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The purpose of this study was to explore heterosexual 

bias in the diagnosis and treatment of gay males. Two 

hundred-fifty (134 males and 116 females) mental health 

professionals from the Division of Psychotherapy (29) of 

the American Psychological Association participated in the 

study. Participants were randomly assigned to one of two 

case history conditions, which presented a 35-year-old male 

seeking therapy. Both conditions were equivalent with 

regards to the presenting problem (i.e., diagnostic 

symptoms) with the exception of his significant other (i.e., 

gay vs. non-gay condition). Potential bias was measured 

through a diagnostic rating Likert scale and a treatment 

plan questionnaire. Other independent variables that could 

potentially have an effect on diagnostic ratings were 

explored, such as gender, year of graduation, and 

theoretical orientation of the respondents. Results of the 

statistical analyses failed to confirm evidence of 

heterosexual bias. Implications for further research and 

training are discussed. 



ACKNOWLEDGEMENTS 

I would like to thank several people who provided 

assistance and support with this project and encouraged me 

to pursue ray own area of research interest. First, I would 

like to share my appreciation for the assistance from my 

chair, Trent Petrie. Dr. Petrie's guidance made it possible 

to complete this project and his continued encouragement 

helped at times when it was easy to be discouraged. 

I also would like to express my sincere gratitude to my 

colleague Adam Schulman, who made this process much smoother 

for me. His selfless support, both statistically and 

emotionally, will be forever appreciated. 

Finally, I would like to thank Danny Adams, who made 

possible the realization of my goal. His financial 

contribution made this study possible and is greatly 

appreciated. In addition, his emotional support and 

continued belief in my abilities helped me to endure and 

learn to believe in myself. 

1X1 



TABLE OF CONTENTS 

Page 

LIST OF TABLES V 

Chapter 

1. INTRODUCTION 1 

Definition of the problem 
Literature review 
Hypotheses 

2. METHOD 13 

Participants 
Instruments 
Procedure 

3. RESULTS 19 

Presentation of Statistical Analyses 

4. DISCUSSION 28 

Summary of Findings 
Interpretation of Results 
Implications of Findings 
Limitations of study 
Future Research Directions 

APPENDICES 40 

REFERENCES 57 

IV 



LIST OF TABLES 

Table Page 

1. Analysis of Variance for Number of Diagnoses 20 

2. MANOVA of Diagnostic Rating Severity 21 

3. Proportion of Diagnoses for Gay/Non-Gay Condition....23 

4. Proportion of Diagnoses for Males/Females in Gay 24 
Condition 

5. Proportion of Diagnoses/YR of Graduation in Gay 25 
Condition 

6. MANOVA of Treatment Recommendations 26 

v 



CHAPTER I 

INTRODUCTION 

In 1973, the American Psychiatric Association made the 

landmark decision to remove homosexuality from the 

Diagnostic and Statistic Manual of Mental Disorders 

(Rochlin, 1982). In 1975, the American Psychological 

Association supported that decision by adopting the 

following resolution: 

Homosexuality, per se, implies no impairment in 

judgement, stability, or general social or 

vocational capabilities: Further, the American 

Psychological Association urges all mental health 

professionals to take the lead in removing stigma 

of mental illness that has long been associated with 

homosexual orientations. (Garnets, Hancock, 

Cochran, Goodchilds, & Peplau, 1991, p. 971) 

Possibly as a result of this important declaration, research 

regarding gay and lesbian issues nearly doubled in the 

following years (Watters, 1986). Krieger (1982), however, 

found that much of the literature still focused on 

causality, assessment and diagnosis, and the treatment of 

homosexuality, implying the belief that same-sex preferences 

were psychopathological. 



Morin (1977) conducted a survey of psychological 

research on homosexuality, from which he coined the term 

heterosexual bias. He defined heterosexual bias as "a belief 

system that values heterosexuality as superior to and/or 

more 'natural' than homosexuality" (p. 629). The results of 

the survey suggested that the research questions being asked 

in the area of gays and lesbians reflected the researchers' 

and society's values and were indicative of heterosexual 

bias. 

Because the therapeutic process is inevitably affected 

by the values and biases of therapists (Lopez, 1989; Murray 

& Abramson, 1983), numerous surveys have been conducted to 

assess counselor attitudes toward gays and lesbians. For 

example, Fort, Steiner, and Conrad (1971) surveyed 

professional therapists in the San Francisco Bay area and 

found that 64% of the respondents did not consider 

homosexuality an illness or disease; however, 83% would 

label homosexuality as a "sexual deviation" and 73% 

supported the diagnosis of a personality disorder for 

homosexuals. 

Other survey studies also have reported seemingly 

conflicting information from participants. In a survey of 

behavior therapists, Davison and Wilson (1973) found that 

91% reported that it was possible for homosexuals to be 

happy and well-adjusted, with 87% denying homosexuality as 

psychopathological. On a semantic differential scale, 



however, those same respondents consistently rated 

homosexuals as less desirable than heterosexuals on all 

dimensions, including bad vs. good, immoral vs. moral, and 

shallow vs. deep. 

In a survey of psychiatrists (Gartrell, Kraemer, & 

Brodie, 1974) 87% of the participants reported that it was 

possible for a lesbian to be well-adjusted, while 84% agreed 

that lesbians usually have a history of disturbed 

relationships with both parents, particularly in the areas 

that affect normal sexual maturation. Lief (1977) revealed 

that of 2,500 psychiatrists polled, 69% agreed that 

homosexuality is a pathological adaptation, while 60% and 

55% stated that homosexual men and women, respectively, are 

less capable than heterosexuals of mature, loving 

relationships. In addition, 70% supported the belief that 

homosexual problems in living are the result of personal 

conflicts more than stigmatization. In a more recent survey 

(Rudolph, 1988), two-thirds of the clinicians and clinical 

trainees disagreed with the statement "Homosexuals are 

sick," but only slightly more than two-fifths supported the 

statement "Just as in other species, homosexuality in humans 

is a natural expression of sexuality." 

Although the diagnosis of homosexuality was abolished 

(i.e., removing the pathology from a homosexual 

orientation), it is apparent by a review of the survey 

literature that attitudes and beliefs of mental health 



professionals have been slow to change. When compared to 

heterosexuals, gays and lesbians were perceived as having a 

history of disturbed parental relations, were seen as more 

immoral and shallow, and were less capable of loving 

relationships. As such, many therapists still viewed 

homosexuality as psychopathological and an unnatural 

expression of sexuality. 

In addition to the survey literature, researchers have 

investigated heterosexual bias among mental health 

professionals using experimental designs. Casas, Brady, and 

Ponterotto (1983) used an illusory correlation paradigm to 

measure the effect of stereotyping by therapists on the 

processing of information about individuals according to 

gender and sexual orientation. In an illusory correlation 

paradigm, information is presented on two variables and then 

questions are asked about the correlation between the two. 

