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ABSTRACT
In an investigation of how counsellors make decisions
about how to intervene on behalf of their clients twelve
trainees (six family counsellors and six person-centered
counsellors) sorted a series of 32 possible counselling
procedures from most to least desirable into a quasi-normal Qdistribution. Each subject completed the sort under four
conditions, once for each hypothetical counselling client.
The sex, age, gender, type of disorder, and severity of
disorder were held constant across all conditions. Conditions
varied as to socioeconomic status (poor versus middle class)
and ethnicity (Caucasian versus Native) of the hypothetical
client. The counselling alternatives ranked by the subjects
had been pre-selected to represent two dimensions of cognitive
attribution: internality versus externality and stability
versus instability. The sorted cards yielded preference
scores for each attributional category for each experimental
condition. Analysis of variance was applied to the scores for
each subject across all four conditions as a test for ethnic
or socioeconomic status differences as a function of
attributional pattern. The scores for all subjects were then
correlated with each other, and this matrix of
intercorrelations submitted to factor analysis yielding a
principal axis solution. Varimax rotation was used to produce
orthogonal factors. The factor loadings on each orthogonal
factor were then used to calculate weighted standard scores
indicative of the preference shown for each item within the
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pattern indicated by the factor. The items were than ranked
by their standard scores, scored by attribution pattern, and
analysis of variance applied.
Analysis of variance for individual counsellors revealed
only one subject for whom, across all conditions, ethnicity
and socio-economic status were significant variables.
Factor analysis revealed three distinct patterns of
response, one pattern for family counsellors and two distinct
patterns of response for the person-centered counsellors.
Analysis of variance indicated that the family counsellors
preferred items classified in the attributional schema as
external or external-stable. The first group of personcentered therapists showed a preference for items classified
as stable. The second group of person-centered therapists
also preferred items classified as stable, but also
systematically ranked unstable and external items lowest.
Patterns were highly correlated across all experimental
conditions except the "poor Caucasian" condition. In this
condition a fourth pattern emerged representing only two
person-centered therapists and showing no significant
preferences on the attributional schema. The second personcentered pattern essentially disappeared, while the family
therapists split into two less differentiated patterns. In
the "poor Caucasian" condition there were four subjects whose
responses correlated about equally with more than one pattern,
something which did not occur in the other conditions.
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Data confirm that attribution theory and Q-methodology
can be used to distinguish patterns of clinical decisionmaking as a function of type of therapist and client
characteristics. Results also tend to confirm that clinical
decision-making, as a pattern of attribution, is influenced by
socio-economic status of the client.
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CHAPTER 1
INTRODUCTION
Nature of the Problem
In the literature pertaining to the study of bias in
psychotherapy, clinicians are enjoined not to base their
decisions on such client characteristics as race, gender,
economic status or social position. Including these factors
in decision-making is considered to be bias. Commenting on
studies that find that women and minorities are judged to be
more disturbed or requiring more treatment, Lopez (1989)
asserts that a "major assumption underlying this bias is that
these differences are not due to actual differences between
genders, age groups, or racial/ethnic groups but to error on
the part of practitioners" (p. 184).
The literature on cross-cultural counselling and
psychotherapy enjoins clinicians to take cultural factors into
account in deciding how and when to intervene (Marsella &
Pedersen, 1981). Encouraging practitioners to see culture as
a dimension of relevant difference, Sue and Sue (1990) note
that when "minority group experiences are discussed they are
generally analyzed from the 'White middle-class perspective'"
(p. 8).
While the two literatures may seem to be at odds, they
are easily untangled at a philosophical level. The bias
literature asks clinicians not to be influenced by irrelevant
factors such as race or status, and the cross-cultural
literature asks clinicians to view culture as a relevant
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dimension of difference. Having recourse to a hierarchy of
logical types, any difference in the messages of the
literatures can be resolved by saying that consistently
intervening on behalf of the client's best interest may also
mean intervening in different ways depending on the cultural
context.
However, in the pragmatic world of clinical practice,
cultural variables are often confounded with issues of
racial/ethnic difference and differences in socioeconomic
status--the only client variable effect found to consistently
engender bias (Abramowitz & Dockecki, 1977). Acknowledging
this problem, Draguns (1981) states that "a more thorough
research effort on the effects of ethnicity, race, minority
status, and judgment class, all of these variables being
interrelated, is necessary in order to resolve this issue" (p.
19) [italics added].
This study does not purport to untangle Draguns entire
list of variables and their interrelationships. However, it
does provide a demonstration of a method for empirically and
qualitatively studying variables related to culture and bias,
while at the same time relating these to types of clinical
interventions and differences in orientations to counselling
and psychotherapy.
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Purpose of the Study
The intent of this thesis is refinement in the
conceptualization and methodology in the study of bias in
counselling and psychotherapy.
The typical study of bias has little theoretical
underpinning. Characteristics of clients, which are usually
taken to be the objects of prejudice (gender, ethnicity, race,
socioeconomic status, and so on), are presumed to be factors
that ought to be irrelevant to clinical decision-making. The
ethical principle (as opposed to theoretical construct)
invoked is usually distributive justice, the notion of
providing similar treatments for similar problems.
Consequently, the independent variable in a typical study of
bias is usually some factor such as race or gender, and the
dependent variable is the outcome of some clinical judgment.
In the classic experiment, if all other factors are held
constant, the difference in clinical judgment is attributed to
the operation of bias.
However, it is also argued in the cross-cultural
counselling literature that client variables such as gender,
race, age, ethnicity and socioeconomic status represent
differences that ought to be treated with sensitivity, that
ought to be taken into account in therapist decision-making.
Theoretically, this study is a step toward disentangling these
arguments by explicating processes underlying therapist
decision-making and separating categorical decisions (such as
classification and diagnosis) from continuum decisions (such
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as severity of disorder, or type and amount of treatment
indicated).
The experimental paradigm typical of this area of
research is generally operationalized by sending case
descriptions to large numbers of counsellors and
psychotherapists. The therapists are asked to make some
judgements about how to proceed with the process of helping
the client described. Some putative source of bias is
systematically manipulated. In a study of gender bias, for
example, half the sample would receive material describing the
client as female, the other half would be presented with an
identical client profile, except that the client would be
described as male. The typical experiment involves large
sample sizes, multiple dependent measures, large variances,
small mean differences, high levels of statistical
reliability, and little demonstration of clinical relevance.
Most typically, there is no study of "within-subjects"
variance or of the psychological phenomena underlying the
process of judgment.

Definition of Terms
Later in this document, important precedents in the use
and definition of terminology will be discussed. However, for
the present discussion, more precise meanings for basic terms
are important for clear understanding. Bias is taken to mean
the application of extraneous or irrelevant factors into the
process of clinical decision-making. Counselling and
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psychotherapy are taken to mean consultations provided by
professionals with the goal of changing the behavior,
cognition, or affect of the client. Cognitive attribution
theory is a set of constructs fundamentally associated with
the work of Heider (1958) explaining how observers attribute
causes to the behavior of others.

A Note About Methodology
This study uses a very different experimental design than
has been employed previously in this area of research, and so
a few early comments are in order to explain the rationale for
proceeding with an old problem in a new way. First, the
design is experimental so as to produce "cause and effect
results". The research question was made specific: Is there
an ethnic bias or a judgment bias demonstrated when
counselling trainees plan counselling interventions in terms
of options structured according to cognitive attribution
theory. All subjects respond to all four experimental
conditions so that individual patterns and within-subjects
differences can be examined. Experimental controls are
achieved statistically or through standardizing the
experimental materials. The experimental task is an analogy
to actual counselling practice, specifically the review of a
clinic intake report in preparation for a counselling
interview. The response set in each experimental condition is
a Q-sort, making use of the special properties of Qmethodology for exploring decisional processes.
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The design theory underlying the study can be described
as "replication logic". Each subject's responses form a
single universe of content, which is to say an experiment in
and of itself, with data points which can be statistically
analyzed. The next step in classical science is to replicate
this experiment. The hypothesis is that therapists of similar
theoretical orientation will give similar responses, thus
forming a "family" of subjects or, more abstractly, a group of
replicating experiments, with therapist theoretical
orientation being the linking subject variable.
The two therapist groups to be studied are personcentered therapists with their emphasis on endogenous growth
(internal attribution) and systemically oriented family
therapists with their emphasis on interactions between people
(external attribution).

A Cognitive Attributional Model of Therapist Judgment
In this study cognitive attribution theory is taken as a
conceptual basis for structuring and analyzing the responses
of the subjects. Within this framework, the variables of
interest are the cognitive dimensions that decision-makers
apply to making judgements, especially about other people.
The attributions made about the behavior of others can be
construed as lying somewhere on a dimension of internal versus
external (manifestation of a personal character trait as
opposed to response to the environment) and on another
dimension of stable versus unstable. In a classic study of
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gender prejudice, men accounted for high scores by women on a
mathematics task as a function of ideal working conditions and
good luck: external, unstable attributions. In another
experimental condition, when the men were reported to have
scored well, the men attributed this performance to
mathematical aptitude and predilection to diligent effort:
internal, stable attributions.
In at least some cases, the interventions of counsellors
and therapists can be taken to be indicative of their
attributions about clients and their problems. The community
psychologist engaged in social action programs could be
construed to be taking an external unstable position about the
difficulties in question, looking for change in the malleable
political world outside the person. The psychoanalyst using a
psychodynamic frame of reference to interpret the structure of
personality is using an internal stable attribution: change is
sought through modifying a stable entity (the personality)
within the person. In this study, the possible responses of
the subjects to the experimental materials is structured
according to the possible dimensions of the two-dimensional
attribution theory described above.

Research Questions
The general hypothesis is that clinicians will differ in
their response patterns according to their theoretical
orientations. A further hypothesis is that they will
differentially respond to white, middle-class clients with
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attributions that are unstable and external, and that they
will respond to non-white poor clients with attributions that
are stable and internal. These latter attributions should
correlate with higher estimates of severity of disorder,
since, from a clinical perspective, change would be construed
to be much more difficult. These predictions are consistent
with general attribution theory (as explicated below) (Weary,
Stanley, & Harvey, 1989) as well as Lopez's (1989) finding
that three quarters of bias studies that included
socioeconomic status as a variable found an overpathologizing
bias.
It is also hypothesized that family-oriented counsellors
will differ from person-centered counsellors in their
attributional patterns. Family therapists are concerned less
with internal, intra-personal events and more concerned with
external, unstable inter-personal events (Goldenberg &
Goldenberg, 1985). By contrast, person-centered counsellors
can be expected to emphasize internal, stable aspects of
clients (Meador & Rogers, 1984).
This study is intended to show within-subject differences
in clinical judgment, as well as cross-sectional differences.
It is also designed to yield data about how clinicians make
their judgements. The experimental design allows for the
control of, and manipulation of, several sources of bias at
the same time. This allows for the study of interactions
among variables. Similarly, client characteristics can easily
be altered from experiment to experiment. At a theoretical
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level, the outcomes indicate the workings of an attributional
process, without necessarily defining response to the
independent variables as a bias (i.e. extraneous and/or
irrelevant).
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CHAPTER II
LITERATURE REVIEW
Introduction
In reviewing the literature on bias in psychotherapy for
the purposes of this study, there are a number of points of
emphasis. First, the notion of what bias is, and how the
concept of bias is operationalized, is crucial to
understanding this literature. Within this area, ideas from
the literature on cross-cultural counselling form points of
comparison and alternatives for understanding differences in
clinical judgment. Second, the methodology of research is
important to this study since it is in the area of research
strategy and methodology that this writer sees the most room
for critical judgment and innovation. And, third, theory
underlying the study of bias is explored, with particular
emphasis on the possibilities of cognitive attribution theory
as a frame of reference.

Defining and Opera tionalizing Bias in Psychotherapy
The problem of bias in psychotherapy could be put as a
confrontation with the questions: Do therapists, either
individually or as a group, serve their clients objectively
and sensitively, without the operation of bias or prejudice?
This question implies that the study of bias is a question of
consistent application of professional values. These values
include the specific codes of ethical conduct published,
endorsed, and enforced by most professional human service
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organizations. The principles underlying these codes can be
classified and summarized as welfare (action taken is in the
interest of the client), beneficence (doing good by not doing
harm), distributive justice (similar treatment for similar
problems) and autonomy (the rights of clients to make
decisions in their own best interests) (Cayleff, 1986).
Framed as an ethical issue, bias would most obviously take the
form of violating one of the principles above as a function of
some client characteristic that ought to be irrelevant to the
clinical considerations of the case. From a comparative
standpoint, the notion of distributive justice, the idea of
providing similar treatment for similar problems, provides an
operational principle. It has been typical of research in
this area to operationalize bias as difference in therapist
professional actions as a function of client characteristics
such as race, ethnicity, gender, age, or handicap.
Lopez (1989), in a major review, states that "the term
bias implies a prejudgment or prejudice" and goes on to
assert that "a major assumption...is that differences [in
clinical judgment] are not due to actual difference.. .but to
error on the part of practitioners." Bias, then, refers to
error or inaccurate therapist judgment following from the
application of irrelevant or extraneous information to
clinical decision-making, usually by a process that is outside
the awareness of the clinician (Lopez, 1983; Schlossberg,
1977). Clearly, the operation of bias in psychotherapy has
great potential to lead to violation of the ethical principles

12

above, as well as to put into question the objective stance of
the therapist. Even if we allow, as Fromm (1947) does, that
ethics and values can be objectively studied from the point of
view of scientific psychology, the question of bias in
psychotherapy remains philosophically subtle.
The question is also operationally complicated by the
notion that bias is also operationalized as a problem of
clinical judgment.
More complication arises when social scientists seek to
operationalize the concept of bias in psychotherapy and plan
empirical studies of this problem. Researchers must generate
definitions of bias, prejudice, objectivity, therapy, and so
on that are consonant with the broad connotations of
professional practice and still allow for quantification or,
at least, reliable classification. Beyond this, the
researcher interested in bias must generate a research design,
an empirical paradigm, that yields results that are valid and
reliable while at the same time clinically significant. Given
that a major goal of this study is to address experimental
methodology in this area of research, the emphasis below will
be on controlled experiments as opposed to archival or
questionnaire research. Again, acknowledging the limits of
the present study, the review below emphasizes continuum
judgements (such as severity of client problem or therapeutic
intervention indicated) in clinical decision making as opposed
to classification judgments (such as diagnosis, all of which
is experimentally controlled in the present case).
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Client Characteristics That Evoke Bias
Gender, age, ethnicity, race, age, and socioeconomic
status have all been studied as possible client variables that
impact on the clinical judgment of therapists. Lopez (1989),
in a major review, concludes that the only client variable
with consistent empirical support is social class. Other
variables seem not to consistently "show up" as significant in
spite of several decades of research and hundreds of studies.
Many of the difficulties associated with the apparent
inconsistency seem to be conceptual and methodological.

