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ABSTRACT
The purpose of this study was to investigate the
perceptions of selected groups of professional health,
education, and welfare personnel in non-urban areas of
v

Arizona with regard to: (l) the perceived need for
psychological and rehabilitation services, and (2) the
perceived availability of selected psychological and
rehabilitation services in non-urban areas.

Additionally,

the study was designed to also investigate the perceptions
held by selected groups of professional health, education,
and welfare personnel in non-urban areas with regard to
duties, education, experience, and professional affiliation
of rehabilitation counselors and counseling psychologists.
The study was conducted through the use of a mailout questionnaire, which was constructed to elicit
responses indicative of the perceptions of psychological
and rehabilitation services held by five selected subject
groups of professional workers in non-urban areas of
Arizona: (1) counselors, (2) physicians, (3) school
administrators, (4) public health nurses, and (5) public
welfare caseworkers.
Six null hypotheses were formulated and tested with
appropriate statistical techniques.

The .05 level of

significance was set as the level of significance acceptable
xii

xiii

for rejection of the hypotheses.

Three hypotheses were

upheld indicating subject group agreement in perceptions of
availability of services; duties performed by rehabilita
tion counselors and counseling psychologists; and the
education experiences and professional affiliation of
counseling psychologists.
Three hypotheses were rejected indicating signifi
cant differences in subject group perceptions of need for
services; similarity of education, experience, and profes
sional affiliation of rehabilitation counselors and coun
seling psychologists; and education, experience, and
professional affiliation of rehabilitation counselors.
The findings of the study have supported the
following general conclusions:
1.

The availability of psychological and rehabilita
tion services in non-urban areas is extremely
limited.

2.

There is an apparent discrepancy between the
conceptualization of the respondents with regard
to the meaning of selected specialized services and
the meaning typically ascribed by professionals who
work in the specialty.

3.

Non-urban communities apparently do not utilize
existing referral resources outside the local
community such as those services available in the
metropolitan areas of Tucson and Phoenix.

xiv

4.

Available services appear to be those offered
directly, or indirectly, through the public school.

5.

Professional workers, by subject group, differently
perceive the need for services.

6.

Respondent physicians perceive lessrneed for
services than do other professional workers.

7.

Duties which might be expected as being performed
by, or should be performed by, rehabilitation
counselors were not "perceived by the subject groups
as duties performed by, or should be performed by
rehabilitation counselors.

8.

Subject groups do not perceive psychological
practitioners, represented by rehabilitation
counselors and counseling psychologists, as
performing routine clerical-coordinating type
duties.

9.

School administrators and public health nurses
perceive the counseling psychologist as being
somewhat more highly educated, more experienced,
and more active in professional organizations than
rehabilitation counselors.

10.

There is an apparent lack of information about, and
familiarity with, rehabilitation counselors and
counseling psychologists on the part of other
professional workers in non-urban areas.

XV

11.

Counselors, although employed in diverse settings,
may be more alike than different.
Based on the findings and conclusions of the study,

additional research possibilities were suggested focusing
on how to provide specialized psychological and rehabilita
tion services to non-urban areas and how to provide for
information dissemination and communication exchanges among
professional workers in non-urban areas.

Additionally,

suggestions for courses of action which might be taken by
the Arizona Division of Vocational Rehabilitation, the
Arizona State Psychological Association, and The Arizona
Personnel and Guidance Association were recommended.

CHAPTER I
INTRODUCTION
Introduction to the Problem
The process by which a client comes to a psycholo
gist usually involves an interaction between the community
and the person.

The community in which an individual lives

is his phenomenal world.

This study is concerned with the

psychological and rehabilitation services available to the
person in a non-urban milieu.
As environmental and physical needs have become
increasingly controlled by man, the emergence of an aware
ness of the importance of psychological factors has been
significant.

There is a seemingly endless chain of

personal and social problems influenced by such things as
war, economic fluctuation, racial and religious discrimina
tion, broken homes, industrial accidents, and others.
Indeed, as Szasz (i960) pointed out, the concept of mental
illness distorts the actual situation of the problem area,
i.e., dealing with problems of value, how to make choices,
problems of deviation from the "prescribed" psycho-social,
ethical, and legal standards or norms. He stated we have
"problems of living"--biological, economic, political, or
socio-psychological.