Responses that deviate from the true relationship (as 

indicated in the data presented to subjects) are presumably 

due to predetermined bias. Participants in the Casas et al. 

study were presented with 5" by 8" index cards, which 

provided student descriptions (i.e, gender and sexual 

orientation) and stereotypical student characteristics for 

both male and female heterosexuals and homosexuals. They 

were then asked questions about the correlation between the 

two variables. They found that subjects retained more of the 

information that was congruent with prevailing stereotypes 



(i.e., made less recall errors), and made more errors when 

processing information about gays and lesbians than when 

processing information about heterosexual men and women. 

These findings suggest a tendency in stereotyping behavior 

to accept information about a gay or lesbian that fits 

internal stereotypes while dismissing information that does 

not. As such, research has suggested that people are more 

tolerant and accepting of gays who fit stereotypes than of 

those who do not; for example, the gay actor is more 

accepted than the gay football player (Herek, 1984). 

Testa, Kinder, and Ironson (1987) studied heterosexual 

bias in the perception of loving relationships of gay males 

and lesbians using self-identified heterosexual 

undergraduate psychology students. Subjects were given a 

description of a hypothetical couple, the Dyadic Adjustment 

scale, and a love assessment question. Each of the 

conditions were defined by the gender and sexual orientation 

of the individuals in the profile (i.e., two gays, one 

heterosexual male and one female, and two lesbians), the 

gender of the subject, and the amount of love-related 

factors contained in the description of the couple (i.e., 

high, medium, low). Analyses revealed that gay and lesbian 

couples, regardless of the level of love presented, were 

perceived as being "less satisfied with their relationship" 

or "more prone to dyadic tension or discord" than the 

heterosexual couples. Gay and lesbian couples also were 



perceived as "less in love" than the heterosexual couples, 

regardless of the level of love presented. 

Garfinkle and Morin (1978) used a behaviorally based 

experimental design to assess psychologists' attitudes 

toward homosexual clients. Psychologists were asked to rate 

both a hypothetical client, based on an intake case history, 

and their concept of the "psychologically healthy person" on 

a semantic differential scale. Case histories described 

either a female or male 34-year-old white, unmarried 

computer operator who had been living for two years with 

either a male or female lover. Information regarding the 

client's family background, school and work history, social 

history, medical history, psychiatric history, presenting 

problems, as well as a mental status examination was 

provided. With the exception of the name of the client, the 

name of the client's lover, and the appropriate pronouns, 

all information was identical across case histories. 

Analyses revealed that homosexual clients were rated more 

highly on the female-valued sex role stereotype factor of 

the semantic differential scale; thus, homosexual clients 

were evaluated as less healthy than heterosexual clients. 

This result is similar to the Broverman, Broverman, 

Clarkson, Rosenkrantz, and Vogel (1970) study, which found 

that clinicians are more likely to attribute the same traits 

to a man as they would to a healthy adult and less likely to 

attribute these same traits to a woman. Garfinkle and Morin 



also found that male, but not female, therapists were 

consistent in attributing less psychological health to both 

gay and lesbian clients. 

Using a framework similar to Garfinkle and Morin 

(1978), Glenn and Russell (1986) measured heterosexual bias 

among counselor trainees. Participants were presented with a 

15-minute audiotape of a role-played initial counseling 

interview involving a 22-year-old female college senior and 

a university counseling staff counselor. Three versions of 

the tape were created with the client's identifiable sexual 

orientation manipulated. On the three tapes, she referred 

to her partner as either Doug, Diane, or Chris. The last 

condition (Chris) was ambiguous and implied either a man or 

woman. The presenting problem was an expressed concern about 

how moodiness and depression were affecting this significant 

relationship. After listening to the tape, participants 

completed the semantic differential for the client, the 

semantic differential for a psychologically healthy female, 

and several other questionnaires. In contrast to the results 

of Garfinkle and Morin, the female-valued sex role 

stereotype was not found to be a significant factor in the 

semantic differential. A subtle form of heterosexual bias, 

however, was found with 83% of respondents assuming that the 

client in the ambiguous condition was heterosexual. 

Consistent with the survey literature, the experimental 

based studies concerning gays and lesbians also found 
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evidence of heterosexual bias. Therapists made more errors 

in recall on information about homosexuals and were more 

likely to dismiss information that did not fit within a gay-

male and lesbian stereotype. Gay and lesbian couples were 

perceived as being less satisfied with their relationship 

and more prone to discord than heterosexual couples. In 

addition, homosexuals were viewed as being less 

psychologically healthy than heterosexuals. 

As well as being perceived differently, homosexuals 

also have been treated differently than heterosexuals when 

seeking assistance from mental health professionals 

(Garnets, Hancock, Cochran, Goodchilds, & Peplau, 1991), 

suggesting that heterosexual bias is present in the 

diagnosis of homosexual clients as well (Casas,. Brady, & 

Ponterotto, 1983). In 1986 the American Psychological 

Association Committee on Lesbian and Gay Concerns conducted 

a survey of psychologists, whereby the assessment of gay and 

lesbian clients was a major focus (Garnets et al., 1991). 

Despite the fact that the study was completed thirteen years 

after the diagnosis of homosexuality was removed from the 

DSM manuals, the researchers found that many psychologists 

still believe homosexuals have some form of psychological 

disorder, as evidenced by the following quotation from the 

Garnets et al. (1991) study: 

I'm convinced that homosexuality is a genuine 

personality disorder and not merely a different way of 



life. Everyone that I have known socially or as a 

client has been a complete mess psychologically. I 

think they are simply narcissistic personality 

disorders--see the description in the DSM-III--that's 

what they have looked and acted like--all of them, 

(p. 968) 

In addition to assessment, bias was also evidenced in 

the therapeutic treatment of gays and lesbians. Such areas 

included: a focus on sexual orientation when it was not 

relevant; interpretation of a gay or lesbian identity as a 

phase that will be outgrown; seeking to change the client's 

sexual orientation; and using a heterosexual frame of 

reference when treating gay and lesbian couples. 

Although bias in the diagnosis of gay and lesbian 

clients is a relatively new area of research, it is well 

documented that ethnic minority clients are diagnosed 

differently (Jones, Gray & Parson, 1983; Solomon, 1992) and 

are subsequently given inferior and less preferred forms of 

mental health treatment as compared to nonminority clients 

(Hines & Boyd-Franklin, 1982; Wampold, Casas, & Atkinson, 

1981). For example, Pavkov, Lewis, and Lyons (1989) used a 

sample of severely mentally ill individuals and found that 

being African-American was predictive of a diagnosis of 

Schizophrenia. Results from a study conducted by Yamamoto, 

James, and Palley (1968) showed that minority patients 

(African-American, Mexican-American, Asian-American) at the 
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Los Angeles County General Hospital Psychiatric Outpatient 

Clinic were rarely seen in individual or group 

psychotherapy. These patients were much more often seen in 

a follow-up clinic, where they saw a doctor briefly and/or 

were prescribed medication, or were simply discharged after 

the initial interview. Other studies have also suggested 

that African-American patients were less often selected for 

individual therapy and those who were selected were seen for 

a fewer number of sessions than Caucasian patients (Hines & 

Boyd-Franklin, 1982; Rosenthal & Frank, 1958). 