Methodology
The literature on racial bias seems to epitomize the
difficulties encountered in research on bias. A review by
Sattler (1977), while failing to document systematic bias,
pointed to the limitations of both the analogue and archival
research methods. Voluntary participation by therapists in
most analogue designs limited reliability, as did the lack of
control for social desirability effects. Designs almost
invariably lacked control for "same race" versus "mixed race"
therapist/client dyads, and placebo controls were almost
always absent. In a further review of this literature
Abramowitz and Murray (1983) noted that the confounds inherent
in research designs to date so slant results toward the null
hypothesis that analogue methodology is, in their opinion,
"well nigh irredeemable". These authors assert that "a
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wholesale moratorium on the continued wholesale adoption thus
seems entirely justified" (p. 247). This extreme position,
while reflecting a lack of results, fails to take into account
the source of the problem and to fully evaluate the
alternatives. The alternatives are to either design research
that transcends the problems of control and confounds, or to
rely solely on naturalistic studies that are, by the logic of
their designs, descriptive and correlative at best. If bias
is a problem, then it is a problem to be solved. While
archival and naturalistic studies may have proved the ability
to identify and predict the operation of bias, without data
that indicates cause and effect relationships, professional
counsellors and those concerned with their behavior will know
from correlational study only that bias exists and is
predictable. While these methods may have heuristic value,
they cannot fully explain how bias comes about or how to
change it.
Murray and Abramson (1983b) offer a compendium of
research and theory on the subject of bias in psychotherapy.
While acknowledging that some important results have been
found, the general consensus of the many authors contributing
to this work is that empirical data has, to date, been
confusing at best and equivocal at worst. The editors
conclude that "it seems we are just learning how to study bias
in psychotherapy" (p. 351). The study of bias lacks
theoretical clarity and a reliable data base of valid research
results.
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Rather than despair of any hope for analogue research on
bias, Davidson (1983) takes aim at the theoretical
underpinnings of bias research. The often-cited study by
Broverman, Broverman, Clarkson, Rosencrantz, and Vogel (1970)
(in which a large sample of therapists were asked to rate
bipolar adjective pairs descriptive of general mental health)
is a first target. Davidson notes that Broverman-like
research fails to show how results of paper and pencil tests
translate into the emotion-laden arena of the
psychotherapeutic encounter. Davidson also notes that
attempts to replicate Broverman have been disappointing.
Pointing out that few research designs test articulated theory
or contain compelling analogies to "real" therapist behavior,
Davidson recommends that countertransference, the
psychoanalytic concept which accounts for the therapist's
feelings about and expectations for the client, form the
theoretical basis for bias research. Direct study of
clinicians' behavior and attitudes with clients is
recommended. Presumably, such research would involve
assessment of the therapist's emotional and cognitive
functioning, linking this to clients' immediate responses and
later behaviors. Davidson stops short of describing in
practical, operational terms just how this is to be
accomplished.
Davidson's principle that research, to be meaningful,
must come to terms with the client/therapist encounter is
certainly fundamental. However, the criticism of "paper and
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pencil tests" as operational measures is equally basic. A
large body of well-replicated literature documents the lack of
correlations between actual behavior and subjects' (or
clients') assertions about what they do (Mischel, 1968).
Thus, experiments that operationalize dependent measures in
terms of paper and pencil responses to hypothetical situations
are really measuring a correlate of an unreliable correlation
rather than the phenomenon of interest. This problem is
reflected in a study by Murray and Abramson (1983a). A
description of a client presenting problem was sent to a large
sample of therapists with the request that the case be
evaluated. Subjects were told that their responses would be
used as a data base for a computer screening system, but in
fact, the sex and attractiveness of the client description was
systematically varied while the case description was held
constant. Results of questionnaires returned were offered by
the authors as evidence of an attractiveness bias. In this
case, the implicit operational definition of bias is that, all
other things held constant, differences based on client
characteristics represent bias. In order to find compelling
evidence in this study that this is a bias operative in the
therapists' behavior with clients, one would have to believe
that answering a questionnaire concerned with differential
screening of client problems is a good analogy to counselling
process. Furthermore, the authors report levels of
statistical significance, but not absolute magnitudes of mean
differences or measures of variance. In a large sample study
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(N = 971), small differences that are clinically trivial may
well show up more reliably, in a statistical sense, than large
differences (associated with large variances between subjects)
that are clinically crucial (Sidman, 1960). Inherent,
fundamental design flaws render results of this study
clinically ambiguous at best.
Even if the limitation of statistical design, multiple
dependent measures, and weak analogy could be transcended,
this study would still fail to address the fundamental concern
underlying the study of bias. In the opinion of this author,
counsellors are concerned with bias because they are concerned
with offering a complete service to clients that is consistent
with the ethics of professionalism. If the Murray and
Abramson study does, indeed, tell us that therapists, in
conducting therapy, behave differently when they encounter an
attractive client, have we really encountered a bias? Is the
clinician aware of the source of the judgment, is the judgment
accurate, and is the information relevant to the decision? If
the therapist quite consciously takes client attractiveness
into account in understanding the uniqueness of the
individual, while taking care not to transgress any of the
ethical guidelines above, then bias is not the issue. Careful
control of client variables and presenting problem minimize
this issue in Murray and Abramson (1983a), but this
distinction between bias and sensitive discrimination is
vitally important. What should surprise us in doing research
is finding that a salient variable is unrelated to behavior,
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just as in observing therapy we should be surprised to see a
practitioner insensitive to a dimension of individual
uniqueness. Meaningful research about bias tells the reader
what dimensions or aspects of the therapist or client are
causally related to undermining the egalitarian practice of
psychotherapy.
Still the Murray & Abramson (1983a) study represents a
kind of classic paradigm for studying difference. The central
tactic is to have therapists review case descriptions, holding
all factors constant, varying only one client characteristic
between subject groups. Typically, subjects are therapists
randomly assigned to groups, and the results are, necessarily,
normative descriptions of population samples since repeated
measures of individuals would jeopardize fundamental controls.
This tactic was used by Saxon & Spitznagel (1992) to expose an
age bias among vocational counsellors. Hardy and Johnson
(1992) showed case material to 185 graduate students,
systematically varying gender, alcoholic state, and the
socioeconomic status of the "client". They found that the
presence of alcoholism negatively affected judgments of
prognosis--but, again, is this evidence of bias? Is
alcoholism really irrelevant to prognosis? Burk and Sher
(1990) used the same research strategy to demonstrate that
counsellors have negative perceptions of children of
alcoholics. But is being the child of an alcoholic
unimportant, something that should be left out of clinical
judgment? Gartner & Harmatz (1990) kept their case
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descriptions constant among all 363 counsellors who reviewed
the material, varying only the religious and political views
of the hypothetical clients. These authors described the
differential response of groups of therapists to these
variables as "ideological transference". Huitt & Elston
(1991) used this method to explore attitudes to the disabled,
while Maroney & Golub (1992) used this technique to quantify
nurses' bias against obese patients. Hansen and Reekie (1990)
used the "standard case description/vary only the
demographics" method to assess how social workers differed in
their perceptions of male and female clients. Male social
workers saw male clients as more disturbed, but, again, the
methodology stops cold at identifying differences. Which
particular therapists perceive this difference? How do they
perceive it? What does it mean to their clinical judgment
process? And under what conditions, and on what occasions, is
the independent variable relevant or irrelevant? This
research strategy seems to say that clinical judgment is a
black box, that aggregating the responses of many therapists
is a generalizable result, and that client variables are
always irrelevant to clinical decision-making.
These tacit assumptions are at odds with notions basic to
another literature, the literature of cross-cultural
counselling. Here, client variables such as race, social
position, ethnicity, and so on are explicitly seen as factors
that therapists should take into account insofar as they are
correlates of or reflections of cultural differences (Sue and
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Sue, 1990). It would be naive to argue that the literature on
bias is insensitive to cultural issues which are often
confounded with race, ethnicity, and socioeconomic status.
However, the acceptance of simple difference as evidence of
bias ignores the importance of culture and the dynamics of
clinical judgment.
In spite of its short-comings and difficulties, Lopez
(1983) defends the importance of analogue research, but calls
for new designs. He deplores the lack of theoretical basis
for research design and recommends cognitive attribution
theory as a frame of reference to guide research: "Empirical
studies that could identify specific attributional patterns
would greatly assist those attempting to ameliorate and
prevent clinical bias" (Lopez, 1983 p. 362). Lopez suggests
that specific presenting problems be systematically
investigated, relating referral problems to therapist and
client variables. Lopez asserts that research designs need to
address themselves to the process of clinical judgment (not
simply its manifestations) and to the question of when in the
therapeutic process bias occurs.
When therapists form clinical judgements they require a
data base, a decisional strategy, and a set of priorities.
Falvey (1992) found that therapists rely most heavily on
interview data to inform themselves about clients, but also
attend to reports from other professionals, giving little.
Korchin (1976) notes that clinicians tend, in their decisionmaking to use less information than is actually available to
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them. O'Donohue & Fisher (1990), using survey and interviews,
could find no systematic decision-making procedure in the
counsellors they studied. However, there is evidence that
therapists consistently form causal hypotheses, and that they
tend to remember information that conforms to these hypotheses
(Strohmer & Shivey, 1990), often maintaining these notions in
the face of new and contradictory evidence (Ellis & Robbins,
1990). Presumably, therapists have some theoretical "road
map" by which they organize information into priorities.
Clearly, a research strategy that related a theoretical
position to a decisional strategy and a set of clinical
priorities and then related these to specific clinical
problems would be extremely useful in understanding clinical
decision-making.
Introducing the notion of dynamics of clinical decisionmaking into the literature on bias in psychotherapy is another
dimension that defines counselling and therapy as a process,
not an event. Few studies of bias take this reality into
account (Abramowitz and Murray, 1983). Rather, the typical
design is a cross-sectional "snapshot" of intake, assessment,
disengagement, or outcome. Populations are studied at one
point in time rather than individuals across time. Defining
therapy as a process implies higher validity (i.e. closer
analogy) for longitudinal experimental designs. Process
research, empirical single-case studies, repeated measures
designs, and replication logic (Yin, 1989) seem to be obvious
improvements over the current state of affairs. Research
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designs that contain reliable repeated measures carry the
potential to study processes and particular events, as well as
individuals and populations. Such designs have potential to
bring to light a wholistic, but empirically documented,
picture.
Taken together, the discussion above forms a set of
criteria for the design of research in psychotherapy. The
design should be experimental in nature so as to produce
"cause and effect" results rather than correlations or
predictions. The design must be based on a clearly
articulated theory such that ameliorative action is clearly
indicated when causes and effects are discovered. Results
should be clinically meaningful as well as statistically
significant. To be useful, data must be directed at
attributes that can be identified with individual therapists
and counsellors rather than statistically defined populations.
The analogy represented by the experiment must be a compelling
parallel with the actual role-consistent behavior of
therapists with clients and, furthermore, the results must be
replicable in real clinical situations. The ability to
control for the nature of the presenting problem and its
severity, while meeting other design demands, is crucial.
Client variables not intrinsic to the hypotheses of the study,
and especially socioeconomic differences, must be controlled
for. Theory and design must take into account the dynamics of
dyadic therapy, the change in relationship over time, that is
the hallmark of the therapeutic encounter. These principles
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represent a criterion list for evaluating research design and
outcome.
While at a practical level, the present study does not
address itself to changes over time in the therapist/client
relationship, ideas for how to apply the basic design and
theory to longitudinal research are presented below. However,
it remains to take up Lopez' challenge to apply cognitive
attribution theory to clinical judgment.

Attribution Theory

Attribution theory as a formal psychological system has
its roots in the pragmatic psychology of Heider (1958).
Heider took as his premise that all people have a basic need
to believe that they control their environment. It follows
from this premise that a basic human quality would be to seek
to understand why people do things. Attribution theory posits
that, armed with this understanding of why others behave as
they do, we can take action to predict and control what
happens to us. In an attribution theory frame of reference,
we are all "scientists" using theory to attribute causes to
the interpersonal events in our lives. Attribution theory
posits that all people make causal attributions about the
behavior of others.
Insofar as it is concerned with the need to predict and
control, Heider's theoretical premises are very similar to
those of Rotter's work on locus of control (Rotter, 1966) and
Seligman's theory of learned helplessness which, in recent
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years, has taken an explicitly attributional tack (Alloy,
Peterson, Abramson, & Seligman, 1984). In the present study,
this premise of inferred causation on the part of the
perceiver is undertaken as well. The assumption is made that
therapists seek to understand the client in order to make the
encounter predictable and controllable.
Heider proposes that there are two kinds of basic
attribution: internal (or, as some refer to it, dispositional)
and external (or situational). Again, these constructs are
very similar to the internal/external dichotomies posited in
the locus of control literature.
Internal attribution is in play when the cause of
behavior is thought to lie within the person as opposed to
that person's environment or circumstances. An internal
attribution makes the causal assumption that behavior observed
reflects a unique property of the person. A personal
attitude, a religious belief, a character trait or a
personality dimension given as a cause of behavior are all
examples of internal attribution. When internal attributions
are made, the cause is said to be inside the person: Joe works
hard because he has within him the characteristic of
persistence.
External attribution is in play when factors in the
social or physical environment are said to be causing
behavior. If we say that Joe works hard to earn money, to get
praise, or to achieve grades, we are making external
attributions about the causes of Joe's behavior. Here, the
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fundamental point is that the cause of behavior is seen to be
outside the person doing the behaving.
Skinner (1974) has noted that people routinely select
internal or external attribution according to the desirability
of the behavior to be explained. When a student performs well
in preparing a paper, it is typical for this performance to be
attributed to internal causation: intelligence, diligence,
careful attention, writing skills, and the like. But when a
written assignment is poorly done, the same student is likely
to favor external attributions about causes of behavior:
sickness, fatigue, stress, and a host of extenuating
circumstances are invoked to account for the poor showing. A
crucial point is that when we make a purely situational or
external attribution we are implicitly saying that this person
would not engage in this behavior without these situational
factors.
The selection of attributional dimension can also be
indicative of biases or prejudices (Zimbardo & Lieppe, 1991).
The common and near-classic example is that of commentary on
athletes. It is not unusual to hear that athletes of color
have an abundance of natural talent--internal attribution-while white players perform well because of hard work:
external attribution. The unstated but logical corollary is
that colored athletes, as persons, are just plain lucky to be
born with talent, while the white athletes are hard workers
with lots of "character". Choosing another common-place
example, sex-role stereotypes also demonstrate the workings of
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the attributional dimension of internal versus external
(Hamilton, 1983). Deaux (1976) and Deaux & Emswiller (1974)
reported on a series of studies in which the dependent
variable is the attributions made about differential behavior
of men and women on tasks where traditional stereotypes would
impute some advantage or disadvantage to one gender or
another. For example, when women outperformed men on a
mathematical task the subjects accepted the outcome as factual
and valid--but accounted for it with external attributions
about the success of the women. The test was unfair, the men
were fatigued, the women got lucky: these were the
explanations offered. When the poles were reversed, and the
men were seen to have done better, the attributions were
almost all internal, having to do with the skills, talents and
intelligence of the men or the internal deficits of the women.
"What is skill for the male is luck for the female," is the
phrase that summarizes the findings.
What factors influence the formulation of internal versus
external attributions? Kelley (1972) asserts that there are
three perceived properties of behavior that are critical
determinants: nonnormative versus normative, consistent versus
inconsistent, and distinctive versus nondistinctive.
Nonnormative behavior leads to internal attributions, as when
we assume that we are dealing with a rude person when we see
that person behave in a rude way to someone known to be kind
and generous. Internal attributions are also more likely when
behavior is seen to be consistent. In a simple example, being
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consistently on time for appointments may lead to an
attribution of compulsiveness (negative trait) or punctuality
(positive trait) but in either instance the attribution is
about some internal factor influencing behavior. Indeed, we
could say that a great deal of psychology is about internal
attributions since consistency of behavior over time and
across situations is a defining feature of personality theory.
Distinctiveness is a slightly more subtle determinant of
internal attribution. When a behavior is particular to a
given set of circumstances, i.e. distinctive, then we are
inclined to make an external attribution, an attribution that
the circumstances account for the behavior. Conversely, when
behavior is non-distinctive we make an internal attribution.
For example, someone is seen to pray not only in church but at
other times as well--the praying is nondistinctive--then the
attribution typically made is internal, having to do with such
qualities of person-hood as piety or spirituality. External
attribution about the demand characteristics of church
services is reserved for the "Sunday Christian" who prays only
at church.
The logic of the attributional theory is that we assume
internal causation of behavior when no one stimulus seems to
be causing it and yet it occurs consistently (Weary, Stanley,
& Harvey, 1989). It follows that attributions will vary
according to how much information is available concerning
normativeness, consistency and distinctiveness. It is
important to note that the causal attributions of abnormal
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psychology have traditionally been internal. Abnormal
behavior is nonnormative, inconsistent, and distinctive.
Internal versus external attribution accounts for the
spatial dimension. Where is the cause? Is it inside the
person or outside the person? A second dimension of
attribution is temporal. Is the causative factor stable-which is to say, temporally ongoing--or is it unstable or
short-lived?
Weiner, et. al. (1972) has proposed the following model,
refined by Hamilton (1983), of attributional process which
incorporates the "spatial" (internal versus external) and the
"temporal" (stable versus unstable). This model posits the
four categories of causal attribution. This representation of
attribution theory reflects Heider's original thinking about
the crucial distinction between what he called "can" versus
"trying", the distinction between ability and effort. It
seems to make intuitive good sense that skills and abilities,
as well as effort and motivation, do not, by themselves
produce outcomes. Outcomes are also determined by situational
demand characteristics (here called "task difficulty") and by
unpredictable and uncontrollable events, or, put simply, luck.
This, then, forms a simple model of attributed causation.
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Figure 1.
Simplified attributional model.
Internal^External
Stable

Ability

Task difficulty

Unstable

Effort

Luck

Any scholar who has struggled to provide a theoretically
coherent and empirically rigorous account of any phenomenon
will attest to the notion that everyday causal thinking is
usually subject to oversimplification. Taylor and Fiske
(1975) point out that internal attributions require less
information and less keen observation. But whatever the
cause, Ross (1977) has described attributing cause to
dispositions over situations as the fundamental attribution
error. It is, therefore, predictable from all that has been
said above that therapists will tend to make internal
attributions about clients. Mainstream theories of therapy,
personality, and change are replete with internal attribution.
Furthermore, self-report and observations taken outside of
day-to-day contexts all tend toward external attribution.
Relating this notion to the model above, it seems a fair
generalization that psychological theory is differentially
oriented more toward notions about skill and motivation than
to task difficulty and the role of chance. The former seem
available to influence, while the latter seem not to be.
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Still, this question of internal attribution is a matter
of more or less. In social psychology radical situationalists
have taken an opposite tack (Ross, 1977). Radical
behaviorists have also rejected reliance on inner causes as
explanations for behavior (Skinner, 1974; Zuriff, 1985). And,
more recently, general family therapy theory has emphasized
behavior as a function of relational interactions as opposed
to manifest traits of persons (Goldenberg & Goldenberg, 1989).
Going even further in moving attributions outside the person,
strategic family therapists such as Erikson and Haley (Haley,
1973, 1987) and Madanes (1981) emphasize the role of systemic
homeostasis, but also developmental issues as determinants of
behavior. Even more explicitly external in their
attributions, solution-focussed theorist/clinicians such as
Epston & White and (1991) talk about "situating" problems
outside of persons and describe "externalizing"--talking about
problems, such as anxiety, as being outside of and separate
from the client--as potent clinical techniques.
Attribution theory forms, then, what we might call a
"meta-theory" or cognitive model (Ivey, Ivey, & Simek-Downing,
1987), which accounts for some dimensions of distinction in
the judgment and choice process of persons, and also accounts
for some of the fundamental premises of psychological theories
(Schneider, 1973). It also provides a model for stereotyping
of person-perception. Hamilton (1983) puts it succinctly:
"The term stereotype is in essence a cognitive structural
concept, referring to a set of expectations held by the

31

perceiver regarding members of a social group. It is, then,
similar to an implicit personality theory, in this case one's
group membership being the stimulus cue on which a number of
inferences about the person are based." (p. 105). The model
above, with its two dimensions of internal versus external and
stable versus unstable, is taken to be sufficient to form the
theoretical underpinning of the present study.
This model is sufficient only insofar as the current
study is concerned with a "cross-sectional snapshot" of the
therapeutic encounter. The study is not concerned with
changes in the therapeutic relationship over time. If it were
to account for those changes, a further dimension might well
be needed. Other theorists have suggested expanding the
cognitive attributional theory to include a third dimension
such as global versus specific or controllable versus
uncontrollable (Alloy et al., 1984; Lopez, 1983). Gordon
Allport (1937, 1961), in context of grappling with the problem
of individuality, suggests that psychotherapy and
personological psychology makes a distinction between what he
calls nomothetic science and ideographic science. Nomothetic
approaches are concerned with the study of generalized human
behavior, while ideographic approaches focus on the
understanding of particular persons (Korchin, 1976). Since
the concept of nomothetic understanding subsumes the notion of
comparative, dimensional, and global attributions while
ideography is addressed to the unique, personal, and specific
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in human behavior, this author suggests these attributional
concepts as a third dimension of the model.
The complete model is illustrated in the following
figure.
Figure 2.
Attributional model including nomothetic vs. ideographic
dimensions.
^
Ideographic
Nomothetic
^
(comparative, dimensional)
(unique,
personal)
^
Stable^Unstable
Stable^Unstable
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Developmental
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InMotivation
dynamics
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Stage
level
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In order to operationalize the conceptual model for the
study of therapist behavior, each of the eight dimensions of
the attributional model has been assigned a psychological
construct that is both an explanatory construct and a
potential focus of therapeutic intervention. Thus, for
example, personality dynamics is classified as an internal,
stable, ideographic dimension of causal attribution while
sociocultural milieu is assigned to the external stable
nomothetic category.
The dimension of nomothetic versus ideographic also
relates to the process of psychotherapy. As Milgram (1974)
points out, a vital dimension of person perception is the
tension between information input and the capacity to process
this information. In everyday encounters, especially with
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strangers, people formulate nomothetic (general) attributions
about others which serve to guide behavior through brief
encounters or casual relationships. However, as relationships
deepen, the attributions made by the perceiver become more
ideographic as the individuality of the other person becomes
part of the information base of the encounter. Ideally, then,
attributions made by therapists at the beginning stages of
psychotherapeutic relationships would tend to be nomothetic
(since more personal information is lacking), but should
change as a function of time and successful interaction to a
more ideographic dimension concerned with the particulars of
the client as a unique person. When this does not happen, the
theory above would suggest a lack of functional communication,
a specific nonfunctional disorder, or a therapist bias is
indicated. Clinicians, in making decisions, tend to use less
information than is actually available to them (Korchin,
1976). Where this tendency is operative, theory would predict
a trend to nomothetic attribution since these dimensions are
usually more salient. This, too, can be indicative of
therapist bias when therapist judgment is shown to be based on
irrelevant information or a failure to take relevant
information into account.

Innovation in Research Design
The following sections detail the formulation of a
quantitative study of bias in clinical judgment with several
unique features. The design is experimental, such that cause
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and effect inferences are possible. As shown above, cognitive
attribution theory is used as a basis such that the
differences shown can be accounted for in conceptual terms.
The design involves repeated measures of the same subject so
that within-subject differences--in contrast to the betweengroups comparisons found above--can be explicated. A casestudy design employing replication (as opposed to population
sampling logic) is used so as to improve the clinical, as
opposed to statistical, reliability of the method. The
presenting problem and its severity is controlled to eliminate
the possibility of classification error as a confound. The
experiment is designed to explicate processes in the
decisional behavior of counsellors. Socioeconomic status, the
client variable most reliably known to evoke bias, is used as
an independent variable so that its differential effect can be
evaluated. And, finally, it is intended that the analogy on
which the experiment is based is more consistent with in-role
behavior than the typical case evaluation task so often used
in this area of research.
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CHAPTER III
METHODOLOGY
Introduction
In this chapter the specific content of the study is
given. The research question is put in operational terms and
the Q-methodology is described in terms of process, history,
and rationale. Sections beyond this describe the subjects and
their recruitment, the experimental materials, scoring of Qsorts, and statistical analyses applied to the scores.

Purpose of the Study
This study was developed to demonstrate that clinical
decision-making, as a possible expression of bias in
counselling and psychotherapy, could be studied experimentally
using attribution theory as a frame of reference. Qmethodology was used to operationalize the theory, inform the
scoring and measurement, and as a template for the statistical
analysis. The specific question was to determine whether
there was a significant ethnic bias and/or socioeconomic bias
in counselling trainees in deciding how to clinically
intervene in terms of options structured according to
cognitive attribution theory. The experimental analogy is
that the trainees were asked to consider descriptions of
clients, imagining all the while that this is done in
preparation for conducting a counselling session. The
trainees then sort cards labelled with counselling procedures
according to a pre-determined quasi-normal distribution from
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most preferred to least preferred. Q-methodology was selected
as being appropriate for investigating choice and decision
behavior, and as a paradigm for studying several interacting
dimensions of difference sufficiently subtle that they would
not be revealed through direct questioning or observation.