He considered the function of mental
1
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illness to be that of rendering more acceptable the stress
of moral conflicts in human relations.
With the change in orientation to psychological and
sociological concerns, there is little wonder that the
development of psychological and rehabilitation services
has been increased at a steady rate and with support from
local, state, and federal agencies in health, education, and
welfare.
Legislative activities at the national level have
been increased in recent years, with a continual focus on
the social welfare of the citizens of the United States.
Legislation such as the National Defense Education Act of
1958, The Economic Opportunity Act, Vocational Rehabilita
tion Act Amendments of 1965, Social Security expansion,
including Medicare, and The Elementary and Secondary Educa
tion Act of 1965, are all prime examples of efforts on the
national level to provide funds for states and local
communities, either in planning and operation grants, or
on some financial matching basis for the expansion of
existing and/or initiation of new program elements.

In

terms of costs of psychological services, Milton (1953)
pointed out the economy off and necessity for, publicly
supported clinics, in order to offer professional services
to a wider segment of the public who cannot afford private
services.

3

These legislative activities, on the national
level, have clearly identified areas of service which
previously have been unavailable to sparsely populated or
rural communities.

Provisions have been made for the

establishment and development of service programs designed
to fulfill the unmet needs of non-urban areas in the
general scope of health, education, and welfare.

Because

of the concentration of psychologists and other profes
sional personnel in large metropolitan areas, or in college
and university localities, there is a significant popula
tion which, for all practical purposes, is without
psychological and rehabilitation services.

Howard (1957),

for example, found the geographic distribution, based on
American Psychological Association membership, reflected
34 per cent of member psychologists located in the first
19 cities in population.

Current American Psychological

Association listings reflect a continuation of this same
kind of geographical concentration.
Statement of the Problem
The purpose of this study was to examine the
perceptions of selected groups of professional health,
education, and welfare personnel in Arizona with regard
to the following factors of concern.

First, what is the

perceived need for psychological and rehabilitation
services in non-urban areas.

Second, what psychological

and rehabilitation services are now available in non-urban
areas.

Third, how, and by whom, can these services best be

provided.
Closely correlated to the above questions is the
second part of the investigation concerning the preparatory
study and training of personnel to perform psychological
and rehabilitation services in non-urban areas. This
section of the study appears to have implications for those
educators engaged in the training of counseling psycholo
gists and rehabilitation counselors particularly, as well
as for other specialists working in diverse settings and
facilities.
Importance of the Problem
The previously discussed legislative activities
attest to the recognition of governmental agencies of areas
of concern in the promotion of health, education, and
welfare services to an increasing number of citizens.
The Office of Economic Opportunity published a
Catalog of Federal Programs for Individual and Community
Improvement in 1965.

A perusal of this volume reflected

869 different federal programs available.

Reflecting an

early orientation and emphasis on welfare, there were 64
programs offering financial assistance of one kind or
another.

This was followed by 62 programs for community

facilities. Further examination revealed that over 450 of

the programs, which is more than half, fell in the areas of
health, education, and welfare.

Not all of these, of

course, provided for, or even mentioned, psychological and
rehabilitation services.

An analysis indicated, however,

that six programs provided for psychological services
explicitly, 33 provided for rehabilitation services, and
28 provided for services including psychology and rehabili
tation.

Sanford (1958) suggested that as scientific

humanism becomes the trend, society will look increasingly
to psychologists for guidance, especially in attempts to
combine humanistic values with the values of science.
Attesting to the importance, to the general wel
fare, of rehabilitation services, Switzer (1960) stated,
"We have been concerned . . .with two philosophical
concepts: . . . The basic democratic one of equality of
opportunity for all Americans to reach the highest point
of fulfillment in their life in the community. . . . The
other concept is social policy which has as its objective
the reduction of dependency."
Fogarty (1960), speaking to the aims of rehabilita
tion, said, "The vocational rehabilitation program is
usually defined as a process designed to help disabled
persons reach vocational, economic, and health potentials
commensurate with their residual abilities--with the avowed
purpose of reducing dependency."
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The rather staggering number of programs, when
compared to the population of professional psychological
and guidance services personnel available, as reflected in
the 1966 Directory of the American Psychological Associa
tion and the Directory of Members of the American Personnel
and Guidance Association 1965-1966, gives an indication of
critical personnel utilization problems.

The two direc

tories reflected a combined listing of professional workers
of 42,900 and this is likely to be more accurately placed
at about 32,900 when one considers duplicate memberships.
At any rate, if 42,900 is considered to be an accurate
reflection, this only provided 95.33 professional workers
for each of the 450 programs in health, education, and
welfare.

When the total federal programs are added to the

state and local programs, one can readily discern the
critical shortage of trained personnel in psychology and
rehabilitation.
Psychologists, represented professionally by the
American Psychological Association, have consistently given
support to the point of view that psychologists, through
their professional organizations, have a direct responsi
bility for exerting leadership in the development of
professional psychological services.