The Present Study 

Although research clearly supports the contention that 

ethnic minority clients receive different diagnoses and 

treatment than Caucasian clients, there are fewer studies to 

support these findings with gay and lesbian clients. Because 

diagnosis guides the type and length of treatment, which in 

turn affects treatment outcome, further research is 

necessary to determine the extent to which bias based on 

sexual orientation exists. The present study attempted to 

clarify this issue by assessing the presence of heterosexual 

bias towards gay males in a group of mental health 

professionals and measuring the subsequent effects of that 

bias through the differential diagnosis and treatment of gay 

males. 
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Hypotheses 

Specifically it was expected that the gay client would 

be given a greater number of psychological diagnoses, more 

pathological ratings, and a greater proportion of 

pathological diagnoses than the non-gay client. Variables 

that may have an effect upon the display of bias, such as 

gender, theoretical orientation, and year of graduation of 

the participant also were explored in the same manner (i.e., 

greater number of diagnoses, more pathological ratings, and 

a greater proportion of pathological diagnoses in the gay 

condition). It was predicted that male therapists would rate 

the gay client as less psychologically healthy than would 

female therapists in the gay condition (Garfinkle & Morin, 

1978). Theoretical orientation was also expected to play a 

role in diagnosis, with psychoanalytic clinicians rating the 

gay male as more pathological, in accordance with their 

views of sexual development (Morin, 1977). With an 

increased awareness of the Gay Movement (Pratte, 1993) and 

of the importance of multicultural counselor training in the 

education of psychologists (APA, 1990; Sue et al., 1982), it 

was predicted that more distant graduates (i.e., prior to 

1985) would exhibit more heterosexual bias in the diagnosis 

of the gay client than would more recent graduates. 

An initial exploratory analysis concerning treatment 

recommendations also was conducted. Consistent with the 

ethnic bias research regarding type and length of 
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therapeutic interventions for minorities, it was expected 

that clinicians would endorse different recommendations for 

treatment of the heterosexual and the gay client. Based on 

prior studies with ethnic minority patients (Hines & Boyd-

Franklin, 1982; Yamamoto, James, & Palley, 1968), a greater 

proportion of referral recommendations (i.e. , to another 

agency, to another therapist, to a psychiatrist) was 

expected in the gay client condition, with the heterosexual 

client receiving more recommendations for therapy (i.e., 

individual, group, couples/family). In addition, if therapy 

was recommended, the length of treatment was expected, to be 

shorter in duration for gay males than for heterosexual 

males (Hines & Boyd-Franklin, 1982; Rosenthal & Frank, 

1958) . 



CHAPTER II 

METHOD 

Participants 

Five hundred male and 500 female psychologists randomly-

selected from the Division of Psychotherapy (29) of the 

American Psychological Association participated. The overall 

response rate was 25% (134 males and 116 females). The mean 

age of respondents was 51.22, with a standard deviation of 

9.61. A majority of participants were Caucasian (97.6%); had 

a Ph.D. (88.4%); and were in a private practice (74.8%). In 

addition, most participants (66.4%) reported to have a 

degree in the area of clinical psychology, with 22% holding 

degrees in counseling and 11.6% having degrees in other 

related areas. The majority held a license or certification 

in the area of psychology (96.4%). Regarding theoretical 

orientation, many of the participants denoted more than one 

orientation without rank ordering their preferred mode: .8% 

Adlerian; 2% Behavioral; 4.8% Client-Centered; 8.4% 

Cognitive; 24% Cognitive-Behavioral; 35.2% Eclectic; 8% 

Existential; 2.4% Gestalt; & 37.6% Psychodynamic/ 

psychoanalytic. As a result, this variable was confounded 

and prevented statistical analyses of the hypotheses 

concerning participants with a psychodynamic/psychoanalytic 

orientation. 

13 
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Instruments 

Rating scale. Based on existing research methodology 

(Becker & Lamb, 1994; Ford & Widiger, 1989) on gender bias 

and diagnosis, a 7-point Likert scale (see Appendix D) was 

developed so participants could rate diagnoses according to 

their degree of applicability to the case history. Ratings 

ranged from 1 (disorder is not likely present) to 7 

(disorder is most likely present). Apriori, any rating of 5 

through 7 was designated as indicating the presence of the 

disorder. This approach allowed the data also to be analyzed 

both as a continuous and dichotomous variable indicating the 

presence versus the absence of the disorder (Ford & Widiger, 

1989) . 

Disorders included in the rating scale included: 1) 

Major Depression, 2) Dysthymia, 3) Generalized Anxiety 

Disorder, 4) Anxiety Disorder Not Otherwise Specified, 5) 

Adjustment Disorder with Anxiety, 6) Adjustment Disorder 

with Depressed Mood, 7) Adjustment Disorder with Mixed 

Anxiety and Depressed Mood, 8) Personality Disorder Not 

Otherwise Specified, 9) V-Code Other Interpersonal Problem, 

10) V-Code Occupational Problem, and 11) Other (designate 

any applicable disorder not listed). These disorders were 

randomly ordered on the rating sheet. Data derived from #11 

on the questionnaire was limited, and thus, was not used in 

the statistical analyses. 
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Treatment plan. A questionnaire was developed so that 

participants could recommend the type, length, and focus of 

treatment for the client in the case history (see Appendix 

E). Types of treatment included: referral to another 

therapist or agency; referral to psychiatrist; individual 

psychotherapy; group psychotherapy; and couples/family 

therapy. Participants were asked to indicate how likely they 

were to recommend each of the aforementioned types of 

treatment, with a 1 denoting "not at all likely" to 7 

denoting "extremely likely". Length of treatment was 

indicated by participants marking one of four options-: 1-4 

sessions; 5-8 sessions; 9-12 sessions; and 13 or more 

sessions. Participants were also provided space to explain 

their recommendations. 

Demographic data. A demographic questionnaire was also 

developed for the current study (see Appendix F). 

Respondents provided information concerning age, gender, 

race/ethnicity, highest degree obtained and year obtained, 

degree area, theoretical orientation, primary work setting, 

licenses or certifications held, estimated number of hours 

per week spent providing therapy, estimated number of hours 

per week spent conducting psychological assessments, and 

estimated number of hours per week spent in providing 

supervision. 
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Procedure 

Participants received a research packet containing a 

cover letter explaining the study's purpose (an assessment 

of clinicians' perceptions on diagnosis and treatment) , a 

case history of a male client, the diagnostic rating scale, 

the treatment plan questionnaire, the demographic 

questionnaire, and a self-addressed return envelope. All 

1,000 packets contained a code number on the return envelope 

which was associated with a mailing label, in order to 

identify those respondents who had not replied. After a 

period of six weeks, another complete packet was mailed to 

those non-respondents. 