Q-Methodology
The following paragraphs offer an intuitive description
of Q-methodology, linking this method to the notions of
multiple single-case studies and replication logic. The
properties of the data produced by Q-sorts are discussed with
respect to advantages and limitations in the analyses that can
be applied. The particular application to this study is
described.
Q-methodology, at a pragmatic level, asks subjects to
indicate choice behavior by sorting a pre-determined and
limited range of options according to some pre-determined
dimension (usually most preferred to least preferred). Qmethodology is a research tactic particularly apt for the
study of decision-making (McKeoun, Bruce, & Thomas, 1988).
The options presented to the decider can be structured
according to some theoretical premise. As well, the method is
applicable to single case studies and small groups since each
subject's responses, or each pre-selected group of subjects'
responses (Rinn, 1961), yield a complete "universe" of scores
(Yin, 1989). The sampling logic of using more that one
subject is not to sample a population, as in the traditional
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statistical model. Rather, the strategy is to replicate the
same experiment represented by the first test-case or critical
case.
This notion of "replication logic" is critical not only
to the broad research strategy, it is also crucial to the
technique. In a typical study in psychology involving a
series of responses to stimuli--such as the items on a
psychological inventory--the response given by a given subject
to a given item is assumed to be independent and takes on
meaning in a statistical comparison to the mean of all other
persons responding to that item. The method is normative. In
Q-methodology the items are not independent (only one item can
be ranked first!) and the measurement that gives meaning to
the item is comparison with the mean for all the other items
for that person. The technique is ipsative as opposed to
normative.
This notion of single-case ipsative study with each item
response being non-independent has important implications for
analysis as well. Statistics based on interval data with
central limits and normal distribution can be applied to the
responses of a given subject. However, the scores of the
subjects on a Q-sort cannot, technically, be pooled directly
for a valid comparison of groups because the item responses
are not independent. The assumption of normal distribution
applies within the subject's data--the allowable responses are
strictly structured this way--but not across the group of
subjects. Data can, however, be aggregated on the basis of
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pattern analysis, and the technicalities of this procedure are
explicated below.
In the present study, each of six family counsellors and
each of six person-centered counsellors completed an
experiment with four conditions, making a total of twelve
quantitative ipsative case studies. It was hypothesized that
the family counsellors would replicate each other, and so
would the person-centered counsellors. Factor analysis is the
statistical tool used to determine whether there are, in fact,
replicating patterns of response in the combined scores of all
the subjects.

Q-Methodology: History and Rationale

In the review above it was suggested that improvement in
research in bias might well include research designs that can
deal with several independent variables, experimental
conditions, and subject variables where the fundamental
research question has to do with choice behavior. The
following section is an explanation of how Q-methodology can
be applied to a research question with many dimensions.
"Q-methodology" is a label original with William
Stephenson (1953) who used it to describe this particular
approach to factor analysis. Stephenson was a student of
Cyril Burt who conceptualized the possibilities of factor
analytic research as involving comparisons and interactions
between and among three general dimensions of psychological
difference: types of persons (usually operationalized as
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subject variables), traits (usually operationalized as test
scores), and occasions (usually operationalized as
observational or experimental conditions). Traditional factor
analysis looks at two dimensions: persons and traits. The two
dimensions considered in a longitudinal study of a given trait
are persons and occasions. Biographical studies of a given
person look at traits and occasions; again, two dimensions.
In short, most tactics of educational and psychological
research consider two dimensions. Q-methodology allows for
the examination of three dimensions. In the present case the
persons of interest were the different "families" of
counsellors, the trait of interest was the pattern of
attribution, and the occasions of interest were the four
experimental conditions. As noted above, other research
tactics used in the area of bias in counselling and
psychotherapy have generally looked at only two dimensions.

Subjects
Subjects were selected based on only three criteria: (1)
being female (control for gender), (2) being in the final year
of a Master's Program in Counselling Psychology (control for
type and level of training), and (3) being self-described as a
"person-centered counsellor" or a "family counsellor".^The
author attended several graduate classes in the Department of
Counselling Psychology, Faculty of Education, University of
British Columbia using a standard request for volunteers
(shown in Appendix A). Subjects were asked to give their name
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and telephone number, as well as their counselling
orientation. The final sample consisted of twelve returns.
All subjects were female. Important controls were level of
training and age. These data are summarized in Table 1.
Table 1
Ages and level of training for subjects
^
Type of Counsellor
N^Median Age Group^Median
Number
of Courses
Family

^

Person-centered

^

6^35 - 39
6^30 - 34

^
^

6
5

Overall, the subjects ranged from the 25-29 year age group to
the 45-49 year old group. The fewest number of courses
completed was five; the greatest was nine.

Data Collection
Of the thirty-four who gave their names as volunteers,
nine subjects describing themselves as family counsellors and
nine describing themselves as person-centered counsellors
agreed to complete the experimental task when contacted by
telephone. Each subject was mailed a package of materials to
complete at home. The package consisted of four client
profiles (detailed below and shown in Appendix B), the cards
and envelopes for four Q-sorts (one set for each client
profile), instruction sets, a demographic sheet, and a return
envelope. The package also contained some coffee, tea, hot
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chocolate mix, and a granola bar. The intention behind the
"snack" was to thank people who had been generous with their
time, but also to encourage them to use the time to complete
the task seriously.
Initially, ten of the eighteen subjects responded within
four weeks. A letter prompting the task and return of the
materials (see Appendix A) was sent out to those who had not
yet returned the items. Two more packages of materials were
returned. The final return rate was a predictable two-thirds.
The principal investigator's telephone number was given
in anticipation of problems with a lengthy cognitive task
involving a complicated written instruction set and no
exemplar (to prevent modelling a particular type of sorting
result). However, only one person called with any difficulty
with the instruction set, and that problem was relatively
minor. The subject thought that there might be a distinct set
of cards for each client profile. She left the question on an
answering machine, and by the time her call was returned a few
hours later she had reread the instructions and completed the
task. In all cases the subjects had sorted the cards and
placed them in the envelopes in the correct frequencies.
Although the logic of the design is such that selfendorsement as a particular type of counsellor should be
sufficient condition for inclusion in the study, subjects were
also asked basic information about courses taken (as a
confirmation of approximately equal level of training) and
age.
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Q-Sort Materials and Demographic Sheet

In order to create the material for the Q-sort, just over
100 specific counselling and psychotherapeutic procedures and
interventions were listed using the tables and indices of
textbooks in counselling and psychology (Corsini, 1984; Egan,
1986; Ivey, Ivey, & Simek-Downing, 1987, Kanfer & Goldstein,
1986, Korchin, 1976). The author then attempted to sort them

as to whether they represented an internal or an external
attribution about the client, and whether they represented a
stable or unstable attribution about the client. Repeating
this sort several times revealed that about half the items
seemed to not be amenable to this sort of procedure. The
remaining 58 items were listed and sent out to ten of the
author's colleagues with a request that they sort the items
according to the attributional schema and return the results.
The sorted lists were then tabulated to determine how reliably
observers could assign a given procedure or technique to a
given category. This tabulation, along with the complete
list, is shown in Appendix C.
Forty items for the entire sort would have been ideal.
However, the primary consideration was to have enough items to
generate a range of options and variance in response, while
not including items of poor reliability. Given the necessary
trade-off between "sample size" and item reliability, eight
items per category, thirty-two in total, was taken to be a
minimal requirement for the size of the sorting task. In both
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the Internal Stable category and the External Unstable
categories eight items of at least 80% observer reliability
were available. In the Internal Unstable categorization four
items of only 60% reliability and three of 70% had to be
included to make up the necessary eight items. In the
External Stable category there were only six items altogether,
one of which was only 60% reliably sorted. Two more items
were generated on a rational basis to complete the eight items
for the category.
Subjects were also asked to complete a brief demographic
sheet (shown in Appendix C), checking off their age category,
courses in counselling completed, and counselling orientation.
This last item was included as a check against possible misclassification of counselling orientation.

Experimental Materials
Eight intake assessment summaries, each representing a
summary of a screening interview in a clinic for depression,
were generated from the items of the Beck Depression Inventory
(Beck, Ward, Mendelson, Mock, Erbaugh, 1961; Beck, 1974).
Symptoms within the inventory are classified as indicators of
depression by appearance, thought content, vegetative signs
and psycho-social performance. These factors emerge reliably
in factor analysis of item endorsement. Each sign or symptom
within the inventory is categorized for depth of depression
from none through mild, moderate, and severe. Items rated
mild were listed under their associated factor headings and
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each was assigned a number. Following this, one item from each
of the four lists was randomly assigned to one of the four
case descriptions. Thus, each of eight case descriptions was
constructed to contain four indicators of depression, one each
from each symptom factor group.
Eight such profiles were generated and used for the pilot
phase. In the study proper, only four fictitious client
profiles were used. These were selected randomly.
The descriptions were completed by assigning each
hypothetical client a name and indicating that each lives in
Vancouver. A concluding sentence was added to each
description indicating that the client had responded to
empathic statements from the interviewer indicative of
depressed affect. The affective adjectives were taken from
the Lubin Adjective Checklist (DACL forms A & B) (Zuckerman &
Lubin, 1965) and each is associated with the experience of
depression.
For use in a validity check, one version of the
descriptions, with no information other than that described
above, was generated. For use in the experimental conditions,
information was added to the "summary" section of a fictitious
depression clinic intake form. Sections of the form were used
to indicate age, geographic area, ethnicity, and socioeconomic
status of the client. The experimental version of the
descriptions is presented in Appendix B.
In order to validate control for type and severity of
presenting problem, the stimulus material nominally
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representing eight mildly depressed clients, but containing no
demographic information, was presented to five experienced
counsellors who were asked to rate the descriptions for type
and severity of disorder. Rating was done on a five-point
scale, 1 being mild, 3 was moderate and 5 severe. Responses
ranged from 2 to 4 with a mean of 3.64, s.d. = .34. All were
described as depressed.
The instruction set preceding the experimental materials
presented to the subjects indicated that the summaries of
screening interviews were taken at a clinic for depressed
clients. Subjects were asked to imagine themselves preparing
to counsel the client described using the possible activities,
techniques and actions described on the Q-sort cards.
Subjects were instructed to sort the cards according to the
distribution shown in figure 3.
Figure 3.
Distribution of preferences in Q-sort task.

x

X
X

X^x^X
X^X^X
X^X^X^X^X
X^X^X^X^X
X^X^X^X^x^X^X

X^X^X^X^X^X^X
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Final Groups for Sorting
Most Preferred^
Least Preferred

The cards to be sorted were shuffled before being mailed
out and the client profiles were presented in random order.
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Subjects also rated each client problem for severity using a
scale from one (mild) to three (moderate) to five (severe).
The complete instruction set is shown in Appendix B.

Introduction to Scoring and Statistical Procedures
The data were treated in four broad steps. First, the
card sorts were scored and categorized by attribution.
Second, analysis of variance was applied to each subject's
scores (to each experiment, as it were), to determine whether,
within the linear schema of experimental conditions versus
attributional categories, there were significant main or
interactional effects. Third, the results were submitted to
factor analysis (of subjects correlated with every other
subject, not items on items as is more typical) in order to
determine whether there were discernable patterns of response
indicative of replication of the experiments. Fourth, the
loadings on the factors were used to generate weighted
standard scores for all the items within the patterns, and
then the items, ranked by standard score, were given Q-scores
which were submitted to ANOVA. This last step essentially
treats the orthogonal patterns as hypothetical subjects in the
experiment and scores and analyzes the responses accordingly,
showing how a subject almost perfectly correlated with the
pattern would have responded to the experimental condition.

47

Scoring the Q-Sorts
Q-scores for the card sorts were arrived at by assigning
each item a score according to the pile in which it was
placed. Cards in the first pile got a seven, those in the
second were scored as six and so on down to the seventh pile
where cards in that category were scored as one each. ^The
quasi-normal distribution of the sort, combined with the
numerical scoring, is the chief rationale for using the
statistics of interval scores. Since the items had been precategorized according to the attribution represented, the
categories of attribution each contained eight scores.
Preference for that particular attribution was operationalized
as the higher the score, the greater the preference.

Analysis of Variance for Individual Cases
Each subject's scores were analyzed by analysis of
variance (ANOVA) involving four variables: Ethnicity (Native
or Caucasian) (ET), Socioeconomic Status (poor or middle
class) (SS), Internal/External attribution (IE), and
Stable/Unstable attribution (SU). Since each of the four
sorts involved a complete Q-sort, there could be no difference
in mean or variance from one experimental condition to
another. All effects of the experimental variables (i.e. the
demographic characteristics of the hypothetical clients) in
the ANOVA would be found in the interactions with the
attribution variables.
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Factor Analysis of Pooled Cases
Factor analysis was completed in three stages. First,
each subject's responses were correlated with every other
subject's responses. This was done once for each of the four
experimental conditions, once for each Q-sort. Then, second,
the matrix of intercorrelations was submitted to factor
analysis such that, relative to the typical way of doing the
procedure, the subjects were treated as variables and the
items were treated as observations. Third, a principal axis
solution was obtained which was submitted to Varimax rotation
to achieve the simplest orthogonal structure criterion. Based
on the data from the actual sorts, this procedure essentially
constructs hypothetical types of persons responding to the
experimental task. This procedure also indicates
quantitatively, through the factor loadings, how the responses
of the subjects are patterned, which subjects adhered to which
pattern, and to what degree.

Analysis of Variance for Hypothetical Types
Each hypothetical type represents a pattern of sorting.
To determine the content of this pattern, a weighted score for
each item was calculated based on the following algorithm.
For each subject whose pattern of scoring correlated
positively (.5 or higher) with the factor, each of the
original raw item scores was multiplied by a weighting factor.
The weighting factor was calculated as the factor loading for
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the subject divided by one minus the square of the loading.
The formulae are as follows:
r = loading
weight = r/(1 - r2)
weighted score = (raw item score) x (weight)
(Conceptually, the procedure is essentially the reverse of a
least squares fit.) The weighted item scores for all the
subjects correlated with the factor were added together.
These sums were then transformed into standard scores, or Zscores. A positive Z-score indicates to what degree a given
item was preferred, relative to the average item, within that
pattern. A negative Z-score indicates the degree to which an
item was not preferred relative to the average item in that
pattern. Z-scores allowed the items to be ranked from most to
least preferred and the Q-scoring and ANOVA procedure above
was applied to the response pattern of the hypothetical type.
The choice to treat loadings of .5 or higher as
representative of the pattern associated with a given factor,
and to disregard loadings less than .5, requires some
explanation. As Rinn (1961) points out, there are no "hard
and fast rules" in this area, but the choice of a cut-off
point has some analogy to the choice of levels of statistical
significance. If small factor loadings (representing Q-score
sets with relatively more variance from the hypothetical type
represented by the factor) are included in the calculation,
then greater and greater amounts of ramdom variance are
introduced into the definition of the pattern. This, in turn,
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increases the probability of a Type II error, which is to say,
failing to discriminate one pattern from another.
The cut-off is also related to the discrimination power
of the Q-sort categories. In the present study, the
categories, taken overall, are about 75% reliable as
demonstrated in the observer reliability study (see appendix
C). This leaves about 25% or variance attributable to random
or unspecified factors. Since loadings of .5 can also be
interpreted as indicating that the factor accounts for about
25% of the variance in the subject's scores, then .5 can also
be taken to be the outer limit of the discriminating power of
the measurement instrument. Still, it is important to note
that in other applications of Q-sorting, where the items are
not organized into categories of limitied reliability, the
discriminating power of the method is not so limited and much
smaller loadings can be taken into account in defining
patterns.

Determining and Comparing Pattern Content
For purposes of determining which specific counselling
interventions were preferred and not preferred within a given
pattern, Z-scores of greater than 1 were taken to indicate
very positive preferences; less than -1 were taken to indicate
those least preferred. In this way the content of most and
least preferred items for each hypothetical type was
specified. The difference between the Z-score associated with
an item on one pattern or factor and the Z-score for the same
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item on another pattern also indicates the degree and
direction of difference in the preference shown for that item
in comparing any two patterns.

Descriptive Statistics and Secondary Analyses
Means and standard deviations for the subjects'
attribution scores and their estimates of the severity of the
depressions for the hypothetical clients were calculated.
Very much as a secondary or adjunct analysis, severity scores
were submitted to ANOVA by type of therapist, age category,
and level of training. Similarly, ANOVA was performed on the
entire sample as per the procedure used with each subject
except that type of therapist (TH) was included as a variable.

52

CHAPTER IV
RESULTS
Introduction
This chapter gives the results. It is organized from
simplest description to most complicated results, which is to
say from the least transformation of the data to the greatest.
Means and standard deviations for each cell in the Q-scoring
matrix are presented first. Then ANOVAs for individual cases
are summarized. Following this, the factor analytic results
and the analyses of the hypothetical types are presented.
Tables showing the counselling interventions associated with
the hypothetical types are then presented and the significant
differences between the content of the patterns is presented.
A final section reports on the subjects' estimates of the
severity of the depression for the hypothetical clients.

Q-Sorts
The means and standard deviations of the Q-scores by
variable and by subject are shown below. Because the task is
a forced-choice forced-distribution model, the mean for any
subject's results on the four variables, Stable (ST), Unstable
(UN), Internal (IN), and External (EX), or on the four
possible combinations is always the same, in this case 4.
Therefore, scores over 4 indicate a preference, while scores
less than 4 indicate that this category is not preferred.
These results are shown in the following tables.
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Table 2
Means and standard deviations by attributional variables
for family therapists. Variables are Internal (IN), External
(EX), Stable^(ST) and Unstable (UN) and their combinations.
3

2

Subj.^#

1

Variable

Mean

S.D.

Mean

S.D.

Mean

S.D.

InSt

3.25

2.44

4.28

2.61

3.25

2.74

InUn

3.75

2.78

3.28

2.86

3.84

3.02

ExSt

5.34

3.10

5.25

2.86

5.72

2.06

ExUn

3.66

2.32

3.22

2.27

3.13

1.21

UN

3.70

3.62

3.25

3.65

3.48

3.26

ST

4.30

3.95

4.77

3.87

4.48

3.43

IN

3.50

3.70

3.78

3.87

3.55

4.08

EX

4.50

3.87

4.23

3.65

4.42

2.39

Subj. #

4

Variab

Mean

S.D.

Mean

S.D.

Mean

S.D.

Grand
Mean

InSt

3.53

2.29

3.72

2.81

3.38

3.96

3.57

InUn

3.03

2.47

3.47

2.45

3.47

1.84

3.47

ExSt

5.13

2.22

5.34

2.32

5.28

2.42

5.34

ExUn

4.31

2.20

3.38

3.10

3.75

1.91

3.57

UN

3.67

3.31

3.42

3.95

3.61

2.65

3.52

ST

4.33

3.19

4.53

3.64

4.33

4.64

4.46

IN

3.28

3.37

3.59

3.72

3.42

4.37

3.52

EX

4.72

3.12

4.36

3.87

4.52

3.08

4.46

5

6
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Table 3
Means and standard deviations by attributional variables
for person-centered therapists. Variables are Internal (IN),
External^(EX), Stable (ST) and Unstable (UN) and their
combinations.
8

Subj. #^7

9

Var.

Mean

S.D.

Mean

S.D.

Mean

S.D.

InSt

4.63

3.11

5.25

2.40

4.63

2.36

InUn

4.28

3.17

4.25

2.40

3.84

3.66

ExSt

4.25

2.87

4.25

2.40

4.69

2.28

ExUn

2.75

2.16

2.25

1.94

2.84

2.43

UN

3.52

3.84

3.25

3.08

3.34

4.39

ST

4.44

4.23

4.75

3.39

4.66

3.28

IN

4.45

4.44

4.75

3.39

4.23

4.35

EX

3.50

3.59

3.25

3.08

3.77

3.34

Subj.

10

Var.

Mean

S.D.

Mean

S.D.

Mean

S.D.