The American

Psychological Association booklet, Psychology and Its
Relations With Other Professions, clearly outlined this
scope of responsibility in Principle Is

Guided primarily by the criterion of social
welfare, The American Psychological Association,
as .the official national organization of
psychologists who function as researchers,
teachers, practitioners, and administrators,
accepts full responsibility for coordinating the
development and functioning of the profession of
psychology. As members of the Association,
psychologists accepts (a) the responsibility for
advancing basic knowledge concerning human
behavior, (b) the responsibility for training
qualified aspirants to professional competence,
(c) the responsibility for establishing and
maintaining standards of professional competence,
and (d) the responsibility of formulating and
maintaining high ethical standards (p. 9;.
Anderson (1965) reviewed an_American Psychological
Association study concerned with the distribution of
psychologists in the United States.

As the purpose of thi

study was to determine service need and availability in
Arizona, only statistics for this state are included.

In

1950, Arizona had a population of 745,259 with 23 APA
member psychologists or 3.1 per 100,000 population.

In

1960, the population had increased to 1,302,161, and a
corresponding increase in 1961, of American Psychological
Association members of 95 or 7.3 per 100,000 population.
In 1966, there were a total of .209 members of the American
Psychological Association.

When the population concentra

tion of Arizona is considered, the majority (194) of
psychologists were located in Maricopa and Pima Counties,
the two population centers of the state.

A large state

university is located in each of these counties.
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A previous study (Fishburn & Smith, 1966), designed
to determine what rehabilitation facilities and services
were existent in Arizona, other than those provided for by
the Arizona Division of Vocational Rehabilitation, was
concerned with three areas:

rehabilitation service pro

grams, staff, and diseases or disability entities.
Hospitals, nursing homes, and agencies were surveyed.

It

was found that only two nursing homes and seven hospitals
qualified as partial or comprehensive facilities.

Five

agencies qualified as partial rehabilitation facilities
and two rehabilitation centers qualified as comprehensive
facilities.

It is significant to note that all these

facilities, both partial and comprehensive, were located in
Tucson and Phoenix, the metropolitan and population centers
of Arizona.

This study reflected a total of 1,018 full

time personnel involved in rehabilitation services and 387
part time personnel, for a grand total of 1405 workers.
There were an average of 5.2 full time rehabilita
tion workers per facility surveyed.

After subtracting the

34 hospitals which indicated no rehabilitation program was
offered, the average still remained low at 6.3 workers.

In

keeping with the services proposed by existing legislation,
it can be seen that staffing was, and will continue to be,
a primary concern in the provision of rehabilitation
services.

9

Of particular importance to the present study is
the number of psychologists (33 full time and 22 part time)
and rehabilitation counselors (42 full time and five part
time) engaged in providing psychological and rehabilitation
service in a rehabilitation program, i.e., a program
specified "rehabilitation" by the agency or facility
responding to the questionnaire.
Boggs (1960) spoke directly to the crisis of
staffing:
To many people, "vocational rehabilitation"
still evokes primarily the thought of a
prosthetic device. In our field, not only is
the crutch not a prothesis, but the supplying
of prosthetic devices cannot be used as a
crutch or substitute for what should properly
be done directly with people by people. Thus,
staffing is the number one problem ....
Psychologists have been somewhat remiss in terms
of giving direct attention to problems of psychological
manpower needs.

In contrast, we can look at such studies

as the 1960 effort by the Western Interstate Commission for
Higher Education, entitled The West's Medical Manpower
Needs.

This study might well serve as a model for the kind

of investigation that appears to be needed in psychological
service manpower.
In terms of population increase alone, it can be
expected there will be an ever increasing demand for
psychological and rehabilitation services in Arizona.

The

projected population increase from 1959 to 1969 was set at
73 per cent by the Arizona State Employment Service (1960).
With a lack of professionally qualified manpower,
there is a corresponding lack of available services in
urban, but more particularly in non-urban, areas in the
state of Arizona.
Statement of Hypotheses
For purposes of statistical analysis the following
null hypotheses were stated:
1. There is no significant difference in perceptions
of the selected subject groups (counselors, school
administrators, physicians, public health nurses,
and public welfare caseworkers) with regard to the
availability of psychological and rehabilitation
services in non-urban areas.
2.

There is no significant difference in perceptions
of the selected subject groups (counselors, school
administrators, physicians, public health nurses,
and public welfare caseworkers) with regard to need
for psychological and rehabilitation services in
non-urban areas.