Male and female participants were randomly assigned to 

one of two case histories concerning a 35-year old male 

seeking therapy. The case histories were equivalent in all 

aspects except for the gender of the client's significant 

other, with male-female (heterosexual) and male-male 

(homosexual) conditions (see Appendices B & C). 

The case histories included symptoms of several Axis I 

disorders, including those consistent with a mood and/or 

anxiety disorder diagnosis. The scenarios also included 

psychosocial stressors, such as difficulties with 

relationships and occupational functioning, such that an 

adjustment disorder diagnosis would be possible. The case 

history was intended to present information which would be 

insufficient to justify a clear-cut diagnosis of any 
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particular disorder. In an effort to decrease diagnostic 

certainty, symptoms presented in the scenarios were intended 

to be ambiguous such that multiple diagnoses were possible. 

After reading the case history, participants were asked 

to complete the demographic questionnaire, the diagnostic 

rating scale, and the treatment plan based on the provided 

information in the case history. On the rating scale they 

were instructed to place an X in the appropriate blank on 

the scale to the extent to which the client in the case 

history appeared to have each of the disorders. 



CHAPTER III 

RESULTS 

Number of Diagnoses 

A 2 (gender of participant) x 2 (condition of scenario) 

x 2 (year of graduation-before 1985 or 1985 and after) 

analysis of variance was conducted to test the hypothesis 

regarding the number of diagnoses given by the participants. 

It was predicted that the gay male client would be given a 

significantly greater number of diagnoses overall. In 

addition, it was expected that male participants and those 

who graduated prior to 1985 would give significantly more 

diagnoses to the gay client. The dependent variable was the 

total number of diagnoses given across the 10 categories. A 

disorder was considered present if the participant rated it 

5-7 on the diagnostic questionnaire. No significant main 

effects or interactions were found for any of the variables, 

as indicated in Table 1. In other words, neither the gender 

of the participant, the condition of the scenario the 

participant received, nor the year of graduation of the 

participant had a significant influence on the total number 

of diagnoses they made. 

Severity of Diagnostic Ratings 

A 2 (gender of participant) x 2 (condition of scenario) 

x 2 (year of graduation-before 1985 or 1985 and after) 

19 
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Table 1 

Analysis of Variance for Number of Diagnoses 

Source df F E 

Condition 1 0.015 . 904 

Gender 1 0.836 .362 

Year of Graduation 1 0 . 067 .796 

Condition x Gender 1 0 .410 .522 

Condition x Year 1 0.002 .969 

Gender x Year 1 2 . 094 .149 

Condition x Gender x Yr 1 0 .412 . 521 

S within Group Error 246 (2.703) 

multivariate analysis of variance was conducted to test the 

hypotheses regarding the severity of the pathology ratings 

given by the participants. It was predicted that ratings for 

each of the diagnoses would be higher, thus more severe, for 

the gay client. It also was expected that male participants 

and those who graduated prior to 1985 would give higher 

ratings of pathology for the gay client. The dependent 

variables were the ratings for each of the 10 diagnostic 

categories. The MANOVA revealed no significant main effects 

or interactions between any of the variables, as indicated 

in Table 2. Contrary to predictions, the gender of the 
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Table 2 

MANOVA of Diagnostic Rating Severity 

Hypo. Error 

Source Df Df Exact F Wilks 
Lambda 

E 

Cond x Gender x Yr 10 196 .70670 .96520 .718 

Cond x Gender 10 196 .70047 .96549 . 723 

Cond x Yr of Grad 10 196 .69798 . 96561 . 726 

Gender x Yr of Grad 10 196 1.12208 . 94585 .347 

Condition 10 196 1.04001 .94961 .411 

Gender 10 196 1. 02607 . 95025 .423 

Year of Graduation 10 196 .99858 .95152 .446 

participant, the condition of the scenario, and the year of 

graduation of the participant had no significant influence 

on the overall severity of the diagnostic ratings given by 

the participants. 

Proportion of Pathological Diagnoses 

Chi-square analyses also were performed to test 

the hypotheses regarding the proportion of pathological 

diagnoses given by the participants. It was predicted that a 

greater proportion of more pathological diagnoses would be 

given to the gay client overall, with male participants and 

those participants who graduated prior to 1985 giving a 
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greater proportion of pathological diagnoses to the gay 

client. The chi-square analyses failed to support the 

hypotheses by revealing no significant differences between 

the proportion of the different diagnoses given: 1) in the 

gay and non-gay conditions; 2) between male and female 

therapists in the gay condition; and 3) between graduates 

before and after 1985 in the gay condition. Chi-square 

values are presented in Tables 3, 4, and 5. 

Treatment Recommendations 

A 2 (gender of participant) x 2 (condition of scenario) 

multivariate analysis of variance was conducted to test the 

hypotheses regarding the ratings of the various treatment 

recommendations (i.e., referrals to another therapist, 

psychiatrist, individual, group, and/or couples therapy). It 

was predicted that a greater proportion of referral 

recommendations (i.e., to another therapist or to 

psychiatrist) would be given to the gay males, with the non-

gay males being given more recommendations for individual, 

group, and/or couples therapy. As the analyses regarding 

treatment planning were exploratory in nature, the year of 

participant graduation was not utilized. The dependent 

variables were the ratings for each of the referral 

recommendations. The MANOVA revealed no significant 

interaction between the condition of the scenario and gender 

as indicated in Table 6. A significant main effect, however, 

was found for gender regarding referrals to group therapy 
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Table 3 

Proportion of Diagnoses for Gav/Non-Gav Condition 

Case History 
Diagnosis Gav Non-Gav X2 

Major Depression 
Yes 55 50 .671 .413 
No 64 72 

V-Code Occupational 
Problem Yes 23 21 .157 .692 

No 95 99 

Personality Disorder 
NOS Yes 22 21 .103 .748 

No 94 100 

Adjustment Disorder 
w/Depressed Mood Yes 43 41 .050 .823 

No 76 77 

Generalized Anxiety 
Disorder Yes 30 21 1.925 .165 

No 90 98 

Dysthymic Disorder 
Yes 57 71 3.484 .062 
No 65 50 

Adjustment Disorder 
w/mixed Anxiety & Yes 47. 60 2.831 .092 
Depressed Mood No 74 61 