Grand
Mean

InSt

3.75

3.93

4.16

2.53

4.88

2.11

4.55

InUn

3.19

2.33

3.34

2.65

3.63

1.98

3.76

ExSt

4.91

2.74

5.16

3.19

5.25

2.40

4.75

ExUn

4.16

2.08

3.34

2.65

2.25

1.94

2.93

UN

3.67

3.13

3.34

3.75

2.94

2.77

3.34

ST

4.33

4.79

4.66

4.07

5.06

3.19

4.65

IN

3.47

4.57

3.75

3.66

4.25

2.89

4.15

EX

4.53

3.44

4.25

4.15

3.75

3.08

3.84

11

12

Putting aside the issue of statistical significance for a
moment and simply inspecting the means seems to indicate a
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Putting aside the issue of statistical significance for a
moment and simply inspecting the means seems to indicate a
pattern. The family therapists consistently score over five
on the external-stable category, showing consistent
preferences for the stable and external dimensions of the
model. The case of the person-centered therapists is not
quite so clear. A high score is found consistently on the
stable dimension, with low scores consistently found on the
unstable dimension and in the external-unstable category.
Since item scores are not independent, any data aggregated by
simple addition, as in the case of the grand means shown in
the table, should be interpreted with extreme caution, useful
only as very rough descriptions. However, quantitative tests
of statistical significance can be applied to each subject's
data, as detailed in the next section.

Analysis of Variance for Individual Cases

An analysis of variance was performed on the data matrix
for each subject. The main effects and significant
interactions are summarized in Table 4. Where the main
effects were significant, the mean differences on the
attributional dimensions were also significant (p < .05).
Both groups of counsellors preferred stable attributions to
unstable attributions. ^The family counsellors preferred
external attributions and the person-centered counsellors
preferred internal attributions. Similarly, where the
interactions of the two attributional dimensions were

56

significant, so were the mean differences (P < .05), with the
family-oriented trainees preferring external-stable choices
and the person-centered counsellors preferring internal-stable
options and showing a negative preference for the externalunstable category.
Only one subject showed significant effects attributable
to a client variable (socioeconomic status), and this subject
was the only family counsellor for whom the IE by SU
interaction was not significant.
Table 4
Summary of significant effects found in ANOVA done on each
subject's Q-scores.
^
Effect
Family^PersonCounsellors^Centered
Counsellors
(N= 6)^(N = 6)
Main Effects (p < .05)
^ ^
Internal/External (IE)
^5^4
Stable/Unstable (SU)
6
6
Two-Way Interactions (p < .05)
IE by SU^
5^4
Socioeconomic Status by IE ^1^0
Socioeconomic Status by SU^1^0
No significant interaction with Ethnicity
No significant 3-way or 4-way interactions

ANOVA tables showing the effects and interactions for
each subject are given in Appendix E.

57

Factor Analysis of Pooled Cases
The rotated factor matrices for the factor analyses of
each subject correlated with all other subjects are shown in
Tables 5 to 8, one table for each experimental condition. All
the tables show the varimax rotation with Kaiser
normalization.

Table 5
Rotated factor matrix for Poor Native condition.
Loadings greater than .5 are shown by **.

Eigenvalue
Pct of Var
Cum Pct

Sub. #
1
Family
2
3
Counsellors
4
5
6
PersonCentered
Counsellors

7
8
9
10
11
12

FACTOR^1

FACTOR^2

FACTOR^3

5.75926
48.0%
48.0%

1.57807
13.2%
61.1%

1.05677
8.8%
70.0%

.71237**
.71674**
.69470**
.78985**
.58284**
.79661**
.02674
-.00079
.21614
.39031
.37405
.41914

.18837
.20348
.13074
.18106
.53431**
.30810

.22832
.36460
.26354
-.16761
.03010
.20296

.80648**
.08807
.44331
.75877**
.70002**
.18155

.33032
.88647**
.61458**
-.00197
.25785
.80769**
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Table 6
Rotated factor matrix for Middle Class Native condition.
Loadings greater than .5 are shown by **.

Eigenvalue
Pct of Var
Cum Pct

Sub. #
1
2
Family
3
4
Counsellors
5
6
PersonCentered
Counsellors

7
8
9
10
11
12

FACTOR^1

FACTOR^2

FACTOR^3

5.87422
49.0%
49.0%

1.74050
14.5%
63.5%

1.20238
10.0%
73.5%

.05861
.27488
.36214
-.02283
.28451
.17837

.21067
.33711
.31432
-.02864
.12539
.56350

.78670**
.79619**
.66594**
.77905**
.78063**
.58214**
.09286
-.03665
.30854
.23574
.50116**
.46582

.41106
.95036**
.80314**
-.06399
.17907
.78745**

.77546**
.02321
.23391
.76955**
.60842**
.17328

^
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Table 7
Rotated factor matrix for Poor Caucasian condition.
Loadings greater than .5 are shown by **.
* marks loadings greater than .45, but less than .5.
FACTOR 1
Eigenvalue^5.87422
Pct of Var^49.0%
Cum Pct^49.0%
Sub.^
#
1
-.27343
Family^2^.47840*
3^.27385
Counsellors^4^.11473
5^.34019
6^.23727
7
Person-^8
Centered^9
10
Counsellors 11
12

.20886
.94601**
.81526**
.29845
.08950
.79706**

FACTOR 2 FACTOR 3 FACTOR 4
^
^
1.74050 ^
1.20238 ^
1.03926
14.5%^ 10.0%^ 8.7%
63.5%
73.5%
76.1%
.81560**^.09270^.14994
.15208^.46123*^.36693
.82921**^.09592^.08793
.06300^-.83674** -.05759
.69654** -.01987^.12916
.56308**^.64718** -.01592
.02485^-.00567
-.11441^-.08463
.19517^.03252
.46494*^.51351**
.46578*^.27150
.35131^.20345

.92036**
.09876
.18713
.38473
.68807**
.10765
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Table 8
Rotated Factor Matrix for Middle Class Caucasian condition.
Loadings greater than .5 are shown by **

Eigenvalue
Pct of Var
Cum Pct

Sub. #
1
2
Family
3
4
Counsellors
5
6
PersonCentered
Counsellors

7
8
9
10
11
12

FACTOR^1

FACTOR^2

FACTOR^3

5.39961
45.0%
45.0%

1.68236
14.0%
59.0%

1.33054
11.1%
70.1%

.16496
.58003**
.35915
.36233
-.03550
.27221

.05594
.23922
.25369
-.15193
.28136
.29509

.84306**
.38492
.72699**
.62332**
.85909**
.64816**
-.12959
-.07933
.27054
.33372
.43822
.44332

.82157**
.23132
.02907
.70572**
.73505**
.30053

.29005
.90449**
.80424**
.14085
-.02965
.66419**

The tables show that the factor analysis generally
produces three groups, one composed of family counsellors and
the others made up of two kinds of person-centered counsellor.
In three of the four scenarios, all of the family counsellors,
save for subject #2 in the Middle Class Caucasian condition,
load onto a single factor. In the case of the Poor Caucasian
condition, four or the six maintain a pattern, one of these,
subject #6, becoming a mixed type, while subject #4 loaded
negatively onto another factor and subject #2 was
undifferentiated. This pattern will be referred to as Pattern
FC, with Factor 2 in the Poor Caucasian condition taken to
represent this pattern, while Factor 3 of the Poor Caucasian
condition will be referred to as Pattern FC2.
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Where the person-centered counsellors are concerned,
subjects #8, #9, and #12 were consistently loaded onto the
same factor with comparatively high loadings. In the case of
the Poor Caucasian condition, where the coherence of the
family counsellor pattern seemed to break down, these three
counsellors loaded onto a factor accounting for 49% of the
variance. This pattern will be referred to as PC1. Subjects
#7, #10, and #11 also tend to be loaded onto the same factor-except in the case of the Poor Caucasian condition where
Subject #10 seems to load onto both factors favoured by the
family counsellors. This pattern will be referred to as PC2.
Overall, it can be said that there are three patterns,
FC, PC1, and PC2, with the family counsellor pattern splitting
into two under the Poor Caucasian condition.

Analysis of Variance for Hypothetical Types

The factor loadings were used to calculate weighted
scores for each item for each of the thirteen factors. The
weighted scores were then converted to standard or Z-scores,
sorted from most to least preferred, and then each factor or
pattern was scored as if it was a sort done by a hypothetical
individual. Analysis of variance was then performed on these
data. The ranked items and associated Z-scores, along with
cell means and ANOVA tables, are presented in Appendix D.
Table 9 lists the main effects and interactions that were
found to be significant across all the ANOVAs.
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Table 9
Significant effects and trends in ANOVA's performed on
patterns formed by hypothetical types.
Experimental
Condition

Main Effect^PATTERN
or Interaction

FC

PC1

Poor Native

Internal/External^(IE)

.003

.010

Stable/Unstable (SU)
IE by SU
Middle
Class
Native

Poor
Caucasian

Internal/External^(IE)

Trend
(.077)
.004
.008

Stable/Unstable (SU)

.008

IE by SU

.000

Internal/External^(IE)

.005

Stable/Unstable (SU)
IE by SU
Middle Class
Caucasian

Trend .000
(.063)

PC2

.051

.019

.001

.007

Trend
(.083)

Trend
(.069)

Trend .000 Trend
(.106)
(.109)
.005

Internal/External^(IE) Trend
(.078)

.008

Stable/Unstable (SU)

.026

.001

IE by SU

.014

.016

FC - Family Counsellor Pattern
PC1 - Person-Centered Counsellor Pattern #1
PC2 - Person-Centered Counsellor Pattern #2

In summary, the FC group shows significant effects for
all dimensions of the attributions. PC1 pattern shows main
effects but not interactions. PC2 responds primarily to the
stable/unstable dimension. The FC2 factor, found only under
the Poor Caucasian condition had significant main effects for
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IE (P < .014) and SU (p < .026) but the interaction was a
trend (p < .078). The FC2 pattern was similar to the PC1
pattern. Complete results of the ANOVAs for the hypothetical
types are found in Appendix E.
To this point in the analysis the identification of three
patterns operating across all four experimental conditions (as
opposed to twelve separate patterns) was based on similarity
of main effects as well as the same subjects consistently
loading onto the factors. As a formal test of the consistency
of the patterns across experimental conditions, the Q-scores
associated with each pattern were correlated with all the
other Q-scores for all the other patterns. The statistical
analogy here is multimethod-multitrait analysis, except that
it is, in the situation in hand, a multipattern-multicondition
analysis (Campbell & Fiske, 1959). The complete table is
shown in Table 10. If the patterns are consistent across the
experimental conditions, then the "multicondition-unipattern
triangles" should contain large, statistically significant
correlations. All of the "triangles" contain correlations
significant at the p < .001 level. Although consistently
significant at this high level, correlations involving either
or both the FC2 pattern or the Poor Caucasian condition were
smaller in magnitude.
If the patterns are distinct from each other, then the
correlations outside the triangles should be small, and not
statistically significant. Of the forty-nine correlations
outside the "triangles", nine reached significance, all less

Table 10
Correlations of Q-scores of each hypothetical type with the
Q-scores of each other type, experimental condition by
experimental condition.
PATTERN:^FC

FC

FC

FC2

FC

PC1

PC1

PC1

PC1

PC2

PC2

PC2

PC2

CONDITION: PN

MN

PC

PC

MC

PN

MN

PC

MC

PN

MN

PC

MC

.81**
.90**
.87**
.60**
1.00

.58**
.56**
.56**
.63**
•45*
1.00

.65**
.58**
.61**
.65**
.51*
.90**
1.00

.22
.22
.27
.26
.17
.65**
.68**
1.00

.52*
.50*
.48*
.57**
.38
.85**
.85**
.82**
1.00

.16
.25
.10
.20
.25
.30
.25
.27
.40
.93**
1.00

.25
.33
.18
.28
.30
.37
.35
.35
.50*
.93**
.97**
1.00

.23
.36
.20
.23
.36
.36
.35
.43
.43
.93*
.95**
.95**
1.00**

PNFC
MNFC
PCFC
PCFC2
MCFC
PNPC1
MNPC1
PCPC1
MCPC1
PNPC2
MNPC2
PCPC2
MCPC2

1.00

.89** .90** .72**
1.00
.90** .71**
1.00
.69**
1.00

N of cases: 32^1-tailed significance: * - .01
** - .001
Conditions: PN - Poor Native^MN - Middle Class Native
PC - Poor Caucasian MC - Middle Class Caucasian
Patterns:^FC - Family Counsellors PC - Person-Centered
Counsellors

.28
.37
.26
.26
.40
.37
.35
.35
.45*
1.00
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than .65 in magnitude, and all but two were correlations
between the FC and the PC1 patterns.

Determining and Comparing Pattern Content
Appendix D contains the lists of clinical options most
and least preferred by each hypothetical type listed factor by
factor, experimental condition by experimental condition. As
shown above it is also possible to compare the patterns by
looking at the differences between the standard scores for a
given item. The following table lists differences of at least
one standard score. When the standard scores for the PC1 and
the FC patterns were compared, there were no items for which
the difference in the scores exceeded one.
Table 11
Items preferred by FC over PC2

Item

^

^
Item^
Z-score
Type
Difference

Tracking interactional patterns ^EU^1.89
Constructing a "Life Line"^ EU^1.45
Mediating communication between family
members^
EU^1.25
EU
ES
IS
IU

-

External/Unstable Attribution
External/Stable Attribution
Interal/Stable Attribution
Internal/Unstable Attribution

^
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Table 12
Items preferred by PC2 over FC

Item

^

^
Item^ Z-score
Type
Difference

Analyze cognitive style and cognitive
distortions^
Discover and correct irrational ideation
Thought stopping^
Client self-monitoring of thoughts and
associated emotions^
EU
ES
IS
IU

-

IS^2.02
IS^1.71
IU^1.40
IU^1.04

External/Unstable Attribution
External/Stable Attribution
Interal/Stable Attribution
Internal/Unstable Attribution

Table 13
Items preferred by PC1 over PC2

Item

^

^
Item^ Z-score
Type
Difference

Analysis of characterological type^IS^2.17
Directing client to change questions
to statements^
IS^1.59
Values clarification^
IS^1.20
Free association^
IS^1.06
Analysis of developmental stage^IU^1.65
Analysis of resistance^
IU^1.10
EU
ES
IS
IU

-

External/Unstable Attribution
External/Stable Attribution
Interal/Stable Attribution
Internal/Unstable Attribution
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Table 14
Items preferred by PC2 over PC1

Item

^

^
Item^ Z-score
Type
Difference

Generating a specific behavior problem
definition^
EU
Setting specific, observable, measurable
goals for counselling outcome ^EU
Collect a family history^ ES
Multigenerational pattern analysis ^ES
Analyze cognitive style and cognitive
distortions^
IS
EU
ES
IS
IU

-

1.97
1.66
1.35
1.22
1.07

External/Unstable Attribution
External/Stable Attribution
Interal/Stable Attribution
Internal/Unstable Attribution

Severity of Depression
The estimates of the severity of depression given by each
subject for each hypothetical client were examined by analysis
of variance to determine whether these estimates were a
function of the type of client or whether they were a function
of the type of counsellor trainee or a function of other
demographic variables. There is a main effect for age, an
interaction between level of education and type of therapist,
with person-centered therapists who had taken fewer graduate
classes nominating higher levels of depression. The three-way
interaction refers to the higher estimates of depression from
the younger, person-centered therapists who had taken fewer
courses.

^
^
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Table 15
Analysis of variance for subject's estimation of the severity
of depression for hypothetical clients.
Severity of Depression Estimates
BY Hypothetical client (CL)
Level of Education (ED)
Family versus Person-Centered counsellor (FP)
Age (AG)

Source of Variation

Sum of^Mean
Squares^DF^Square

F

Signif
of F

Main Effects
CL
ED
FP
AG

5.385^6^.898
.494^3^.165
.214^1^.214
.043^1^.043
4.510^1^4.510

1.366
.251
.326
.065
6.866

.283
.860
.576
.802
.018*

2-way Interactions
CL^ED
CL^FP
CL^AG
ED^FP
ED^AG
FP^AG

5.656^12^.471
.319^3^.106
.339^3^.113
.964^3^.321
3.257^1^3.257
.077^1^.077
.001^1^.001

.718
.162
.172
.489
4.958
.117
.001

.717
.920
.914
.694
.040*
.737
.973

3-way Interactions
CL^ED^FP
CL^ED^AG
CL^FP^AG
ED^FP^AG

4.608^10^.461
.506^3^.169
.122^3^.041
.689^3^.230
3.200^1^3.200

.702
.257
.062
.350
4.872

.711
.856
.979
.790
.041*

4-way Interactions
CL^ED^FP
AG

.433^2^.217
.433^2^.217

.330
.330

.724
.724

Explained

16.083^30^.536

.816

.696

Residual

11.167^17^.657

Total

27.250^47^.580

Effects significant at p < .05 are shown by a *
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CHAPTER V
DISCUSSION
Introduction
The chapter is organized as a commentary, first, on the
data produced. Then the shortcomings and limitations of the
study are discussed. Following this, interpretive comments
are given with respect to the major findings. Finally,
implications for theory and research are discussed.
The fundamental research question was: Is there an ethnic
or judgment bias in the selection of counselling interventions
for counsellor trainees given a choice of actions structured
according to cognitive attribution theory? If we take bias to
be simple difference attributable to these variables, then the
answer is yes, there is evidence of an interaction of the
ethnic and socioeconomic variables to produce a discernable
difference in how the clients are perceived in terms of
attributional dimensions. The attributional pattern for the
experimental condition in which the hypothetical client was
poor and Caucasian was different from the other conditions.
However, if we take a more subtle and complex view of bias,
then it is not at all clear that the results suggest a bias in
the sense of ethical violation. The results do, however,
define dimensions of difference.

Persons, Traits, and Occasions
Under the design of this study, data are produced
describing different types of counsellors (persons), defining
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their traits (attributional preferences) and differentiating
these by their response to different experimental conditions
(occasions).^Data have been presented to indicate that
different types of counsellors demonstrate different traits
under different conditions. This result, it seems to this
writer, not only supports this type of research design, but
also provides commentary on other research strategies as
being, literally, two-dimensional. As Ivey, Ivey, & SimekDowning (1989) so succinctly put it, the clinical question for
the practicing therapist is almost always: Which intervention
for which client when?

The Discrimination of Types
As was suggested in the literature review, there has been
a tendency in designing bias research to assume that all
therapists are members of the same normally distributed
population and that individual differences among therapists
can be controlled statistically usually by resort to very
large sample sizes. In the present study, there was an
explicit hypothesis that there were at least two "types" of
therapists, and that these therapists would differ in their
choices of intervention, and that the differences could be
accounted for abstractly through the constructs of cognitive
attribution theory. The data support this contention, except
that it is clear that while there is only one "type" of family
counsellor, there are two discernable types of person-centered
counsellors. The data indicate that, in general, the family
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counsellors select interventions that are, in the
attributional classification, External, External-Stable and
not Internal. One group of person-centered counsellors, who
have been labelled PC1, prefer interventions with the a priori
classification of Stable and indicate that they would not
employ interventions classified as Unstable or External. The
second group of person-centered counsellors are, within the
attributional framework, systematic in their choices only
insofar as they choose interventions classified as Stable.
These findings are important at least two ways. First,
they demonstrate that there are identifiable subgroups within
the population, and that the differences between these groups
is nonlinear. This suggests that the statistical design of
studies comparing groups of therapists treats differences in
patterns as variability and error rather than real difference.
This, then, will tend to mask differences, to produce Type II
errors. A second important dimension of this finding is that,
in discriminating the groups, the negative choices, the
nomination of counselling options least preferred, was crucial
to discriminating the types. This, then, supports Lopez's
(1989) argument that many sources of bias may well go
undetected because we look at only commissions and not at
omissions in choice and selection behavior.

Cognitive Attribution as a Decisional Model
While it did not account for all the data, cognitive
attributional theory as a framework for accounting for
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clinical decision-making received good support in this study.
In the four factor analyses performed, the scores based on
attributional dimensions resulted in patterns--which is to say
relatively simple factor solutions--that accounted for over
70% of the variance. However, this leaves just under 30% of
the variance to some other source. And, of course, the
sorting of counselling procedures into attributional
categories will bear other interpretations as will be
discussed below. Still, the general result is that cognitive
attribution theory, as operationalized in this study, was
useful in accounting for a large proportion of the variance.

