interest in food or activity lately. She has 

recently lost over 20 pounds. After loosing a job in 

Nevada, Lily and her husband moved to California to pursue a 

job opportunity for him .. Lily has been looking for a job 

for over four months without any encouragement. Lily feels 

increasingly desperate about the job situation because she 

and her husband are having financial problems. Lily feels 

like everything is going wrong for her lately. After a 

series of injustices Lily is beginning to feel out of 

control of her life. Lily is also beginning to feel useless 

and worthless. She states that even her husband is getting 

impatient with her behavior, especiallY her inability to do 

anything for herself. She was even unable to drive herself 

to the appointment today--her husband brought her and is 

currently waiting in the car. 

Lily states that there is no family history of 

depression, that she is aware of. According to Lily, her 

family is "normal enough". She has been depressed in the 

past, but never this depressed. Lily states that the issue 
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came to a head earlier this week when her husband came home 

from work to find her not yet dressed for the day. 
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Appendix F: Individual Therapy vignette--simple Phobia. 

Gloria is a forty five year old, slightly overweight, 

woman. She arrives in your office fifteen minutes late for 

her third scheduled intake appointment after canceling the 

first two. She states that the earlier appointments were 

missed because she was unable to stay in the car for that 

length of time. Gloria appears very pale and shaken. She 

states that she has a great deal of difficulty driving, 

particularly during peak hours and describes growing 

symptoms of anxiety (sweaty palms, tight chest, buzzing in 

the ears, heart palpitations) whenever she feel she might 

get stuck in traffic. 

While driving in heavy traffic last year, Gloria was 

caught in a ten car pile up and was pinned between the seat 

and steering wheel for almost an hour. She had no 

difficulty driving immediately after the accident or for 

several weeks after. However, five weeks later, when her 

husband had chest pains, Gloria began to experience 

generalized anxiety. After learning that his chest pains 

were not indicative of any heart problems, Gloria started to 

get nervous only in the car. Gloria states that the anxiety 

is lessened, but not absent, when driving with others in the 

car. 

Gloria was working full time as a travel agent. 
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However, the morning commute has caused her to take a leave 

of absence from that job. She has begun to look for work 

closer to the house. Gloria's husband is said to think that 

if she has no reason to leave the house, she will stop going 

out at all. 



52 

Appendix G: Individual Therapy Vignette--Insomnia. 

Mrs. L is a 36 year old woman of average height and 

weight. She moves somewhat listlessly, but does not have 

slowed speech nor does she display depressed affect. Mrs L 

complains of feeling run down and unmotivated. She states 

that this has been going on for about four weeks. An 

incident at work led her to pursue therapy. Mrs L recently 

made a costly mistake at her job as an accountant. She feel 

that this mistake was made due to poor attention. Mrs L now 

feels that she would loose her job if she makes a similar 

mistake. 

Mrs L complains of anxiety at the end of the evening. 

But states that until the recent mistake, she never felt 

anxious at work or during the day. Mrs L had difficulty 

identifying the source of her anxiety. After much 

deliberation she decided that she feared not being well 

rested and adequately prepared for the next day. She also 

stated that the worry seems only to make the situation worse 

as she is having even more difficulty falling asleep lately. 

Mrs L states that her two young children occasionally 

wake her up in the middle of the night, but that she has no 

unusual problems with them. Her oldest daughter was seem 

for bed wetting several years ago, and responded quite well. 

Mrs L reports that she is less patient and less 
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understanding with her family lately. She appeared upset 

when discussing a recent occasion in which she lost her 

temper over "spilled milk". She also feels that her husband 

has become overly concerned with her welfare lately. He has 

become very protective of her, especially when she is 

driving. 
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Appendix H: Treatment Recommendation Form 

Please read the following case description. After reading, 

please answer the following questions: 

What is your goal of treatment? 

What type of therapy do you recommend? (circle one option 

from each column) 

MODALITY 

Family therapy 

Group therapy 

Individual therapy with child 

Individual therapy with adult 

Marital/couples therapy 

Other 

ORIENTATION 

Behavioral 

Client-centered 

cognitive 

Experiential 

Psychodynamic 

strategic 

Other 

What do you estimate as the length of treatment? (please 

circle one) 

up to one month 

2 to 3 months 

6 months to 1 year 

1 to 2 years 

4 to 5 months greater than 2 years 

How often will you meet with the client? 

once monthly 2 to 3 times/week 

twice monthly 4 to 5 times/week 

once weekly daily 

If you are not comfortable with this treatment 

recommendation, what further information do you need? 



How would this information influence your original 

recommendation? 
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Appendix X: Therapist Information Form 

Personal information 

Age: 

Sex: Male Female 

Degree: Ph.D. Psy.D. M.S.W. M.A. M.S. M.F.C.C. 