Anxiety Disorder NOS 
Yes 10 15 1.026 .311 
No 108 115 

V-Code Other 
Interpersonal Yes 28 23 .624 .430 
Problem No 91 96 

Adjustment Disorder 
with Anxiety Yes 19 16 .272 .602 

No 102 104 
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Table 4 

Proportion of Diagnoses for Males/Females in Gav Condi hi on 

Case History 

Diagnosis Gav Non-Gav x2 p 

Major Depression 

Yes 25 30 2.853 .091 
No 39 25 

V-Code Occupational 
Problem Yes 15 8 1.841 .175 

No 47 48 

Personality Disorder 
NOS Yes 11 11 .073 .787 

No 50 44 

Adjustment Disorder 
w/Depressed Mood Yes 25 18 .730 

No 3 8 38 
393 

Generalized Anxiety 
Disorder Yes 13 17 1.348 .246 

No 50 40 

Dysthymic Disorder 
Yes 32 25 .352 .553 
No 33 32 

Adjustment Disorder 
w/mixed Anxiety & Yes 26, 21 .182 .670 
Depressed Mood No 3 8 36 

Anxiety Disorder NOS 
Yes 5 5 .050 .822 
No 58 50 

V-Code Other 
Interpersonal Yes 16 12 .259 .610 
Problem No 47 44 

Adjustment Disorder 
with Anxiety Yes 12 7 .953 .329 

No 52 50 
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Table 5 

Proportion of Diagnoses/YR of Graduation in Gav Condition 

Diagnosis 

Case History 
YR YR = or 
<85 >85 X2 

Major Depression 
Yes 
No 

V-Code Occupational 
Problem Yes 

No 

Personality Disorder 
NOS Yes 

No 

Adjustment Disorder 
w/Depressed Mood Yes 

No 

Generalized Anxiety 
Disorder Yes 

No 

Dysthymic Disorder 
Yes 
No 

Adjustment Disorder 
w/mixed Anxiety & Yes 
Depressed Mood No 

Anxiety Disorder NOS 

V-Code Other 
Interpersonal 
Problem 

Yes 
No 

Yes 
No 

Adjustment Disorder 
with Anxiety Yes 

No 

39 
52 

20 
70 

16 
72 

34 
58 

24 
68 

44 
49 

37 
55 

7 
83 

21 
70 

16 
76 

15 
11 

3 
23 

6 
20 

7 
18 

5 
21 

13 
14 

9 
18 

3 
23 

6 
20 

2 
25 

1.791 

1.448 

.309 

.693 

514 

006 

,417 

.362 

. 000 

1.621 

.181 

229 

.578 

.405 

.473 

939 

. 518 

. 547 

1.000 

.203 



26 

Table 6 

MANOVA of Treatment Recommendations 

Source 
Hypo, 
Df 

Error 
Df Exact F Wilks 

Lambda 

Cond x Gender 

Condition 

Gender 

5 232 

5 232 

5 232 

.41357 .99292 .799 

.44943 .99231 .773 

5.00920* .92050 .001 

(F (1,235) = 7.848, £ < .006) and for those participants who 

would see the client in individual therapy (F (1,235) = 

5.794, 2 < -017). More females reported they were willing to 

refer the client to group therapy (female M = 3.54; S.D. = 

1.88 and male M = 2.93; S.D. = 1.58), regardless of the 

client's sexual orientation. Females also were more willing 

than males to see the client in individual therapy (female M 

= 6.55; S.D. = 1.96 and male M = 6.14; S.D. = 1.68), 

regardless of the client's sexual orientation. However, the 

univariate analysis of variance for condition of the 

scenario was not significant; thus, the condition of the 

scenario had no significant influence on the type of 

treatment recommendation the participant made. 

Although it was predicted that the length of sessions 

would be shorter in duration for the gay male condition, an 
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analysis could not be performed due to insufficient data, as 

over 50% of the respondents left these items blank. 

Post-Hoc Analyses 

Post-hoc analyses were conducted based on a 

supplemental question from the treatment questionnaire which 

asked participants what the study might be about other than 

its' stated purpose. Results suggested that 57% of the 

participants in the gay condition guessed the true nature of 

the study, which may have influenced their responses. 

Analyses were conducted using the same approach as used 

prior in the study, with an ANOVA (i.e., used for total # of 

diagnoses), a MANOVA (i.e., used for rating severity of the 

diagnoses), and a Chi-square (i.e., used for proportions of 

pathological diagnoses). Initially only the gay condition 

was examined, with the independent variables being those 

participants who knew the nature of the study versus those 

who did not, as well as gender. The second set of analyses 

excluded altogether those participants who knew the nature 

of the study, and then the analyses were conducted between 

the remaining participants in the gay condition versus the 

non-gay condition and gender. All statistical main effects 

and interactions for the two sets of analyses were 

nonsignificant. Thus, it appears that indicating that they 

knew the true purpose of the study did not influence the 

participants responses to the gay condition. 



CHAPTER IV 

DISCUSSION 

Summary of Findings 

The purpose of this study was to measure how the 

heterosexual bias of mental health professionals might 

influence their diagnosis and treatment recommendations for 

gay male clients. As suggested by the literature regarding 

biased treatment of gays and lesbians (Casas, Brady, & 

Ponteretto, 1983; Garfinkle & Morin, 1978; Morin, 1977; 

Testa, Kinder, & Ironson, 1987), as well as other minority 

clients (Hines & Boyd-Franklin, 1982; Jones, Gray, & Parson, 

1983; Solomon, 1992; Wampold, Casas, & Atkinson, 1981), it 

was predicted that the gay client would be given a greater 

number of psychological diagnoses, more pathological 

ratings, and a greater proportion of pathological diagnoses 

than the heterosexual client. The statistical analyses 

failed to support the hypotheses in this sample of 

psychologists suggesting there was no evidence of bias based 

solely on sexual orientation as measured through the 

diagnostic rating questionnaire. 

Based on Garfinkle and Morin's (1978) findings that 

male therapists rated gay and lesbian clients as less 

psychologically healthy than female therapists, it also was 

predicted that male participants would exhibit more bias 
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than female participants by giving a greater number of 

diagnoses, more pathological ratings, and a greater 

proportion of pathological diagnoses to the gay client than 

would the female therapist. The statistical analyses again 

failed to support the hypotheses, suggesting that there was 

no significant difference between this sample's male and 

female participants in diagnosing the gay client. 

In addition to gender, the year of graduation of the 

participant was also expected to play a role in the 

expression of heterosexual bias. With an increased awareness 

of gay and lesbian issues (Pratte, 1993) and recommended 

multicultural training requirements for psychologists (APA, 

1990) , it was predicted that participants who had graduated 

before these advances would express more heterosexual bias 

in diagnosing gay clients (i.e., greater number of 

diagnoses, more severe ratings, and greater proportion of 

pathological diagnoses) than would more recent graduates. 

The analyses again failed to corroborate the hypotheses. 

Thus, those participants who graduated prior to 1985 

exhibited no more heterosexual bias than did those who 

graduated after 1985 as measured in the study. 