Situations as Evocative of Difference
The experimental condition that produced patterns of
response different from all the others was the Q-sort done for
the hypothetical Poor Caucasian client. Under this condition,
the trainees representing the PC1 pattern became much more
clear in their choice-making, accounting for 41% of the
variance, whereas in the other conditions they consistently
accounted for less than 12% of the variance. The PC2 pattern
was reduced to only two of the twelve subjects, and this
seemed to be more of a choice of cognitive interventions than
any single attributional theme: five of the six positive
choices with a standard score greater than one contained a
direct reference to client thought process. The family
counsellors retained their positive emphasis on External and
External-Stable attributions, but broke into two discernable
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patterns, with one group distinguishing itself by clearly
choosing against using techniques classified as Internal. As
well, in the Poor Caucasian condition, one-third of the
subjects became "mixed types", having correlations of greater
than .5 with more than one pattern. One subject's pattern was
distinguishable only as being the opposite of (loading factor
of -.84) the FC2 pattern. To try to put it all more simply,
the PC1 group stood their ground, a few family counsellors
remained consistent, but the rest of the subjects seemed to
either "jump ship", change their decisional criteria, or
become undifferentiated. This condition contrasts clearly
with the other three experimental conditions where, with minor
variations, the same subjects accounted for the same patterns
which, in turn, accounted for about the same amount of
variance.
Clearly, something happens to decisional process when the
Poor Caucasian client is encountered. Subjects tighten up
their decisional strategy, loosen up, or change. No one, it
seems, was unaffected. Hypotheses that may account for this
result are discussed below.

Severity of Depression

It is interesting to note that the severity of depression
data seemed to be unrelated to the fictional client scenarios,
to the point where the F ratios for the Ethnicity and
Socioeconomic status were almost equal to one. The age of the
therapist seemed to matter here, with the younger group seeing
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the hypothetical clients' difficulties as more severe, and
this was exacerbated if the therapist was not only young, but
also a person-centered counsellor, and also had taken
relatively fewer advanced courses in counselling psychology.
This finding is consistent with the common-sense notion that
being more mature, being better educated, and differentially
attending more to situational factors (as opposed to
dispositional factors) tends toward more conservative
judgements of levels of pathology.

Some Critique of the Study
There are a number of dimensions of critical examination
that bear on the validity of the study, its results, and their
interpretation. They are presented below in what amounts to a
list in which the objection is stated and a response follows.
Note that the objections are not "straw men" to be disposed
of, nor is there a comprehensive or inclusive rebuttal to all
the possible short-comings of this study.
The fundamental logic of the study, that of replication
as opposed to population sampling, is flawed. This is really
a question in philosophy of science, and more particularly in
defining the necessary and sufficient conditions for valid
inference. A principal objection to single-case research is
that the results are not generalizable, which is to say,
inductive logic cannot be applied to extrapolation from the
results. To begin to answer to this objection, it is
important to note that all generalizations in science proceed
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from the specific to the epistemic based on the notion of
samples being probabilistically representative of their
populations. What is different about this study is that the
extrapolation, or generalization, is done a priori, "up front"
as it were, with the prediction of replication based on the
selection of particular subject variables, in this case
orientation to counselling and psychotherapy. The design of
the study is, in this sense, an explicit empirical test of the
generalizability of a theoretical proposition.
The experimental analogy, that of reviewing patently
fictitious and very sparse descriptions of clients, and then
ranking pre-determined options for interventions, is unrelated
to actual in-role therapist behavior. This criticism strikes
at the core of Abramowitz & Murray's (1983) objection to
analogue studies in this area. They argue that the contrived
conditions produce contrived results, especially results
contaminated by social desirability effects. In the present
study, the only safeguards against social desirability effects
were the confidentiality of the task, done in the privacy of
the subject's home, and the fact that the criteria by which
the interventions were included in the sort were not
disclosed, nor were they obvious. The experimenter was able
to speak with about half of those returning the completed
tasks, and none of them had any notion as to the inclusion
criteria for the Q-sort. The task was intended to be very
similar to reviews of "intake summaries", a task routinely
done by counsellors in agency practice. The task was clearly
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in the nature of a "role play", which might invite a frivolous
response, yet the data indicate that the sorting task was
anything but random. It seems a fair inference that,
contrived or not, the subjects took the task seriously. The
more or less obvious difference in the experimental conditions
related to Ethnicity and Socioeconomic Status invites social
desirability bias, but also serves as a very conservative
control for Type I errors.
It is certainly possible to argue that a Q-sort just
isn't a good analogy to "real life" choice or decisional
behavior. This criticism accepted, then the study becomes a
laboratory artifact. It is arguable, on the other hand, that,
like a projective technique, the sorting task is an external
screen on which to project internal processes.
The Poor Caucasian condition may have produced
differential results, but that is because the condition was
simply different with a difference that cannot be attributed
to the experimental variables. This possibility cannot be
categorically ruled out. However, whatever the difference
was, it seemed to affect all of the subjects. As has been
shown, both a priori and post hoc controls for level of
perceived pathology do not account for the difference.
Neither is there a question of order effects. However, it is
possible that this particular client description somehow
evoked the different response. The only truly adequate test
would have been to run the experiment on a large sample of
subjects, but without altering any of the independent
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variables from condition to condition. This check was only
partially done (the larger study being quite beyond the scope
of this investigation), with experienced counsellors asked to
verify type of disorder and level of severity, and this test
demonstrated more than adequate control for these factors.
Another tactic would be to follow the lead of Abramowitz &
Herrera (1981) and statistically control for type and severity
of disorder.
The assertion that the results demonstrate cognitive
attribution theory rests on very poor reliability of assigning
items to attributional categories; consequently, results are
of dubious reliability and may not reflect the theory at all.
This criticism is certainly well-founded. However, it does
not imply a categorically negative problem for reliability.
The reliability of the categorizations was lower than had been
hoped for. This meant that there was more heterogeneity to
the sort task, making the task more life-like and the
underlying structure even less obvious. This low reliability
of item classification would also tend to add to random
variance, thus decreasing the statistical power of the
analysis. In spite of these factors, the attributional
dimensions seemed to account for the preponderance of the
variance both in the ANOVAs and factor analyses. Equally
true, however, is the assertion that the theory did not
account for all of the results, and in the case of some
individuals on some occasions, it accounted for very little of
their behavior.
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The whole study is an elaborate tautology because the
family-oriented therapists chose interventions particular to
their theory, while the person-centered therapists chose
preferences particular to their theory, and the attributional
patterns of the two are obviously different. The study simply
demonstrates a difference that was obvious from the start.
This criticism is important, but it has only a relatively
narrow relevance. To begin with, it is not altogether clear
that a therapist trainee's statement of adherence to a
particular body of theory will translate into actual choice
behavior. For instance, a study by Sloan et al. (1975) (cited
in Ivey, Ivey, & Simek-Downing, 1987) demonstrated the
counter-intuitive result that behaviorally oriented therapists
demonstrated higher levels of empathy, self-congruence and
interpersonal contact relative to humanistically oriented
therapists. The design of this study closes some of the gap
between stated intention and actual behavior. It was also not
an expectable result that there would be two kinds of personcentered therapists, and that these two patterns would be as
uncorrelated as the data shows. Furthermore, tracking the
attributional pattern of individuals from experimental
condition to experimental condition seems to show that for
some individuals their pattern of clinical decision-making is
situationally specific rather than being closely tied to a
theoretical position.
None of these data has anything to say about therapist
interaction with clients, or about the client's response to
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the interactions, or even whether the therapist trainees, once
engaged in the emotion-laden arena of counselling and therapy,
would do anything like what they said they would do in the
detached, highly cognitive situation of doing a Q-sort. The
response to this statement is, simply, to endorse it. It was
beyond the scope of this study and its experimental analogy to
deal with these very important issues. Rather, this study is
aimed at explicating processes happening in the therapist
prior to interaction with the client.

Two Kinds of Person-Centered Counsellors
It was hypothesized that two kinds of counsellors would
emerge from the factor analysis. There were, instead, three.
The family counsellors formed one group, but the personcentered counsellors formed two groups. The person-centered
counsellors had this much in common. Both groups preferred
attributions that were classified as Stable. However, the Pd1
group also seemed to know what they did not like, and that was
Unstable or External items. Knowing not only what you like,
but also what you do not like, seemed to be an advantage from
the point of view of treating all the hypothetical clients the
same. It was this group that did not change or disperse their
pattern of response under the Poor Caucasian condition.
It is clear that greater methodological rigor, or a
particular kind, would have produced the hypothesized twofactor solution. Selecting subjects based on the rather loose
criterion specified above--female, in second year of graduate
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training, and self-described as "person-centered"--did not
produce a unitary pattern of clinical choice-making. In
retrospect, it is more than possible that specifying selection
based on such labels as "Traditionally Rogerian" to capture
what has been called the PC1 group or "PersonCentered/Cognitive" to recruit the PC2 group would have
produced homogenous results. However, it is not necessarily
true that the therapist trainees would have found such a
definition meaningful, that they could reliably and with selfawareness self-select into such categories. The test implicit
in the methodology of the study was to determine whether selfnomination as a person-centered therapist would indicate
membership in a homogenous group with respect to patterns of
clinical decision-making. The answer is, quite emphatically,
that the group of trainees who call themselves person-centered
are not a homogenous group by the cognitive attributional
criteria of this study. This is an important finding insofar
as it tells consumers of counselling services that this label,
person-centered therapist, is not necessarily descriptive of a
unitary body of clinical practice.

Individual Differences

This study makes it possible to track the pattern of
responding for individual subjects from one experimental
condition to another. As noted in the results section, most
of the subjects adhered to a pattern that was highly
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correlated across experimental conditions. However, there
were some marked exceptions.
Subject #2 responded as part of the PC2 pattern for the
Middle Class Caucasian condition (r = .58), was a "mixed type"
under the Poor Caucasian condition (factor loadings of almost
.5 on both the PC1 and FC2 patterns), clearly adhered to the
FC pattern where the Middle Class Native was concerned (r =
.80), and was also with the FC group for the Poor Native
condition (r = .72). Analysis of variance for this subject's
scores found no significant effects for the Ethnicity or
Socioeconomic Status variables. However, "tracking" the
subject from one pattern to another as experimental conditions
change seems to indicate that the subject is responding
differentially to the experimental conditions, and that the
linear assumptions of the ANOVA technique treats these changes
as error variance. Put in other terms: While examination of
linear categories indicates no significant quantitative
difference, the Q-method points out qualitative changes in
response.
Subject #5 stayed with the FC pattern under all
conditions except the Poor Native client description. Here,
#5's responses loaded .58 with the FC pattern and .53 with the
PC1 pattern.
Subject #4 correlated highly with the FC pattern, except
when doing the Q-sort for the Poor Caucasian. On this
occasion #4 was distinguished by responses negatively loading
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onto the FC2 pattern (r= -.84) and by not correlating
positively with any other factor (all other loadings < .11).
Under the Poor Caucasian condition, Subject #10 left the
PC2 pattern shown in all other conditions and became a "mixed
type" loading modestly (.46 and .51) onto the two FC patterns.
These examples seem to have a lot to say about the study
of bias and clinical decision-making. It appears that, even
in a small N study like the one in question, clinical
decision-making is highly idiosyncratic and explication of
these patterns at an individual level relies on ipsative
techniques. At an individual level, patterns of clinical
decision-making are not necessarily stable or generalizable
from one situation to another.

Clinical Decision-Making and Bias
The patterns discussed above are at odds with findings
typified by O'Donohue & Fisher (1990), who found through
survey and interview techniques, that clinical decision-making
follows no systematic procedure. The difference, in this
instance, seems to be methodological. The experimental
paradigm, coupled with Q-sort measurement, seems to reveal
highly systematic procedures. However, the exceptions to the
clear-cut patterns also support Mattingly's (1991) assertion
that clinical reasoning is highly idiosyncratic.

How, then, do weaccount for the results? First the
subjects seemed to respond differentially to the Poor
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Caucasian with the family therapists becoming less
differentiated, some person-centered counsellors adhering even
more closely to their patterns, and other person-centered
counsellors taking a cognitive tack. Yet, these same
counsellors responded about the same to the Native clients,
rich and poor, and to the Middle Class Caucasian client. Why
were there no differences here? Why does socioeconomic status
make a difference only if you are Caucasian? Park & Rothbart
(1982) account for such results in terms of the "outgroup
homogeneity" hypothesis. This hypothesis suggests that ingroup members--in this case Caucasians--are seen as more
complex and variegated while members of outgroups--in this
case Natives--are seen as relatively uncomplicated and similar
to each other. Thus, socioeconomic status would not
differentiate native clients; they're all pretty much the
same--but it would differentiate Caucasian clients. The
observed results are consistent with this hypothesis.
There are other possibilities for describing the
differential treatment of the Poor Caucasian client. Soder
(1990) suggests that a distinction be made between prejudice
and ambivalence. In the case of the factor analytic pattern
for the Poor Caucasian there is ample evidence that could be
interpreted as the operation of ambivalence. Note that the
factor loadings are generally lower, that there are four, not
three, patterns, and that there are four "mixed type"
responses. Higgins & Borgh (1987) add another dimension to
the notion of ambivalence, hypothesizing that such judgements
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arise out of competing motivations. Ambivalence is the
condition of close competition between two motivations.
Ambivalence as an explanatory concept is also consistent
with attribution theory. If one accepts as fact that Native
people are subject to economic discrimination, and,
consequently, economic distress is a part of the experience of
native people in general, then the coincidence of being poor
and native is more than understandable, it's expectable or
normative. However, it is possible to think of poverty for a
Caucasian person as quite separate from the issue of race.
Given the information provided, the best that can be said
about the cause of the Caucasian's poverty is that he is down
on his luck or suffering the secondary results of depression.
Bad luck falls into the quadrant of the attributional model
labelled External-Unstable--and the unstable dimension was the
one least preferred by all counsellors in all conditions. In
short, the Poor Caucasian condition may be evoking
attributions involving the least control, least clarity, and
lowest area of preference for all the counsellors.
Returning to the competing motivation hypothesis, It is
interesting to speculate that the competing motivations could
have to do with, first, a desire to provide an effective
efficient professional service, and at the same time remain
culturally sensitive to out-group members. Pedersen and
Marsella (1982) have pointed out that it is ethically
incumbent upon counsellors and psychotherapists to provide an
informed culturally sensitive service. It has been further
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emphasized that providing such a service necessitates becoming
informed about the particulars of a client's cultural
background and milieu (Sue & Sue, 1990). If we assume that
socioeconomic status is also a cultural difference, then it
makes sense that therapists would respond to the poor client
more tentatively and in a less organized way; they are aware
of wanting to help, but at the same time needing more
information. The "outgroup homogeneity" hypothesis would
explain why no such competing emotions arise in the case of
the native clients, i.e. the natives are all pretty much the
same.
There are other possibilities. Freudian theory suggests
counter-transference as a possible explanation (Davidson,
1983). The Poor Caucasian client could be seen as,
differentially among the four clients, the most likely
candidate for counter-transference since this client is
ethnically similar (supporting the necessary identification)
but also experiencing financial and status distress which is a
marker for anxiety in a culture that values affluence and
position. The anxiety and the identification are the right
ingredients for counter-transference.

Implications for Theory and Research

This study demonstrates that an alternative methodology
in the study of bias and clinical decision-making can yield
results that inform not only the relationship between client
variables and clinical judgment, but also how therapist
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orientation fits into this process. Further, the usefulness
of cognitive attribution theory as a frame of reference has
been demonstrated. As Pedersen (1991) has shown, a dimension
of differential treatment of culturally different clients is
the attributional basis--internal versus external--of the
counselling theory being applied.
Further research in this area will benefit from having
subjects respond to several experimental conditions and
responding with options structured according to some testable
theory--as in the present study--but with the addition of more
life-like analogy such as video-tape. A further point of
investigation is to determine whether Q-sort choices are
correlated with actual counsellor behavior, a point that is
simply assumed in the present investigation. The present
study examines only one point in the therapeutic process,
specifically preparation for a first interview. Studies that
examine other points in therapy may find that another
dimension of attribution, global versus specific or nomothetic
versus ideographic, may be useful in accounting for the shift
in understanding of the client from the general to the
specific, from the normative to the ipsative.
The data produced by this study could be taken as
evidence for bias in counselling and psychotherapy, but only
if bias is defined as simple difference based on client
characteristics, and only if the assumption is made that these
differences are irrelevant to therapy. An alternative, and
this author believes, better interpretation runs something
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like the following. Counselling trainees are generally
consistent in their decisional strategy concerning plans to
intervene in a first encounter with a client. However, when
the client characteristic is low socioeconomic status, and the
client is a member of an "in-group", decisional strategies
change, some demonstrating less attributional coherence, some
more. This finding is congruent with the notion that
socioeconomic status is the most salient and powerful client
variable affecting therapist behavior, and that this variable
is mediated by in-group versus outgroup membership. It seems
congruent with its theoretical orientation that the group of
person-centered counsellors who seemed to demonstrate most
clearly not only what they would do in counselling, but also
what they would not do, changed the least in response to the
socioeconomic variable. However, it is also congruent that
family counsellors, focussing more on external factors, would
change their decisional pattern when the client's context is
less familiar and more obviously distressing. The "outgroup
homogeneity" hypothesis seems to account for the lack of
differential response when the client variable is ethnicity.
This finding, in turn, supports the notion of specific
training in cross-cultural training and the ethical
responsibility of counsellors to change "outgroups" to
"ingroups", at least within the context of counselling and
therapy, by becoming knowledgeable about the cultural context
of the client.
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Does this study demonstrate the operation of bias? The
answer depends, ultimately, on where one stands in terms of
definitions. Two dimensions of biased decision-making have
traditionally been emphasized: (1) lack of self-awareness on
the part of the decider, and (2) basing a decision on
irrelevant factors. This study does not address the first
dimension, self-awareness. However, if the reader sees
socioeconomic status as irrelevant to treatment of depression,
then a socioeconomic bias, for Caucasian clients seems to be
indicated. However, if socioeconomic status is a relevant
factor in clinical decision-making for the type of client
presented in this study, then we have evidence of an ethnic
bias: An important factor, socioeconomic status, is completely
ignored for the Native clients! If we include, in the
definition of bias (as this writer does) not only taking
irrelevant factors into account, but also failing to respond
to relevant factors, then the results point to an ethnic bias,
not a socioeconomic bias. Even more importantly, these
results suggest that an understanding of bias and clinical
decision-making is not likely to come through the examination
of isolated variables. The phenomenon of interest is an
interaction of persons, traits, and occasions.

89

REFERENCES
Abramowitz, S. I. & Murray, J. (1983). Race effects of
psychotherapy. In J Murray & P. R. Abramson (Eds.), Bias
in psychotherapy (pp. 215-255). New York: Praeger.
Abramowiz, S. I. & Dockecki, P. R. (1977). The politics of
clinical judgment: Early empirical returns. Psychological
Bulletin, 84, 460-476
Abramowitz, S. I. & Herrera, H. R. (1981). On controlling for
patient psychopathology in naturalistic studies of sex
bias: A methodological demonstraction. Journal of Clinical
and Consulting Psychology, 49, 597-603.
Alloy, L. B., Peterson, C., Abramson, L. Y., & Seligman, M. E.
P. (1984). Attributional style and the generality of
learned helplessness. Journal of Personality and Social
Psychology, 46, 681-687.
Allport, G.W. (1937). Personality: A psychological
interpretation. New York: Holt.
Allport, G.W. (1961). Comments on earlier chapters. In Rollo
May (Ed.), Existential psychology. New York: Random House.
Beck, A.T. (1974). The development of depression: A cognitive
model. In J. R. Friedman and M. M. Katz (Eds.), The
psychology of depression: Contemporary theory and research
(pp. 186-207). New York: Wiley.
Beck, A.T., Ward, C.H., Mendelson, M., Mock, J., & Erbaugh, J.
(1961). An inventory for measuring depression. Archives
of General Psychiatry, 4, 561-571.
Broverman, I.K., Broverman, D. M., Clarkson, F. E.,
Rosenkrantz, P. S., & Vogel, S. R. (1970). Sex role
stereotypes and clinical judgements of mental health.
Journal of Consulting and Clinical Psychology, 34, 1-7.
Burk, J. P. & Sher, K. J. (1990). Labeling the child of an
alcoholic: Negative stereotyping by mental health
professionals and peers. Journal of Studies on Alcohol,
51, 156-163.
Campbell, D. T. & Fiske, D. W. (1959). Convergent and
discriminant validation by the multitrait-multimethod
matrix. Psychological Bulletin, 56, 81-105.
Cayleff, S. E. (1986). Ethical issues in counseling gender,
race, and culturally distinct groups. Journal of
Counseling and Development, 64, 345-347.