Years as a therapist: 

Location of practice: Private Medical center HMO CMHC 

Please place a check next to all courses that you have 

successfully completed. 

Basic Psychology Courses 

statistics (Advanced) 
comparative Psychology 
Learning 
Perception 
Child Psychology 
Developmental Psychology 
Social Psychology 
Family Systems 
Personality 

Clinical Psychology Courses 

Intellectual Assessment 
Personality Assessment 
projective Techniques 
Community Psychology 
Abnormal Psychology 
Individual Psychotherapy 
Family therapy 
Psychopharmacology 

Please estimate the amount of time you spend reading 

research focused material per week? 

Please estimate the amount of time you spend reading 

clinically focused material per week? 

Please state your theoretic orientation. 
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Please rank the amount of experience you have had with each 
of the following treatment modalities. Use 0 to designate 

no experience with tx, 1 to designate least experience, and 
5 to designate the most experience. 

Individual therapy with adults 

Individual therapy with children 
Marital therapy 

Family therapy 
Group therapy 

On a scale of one (not competent) to five (very competent), 
please assess how competent you feel you are currently in 

the following therapeutic modalities. 

Very competent Not competent 

Individual therapy with adults 

5------------4------------3------------2-------------1 
Individual therapy with children 

5------------4------------3------------2-------------1 
Marital therapy 

5------------4------------3------------2-------------1 
Family therapy 

5------------4------------3------------2-------------1 
Group therapy 

5------------4------------3------------2-------------1 

What do you suspect is the purpose of this study? 



TABLE 1: AGE, EXPERIENCE, COURSEWORK AND GENDER OF 
PSYCHOLOGISTS FROM THE FOUR ORIENTATION GROUPS 
INCLUDED. 

PSYCHO- HUMANISTIC COGNITIVE 
DYNAMIC & & 

& EXPERIENTIAL BEHAVIORAL 
ANALYTIC 

N = 26 N = 8 N = 21 

AGE 39.9 51 44.6 
(sd) (9.3) (14.3) (9.1) 

EXPERIENCE 12.7 20.9 13.9 
(sd) (7.9) (11. 9) (6.5) 

FAMILY 
COURSES 2.4 2.1 1.9 

(sd) ( .8) ( .9) (1. 2) 

GENDER 16F, 10I>i 3F, 5M 10F, 11M 
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FAMILY 
SYSTEMS 

N = 15 

43.3 
(6.4) 

12.9 
(6.0) 

2.3 
(9) 

6F, 9M 



TABLE 2: THERAPEUTIC MODALITY SELECTION BY VIGNETTE TYPE 

I 

INDIVIDUAL 
I 

AMBIGUOUS 
I 

FAMILY I TOTAL I VIGNETTES VIGNETTES VIGNETTES 

DIAGNOSIS II PHOBIA I INSOMNIA I UNCONTROLLED DEPRESSED SEXUAL BEHAVIOR D DIABETES DISSAT. PROBLEMS 

i SELECTED 
INDIVIDUAL 64 62 62b 55b 19a 13a 275 

THERAPY 

& PERCENT 92.8% 89.9% 89.9% 79.7% 27.5% 19.4% 66.8% 

i SELECTED 
FAMILY 5 7 7b 14b 50 a 54a 137 THERAPY 

& PERCENT 7.3% 10.1% 10.1% 20.3% 72.5% 80.6% 33.3% 

a: Response to family oriented vignettes was found to be 
significantly different from the other four vignettes 
(p=O.OOOl) 

b: Response ambiguous vignettes was not significantly 
different from that of individually oriented vignettes 
(p=0.09) 
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TABLE 3: PERCENT OF PSYCHOLOGISTS FROM FOUR DIFFERENT 
ORIENTATION GROUPS WHO SELECTED INDIVIDUAL THERAPY BY 
ORIENTATION 

INDIVIDUAL 

I 
AMBIGUOUS 

" 

FAMILY 

I VIGNETTES VIGNETTES VIGNETTES 

EXPRESSED PHOBIA INSOMNIA UNCONTROLLED DEPRESSED SEXUAL BEHAVIOR 
PRIMARY DIABETES DISSAT. PROBLEMS 
ORIENTATION 

PSYCHODYNAMIC 96.2% 76.9% 96.1% 88.5% 38.5% 11.5% 

HUMANISTIC- 87.5% 75.0% 75.0% 100.0% 25.0% 25.0% 
'EXPERIENTIAL 

COGNITIVE- 90.5% 85.7% 95.2% 90.5% 23.8% 23.8% 
BEHAVIORAL 

FAMILY SYSTEHS 80.0% 80.0% 93.3,'j; 86.7% 13.3% 20.0% 

\ AVERAGE 
II 

90.0% 
I 

80.0% 
II 

92.9% 
I 

90.0% 
II 

27.1% 
I 

18.6% 
I ,PERC.::.NT 
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TABLE 4: PERCENT OF PSYCHOLOGISTS WHO SELECTED INDIVIDUAL 
THERAPY BY COMPETENCY GROUP 

!I 
II 
I 

II , 

I INDIVIDUAL 
VIGNETTES 

PERCEIVED I PHOBIA : INSONNIA 
COMPETENCyl I i 

! IT2, r FTJ 85.0% 85.0% 

r 

! 