Heterosexual bias is also thought to affect treatment 

recommendations for gays and lesbians (Garnets et al., 

1991). Studies conducted with other minority groups suggest 

that minority clients receive inferior and less preferred 

forms of mental health treatment as compared to nonminority 
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clients (Wampold, Casas, & Atkinson, 1981). As a result, it 

was predicted that a significantly greater number of 

referrals to another therapist or psychiatrist would be 

given to the gay client, with the heterosexual client 

receiving more preferred forms of treatment (i.e., 

individual, couples and/or group therapy). The statistical 

analysis failed to support the hypotheses in that the sexual 

orientation of the client had no effect on any specific 

referral recommendation. However, the gender of the 

participant did affect recommendations made for individual 

and group therapy. In both cases a significantly greater 

number of female participants were willing to see the client 

individually or refer for group work, regardless of the 

client's sexual orientation. 

Interpretation of Findings 

Contradictory to the literature supporting the 

existence of heterosexual bias (Casas, Brady, & Ponteretto, 

1983; Garfinkle & Morin, 1978; Morin, 1977; & Testa, Kinder, 

& Ironson, 1987), the present study found no evidence of 

such bias within this sample of mental health practitioners. 

Thus, having a homosexual orientation had no significant 

effect upon the psychological diagnosis and subsequent 

treatment by this group of psychology professionals. Several 

possible explanations exist for these contradictory 

findings. First, these results would suggest that 

heterosexual bias, as defined by research from the late 
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1970's and early 1980's may no longer be relevant in the 

psychological community with an increased awareness of gay 

and lesbian issues. In a recent study, attitudes toward 

homosexuality were assessed and compared for the years 1980 

and 1991 (Pratte, 1993). Results suggested a decrease in the 

negative attitudes towards gays and lesbians. Pratte 

purported that the increasing media exposure {e.g., 

television, newspapers, magazines, and books) of the 

emotional and compassionate aspects of homosexuality may 

have served to lessen the negative attitudes. Other research 

has shown that education regarding homosexuality serves to 

promote more tolerance of gays and lesbians in social roles 

and of their lives in general (Stevenson, 1988). 

This project, however, attempted to measure 

heterosexual bias in a unique manner and possible problems 

within the study itself may account for the nonsignificant 

results. First, heterosexual bias was measured through 

diagnostic and treatment plan measures created specifically 

for this project. Although the 7-point Likert scale format 

used for both questionnaires was based on existing research 

methodology with gender bias and diagnosis (Becker & Lamb, 

1994; Ford & Widiger, 1989), these two measures have not 

been utilized in prior research; thus, bringing their 

validity into question. Although both measures appeared to 

have face validity, the Likert scale format may have 

hindered the participant process of making diagnoses and 
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treatment recommendations by giving the participants too 

many options and allowing for an ambivalent response of 4, 

"somewhat likely". In addition, based on participant 

responses, data derived from the diagnostic questionnaires 

may have been confounded with the information presented in 

the case history. Many respondents remarked at various 

places on the questionnaires that more information was 

needed to make an accurate diagnosis. As a result, their 

hesitancy to rate any of the diagnoses as most likely 

present may have affected their overall measure of bias. 

In addition to instrumentation error, the present study 

may also have been affected by response bias. The last 

question on the treatment plan asked participants to 

hypothesize what the study might be about in addition to its 

stated purpose of assessing clinicians' DSM-IV diagnostic 

impressions of a client and subsequent treatment planning. 

Further inspection found that 57% of the participants in the 

gay condition guessed the true nature of the study. As a 

result, it was hypothesized that their responses might have 

been altered by their desire to present themselves in a more 

favorable light. Social desirability research purports that 

participants have a tendency to deny undesirable traits and 

to claim socially desirable ones (Nederhof, 1985). This 

effect has been found to be one of the most common sources 

of response bias affecting the validity of experimental and 

survey research findings (Nederhof, 1985), and in particular 
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with studies assessing attitudes towards minorities 

(Blanchard, Lilly, & Vaughan, 1991) . For example, research 

of Caucasian attitudes toward African-Americans has shown 

decreasing racism in the last forty years (Firebaugh & 

Davis, 1988). However, this trend has been purported to 

reflect an increase in the constraints against the display 

of racial prejudice (Dovidio & Geartner, 1986); thus, in 

turn suppressing the accuracy of self-reported attitudes. It 

is plausible that the participants who figured out the true 

purpose of this study altered their responses to present 

themselves as having no biases. However, the post-hoc 

analyses failed to support any evidence of response bias. 

Thus, the participants who reported to know the nature of 

this study did not appear to alter their responses 

significantly from those who did not know. Yet, as many of 

the participants did not answer the question at all, the 

percentage of those who truly knew what the study was 

concerning may be inaccurate. As a result, the effects of 

response bias in this study would appear inconclusive. 

Another possible explanation for the nonsignificant 

results could be accounted for by the differences between 

obvious and more subtle forms of bias. This study attempted 

to measure heterosexual bias through diagnosis and treatment 

planning. Past studies (Garfinkle & Morin, 1978; Glenn & 

Russell, 1986) have used semantic differential scales which 

assessed bias in attitudes, which is a more subtle measure 
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of heterosexual bias. As suggested by the research with 

ethnic minorities (Dovidio & Geartner, 1986), the 

nonsignificant findings may be the result of our current 

social climate, which places constraints on overt displays 

of bias. 

Implications of Findings 

Although the current study provides support for 

Pratte's (1993) findings of more positive prevailing 

attitudes towards gays and lesbians, the majority of 

literature in this area supports the continued existence of 

bias towards homosexuals. As a result, further research in 

this area is necessary to determine if heterosexual bias is 

indeed decreasing. 

A large body of research supports the differential 

diagnosis and treatment between ethnic minority clients and 

non-minority clients (Hines & Boyd-Franklin, 1982; Jones, 

Gray, & Parson, 1983; Solomon, 1992; & Wampold, Casas, & 

Atkinson, 1981). Many studies also provide support for the 

existence of heterosexual bias in the treatment of 

gays/lesbians by mental health professionals (Garfinkle & 

Morin, 1978; Glenn & Russell, 1986). This study attempted to 

bridge the gap between the literatures by assessing bias 

through the differential diagnosis and treatment between the 

gay and heterosexual client. Although the results of this 

study did not support the predictions, this study was unique 

in its' measurement of heterosexual bias. Because this is 
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one of the first studies to look at the diagnostic and 

treatment effects of such bias on gay clients, further 

exploration would seem prudent. Due to possible validity 

problems with the diagnostic measure used in the current 

study, future research in this area should consider 

incorporating a more standardized diagnostic instrument. 

In addition, social desirability and response bias 

should be important factors to consider in the design of 

future studies of bias towards homosexuals. Use of a social 

desirability scale, such as the Marlowe-Crowne Social 

Desirability Scale, would provide important information in 

determining the effects of such response bias on the 

dependent measure (Nederhof, 1985). 