90
Corsini, R. J. (1984). Current psychotherapies (3rd ed.).
Itasca, IL: Peacock Publishers.
Crocker, J. & Voelkl, K. (1991). Social stigma: The affective
consequences of attributional ambiguity. Journal of
Personality and Social Psychology, 60, 218-228.
Davidson, C. V. (1983). Making the conceptual leap from sex
bias to countertransference: A closer look at the patienttherapist dyad. In J. Murray & P. R. Abramson (Eds.), Bias
in psychotherapy (pp. 215-255). New York: Praeger.
Deaux, K. (1976). Sex: A perspective on the attribution
process. In J. H. Harvey, W. J. Ickles, & R. F. Kidd
(Eds.), New directions in attribution research (Vol. 1).
Hillsdale, NJ: Erlbaum.
Deaux, K. & Emswiller, T. (1974). Explanation of successful
performance on sex-linked tasks: What is skill for the male
is luck for the female. Journal of Personality and Social
Psychology, 29, 80-85.
Draguns, J. G. (1981). Cross-cultural counseling and
psychotherapy: History, issues, current status. In A. J.
Marsella & P. B. Pedersen (Eds.), Cross-cultural counseling
and psychotherapy (pp. 3-27). New York: Pergamon Press.
Egan, G. (1986). The skilled helper: A systematic approach to
effective helping (3rd ed.). Monterey, CA: Brooks/Cole.
Ellis, M. V. & Robbins, E. S. (1990). Anchoring errors in
clinical judgments: Type I error, adjustment, or
mitigation? Journal of Counseling Psychology, 37, 343-351.
Epston, D. & White, M. (1990). Narrative means to therapeutic
ends. New York: W. W. Norton & Co.
Falvey, J. E. (1992). From intake to intervention: Interdisciplinary perspectives on mental health treatment
planning. Journal of Mental Health Counseling, 14, 471489.
Fromm, E. (1947). Man for himself: An inauiry into the
psycholoay of ethics. New York: Fawcett Publications.
Gartner, J. & Harmatz, M. (1990). The effect of patient and
clinician ideology on clinical judgment: A study of
ideological countertransference. Psychotherapy, 27, 98106
Goldenberg I. & Goldenberg H. (1985). Family therapy: An
overview. Monterey, CA: Brooks/Cole

91
Higgins, E. T. & Bargh, J. A. (1987). Social cognition and
social perception. Annual Review of Psychology, 38, 369425
Haley, J. (1973). Uncommon therapy: The psychiatric
techniques of Milton H. Erickson. New York: Norton.
Haley, J. (1987). Problem-solving therapy. San Francisco,
CA; Jossey-Bass.
Hamilton, D. L. (1983). Effects of bias on attribution and
information processing: A cognitive-attributional analysis
of stereotyping. In J. Murray & P. R. Abramson (Eds.),
Bias in psychotherapy (pp. 103-123). New York: Praeger.
Hansen, F. J. & Reekie, L. (1990). Sex differences in
clinical judgments of male and female therapists. Sex
Roles, 23, 51-64.
Hardy, D. M. & Johnson, M. E. (1992). Influence of therapist
gender and client gender, socioeconomic status, and
alcoholic status on clinical judgments. Journal of Alcohol
and Drug Education, 37(2), 94-102.
Heider, F. (1958). The psychology of interpersonal relations.
New York: Wiley.
Huitt, K. & Elston, R. R. (1991). Attitudes toward persons
with disabilities expressed by professional counselors.
Journal of Applied Rehabilitation Counseling, 22(2), 42-43.
Ivey, A. E., Ivey, M. B. & Simek-Downing, L. (1987)
Counselling and psychotherapy: Integrating skills, theory,
and practice (2nd ed.). Englewood Cliffs, NJ: PrenticeHall.
Kanfer, F. H. & Goldstein, A. P. (1986). Helping people
change (3rd ed.). New York: Pergamon.
Kelley, H. H. (1972). Attribution theory in social
psychology. In D. Levine (Ed.), Nebraska symposium on
motivation (vol. 51). Lincoln: University of Nebraska
Press.
Korchin, S. J. (1976). Modern clinical psychology: Principles
of intervention in the clinic and community. New York:
Basis Books.
Lopez, S. R. (1989). Patient variable biases in clinical
judgement: Conceptual overview and methodological
considerations. Psychological Bulletin, 106, 184-203.

92
Lopez, S. R. (1983). The study of psychotherapy bias: Some
conceptual issues and some concluding remarks. In J.
Murray & P. R. Abramson (Eds.), Bias in psychotherapy (pp.
353-365). New York: Praeger.
Madanes. C. (1981). Strategic family therapy. San Francisco,
CA: Jossey-Bass.
Maroney, D. & Golub, S. (1992). Nurses' attitudes toward
obese persons and certain ethnic groups. Perceptual and
Motor Skills, 75, 387-391.
Marsella, A. J. & Pedersen P. B. (Eds.). (1981). Crosscultural counseling and psychotherapy. New York: Pergamon
Press.
Mattingly, C. (1991). What is clinical reasoning? American
Journal of Occupational Therapy, 45, 979-986.
McKeoun, B. and Thomas, D. (1988). 0 Methodology. Newbury
Park, CA: Sage Publications.
Meador, B. D. & Rogers, C. R. (1984). Person-centered
therapy. In R. J. Corsini (Ed.), Current Psychotherapies
(3rd ed.) (pp. 142-195). Itasca, ILL: F. E. Peacock
Publishers.
Milgram, Stanley (1974). The experience of living in cities.
In R. H. Moos & P. M. Insel (Eds.), Issues in social
ecology (pp. 189-207). Palo Alto, CA: National Press
Books.
Mischel, W. (1968). Personality and assessment. New York:
John Wiley and Sons.
Murray, J. & Abramson, P. R. (1983). An investigation of the
effects of client gender and attractiveness on
psychotherapists' judgements. In J. Murray & P. R.
Abramson (Eds.), Bias in psychotherapy (pp. 129-167). New
York: Praeger.
Murray, J. & Abramson, P. R. (Eds.). (1983). Bias in
Psychotherapy. New York: Praeger.
O'Donohue, W. & Fisher, J. E. (1990). Treatment decisions:
Their nature and their justification. Psychotherapy, 27,
421-427.
Park, B. & Rothbart, M. (1982). Perception of out-group
homogeneity and levels of social categorization: Memory for
the subordinate attributes of in-group and out-group
members. Journal of Personality and Social Psychology, 42,
1051-1068.

93
Pedersen, P. B. & Marsella, A. J. (1982). The ethical crisis
for cross-cultural counseling and therapy. Professional
Psychology, 13, 492-500.
Pedersen, P. B. (1991). Counseling international students.
Counseling Psychologist, 19, 10-58.
Rinn, J. L. (1961). Q-methodology: An application to group
phenomena. Educational and Psychological Measurement, 21,
2, 315-329.
Ross, L. (1977). The intuitive psychologist and his
shortcomings. In L. Berkowitz (Ed.), Advances in
experimental social psychology (vol. 10, pp. 173-220). New
York: Academic Press.
Rotter, J. B. (1966). Generalized expectancies for internal
versus external control of reinforcement. Psychological
Monographs, 80, (1, Whole No. 609).
Sattler, J. M. (1977). The effects of therapist-client racial
similarity. In A. S. Gurman & A. M. Razin (Eds.),
Effective psychotherapy: A handbook of research. New York:
Pergamon Press.
Saxon, J. P. & Spitznagel, R. J. (1992).^Age bias: An
intervening variable in vocational rehabilitation
feasibility decision-making? Journal of Applied
Rehabilitation Counseling, 23(1), 22-26.
Schlossberg, N.' K. (1977). Hide and seek with bias.
Personnel and Guidance Journal, April, 481-484.
Schneider, D. J. (1973). Implicit personality theory: A
review. Psychological Bulletin, 79, 294-309.
Seligman, M. E. P. (1975). Helplessness: On depression,
development and death. San Francisco, CA: Freeman.
Sidman, M. (1960). Tactics of scientific research: Evaluating
experimental data in psychology. New York: Basis Books.
Skinner, B. F. (1974). About behaviorism. New York: Vintage
Books.
Sloane, R, Staples, F., Cristol, A., Yorkston, N. & Whipple,
K. Psychotherapy vs. behavior therapy. Cambridge, MA:
Harvard.
Soder, M. (1990). Prejudice or ambivalence? Attitudes toward
persons with disabilities. Disability, Handicap, &
Society, 5, 227-241.

94

Stephenson, W. (1953). The study of behavior. Chicago, Ii:
University of Chicago Press.
Strohmer, D. C. & Shivy, V. A. (1990). Information processing
strategies in counselor hypothesis testing: The role of
selective memory and expectancy. Journal of Counseling
Psychology, 37, 465-472.
Sue, D. W. & Sue, D. (1990). Counseling the culturally
different: Theory and practice. New York: John Wiley &
Sons.
Taylor, S. E., & Fiske, S. T. (1975). Point of view and
perceptions of causality. Journal of Personality and
Social Psychology, 32, 439-445.
Weary, G., Stanley, M. A., & Harvey, J. H. (1989).
Attribution. New York: Springer-Verlag.
Weiner, B., Frieze, I., Kukla, A., Reed, L., Rest, S., &
Rosenbaum, R. M. (1972). Perceiving the causes of success
and failure. In E. E. Jones, D. E. Kanouse, H. H. Kelly,
R. E. Nisbett, S. Valins, & B. Weiner (Eds.), Attribution:
Perceiving the causes of behavior. Morristown NJ: General
Learning Press.
Yin, R. K. (1989). Case study research: Design and methods.
London: Sage.
Zimbardo, P. G., & Leippe, M. R. (1991). The psychology of
attitude change and social influence. Philadelphia: Temple
University Press.
Zuckerman, M. & Lubin, B. (1965). Manual for the Multiple
Affect Adjective Check List. San Diego, CA: Educational
and Industrial Testing Service.
Zuriff, G. E. (1985). Behaviorism: A conceptual
reconstruction. New York: Columbia University Press.

95

Appendix A
Recruitment of Subjects

96

The following is the presentation given to classes in
Counselling Psychology at the University of British Columbia
recruiting subjects for the study.

Recruitment Presentation to be Used in Soliciting
Volunteers from Counselling Psychology Classes
Hello. My name is Glen Grigg. I am a student in
counselling psychology and I am here today to ask you to
provide data for my thesis project. My advisor on this
study is Mary Westwood from this department. The
results will be kept confidential. The data will be
presented in the form of aggregate statistical summaries
or anonymous case profiles.
Why should you participate in this study? Well, I hope
you will be willing to help a fellow student with a task
we all must complete, specifically, a thesis! But, much
more importantly, I think that participating as subjects
in this study may be useful to you. You see, I am
interested in the kinds of decisions that counsellors
make, and their process of judgment, especially early on
in the counselling process. Participating in this task
may be very useful to you in thinking about, and
learning about, assessment issues in our work with
clients.
Specifically, I would like you to read a series of four
intake interview summaries, each of which describes a
fictitious client. After reading each one, the task is
to do a card sort. Intervention possibilities are
written on a series of cards. A standard format is
provided to help you indicate which counsellor actions
you see as most appropriate, and those you view as least
appropriate. While I don't see any particular
preferences as right or wrong, or even better or worse,
I am betting that the theoretical orientation of the
therapist, as well as the client and the client's
difficulties, makes a difference in how clinical
decisions are made. And I also want to control for
therapist gender and level of training. That's why, as
part of the task, I will also ask you to fill in a short
demographic sheet that includes facts such as your age
range and sex, your theoretical orientation--Adlerian,
family systems, and so on--as well as a checklist of
courses and labs you have completed in the program. I'd
also like to follow up your work with a short debrief,
so I would like to get a phone number where you can be
reached.
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Some people have completed the card sorts in as little
as thirty minutes, but most people have taken somewhere
between a half hour and an hour to complete this task.
I would like to remind you that you are free to withdraw
from this study at any time. Participation in this
study is voluntary and does not have any bearing on any
course work or program requirements.
Any questions? Okay! Thanks your time, your attention,
and thanks in advance for your contribution to my study.
I would like to be called to confirm my participation as
a subject in "Clinical Judgment in Counselling and
Psychotherapy: Extending Theory and Research Design". I
understand that I am free to withdraw from this study at
any time and that participation in this study is
voluntary and does not have any bearing on any course
work or program requirements. I can also call the
following people for more information:
Glen Grigg, Master's Candidate, Dept. of Counselling
Psychology, 986-0534.
Dr. Marvin Westwood, Dept. of Counselling Psychology,
University of British Columbia, 822-0870.

The following letter was sent to prompt the return of
data.
Dear [Subject],
About two months ago I visited you during a
counselling class at UBC to recruit volunteer subjects
for my thesis project. You were kind enough to commit
some of your time and your expertise to this project.
We were in touch by phone, following which I sent you a
package of materials: four "Q-sorts" and a demographics
sheet.
So far I haven't heard back from you. So, I'm writing
to touch base again and offer any help I can in
completing the card sorts. I understand that this has
been a very busy time of year with lots to do! If I can
be of any assistance, please give me a call at 986-0534.
I work some odd hours, so you may end up talking to an
answering machine, but I will get back to you as
promptly as possible.
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In this package you should find the following items:
1.

Four descriptions of counselling clients.

2.

Seven envelopes, numbered 1 to 7 attached to each
description.

3.

Four sets of 32 cards bearing words or phrases describing
counselling interventions.

4.

A large brown envelope, stamped and addressed, by which to
return your completed work.

5.

A blank envelope on which to write your address so that I
can send you a summary of the results of the study.

6.

Some tea, hot chocolate, and a granola bar in case you get
hungry or thirsty while sorting the cards.

7.^A demographic, by which you can share a litte information
about yourself --if you wish.
B.^This instruction set.
THE BASIC TASK
In a nutshell, you are asked to consider the needs of each
client, and then sort the counselling options from most preferred
to least preferred and return the sorted cards by mail.
IF YOU NEED HELP
If you have questions or problems, call me--Glen Grigg—at 9860534. You may get my answering machine, but in that case leave a
message and I will get back to you right away.
RETURNING THE RESULTS
The postage is already paid and the envelope addressed, so all
you need to do is put everything back in the return envelope and
drop it in the mail.
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INSTRUCTIONS
Thank you for participating in my study! My name is Glen Grigg
and I can be reached to answer any questions by calling 986-0534.
My advisor is Dr. Marvin Westwood, Associate Professor in the
Department of Counselling Psychology; Dr. Westwood's number is
822-5259. This questionnaire is part of my thesis project
undertaken towards the completion of my Master of Arts degree in
counselling psychology. The purpose of this study (titled
Clinical Judgeeent in Counselling and Psychotherapy: Extending
Theory and Research) is to enhance the understanding of how
counsellors and psychotherapists make clinical judgements. It is
my hope that by participating and later reviewing the results you
will gain information and insight about client assessment and
professional choice.
I would like to remind you that participation is voluntary and
that you may withdraw at any time. The task takes somewhere
between thirty minutes and an hour to complete. I have provided
you with a large brown envelope already stamped and addressed to
me. When you have finished, please put the materials back in the
envelope and return it to me by mail. The return of this
questionnaire will be taken to indicate your consent to
participate.
To have a summary and results of my study mailed to you, please
put your name and address on the small envelope provided.

Page 1

^
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In this package are four client descriptions that you are to
imagine to be actual summaries of screening interviews taken at a
clinic for treatment of depression. Attached to each client
description is a set of thirty-two cards and seven envelopes.
Your task is to read these case descriptions as if you were
planning to conduct an initial counselling session based on this
"intake" information. Then you use the cards and the envelopes
to indicate what actions you would choose and which you would
avoid in helping this client. The paragraphs below will explain
exactly how to do this.
Each of the cards has been printed with a few words or a phrase
describing a counselling technique or procedure. Your task is to
sort these techniques and procedures from most preferred to least
preferred. You may wish to begin by sorting them into two piles-preferred and not preferred--but to complete the task you must
sort them into seven groups from most preferred to least
preferred. Each group must contain a specific number of cards,
as listed below. Since I need to know what your preferences
were, one envelope has been provided for each group of cards.
When you're finished sorting, you can seal that group of cards in
the envelope that is labelled for that pile. Envelope 401 is
labelled "Most favoured" and enveloped #7 is labelled "least
favoured". The other five envelopes represent points in between
these extremes. When you have finished sorting, you must have
the following numbers of cards for each envelopes
Envelope
Envelope
Envelope
Envelope
Envelope
Envelope
Envelope

Number
Number
Number
Number
Number
Number
Number

1
2
3
4
5
6
7

"Most Preferred"

"Least Preferred"

2 cards
4 cards

6
El
6
4
2

cards
cards
cards
cards
cards

You might picture the stacks of cards as looking like this

^x

x
x
x^x^x
x^x^x
x^x^x^x^x
x^x^x^x^x
x^x^x^x^x^x^x
^x^x^x^x^x^x

^Most preferred 1^2^3^4^5^6^7^Least preferred

Page 2
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When you are finished, put the cards in the envelopes, seal the
envelopes, clip them together, and go on with the next case
description.
You can organize this sorting task any way you want. Many people
find that arranging the envelopes in front of them like this
helps them along:

•

You may feel that you have insufficient information to make a
categorical judgement. You may also have ideas for practices and
procedures that are not indicated on the cards. I would be very
interested if you would make a note of these ideas and pass them
along, but please give the best answer you can given the options
supplied.
It is very important that you put the cards in the envelopes and
seal them up. Otherwise, there will be no record of what your
preferences were
Along with each case description is a five-point scale by which
you can indicate your assessment of how severe the client's
problem is. Here's an example:
1
1 Problem Severity^
1
I^
I
I^1^2^3^4^5^I
I^Mild^ Moderate^Severe^I
In the example above, the therapist judgement was moderate
severity.
When you have finished each sort, please put the envelopes
containing the cards and the client descriptions in the return
envelope. Once you have completed all +our sorts and have all
the cards, envelopes, and client descriptions in the return
envelope, just seal it up and drop it in the mail. If you would
like to hear back with a results summary, put your address on the
blank envelope provided. I'll send you a summary of the results
when they are available

Page 3
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Your time is important and valuable--to you and to
be aware that you don't have to finish this task in
You can go through the clients one at a time, or do
one sitting. I much more concerned with thoughtful
than speed.
Once again, thank you for your participation!

Page 4

me. So please
one sitting.
several at
responses
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Demographics Sheet
Please answer the questions below. The intent of the questions
is to allow me to report more precisely on the nature of those
participating in my study, and also to see if age or gender or
level of training makes a systematic difference in the way
subjects respond.
However, if for any reason you don't wish to answer any of the
questions, just leave it blank.
_Female
Please check opposite your age range
20-24^25-29^_._.30-34
35-39^40-44^45-49
50-54^55-59^60+
•

Please check both those courses you have completed as well as
those in which you are currently enrolled.
CNPS 504 Elementary School Counselling
CNPS 508 Review of Research in Educational Methods
CNPS 514 Counselling Adolescents
.CNPS 531 Interview and Nonstandard Measures in Counselling

_.CNPS 532 Tests in Pupil Personnel Services
.CNPS 534 Gender and Sex Role Issues in Counselling
CNPS 544 Family Counselling I
.CNPS 545 Family Counselling II
_GNPS 561 Laboratory Practicum
GNPS 564 Group Counselling
.CNPS 574 Career Planning and Decision-Making Counselling
_CAPS 578 Counselling Theories and Interventions
_CNPS 579 Research in Guidance Sbrvices
_CNPS 580 Problems in Education
CNPS 584 Program Development in Counselling
_CNPS 588 Supervised Training in Counselling
CNPS 594 Cross-Cultural Counselling
CNPS 598 Field Experience

Please check the description that most closely corresponds to
your orientation to counselling.