I 

'" ... 

IT, ! FT 86.7% I 
! 

60.0% 

r I 

IT, FT 100.0% 
, 

80.0% 
! 

IT, ! FT 86.7% ! 93.3% 

AVERAGE 

I 
90.0% I 80.0% 

PERCENT I 
RELATIVE TO AVERAGE 
INDIVIDUAL THERAPY 
FAMILY THERAPY 

11 Ai'1BIGUOUS 'i FAMILY 

:1 VIGNETTES " ~!IGNETTES II 

,I 

i II UNCONTROLLED DEPRESSED SEXOAL BEHAVIOR 
I DIABETES DISSAT. PROBLEMS I 

95.0% 90.0% 40.0% 20.0% 

I 93.3% 93.3% I 26.7% 6.7% 
! 
I 

I ! 95.0% 90.0% 30.0% 20.0% 

:1 

I 

I 86.7% 
I 

86.7% 6.7% I 26.7% 
!i I 

I I 

II 
92.9% 

I 
90.0% 

II 
27.1% 

I 
18.6% 

I 
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TABLE 5: PERCENTAGE OF QUESTIONS ASKED ABOUT THE INDIVIDUAL, 
FAMILY OR BOTH WHEN EITHER INDIVIDUAL OR FAMILY THERAPY 
WAS SELECTED 

I 

INDIVIDUAL FAMILY 0 THERAPY THERAPY 
SELECTED" SELECTED" 

INDIVIDUAL ?'S 52.2% 61.8% 54.6% 

FAMILY ?'S 22.3% 25.5% 23.2% 

BOTH 25.5% 12.7% 22.2% 

TOTAL 100.0% 100.0% 100.0% 
·-0 

a: The differences between those selecting individual or 
family therapy on type of question was not significant 
(p=O .14) . 
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TABLE 6: PERCENTAGE OF QUESTIONS ASKED ABOUT THE INDIVIDUAL, 
FAMILY OR BOTH BY PSYCHOLOGISTS FROM DIFFERENT 
MODALITIES' 

I 

PSYCHO- HUMANIST COGNITIVE FAMILY c:J DYNAMIC EXISTEN- BEHAVIORAL SYSTEMS 
TIALIST 

INDIVIDUAL ?'S 55.5% 56.5% 63.2% 40.9% 54.6% 

FAMILY ?'S 20.7% 17.4% 22.8% 31. 8% 23.2% 

BOTH 23.9% 26.1% 14.0% 27.3% 22.2% 

TOTAL 100.0% 100.0% 100.0% I 100.0% 100.0% 

a: The effect of orientation on questions asked was found to be 
nonsignificant (p=O.34) 
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TABLE 7: AVERAGE HOURS OF TREATMENT RECOMMENDED BY 
PSYCHOLOGISTS OF VARIOUS ORIENTATIONS IN RESPONSE TO 
SIX CASE VIGNETTES 

I 

INDIVIDUAL AMBIGUOUS FAMILY 
VIGNETTES VIGNETTES VIGNETTES 

DIAGNOSIS 
II 

PHOBIA I INSOMNIA I ON CONTROL DEPRESSED SEXUAL BEHAVIOR 
DIABETES DISSAT .. PROBLEMS 

PSYCHODYNAMIC i 
& 67.1" 46.3" i 76.5" 83.1" 63.8" 45.2" 

PSYCHOANALYTIC (8.6) (6.1) (13.4) (10.2) (9.4) (7.5) THERAPISTS 

HOMANISTIC 
& 21. 0 17.5 56.0 28.5 29.5 21. 0 

EXPERIENTIAL (15.6) (11.1) (24.2) (18.4) (17.0) (13.5) 

COGNITIVE I 
I & 24.1 20.1 :1 29.3 30.7 26.3 25.0 

BEHAVIORAL (9. 6) (6.8) II (14.9) (11. 4) (10.5) (8.3) THERAPISTS 

FAMIL:l 
II SYSTEMS 21. 7 19.5 24.5 38.5 28.5 23.5 

THERAPISTS (11.4) (8.1) 

II 
(17 .. 6) (13.5) (12 . 4) (9.9) 

AVERAGE 

I I I! I II I 
FOR ALL 39.2 29.4 48.8 51. 6 41. 0 31. 7 

ORIENTATIONS 

a: Psychodynamic therapists were found to recommend 
significantly more hours of therapy than all other 
orientation groups (p=O.OOOl). 

iTOTALi 

D 
63.7" 

28.9 

25.9 

26.0 

1[;;] 
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TABLE 8: MEAN AND STANDARD DEVIATION OF TREATMENT LENGTH IN 
MONTHS FOR FOUR COMPETENCY GROUPS! 