Limitations of Findings 

In addition to the possible limitations of the 

diagnostic measures used in the present study and the 

possible effects of response bias on the results, other 

variables may also have had an effect upon the outcome of 

this project. A major limitation of the present study 

involves the missing data from the diagnostic questionnaire 

and treatment plan, which served to reduce the overall power 

of the statistical analyses. As shown in the MANOVA Table 2, 

54 participants were dropped from the analyses due to 

missing data points. This loss of participant numbers 

weakened substantially the ability of the analyses to detect 

differences between groups. Missing data also prevented an 
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analysis of the recommended length of treatment for the gay 

and heterosexual client as initially proposed. Considering 

the nonsignificance of the results as a whole, however, it 

is possible that this missing data would not have impacted 

the outcome of this study. 

Another limitation involves the theoretical orientation 

variable, which was confounded by participants' responses. 

Twenty-five percent of respondents marked more than one 

theoretical orientation, making a clear comparison between 

orientations impossible. Participants should have been asked 

to rank order their orientation preferences if they adhere 

to more than one, which would have allowed for participants 

to choose one or more but still allowed for this variable to 

be used in the analyses. 

The overall return rate of respondents also was 

relatively low (25%), which limited the number of 

participants in the statistical analyses. One probable cause 

of the low return rate was that the self-addressed return 

envelopes did not contain postage, due to limited funding 

for the study. Comments made by several of the participants 

suggest that the inclusion of postage may have increased the 

response rate. 

In addition to reducing the power of the analyses, the 

low-return rate may also have affected the outcome of this 

study through self-selection. It is plausible that those 

participants who are biased in their psychological treatment 
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of gay males simply did not respond to the questionnaires. 

For example, someone who was aware of their own biases and 

prejudices may have chosen not to participate in order to 

not present themselves in an unprofessional manner. As a 

result, these findings may be due to a lack of 

representativeness, as the participants who responded may 

have been more liberal. 

In addition, had the results supported the predicted 

biased diagnosis and treatment of gay males, the 

generalizability of the study would have been hindered by 

the inclusion of only male clients in the case history. 

Funding also played a role in the decision to use only the 

male subgroup, as using gay and non-gay females in the case 

histories would have increased the participant mail-out 

number; thus, increasing the cost of postage substantially. 

However, it remains unclear as to whether the results would 

have changed significantly with the inclusion of a lesbian 

subgroup, as the literature suggests that bias towards gay 

men is more prevalent than towards lesbians (Watters, 1986). 

Future Research Directions 

Other studies in the area of gay and lesbian research 

have used semantic differential methods and various scales 

to determine the existence and effects of heterosexual bias 

(Garfinkle & Morin, 1983; Glenn & Russell, 1986). Because 

the present study was. an initial attempt to show the effects 

of heterosexual bias on diagnostic and treatment issues on 
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gay males, further research is warranted. Future studies 

which are attempting to measure heterosexual bias through a 

client scenario should include both gay male and lesbian 

subsamples in order to be more representative of the gay 

population. Possible response bias and social desirability 

should be key factors to consider in designing such 

projects, and valid measures of such variables should be 

utilized. In addition, with the existence of managed health 

care and the importance of diagnosis on subsequent treatment 

(e.g., type and length of treatment), further exploration 

into the possible effects of bias on diagnosing gay clients 

would seem critical. 

The nonsignificance of the results of this study would 

appear inconclusive when compared to the body of literature 

that suggests that bias towards homosexuals is evidenced in 

mental health professionals and society at large. Although 

statistically nonsignificant, the extreme nature of the 

following quotation from a participant's response from this 

study indicates that heterosexual bias can indeed affect 

diagnosis and treatment of gay clients: 

This homosexual is typical of a group of perversely 

maladjusted males, who approaching mid-life, are 

increasingly confronted with the emptiness and 

emotional isolation in their relationships. He suffers 

from a long-term major depression caused by his 

inability to separate from his mother, and to achieve a 
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positive, heterosexual identification with a female. 

Indeed, he has not been feeling himself for a long time 

due to his severe character disorder he has suffered 

since childhood. Yet, his defenses are now beginning to 

crack down. In order to prevent further self-

destructive behavior, (i.e. perverse sexual acting-out) 

he must be quickly convinced of the need to commit 

himself to long-term, intensive, psychoanalysis, with 

the goal to establish his heterosexual, natural, 

healthy, personality. 

Certainly such views are extreme, however, it is likely that 

such bias is not an isolated case. 

The purpose of this study was to demonstrate that 

heterosexual bias exists within mental health professionals 

and can in turn affect their diagnosis and subsequent 

treatment of gay clients. Although the findings did not 

statistically support the predictions, further exploration 

of these variables are suggested to determine the validity 

of these results. The biased comment (as quoted above) in 

and of itself suggests the need for continued and increased 

training of psychology graduate students in the treatment of 

the gay and lesbian minority group. Mental health 

professionals in particular have a responsibility to provide 

accurate, objective, and non-biased services to the clients 

they treat, regardless of the client's sexual orientation. 
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February 27, 1995 

Dear Division 29 Colleague: 

I am doctoral candidate in Clinical Psychology and a 
student affiliate of Division 29. I am currently requesting 
your participation in my dissertation project. My study 
concerns clinicians' DSM-IV diagnostic impressions of client 
and subsequent treatment planning. As a member of the 
Division of Psychotherapy, your opinions and input are 
highly valued and relevant for my study. 

Enclosed you will find a demographic questionnaire, a 
case history, a diagnostic rating scale, and a treatment 
plan questionnaire. If you would, please: 1) complete the 
demographic questionnaire; 2) read the case history; 3) 
complete the diagnostic rating scale; 4) complete the 
treatment plan questionnaire; and 5) return all materials in 
the self-addressed enclosed envelope. 

This project has been approved by the IRB (human 
subjects committee) of the University of North Texas, and 
all information will be kept confidential. Envelopes have 
been coded to prevent duplicate follow-up mailings, and the 
master list will be destroyed at the completion of the 
study. If you should have any questions, please write or 
feel free to call (817) 565-2671. Your cooperation would be 
greatly appreciated, and pilot testing has shown it should 
take about 15 minutes of your time. Thank you for your 
thoroughness and expediency in this matter. 

Sincerely, 

Pam Adams, M.S. Trent A. Petrie, Ph.D. 
Doctoral Candidate Assistant Professor 
University of North Texas University of North Texas 
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CASE HISTORY-MALE/FEMALE CONDITION 
The following report is a description of a client who is 
seeking psychotherapy. The report is based upon information 
which was given in an initial intake interview. Please read 
the case description as if the client were being referred to 
you for diagnosis and treatment. 

Mike is a 35-year-old single, Caucasian male. He is 

employed by a computer manufacturing company as a computer 

programmer and has worked for the company for the past five 

years. He also reported being involved in a serious 

relationship for the past few months with Karen, who is an 

accountant. 

Mike reported being referred for psychological services 

from his general practitioner, who ruled out any major 

medical difficulties. He stated "I have not been feeling 

myself for a long time." Mike said that he has had 

difficulty sleeping, feels tired much of the time, and is 

frequently restless and dizzy. He also reported feeling 

empty, and doesn't seem to enjoy many of his normal 

activities with friends. In addition, he stated that he 

finds it difficult to concentrate on his work, his "mind 

goes blank", and that others have remarked on his 

irritability. Mike said his constant worry and feelings of 

being "on edge" are what prompted him to seek help. 