.Psychodynamic^ Behavioral
_ Gestalt
Adlerian
.
_^
Person-Centered
_. Reality
_^
Existential
_Analytical^
Family
_Cognitive^
May I call you for a brief follow-up interview if needed?
Yes^No
Thank you for all your help!
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Intake Screening Form
7
,/
Date:_me:
Name:^/1,%7‘rA
Age:

111AMalinglaipar

Sex:

0

Phone #: fOMMONOO(home)

F

^ (work)

Occupation: ^/1/d" ^Currently Employed? Y
Home Address:
Postal Code:
Referred by:

se/fzi

Religious affil. (optional): ^
Ethnicity (optional):
Referral to

^Medical Assessment
^Testing (Specify tests: ^
^Counselling
^Other (Specify: ^

Counsellor Assigned:

AmmoRIMPW

Summary of Intake Interview:
(Please type or write CLEARLY)
In the screening interview Joe slouched in his chair- as if
extremely tired or unmotivated to invest energy in the encounter.
When questioned, Joe revealed that he was very pessimistic about
the future. Joe told the interviewer that he wakes up earlier in
the morning than he used to. Asked about his social life, Joe
responded that he felt bored most Crf the time. Joes says that he
lives on a combination of welfare payments and the occasional odd
job. Joe indicated his agreement when the interviewer suggested
calling his feelings "broken-hearted", "downcast", and
"afflicted".

,
1
i Problem Severity^
1
1^
1
1^1^2^3^4^5^1
1^Mild^Moderate^Severe^1
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^ Sex :^F

Intake Screening Form

^ Time: ^

Date:

Name:^

CA(Y5

Age:
Phone #:

IMMOMIWome)

Occupation: C274.5 A177

^Currently Employed?

Home Address:
Postal Code:
Referred by:
Religious affil. (optional): ^
Ethnicity (optional):
Referral to^Medical Assessment
Testing (Specify tests:
^Other (Specify:
Counsellor Assigned:

__11111,1119110461QP

Summary of Intake Interview:
(Please type or write CLEARLY)
-1
During the screening interview Christopher's eyes appeared
somewhat reddened, and he disclosed that he had been experiencing
some episodes of crying. He told the interviewer that he feels
bad or unworthy a good part of the time. Chris told the
interviewer that he was concerned with a general feeling of
"unwellness" and unpleasant feelings in his body. He also
revealed an employment concern saying, "I don't work as well as I
used to." At points in the interview Christopher's feelings were
reflected to him as "broken", "grieved", and "hopeless". Chris
reported that these words accurately described his feelings.

Problem Severity
1
2^
Mild^
Moderate

4
Severe

^
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Intake Screening Form
Date:

Time:

Name:

.g 5

Age:

Sex:

Phone #:^(home)

(work)

Occupation:

Currently Employed?

Nj

Home Address:
Postal Code:
Referred

by:

Religious affil. (optional):

AF7,e7L

Ethnicity (optional):
Referral to ^Medical Assessment
^Testing (Specify tests: ^
X Counselling
^Other (Specify: ^
Counsellor Assigned:
Summary of Intake Interview:
(Please type or write CLEARLY)
Although able to talk to the interviewer, Benjamen's speech was
noted to be high pitched and his verbal responses sparse.
Reporting a sense of self-hate, Ben said, "I just don't like
myself." Benjamen reported a gradual loss of appetite, but could
not be specific about the period of time. He also told of being
less interested in people than he used to be. Ben talked of
problems getting his welfare check to "go the distance" each
month. Feeling wards such as "weary", "oppressed" and
"downhearted" were endorsed by Benjamen during the interview.

I Problem Severity
1

^

^ ^

M i1 ,1

2

3^4^5

-1
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Intake Screening Form
Date: ialIllaEIMEIIIWime:

;e4L5-

Name: ‘,1
Age:

^ Sex: (M) F

Phone #: ^ home)
home) 101101.(work).
Occupation:^47/1 42/X74- ^Currently Employed?

6

N

Home Address:
i=11111.116111,
Postal code:A101111111,
Referred by:^--_e_Z--'^

n^_.....
Religious affil. (optional): 1'V Ethnicity (optional):
Referral to

_

Medical Assessment
Testing^(Specify testes
Counselling
Other (Specify: ^

Counsellor Assigned: 4
11111•11111111
^F—
Summary of Intake Interview:
(Please type or write CLEARLY)
The interviewer noted during the screening that James was very
slow to respond to questions or st.atemants, often taking five
seconds or more be.fore replying either verbally or nonverbally.
James stated, "I have a feeling something bad may happen to me."
James also told of waking up in the morning without feeling
really rested. James revealed that he felt that at some point in
the past he had begin to get annoyed or irritated more easily
than he used to. James confirmed for the interviewer that he
felt "heartsick", "glum", and "desolate".

Problem Severity
1^2^3^4^5
Mild^Moderate^Severe
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SUMMARY OF RELIABILITY DATA
Numbers to the left of the items indicate how many times,
out of ten, this item is categorized into the quadrant that
heads the list. The exceptions are the two items labelled
"R". This designates the two items that were generated on a
rational basis to make up two more items for a category that
had only six nominations in total.
In each other category, the highest rated eight items
were used as the content of the Q-sort.
Internal Stable
Reliability^Item
9^Analysis of characterological type
8^Analyze cognitive style and cognitive
distortions
8^Directing client to change questions to
statements
8^Discover and correct irrational ideation
8^Examine premises and suppositions underlying
client's expressed beliefs
8^Examine premises of client's world view
8^Values clarification
8^Free association
7^Cultural identity consciousness-raising
7^Gender identity consciousness-raising
7^Positive asset search
7^Analytic dream analysis
7^Focussed free association
6^Analysis of client's developmental tasks
6^Relaxation training
6^Analysis of transference and countertransference
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Internal Unstable
Reliability^Item
8^Charting and self-monitoring
7^Analyzing elements of a dream as metaphors for
parts of the self
7^Analysis of client's developmental stage
7^Client self-monitoring of thoughts and
associated emotions
7^Thought stopping
6^Analysis of resistance
6^Directing client to exaggerate the symptom
6^Direction client to exaggerate symptoms and
problems
6^Redirect client's use of language
6^Direct client's attention to "here and now"
6^Gestalt "two-chair" technique
6^Questioning
6^Emotional intensification through advanced
accurate empathy
6^Having the client talk to the "empty chair"
6^Ref raming

External Stable
Reliability^Item
8^Constructing a "life line"
8^Tracking interactional patterns
7^Assertiveness training
7^Collecting a family history
7^Generating options and desirable scenarios for
outcomes
6^Multigenerational pattern analysis through
genogram construction
Exploring client's social and cultural context,
including support network.
Exploring and analyzing client's current life
tasks.
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External Unstable
Reliability^Item
10^Assigning therapeutic tasks to disrupt
problematic interactions
10^Contingency and reinforcement management
10^Contracting for new behaviors
10^Generating a specific behavioral problem
definition
10^Mediating communication between family members
10^Pinpointing behavioral targets for change
10^Role-playing of alternative behaviors
10^Setting specific, observable, measurable goals
for counselling outcome
9^Analyzing the prevailing contingencies of
reinforcement
9^Circular questioning
9^Social skills training
8^Directing client's attention to aspects of life
other than the problem
8^Teaching communication skills
8^Teaching decisional strategies
8^Role playing and/or behavioral rehearsal
7^Systematic desensitization
7^Primary empathy and attending skills
7^Re-enactment of critical incidents
6^Joining in the rule structure and language
practices of the family
6^Paradoxical intention
6^Creating a metaphor for description of a
problem
6^Re-labelling "problems" behaviors as strengths
or justifiable protests against unjust
treatment or circumstances

113

Appendix D
Analysis and Content of Patterns

^
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Summary of Analysis of Variance Performed
On Q-Scores for Each Counsellor Type
Family^Person-^PersonCounsellor 1 Centered 1 Centered 2
^
Condition Source of^Signif^ Signif^Signif
Variation^F of F
F of F^F of F

POOR
NATIVE

Main Effects
IE
SU
2-way Inter.

FACTOR 1^FACTOR 3^FACTOR2
7.383 .003* 14.376 .000* 2.308 .118
11.016 .003* 7.611 .010*
.462 .502
3.749 .063 21.141 .000* 4.154 .051*
6.197 .019* 3.383 .077
.205 .654

MIDDLE
CLASS
NATIVE

Main Effects
IE
SU
2-way Inter.

FACTOR 1
FACTOR 2
FACTOR 3
8.235 .002* 12.156 .000* 2.014 .152
8.235 .008* 10.144 .004*
.806 .377
8.235 .008* 14.168 .001* 3.223 .083
8.235 .008* 1.341 .257
.201 .657

POOR
Main Effects
CAUCASIAN
IE
SU
2-way Inter.

FACTOR 2
FACTOR 1
FACTOR 4
6.072 .006* 12.634 .000* 3.151 .058
9.359 .005* 8.537 .008* 3.570 .069
2.785 .106 16.732 .000* 2.733 .109
9.359 .005* 1.366 .253 1.394 .248

MIDDLE
Main Effects
IE
CLASS
CAUCASIAN
SU
2-way Inter

FACTOR 1
FACTOR 3
FACTOR 2
4.439 .021* 10.884 .000* 3.323 .051*
3.346 .078
8.092 .008*
.054 .817
5.532 .027* 13.676 .001*
.591 .016
6.829 .014* 2.023 .166
.218 .644

Effects significant at p<.05 are shown by *

^
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FACTOR 1 - POOR NATIVE: FAMILY COUNSELLOR PATTERN
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares^DF Square^F^of F
Main Effects
IE
SU

24.125
18.000
6.125

2
1
1

12.062
18.000
6.125

7.383
11.016
3.749

.003
.003
.063

2-way Interactions
IE^SU

10.125
10.125

1
1

10.125
10.125

6.197
6.197

.019
.019

Explained

34.250

3

11.417

6.987

.001

Residual

45.750

28

1.634

Total

80.000

31

2.581

***

CELL

MEANS

***

Stable^Unstable^TOTAL
Internal

3.13

3.38

3.25

External

5.75

3.75

4.75

TOTAL

4.44

3.56
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FACTOR 1 - POOR NATIVE: FAMILY COUNSELLOR PATTERN
***
Item Content

CONTENT

^

OF

Q

-

SORT

***

Type Z-Score

Exploring client's social and cultural
context, including support network ^ES^2.294
Multigenerational pattern analysis and
genogram construction^
ES^1.537
Constructing a "life line"^
ES^1.426
Exploring and analyzing client's
life tasks^
ES^1.327
Tracking interactional patterns ^ES^1.229
Generating options and desirable
scenarios for outcomes^ ES^1.163
Thought stopping^
IU^-1.050
Discover and correct irrational
ideation^
IS^-1.079
Directing client to change questions
to statements^
IS^-1.130
Free association^
IS^-1.152
Contingency and reinforcement
management^
EU -1.310
Analysis of characterological type^IS^-1.547
Analysis of resistance^
IU^-1.607
Classification of Items: ^
US - Internal-Stable ^ IU - Internal-Unstable
ES - External-Stable
EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^
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FACTOR 1 - MIDDLE CLASS NATIVE: FAMILY COUNSELLOR PATTERN
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares^DF Square^F^of F
Main Effects
IE
SU

25.000
12.500
12.500

2
1
1

12.500
12.500
12.500

8.235
8.235
8.235

.002
.008
.008

2-way Interactions
IE^SU

12.500
12.500

1
1

12.500
12.500

8.235
8.235

.008
.008

Explained

37.500

3

12.500

8.235

.000

Residual

42.500

28

1.518

Total

80.000

31

2.581

* * * CELL MEANS * * *
Stable^Unstable^TOTAL
Internal^3.38^ 3.38^3.38
External^5.88^ 3.38^4.63
TOTAL^4.63^ 3.38
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FACTOR 1 - MIDDLE CLASS NATIVE: FAMILY COUNSELLOR PATTERN
* * *^CONTENT^OF^Q-SORT
Item Content^

Type

Exploring client's social and cultural
context, including support network ^ES
Collecting a family history^ ES
Multigenerational pattern analysis and
genogram construction ^ ES
Exploring and analyzing client's
current life tasks^
ES
Constructing a "life line"^
ES
Tracking interactional patterns ^ES
Contracting for new behaviors ^ EU
Directing client to change questions
to statements^
IS
Thought stopping^
IU
Analysis of characterological type^IS
Contingency and reinforcement
management^
EU
Analysis of resistance^
IU

* *^*
Z-Score

1.806
1.774
1.619
1.462
1.359
1.186
-1.017
-1.098
-1.252
-1.321
-1.642
-1.721

Classification of Items: ^
US - Internal-Stable^ IU - Internal-Unstable
ES - External-Stable
EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^

119
FACTOR 1 - POOR CAUCASIAN: PERSON-CENTERED PATTERN 1
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares ^DF Square^F^of F
37.000
12.500
24.500

2
1
1

18.500
12.500
24.500

12.634
8.537
16.732

.000
.007
.000

2.000
2.000

1
1

2.000
2.000

1.366
1.366

.252
.252

Explained

39.000

3

13.000

8.878

.000

Residual

41.000

28

1.464

Total

80.000

31

2.581

Main Effects
IE
SU
2-way Interactions
IE^SU

* * * CELL MEANS * * *
Stable^Unstable^TOTAL
Internal^5.25^ 4.00^4.63
External^4.50^ 2.25^3.38
TOTAL^4.88^ 3.13
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FACTOR 1 - POOR CAUCASIAN: PERSON-CENTERED PATTERN 1
***

CONTENT

Item Content^

OF

Q

-

SORT

***

Type Z-Score

Examine premises of client's world
view^
IS^1.889
Examine premises and suppositions underlying client's expressed beliefs^IS^1.855
Exploring and analyzing client's
current life tasks^
ES^1.538
Exploring client's social and cultural
context, including support network^ES^1.400
Values clarification^
IS^1.280
Mediating communication between family
members^
EU^-1.144
Directing client to exaggerate the
symptom^
IU^-1.306
Setting specific, observable, measureable goals for counselling outcome^EU^-1.364
Contingency and reinforcement
management^
EU^-1.371
Contracting for new behaviors ^ EU -1.540
Generating a specific behavioral
problem definition^
EU^-2.072
Classification of Items: ^
US - Internal-Stable^ IU - Internal-Unstable
ES - External-Stable
EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^
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FACTOR 1 - MIDDLE CLASS CAUCASIAN: FAMILY COUNSELLOR PATTERN
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares ^DF Square^F^of F
Main Effects
IE
SU

16.250
6.125
10.125

2
1
1

8.125
6.125
10.125

4.439
3.346
5.532

.021
.078
.026

2-way Interactions
IE^SU

12.500
12.500

1
1

12.500
12.500

6.829
6.829

.014
.014

Explained

28.750

3

9.583

5.236

.005

Residual

51.250

28

1.830

Total

80.000

31

2.581

* * * CELL MEANS * * *
Stable^Unstable^TOTAL
Internal^3.50^ 3.63^3.56
External^5.63^ 3.25^4.44
TOTAL^4.56^ 3.44
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FACTOR 1 - MIDDLE CLASS CAUCASIAN: FAMILY COUNSELLOR PATTERN
* * * CONTENT OF Q-SORT * * *
Item Content
Exploring client's social and cultural
context, including support network
Collecting a family history
Constructing a "life line"
Examine premises and suppositions underlying client's expressed beliefs
Multigenerational pattern analysis and
genogram construction
Tracking interactional patterns
Free association
Thought stopping
Analysis of characterological type
Discover and correct irrational
ideation
Analysis of resistance
Pinpointing behavioral targets for
change
Contingency and reinforcement
management

Type

Z-Score

ES
ES
ES

1.861
1.669
1.575

IS

1.319

ES
ES

1.281
1.276

IS
IU
IS

-1.121
-1.164
-1.197

IS
IU

-1.226
-1.406

EU

-1.689

EU

-1.702

Classification of Items: ^
US - Internal-Stable^ IU - Internal-Unstable
ES - External-Stable
EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^
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FACTOR 2 - POOR NATIVE: PERSON-CENTERED PATTERN 2
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares^DF Square^F^of F
Main Effects
IE
SU

11.250
1.125
10.125

2
1
1

5.625
1.125
10.125

2.308
.462
4.154

.118
.502
.051

.500
.500

1
1

.500
.500

.205
.205

.654
.654

Explained

11.750

3

3.917

1.607

.210

Residual

68.250

28

2.437

Total

80.000

31

2.581

2-way Interactions
IE^SU

***

CELL

MEANS

***

Stable^Unstable^TOTAL
Internal

4.25

3.38

3.81

External

4.88

3.50

4.19

TOTAL

4.56

3.44
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POOR NATIVE - FACTOR 2: PERSON-CENTERED PATTERN 2
* * * CONTENT OF Q-SORT * * *
Item Content

^

Type Z -Score

Exploring client's social and cultural
context, including support network ^ES^2.327
Examine premises of client's world
view^
IS^1.681
Examine premises and suppositions underlying client's expressed beliefs ^IS^1.473
Collecting a family history^ ES^1.263
Analyze cognitive style and cognitive
distortions^
IS^1.164
Mediating communication between family
members
Directing client to change questions
to statements
Analysis of characterological type
Analysis of resistance

EU^-1.164
IS^-1.681
IS^-1.774
IU^-1.932

Classification of Items:
US - Internal-Stable ^IU - Internal-Unstable
ES - External-Stable ^EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.
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FACTOR 2 - MIDDLE CLASS NATIVE: PERSON-CENTERED PATTERN 1
*

*

*

ANALYSIS

OF

VARIANCE

*

*

*

PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)

Sum of
Squares

DF

Mean
Square

36.250
15.125
21.125

2
1
1

18.125
15.125
21.125

12.156
10.144
14.168

.000
.004
.001

2.000
2.000

1
1

2.000
2.000

1.341
1.341

.257
.257

Explained

38.250

3

12.750

8.551

.000

Residual

41.750

28

1.491

Total

80.000

31

2.581

Source of Variation
Main Effects
IE
SU
2-way Interactions
IE^SU

F

* * * CELL MEANS * * *
Stable^Unstable^TOTAL
Internal^5.25^ 4.13^4.69
External^4.38^ 2.25^3.31
TOTAL^4.89^ 3.19

Signif
of F
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FACTOR 2 - MIDDLE CLASS NATIVE: PERSON-CENTERED PATTERN 1
* * *^CONTENT^OF^Q-SORT
Item Content^

Type

Examine premises of client's world
view^
IS
Examine premises and suppositions underlying client's expressed beliefs^IS
Exploring client's social and cultural
context, including support network ^ES
Exploring and analyzing client's
current life tasks^
ES
Values clarification ^
IS
Mediating communication between family
members^
EU
Directing client to exaggerate the
symptom^
IU
Contracting for new behaviors^ EU
Contingency and reinforcement
management^
EU
Setting specific, observable, measureable goals for counselling outcome ^EU
Generating a specific behavioral
problem definition^
EU

* *^*
Z -Score

1.928
1.729
1.566
1.358
1.358
-1.258
-1.267
-1.348
-1.358
-1.829
-2.037

Classification of Items: ^
US - Internal-Stable^ IU - Internal-Unstable
ES - External-Stable
EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^
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FACTOR 2 - POOR CAUCASIAN: FAMILY COUNSELLOR PATTERN
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares^DF Square^F^of F
Main Effects
IE
SU

19.625
15.125
4.500

2
1
1

9.812
15.125
4.500

6.072
9.359
2.785

.006
.005
.106

2-way Interactions
IE^SU

15.125
15.125

1
1

15.125
15.125

9.359
9.359

.005
.005

Explained

34.750

3

11.583

7.168

.001

Residual

45.250

28

1.616

Total

80.000

31

2.581

***

CELL

MEANS

***

Stable^Unstable^TOTAL
Internal

3.00

3.63

3.31

External

5.75

3.63

4.69

TOTAL

4.38

3.63
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FACTOR 2 - POOR CAUCASIAN: FAMILY COUNSELLOR PATTERN
***
Item Content