INDIVIDUAL 
VIGNETTES 

PERCEIVED 
I 

PHOBIA 

I 
INSOHNIA 

COMPETENCyl 

t IT2, t FT3 5.8 8.4 
(1.9) (1.3) 

N=20 

t IT, j FT 8.4 10.6 
(2.2) (1. 5) 

N=15 

I IT, t FT 9.8 9.7 
(1.9) (1.3) 

N=20 

! IT, I FT 13.7 8.1 
(2.2) (1. 5) 

N=15 

AVERAGE 

I I 
TREATMENT 9.2 9.2 

LENGTH 

2. 
3. 

RELATIVE TO AVERAGE 
INDIVIDUAL THERAPY 
FAMILY THERAPY 

I 
AMBIGUOUS 

II 
FAMILY 

I VIGNETTES VIGNETTES 

I 
UNCONTROLLED DEPRESSED SEXUAL BEHAVIOR 

DIABETES DISSAT. PROBLEMS 

5.0 4.4 5.5 5.4 
(1. 0) (1. 5) (1. 6) (1.3) 

5.6 6.5 8.7 7.4 
(1.2) (1. 7) (1. 8) (1. 5) 

7.9 7.8 13.0 9.3 
(1. 0) (1. 5) (1. 6) (1. 3) 

I 7.5 7.7 10.8 10.1 
I (1.2) (1. 7) (1. 8) (1. 5) 

II 
6.5 

I 
6.5 

II 
9.5 

I 
7.9 

I 



TABLE 9: MEAN AND STANDARD DEVIATION OF TOTAL TREATMENT 
HOURS IN MONTHS FOR FOUR COMPETENCY GROUPS l 

INDIVIDUAL 

I 
AMBIGUOUS 

I 
FAMILY 

VIGNETTES VIGNETTES VIGNETTES 

PERCEIVED 

I 
PHOBIA 

I 
INSOMNIA 

I 
UNCONTROLLED DEPRESSED SEXUAL BEHAVIOR 

COMPETENCy1 DIABETES DISSAT. PROBLEMS 

1 IT2, 1 FTJ 27.2 19.6 33.7 45.8 25.7 19.1 
(10.8) (7.4) (15.9) (1.5) (11. 0) (3.5) 

:1=20 

1 .,.,., 1 FT 36.8 25.7 45.6 51. 8 33.1 27.2 --, 
(12.5) (8.6) (18.3) (14.7) (12.7) (9.9) 

~1=15 

1 IT, 1 FT 52.8 38.8 48.8 65.6 63.0 35.2 
(10.8) (7.4) (15.9) (12.7) (11. 0) (8.5) 

:1=20 

1 -:..: , 1 FT 39.5 33.6 
I 

72.3 40.3 40. ·1 48.3 
(12.5) (8.6) (18.3) (14.7) (12.7) (9.9) 

:;=15 

p.VERAGE 

I I II I II I 
TREATMENT 39.2 29.4 48.8 51. 6 41.1 31.7 

::':::NGTH 

1. ?ELATIVE TO 1>.VERAGE 
2. :NDIVIDUAL THERAPY 
3. ::AMILY THERAPY 
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TABLE 10: AVERAGE AGE AND YEARS OF CLINICAL EXPERIENCE OF 
PSYCHOLOGISTS WHO DID AND DID NOT MAKE ONE OR MORE 
INAPPROPRIATE TREATMENT RECOMMENDATION DECISIONS 

J 
NO ERRORS ONE OR MORE 

ERRORS 

AGE 41.10 45.94 

YEARS OF 12.32 16.03 
EXPERIENCE 

HOURS OF 5.21 3.53 
RESEARCH 
READING PER 
MONTH 

HOURS OF 8.03 9.34 
CLINICAL 
READING PER 
MONTH 
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TABLE 11: PERCENT FROM EACH ORIENTATION SELECTING THE 
APPROPRIATE TREATMENT RECOMMENDATION 

INDIVIDUALLY ORIENTED FAMILY ORIENTED 

PHOBIA INSOMNIA SEXUAL BEHAVIOR 
DH'SATIS. PROBLEMS 

PSYCHODYNAMIC 96.2% 88.5% 61. 5% 84.6% 

HUMANISTIC & 75.0% 100% 75.0% 75.0% 
EXPERIENTIAL 

COGNITIVE & 95.2% 90.5% 76.2% 71.4% 
BEHAVIORAL -
FAMILY 93.3% 86.7% 86.7% 80.0% 
SYSTEMS 
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