Mike stated that his parents and siblings live in his 

hometown where he grew up, several hundred miles away from 

where he currently resides. He reported having two older 

brothers and one younger sister. Mike stated that he and his 
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family "aren't close", and that he only speaks with them on 

holidays. 

Mike reported that he and Karen have recently had some 

problems in their relationship. He stated that they have 

had frequent arguments concerning whether they should move 

in together, which has caused "some tension" between them. 

He also reported difficulties at work with regards to a 

promotion. Mike stated that he and a co-worker are 

competing for the same position. Due to the friction 

between himself and his boss, Mike believes he won't get the 

position because his boss will support his co-worker. 
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CASE HISTORY-MALE/MALE CONDITION 

The following report is a description of a client who is 
seeking psychotherapy. The report is based upon information 
which was given in an initial intake interview. Please read 
the case description as if the client were being referred to 
you for diagnosis and treatment. 

Mike is a 35-year-old single, Caucasiam male. He is 

employed by a computer manufacturing company as a computer 

programmer and has worked for the company for the past five 

years. He also reported being involved in a serious 

relationship for the past few months with Tom, who is an 

accountant. 

Mike reported being referred for psychological 

services from his general practitioner, who ruled out any 

major medical difficulties. He stated that " I have not been 

feeling myself for a long time." He said that he has had 

difficulty sleeping, feels tired much of the time, and is 

frequently restless and dizzy. He also reported feeling 

empty, and doesn't seem to enjoy many of his normal 

activities with friends. In addition, he stated that he 

finds it difficult to concentrate on his work, his "mind 

goes blank" often, and that others have remarked on his 

irritability. Mike said his constant worry and feelings of 

being "on edge" are what prompted him to seek help. 

Mike stated that his parents and siblings live in 

his hometown where he grew up, several hundred miles away 

from where he currently resides. He reported having two 
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older brothers and one younger sister. Mike stated that he 

and his family "aren't close", and that he only speaks with 

them on holidays. 

Mike reported that he and Tom have recently had some 

problems in their relationship. He stated that they have 

had frequent arguments concerning whether they should move 

in together, which has caused "some tension" between them. 

He also reported difficulties at work with regards to a 

promotion. Mike stated that he and a co-worker are 

competing for the same position. Due to the friction 

between himself and his boss, Mike feels he won't get the 

position because his boss will support his co-worker. 
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DIAGNOSTIC RATINGS 

Please indicate the extent to which the client in the case 
history appears to have each of the following DSM-IV 
disorders by placing an X in the appropriate blank. 

1.) MAJOR DEPRESSION 

disorder 
not likely 

disorder 
somewhat likely 

disorder 
most likely 

2.) V-CODE OCCUPATIONAL PROBLEM 

disorder 
not likely 

disorder 
somewhat likely 

disorder 
most likely 

3.) PERSONALITY DISORDER NOT OTHERWISE SPECIFIED 

disorder 
not likely 

disorder 
somewhat likely 

disorder 
most likely 

4.) ADJUSTMENT DISORDER WITH DEPRESSED MOOD 

disorder 
not likely 

disorder 
somewhat likely 

disorder 
most likely 

5.) GENERALIZED ANXIETY DISORDER 

disorder 
not likely 

disorder 
somewhat likely 

disorder 
most likely 

6.) DYSTHYMIA 

disorder 
not likely 

disorder 
somewhat likely 

disorder 
most likely 

7.) ADJUSTMENT DISORDER WITH MIXED ANXIETY & DEPRESSED 
MOOD 

disorder 
not likely 

disorder 
somewhat likely 

disorder 
most likely 
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8.) ANXIETY DISORDER NOT OTHERWISE SPECIFIED 

disorder 
not likely 

disorder 
somewhat likely 

9.) V-CODE OTHER INTERPERSONAL PROBLEM 

disorder 
not likely 

disorder 
somewhat likely 

10.) ADJUSTMENT DISORDER WITH ANXIETY 

disorder 
most likely 

disorder 
most likely 

disorder 
not likely 

disorder 
somewhat likely 

disorder 
most likely 

11.) OTHER (Please designate any other appropriate 
diagnosis not listed.) 
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TREATMENT PLAN 

Based on the information in the case history and your 
diagnosis/diagnoses, please answer the following questions 
concerning treatment by indicating your recommendations. 

1.) How likely would you be to make a referral to 
another therapist or agency? 

not at somewhat extremely 
all likely likely likely 

Please briefly explain your recommendation. 

2.) How likely would you be to make a referral to a 
psychiatrist? 

not at somewhat extremely 
all likely likely likely 

Please briefly explain your recommendation. 

3.) How likely would you be to see this person in 
individual psychotherapy? 

not at somewhat extremely 
all likely likely likely 

What length of treatment do you recommend? 
1-4 sessions 5-8 sessions 
9-12 sessions 13 or more sessions 

Please briefly explain your recommendation. 

How likely would you be to recommend group 
psychotherapy? 

not at somewhat extremely 
all likely likely likely 
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What length of treatment do you recommend? 
1-4 sessions 5-8 sessions 
9-12 sessions 13 or more sessions 
Please briefly explain your recommendation. 

5.) How likely would you be to recommend couples/family 
therapy? 

not at 
all likely 

somewhat 
likely 

extremely 
likely 

What length of treatment do you recommend? 
1-4 sessions 5-8 sessions 
9-12 sessions 13 or more sessions 

Please briefly explain your recommendation. 

6.) Other treatments not listed 

7.) In the space provided, please discuss briefly your 
recommended focus of treatment if you were to see 
this client in therapy. 
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DEMOGRAPHIC QUESTIONNAIRE 

1.) Gender: Male Female 

2.) Age: 

3.) What is your race/ethnicity? (please indicate) 

4.) What is your highest degree? 

5.) What year did you receive your highest degree? 

6.} In what area was your degree awarded? 
Clinical Psychology 
Counseling Psychology 
Other (please indicate) 

7.) What is your theoretical orientation? 
Adlerian Cognitive-Behavioral 
Behavioral Eclectic 
Client-centered Existential 
Cognitive Gestalt 
Psychodynamic/Psychoanalytic 
Other (please indicate) 

8.) What is your primary work setting ? 
Hospital/Medical Center 
College or University Dept. 
Private Practice 
University/College Counseling Center 
Community Mental Health 
Other (please indicate) 

9.) What licenses or certifications do you currently 
hold? (please check all that apply) 

Psychology Professional Counselor 
Other (please list) 

10.) Estimated number of hours per week conducting 
therapy 

11.) Estimated number of hours per week conducting 
psychological assessments 

12.) Estimated number of hours per week in 
providing supervision 
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13.) What else might this study be about other than 
diagnosis and treatment of psychopathology? 
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