CONTENT

^

OF

Q-SORT

***

Type Z -Score

Exploring client's social and cultural
context, including support network ^ES^2.025
Collecting a family history ^ ES^1.662
Multigenerational pattern analysis and
genogram construction ^
ES^1.615
Constructing a "life line" ^
ES^1.477
Generating options and desirable
scenarios for outcomes^
ES^1.323
Tracking interactional patterns ^ES^1.049
Discover and correct irrational
IS^-1.011
ideation^
IS^-1.206
Free association^
IU^-1.292
Thought stopping^
Directing client to change questions
IS^-1.365
to statements^
IU^-1.761
Analysis of resistance^
Analysis of characterological type^IS^-1.762
Classification of Items: ^
US - Internal-Stable^ IU - Internal-Unstable
EU - External-Unstable
ES - External-Stable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.
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FACTOR 2 - MIDDLE CLASS CAUCASIAN: PERSON-CENTERED PATTERN 2
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of
Squares

DF

15.250
.125
15.125

2
1
1

.500
.500

Explained

Mean
Square

F

Signif
of F

7.625
.125
15.125

3.323
.054
6.591

.051
.817
.016

1
1

.500
.500

.218
.218

.644
.644

15.750

3

5.250

2.288

.100

Residual

64.250

28

2.295

Total

80.000

31

2.581

Source of Variation
Main Effects
IE
SU
2-way Interactions
IE^SU

***

CELL

MEANS

***

Stable^Unstable^TOTAL
Internal

4.63

3.50

4.06

External

4.75

3.13

3.94

TOTAL

4.69

3.31
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FACTOR 2 - MIDDLE CLASS CAUCASIAN: PERSON-CENTERED PATTERN 2
***

CONTENT

OF

Q-

Item Content^

SORT

***

Type Z-Score

Exploring client's social and cultural
context, including support network^ES^2.373
Examine premises and suppositions underlying client's expressed beliefs^IS^1.474
Exploring and analyzing client's
current life tasks^
ES^1.228
Analyze cognitive style and cognitive
distortions^
IS^1.109
Generating options and desirable
scenarios for outcomes ^
ES^1.072
Setting specific, observable, measureable goals for counselling outcome ^EU^1.054
Directing client to exaggerate the
symptom^
Mediating communication between family
members^
Analysis of resistance^

IU^-1.558
EU^-1.786
IU^-2.199

Classification of Items: ^
US - Internal-Stable ^ IU - Internal-Unstable
ES - External-Stable
EU
External-Unstable
-

Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^
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FACTOR 3 - POOR NATIVE: PERSON CENTERED PATTERN 1
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares^DF Square^F^of F
38.250
10.125
28.125

2
1
1

19.125
10.125
28.125

14.376
7.611
21.141

.000
.010
.000

4.500
4.500

1
1

4.500
4.500

3.383
3.383

.077
.077

Explained

42.750

3

14.250

10.711

.000

Residual

37.250

28

1.330

Total

80.000

31

2.581

Main Effects
IE
SU
2-way Interactions
IE^SU

* * * CELL MEANS * * *
Stable^Unstable^TOTAL
Internal^5.13^ 4.00^4.56
External^4.75^ 2.13^3.44
TOTAL^4.94^ 3.06
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FACTOR 3 - POOR NATIVE: PERSON CENTERED PATTERN 1
* * * CONTENT OF Q-SORT * * *
Item Content

^

Type Z -Score

Examine premises of client's world
view^
IS^2.032
Exploring client's social and cultural
context, including support network ^ES^1.732
Examine premises and suppositions underlying client's expressed beliefs^IS^1.590
Values clarification^
IS^1.417
Exploring and analyzing client's
current life tasks^
ES^1.229
Mediating communication between family
members^
EU^-1.290
Contingency and reinforcement
management^
EU -1.417
Contracting for new behaviors ^ EU -1.544
Setting specific, observable, measureable goals for counselling outcome ^EU^-1.811
Generating a specific behavioral
problem definition^
EU -1.844
Classification of Items: ^
US - Internal-Stable ^ IU - Internal-Unstable
ES - External-Stable
EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^
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FACTOR 3 - MIDDLE CLASS NATIVE: PERSON-CENTERED PATTERN 2
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares^DF Square^F^of F
10.000
2.000
8.000

2
1
1

5.000
2.000
8.000

2.014
.806
3.223

.152
.377
.083

.500
.500

1
1

.500
.500

.201
.201

.657
.657

Explained

10.500

3

3.500

1.410

.261

Residual

69.500

28

2.482

Total

80.000

31

2.581

Main Effects
IE
SU
2-way Interactions
IE^SU

* * * CELL MEANS * * *
Stable^Unstable^TOTAL
Internal^4.13^ 3.38^3.75
External^4.88^ 3.63^4.25
TOTAL^4.50^ 3.50
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FACTOR 3 - MIDDLE CLASS NATIVE: PERSON-CENTERED PATTERN 2
***
Item Content

CONTENT

^

OF

Q-SORT

***

Type Z -Score

Examine premises of client's world
view^
IS^1.916
Exploring client's social and cultural
context, including support network ^ES^1.495
Examine premises and suppositions underlying client's expressed beliefs^IS^1.380
Generating options and desirable
scenarios for outcomes ^
ES^1.351
Client self-monitoring of thoughts and ^IU^1.105
Setting specific, observable, measureable goals for counselling outcome ^EU^1.097
Collecting a family history ^ ES^1.095
Directing client to exaggerate the
symptom^
IU^-1.069
Assertiveness training^
ES^-1.098
Analysis of characterological type ^IS^-1.321
Mediating communication between family
EU^-1.381
members^
Directing client to change questions
to statements^
IS^-1.647
IU^-2.057
Analysis of resistance^
Classification of Items: ^
US - Internal-Stable ^ IU - Internal-Unstable
ES - External-Stable
EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^
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FACTOR 3 - POOR CAUCASIAN: FAMILY COUNSELLOR PATTERN 2
* * *^ANALYSIS^OF^VARIANCE

* *^*

PATTERN Q-SCORE (PA)
BY^INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean
Source of Variation^Squares^DF^Square^F
Main Effects
IE
SU

Signif
of F

22.625
12.500
10.125

2
1
1

11.312
12.500
10.125

6.180
6.829
5.532

.006
.014
.026

6.125
6.125

1
1

6.125
6.125

3.346
3.346

.078
.078

Explained

28.750

3

9.583

5.236

.005

Residual

51.250

28

1.830

Total

80.000

31

2.581

2-way Interactions
IE^SU

***

CELL

MEANS

***

Stable^Unstable^TOTAL
Internal

3.50

3.25

3.38

External

5.63

3.63

4.63

TOTAL

4.56

3.44
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FACTOR 3 - POOR CAUCASIAN: FAMILY COUNSELLOR PATTERN 2
* * * CONTENT OF Q-SORT * * *
Item Content

^

Type Z -Score

Exploring and analyzing client's
current life tasks^
ES^2.282
Collecting a family history^ ES^1.513
Values clarification^
IS^1.448
Setting specific, observable, measureable goals for counselling outcome ^EU^1.376
Tracking interactional patterns ^ES^1.239
Generating options and desirable
scenarios for outcomes^
ES^1.074
IS^-1.226
Free association^
Directing client to exaggerate the
IU^-1.241
symptom^
Analysis of characterological type^IS^-1.622
Analysis of resistance^
IU^-2.005
Classification of Items: ^
US - Internal-Stable ^ IU - Internal-Unstable
ES - External-Stable
EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^
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FACTOR 3 - MIDDLE CLASS CAUCASIAN: PERSON-CENTERED PATTERN 1
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares^DF Square^F^of F
Main Effects
IE
SU

33.625
12.500
21.125

2
1
1

16.812
12.500
21.125

10.884
8.092
13.676

.000
.008
.001

3.125
3.125

1
1

3.125
3.125

2.023
2.023

.166
.166

Explained

36.750

3

12.250

7.931

.001

Residual

43.250

28

1.545

Total

80.000

31

2.581

2-way Interactions
IE^SU

* * * CELL MEANS * * *
Stable^Unstable^TOTAL
Internal^5.13^ 4.13^4.63
External^4.50^ 2.25^3.38
TOTAL^4.81^ 3.19
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FACTOR 3 - MIDDLE CLASS CAUCASIAN: PERSON-CENTERED PATTERN 1
* * *^CONTENT^OF^Q-SORT
Item Content^

Type

Examine premises and suppositions underlying client's expressed beliefs ^IS
Examine premises of client's world
view^
IS
Exploring client's social and cultural
context, including support network ^ES
Client self-monitoring of thoughts and ^IU
Exploring and analyzing client's
current life tasks^
ES
Values clarification^
IS
Pinpointing behavioral targets for
change^
EU
Setting specific, observable, measureable goals for counselling outcome ^EU
Directing client to exaggerate the
symptom^
IU
Contingency and reinforcement
management^
EU
Contracting for new behaviors ^ EU
Generating a specific behavioral
problem definition^
EU

* *^*
Z-Score

1.947
1.763
1.433
1.103
1.046
1.046
-1.204
-1.275
-1.424
-1.433
-1.534
-1.956

Classification of Items: ^
US - Internal-Stable ^ IU - Internal-Unstable
ES - External-Stable
EU - External-Unstable
Items with standard (Z) scores of greater or less than one are
presented. Scores with positive scores are most preferred;
those with negative scores are least preferred.

^
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FACTOR 4 - POOR CAUCASIAN: PERSON CENTERED PATTERN 2
* * * ANALYSIS OF VARIANCE * * *
PATTERN Q-SCORE (PA)
BY INTERNAL/EXTERNAL (IE)
STABLE/UNSTABLE (SU)
Sum of^Mean^Signif
Source of Variation Squares ^DF Square^F^of F
Main Effects
IE
SU

14.125
8.000
6.125

2
1
1

7.062
8.000
6.125

3.151
3.570
2.733

.058
.069
.109

3.125
3.125

1
1

3.125
3.125

1.394
1.394

.248
.248

Explained

17.250

3

5.750

2.566

.075

Residual

62.750

28

2.241

Total

80.000

31

2.581

2-way Interactions
IE^SU

***

CELL

MEANS

***

Stable^Unstable^TOTAL
Internal

4.63

4.38

4.50

External

4.25

2.75

3.50

TOTAL

4.44

3.56
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FACTOR 4 - POOR CAUCASIAN: PERSON CENTERED PATTERN 2
* * * CONTENT OF Q-SORT * * *
Item Content

^

Type Z -Score

Exploring client's social and cultural
context, including support network ^ES^2.032
Analyze cognitive style and cognitive
distortions^
IS^1.669
Examine premises and suppositions underlying client's expressed beliefs^IS^1.233
Client self-monitoring of thoughts and^IU^1.233
Thought stopping^
IU^1.113
Discover and correct irrational
ideation^
IS^1.113
Assigning therapeutic tasks to disrupt
problematic interactions ^ EU^-1.113
Role-playing of alternative behaviors ^EU -1.233
Tracking interactional patterns ^ES^-1.354
Directing client to change questions
to statements^
IS^-1.475
Mediating communication between family
members^
EU -1.911
Analysis of resistance^
IU^-2.032
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Appendix E
Analysis of Variance for Q-Scores of
Individual Subjects
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Analyses of Variance For Individual Subjects
Subject's Q-Scores
BY Ethnicity (ET)
Socioeconomic Status (SS)
Internal/External (IE)
Stable/Unstable (SU)
Subject # 1
Sum of
Squares

DF

Mean
Square

Main Effects
ET
SS
IE
SU

43.281
.000
.000
32.000
11.281

4
1
1
1
1

10.820
.000
.000
32.000
11.281

5.281
.000
.000
15.617
5.505

.001
1.000
1.000
.000
.021

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

43.594
.000
2.000
2.531
.500
.281
38.281

6
1
1
1
1
1
1

7.266
.000
2.000
2.531
.500
.281
38.281

3.546
.000
.976
1.235
.244
.137
18.682

.003
1.000
.325
.269
.622
.712
.000

Explained

90.500

15

6.033

2.944

.001

Residual

229.500 112

2.049

Total

320.000 127

2.520

Source of Variation

F

Signif
of F
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Subject # 2
Sum of
Squares

DF

Mean
Square

Main Effects
ET
SS
IE
SU

80.094
.008
.008
6.570
73.508

4
1
1
1
1

20.023
.008
.008
6.570
73.508

9.918
.004
.004
3.254
36.409

.000
.951
.951
.074
.000

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

12.172
.008
.945
2.258
.383
.070
8.508

6
1
1
1
1
1
1

2.029
.008
.945
2.258
.383
.070
8.508

1.005
.004
.468
1.118
.190
.035
4.214

.426
.951
.495
.293
.664
.852
.042

Explained

94.867

15

6.324

3.133

.000

Residual

226.125 112

2.019

Total

320.992 127

2.527

Source of Variation

F

Signif
of F

Subject # 3
Sum of
Squares

DF

Mean
Square

Main Effects
ET
SS
IE
SU

56.562
.031
.031
24.500
32.000

4
1
1
1
1

14.141
.031
.031
24.500
32.000

8.848
.020
.020
15.330
20.022

.000
.889
.889
.000
.000

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

84.562
.031
2.000
.000
.125
1.125
81.281

6
1
1
1
1
1
1

14.094
.031
2.000
.000
.125
1.125
81.281

8.818
.020
1.251
.000
.078
.704
50.858

.000
.889
.266
1.000
.780
.403
.000

Explained

142.969

15

9.531

5.964

.000

Residual

179.000 112

1.598

Total

321.969 127

2.535

Source of Variation

F

Signif
of F
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Subject # 4
Sum of
Squares

DF

Mean
Square

Main Effects
ET
SS
IE
SU

79.906
.000
.000
66.125
13.781

4
1
1
1
1

19.977
.000
.000
66.125
13.781

13.239
.000
.000
43.822
9.133

.000
1.000
1.000
.000
.003

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

42.844
.000
18.000
.281
12.500
11.281
.781

6
1
1
1
1
1
1

7.141
.000
18.000
.281
12.500
11.281
.781

4.732
.000
11.929
.186
8.284
7.476
.518

.000
1.000
.001
.667
.005
.007
.473

Explained

151.000

15

10.067

6.671

.000

Residual

169.000 112

1.509

Total

320.000 127

2.520

Source of Variation

F

Signif
of F

Subject # 5
Sum of
Squares

DF

Mean
Square

Main Effects
ET
SS
IE
SU

57.250
.000
.000
21.125
36.125

4
1
1
1
1

14.312
.000
.000
21.125
36.125

7.023
.000
.000
10.366
17.726

.000
1.000
1.000
.002
.000

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

24.250
.000
2.000
.500
.125
.500
21.125

6
1
1
1
1
1
1

4.042
.000
2.000
.500
.125
.500
21.125

1.983
.000
.981
.245
.061
.245
10.366

.074
1.000
.324
.621
.805
.621
.002

Explained

91.750

15

6.117

3.001

.000

Residual

228.250 112

2.038

Total

320.000 127

2.520

Source of Variation

F

Signif
of F
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Subject # 6
Sum of
Squares

DF

Mean
Square

Main Effects
ET
SS
IE
SU

62.344
.031
.000
42.781
19.531

4
1
1
1
1

15.586
.031
.000
42.781
19.531

7.623
.015
.000
20.924
9.552

.000
.902
1.000
.000
.003

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

26.469
.031
.125
.000
1.531
.281
24.500

6
1
1
1
1
1
1

4.411
.031
.125
.000
1.531
.281
24.500

2.158
.015
.061
.000
.749
.138
11.983

.052
.902
.805
1.000
.389
.711
.001

Explained

91.000

15

6.067

2.967

.001

Residual

229.000 112

2.045

Total

320.000 127

2.520

Source of Variation

F

Signif
of F

Subject # 7
Sum of
Squares

DF

Mean
Square

50.781
.000
.000
26.281
24.500

4
1
1
1
1

12.695
.000
.000
26.281
24.500

5.479
.000
.000
11.343
10.574

.000
1.000
1.000
.001
.002

9.094
.000
.031
.000
.031
.000
9.031

6
1
1
1
1
1
1

1.516
.000
.031
.000
.031
.000
9.031

.654
.000
.013
.000
.013
.000
3.898

.687
1.000
.908
1.000
.908
1.000
.051

60.500

15

4.033

1.741

.053

Residual

259.500 112

2.317

Total

320.000 127

2.520

Source of Variation
Main Effects
ET
SS
IE
SU
2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU
Explained

F

Signif
of F
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Subject # 8

Source of Variation

Sum of
Squares

DF

Mean
Square

Main Effects
ET
SS
IE
SU

144.000
.000
.000
72.000
72.000

4
1
1
1
1

36.000
.000
.000
72.000
72.000

24.000
.000
.000
48.000
48.000

.000
1.000
1.000
.000
.000

8.000
.000
.000
.000
.000
.000
8.000

6
1
1
1
1
1
1

1.333
.000
.000
.000
.000
.000
8.000

.889
.000
.000
.000
.000
.000
5.333

.506
1.000
1.000
1.000
1.000
1.000
.023

Explained

152.000

15

10.133

6.756

.000

Residual

168.000 112

1.500

Total

320.000 127

2.520

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

F

Signif
of F

Subject # 9
Sum of
Squares

DF

Mean
Square

Main Effects
ET
SS
IE
SU

62.156
.000
.000
7.031
55.125

4
1
1
1
1

15.539
.000
.000
7.031
55.125

7.236
.000
.000
3.274
25.672

.000
1.000
1.000
.073
.000

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

11.469
.000
.281
2.000
.031
.125
9.031

6
1
1
1
1
1
1

1.911
.000
.281
2.000
.031
.125
9.031

.890
.000
.131
.931
.015
.058
4.206

.505
1.000
.718
.337
.904
.810
.043

Explained

79.500

15

5.300

2.468

.004

Residual

240.500 112

2.147

Total

320.000 127

2.520

Source of Variation

F

Signif
of F
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Subject # 10
Sum of
Squares

DF

Mean
Square

49.906
.000
.000
36.125
13.781

4
1
1
1
1

12.477
.000
.000
36.125
13.781

5.339
.000
.000
15.457
5.897

.001
1.000
1.000
.000
.017

2.594
.000
.125
.781
1.125
.281
.281

6
1
1
1
1
1
1

.432
.000
.125
.781
1.125
.281
.281

.185
.000
.053
.334
.481
.120
.120

.980
1.000
.818
.564
.489
.729
.729

58.250

15

3.883

1.662

.069

Residual

261.750 112

2.337

Total

320.000 127

2.520

Source of Variation
Main Effects
ET
SS
IE
SU
2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU
Explained

F

Signif
of F

Subject # 11
Sum of
Squares

DF

Mean
Square

Main Effects
ET
SS
IE
SU

63.125
.000
.000
8.000
55.125

4
1
1
1
1

15.781
.000
.000
8.000
55.125

7.207
.000
.000
3.653
25.174

.000
1.000
1.000
.059
.000

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

11.375
.000
.125
2.000
.125
1.125
8.000

6
1
1
1
1
1
1

1.896
.000
.125
2.000
.125
1.125
8.000

.866
.000
.057
.913
.057
.514
3.653

.522
1.000
.812
.341
.812
.475
.059

Explained

74.750

15

4.983

2.276

.008

Residual

245.250 112

2.190

Total

320.000 127

2.520

Source of Variation

F

Signif
of F

148
Subject # 12

Source of Variation

Sum of
Squares

Main Effects
ET
SS
IE
SU

152.500
.000
.000
8.000
144.500

DF

Mean
Square

4 38.125
1
.000
1
.000
1
8.000
1 144.500

F

Signif
of F

29.860
.000
.000
6.266
113.175

.000
1.000
1.000
.014
.000

24.500
.000
.000
.000
.000
.000
24.500

6
1
1
1
1
1
1

4.083
.000
.000
.000
.000
.000
24.500

3.198
.000
.000
.000
.000
.000
19.189

.006
1.000
1.000
1.000
1.000
1.000
.000

Explained

177.000

15

11.800

9.242

.000

Residual

143.000 112

1.277

Total

320.000 127

2.520

2-way Interactions
ET^SS
ET^IE
ET^SU
SS^IE
SS^SU
IE^SU