3.

There is no significant difference in perceptions
of the selected subject groups (counselors, school
administrators, physicians, public health nurses,
and public welfare caseworkers) with regard tos
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a. Duty a rehabilitation counselor performs
b.

Duty a rehabilitation counselor should perform

c.

Duty a counseling psychologist performs

d. Duty a counseling psychologist should perform
e.

Duty another professional person can better
perform

4.

There is no significant difference between
rehabilitation counselors and counseling psycholo
gists, on the basis of education, experience, and
professional affiliation, as perceived by the
subject groups.

5.

There is no significant difference between the
subject groups with regard to their perceptions of
education, experience, and professional affiliation
of:

6.

rehabilitation counselors.

There is no significant difference between the
subject groups with regard to their perceptions of
education, experience, and professional affiliation
of:

counseling psychologists.
Assumptions and Limitations

The basic assumptions of this study were: (1) an
accurate assessment of the perceptions of need for and
availability of psychological and rehabilitation services
can be obtained from the instrument used; (2) perceptions
of education, experience, and professional affiliation of
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rehabilitation counselors and counseling psychologists by
other professional workers in related fields, influence the
idea of ~the kinds of services and functions counselors and
psychologists offer and perform; and (3) the non-urban
communities of the subjects of this study are more alike
than different and can be considered equally comparable with
regard to the availability and utilization of professional
services in rehabilitation and psychology.
As this study was designed to investigate the need
for and availability of psychological and rehabilitation
services in non-urban areas, it has been limited to rural
or sparsely populated communities of less than 25,000
population.

This study was further limited to the counties

of Arizona, exclusive of Pima and Maricopa.

A detailed

description of Arizona can be found in Appendix 6.
Although conducted in Arizona, it is believed the
findings may have important implications for other south
western states similar to Arizona in geographic charac
teristics of topography and population.
The study was also limited by such considerations
ass (1) there may be other groups or individuals who will,
and/or should influence the provision of psychological and
rehabilitation services in non-urban areas; (2) there are
other groups or individuals who will, and/or should, influ
ence the duties, functions, and professional training of
counseling psychologists and rehabilitation counselors that

13

have not been included in this study; and (3) many factors:
other than the opinions of counselors, school adminis
trators, physicians, public health nurses, and public
welfare caseworkers should be considered in assessing the
needs and availability of psychological and rehabilitation
services in non-urban areas.
Definitions of Terms and Abbreviations
APA:

American Psychological Association

ARCA:

American Rehabilitation Counseling Associa

ACES;

Association for Counselor Education and

tion

Supervision
APGA:

American Personnel and Guidance Association

DPW: Department of Public Welfare
VRA:

Vocational Rehabilitation Administration

Counselor?

For the purpose of this study, the term

counselor is used to identify, in the sample, school
counselors, rehabilitation counselors, and psychologists
who practice in non-urban areas.
School Administrator:

Superintendent, Assistant

Superintendent, or Principal of an elementary or secondary
or combined school or school district in Arizona.
Physician:

A medical doctor licensed in the state

of Arizona, residing and/or practicing in a non-urban area.

14-

Public Health Nurse;

Registered professional

nurses in Arizona, employed in county departments of
public health, in those counties included in the study.
Public Welfare Caseworkers; Personnel employed as
caseworkers in county welfare departments in those counties
included in the study.
Non-Urban; Localities or communities, incorporated
or unincorporated, of less than 25,000 population.
Perceptions;

Impressions and judgments based on

opinion as well as on facts.
Rehabilitation;

The activities required in

assisting an individual to move from a state of inadequacy
to a state of adequacy by attainment of maximum possible
function physically, emotionally, socially, and economi
cally.
Rehabilitation Psychology:

The application of

psychological principles, theories, and practices to the
process of rehabilitation.
Functions and Duties: The activities distinctive
to a given office or role and the actions thereby authorized.
Education, Experience, and Professional Affilia
tion;

Selected experiences including undergraduate and

graduate course work and membership and/or activity in
related professional organizations.

Method
A questionnaire was developed to investigate the
problem stated on page 3.

The questionnaire was mailed to

370 counselors, school administrators, physicians, public
health nurses, and public welfare caseworkers in non-urban
communities of twelve counties in Arizona.

Literature

pertinent to questionnaire studies conducted by mail was
reviewed.

Included in the review were methods of question

naire construction and problems involved in conducting mail
studies. .
The final questionnaire was the result of analysis
and critique of several preliminary questionnaires which
had been developed by the writer.

Recognized techniques of

interest stimulation and follow-up were utilized. These
have been explained in detail in Chapter III.
The literature was reviewed with regard to the
development and growth of psychological and rehabilitation
services, particularly in non-urban or rural areas.

A

review of the literature, with emphasis on functions and
duties of rehabilitation counselors and counseling
psychologists, was also conducted.

The third part of the

literature review was concerned with education, experience,
and professional affiliation of rehabilitation counselors
and counseling psychologists.

16

Summary
Recent legislative activities on the local, state,
and federal levels have focused on the provision of more
psychological and rehabilitation services to an ever
increasing number of citizens.

This chapter has explored

the importance of such emphasis to professional workers in
psychology and rehabilitation.
The chapter also considered the implications of the
problem assessing the need for and availability of
psychological and rehabilitation services in non-urban
areas, with particular focus on Arizona.
Hypotheses were stated with regard to the subject's
perceived need for and actual availability of psychological
and rehabilitation services in non-urban communities and,
perceptions of functions and duties, education, experience,
and professional affiliations of rehabilitation counselors
and counseling psychologists, dependent on not only the
individual, but particularly, as a member of a related
professional group who work with rehabilitation counselors
and counseling psychologists.
Also, a definition of terms and abbreviations used
in the study was furnished.

Included in the chapter was a

brief description of the method of the study.

It has

considered the assumptions and limitations which are
applicable to the study and the subsequent analysis and
interpretation of the data.

CHAPTER II
RELATED LITERATURE
Introduction
This chapter contains a review of selected litera
ture related to the present study.

A review of historical

antecedents, the vocational and economic importance of
rehabilitation, history, growth, and development of
psychological services is followed by sections on (l)
functions and duties of rehabilitation counselors and
counseling psychologists and (2) education, experience and
professional affiliation of rehabilitation counselors and
counseling psychologists.
Historical Antecedents
Obermann (1965) offered a comprehensive historical
review of rehabilitation.

In discussing rehabilitation

prior to the nineteenth century, he considered contributors
to the philosophy of rehabilitation as early as Hippocrates,
who insisted that diseases be treated rationally and
scientifically.
Jacques (1960) postulated that man's earliest
history of concern with disease and disability supported
the theory of "survival of the fittest."

She suggested the

development of religions, magical beliefs and practices
17
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resulted from the seeking of a supernatural explanation for
those things with which man was unable to cope.

Early

attitudes toward the treatment of the sick and disabled
were reflected in the practices, fostered by the early
beliefs, of destroying malformed babies, as well as cruel
and inhuman treatment of older children and adults who were
afflicted.
In rehabilitation psychology, the modern concept of
the whole man may be traced to the Greeks, who originated
the idea that a person's mind and feelings were important
in the treatment of disease and disability.

The development

of organized public health measures, which are so important
to rehabilitation, can be credited to the Romans although
they contributed very little to the advancement of treat
ment.
The ancient Jews recognized and coded the social
and personal needs of people for purposes of charity and
mutual helpfulness.

Throughout history the principal means

of moving people from a state of inadequacy to a state of
adequacy has been education and training to meet the
demands of culture.
Considerations of illness, disease, and disability
in the fourteenth through seventeenth centuries were
focused primarily upon the influence and effect of witch
craft, demons, and evil spirits.
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It was not until late in the eighteenth century
that generally enlightened attitudes toward disabled
'i.

people began to emerge.

Along with the attitude change,

research began to play a more active role in determining
more appropriate methods of education, training, and treat
ment of disabled people.

Names such as Pinel, Ferrus,

Itard, and Seguin are associated with these early studies.
After hundreds of years of scientific and
humanitarian progress in experimentation and treatment,
Obermann (1965), in pointing out that demons and evil
spirits are still considered by many to contribute to
epilepsy, cerebral palsy, and mental illnesses, said,
"Protection from injury due to accident or disease is
still sought by millions of people through amulets,
incantations, and prayers, rather than through acumen,
immunization and pharmacology" (p. 19).
Obermann (1965) indicated early American attitudes
toward disability reflected the strong European background
of superstition, sorcery, alchemy, and astrology.

Witch

craft and demonology were accepted as established
phenomena, evidenced by the fact that in one year, 16911692, two hundred and fifty persons were arrested and
tried for witchcraft, in Salem alone. In 1650 Roger
Williams was successful in urging the town council of
Providence to accept the responsibility for the care of a
mentally ill woman.

In 1662 Boston established the first
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almshouse.

All types of persons considered public charges,

including criminals, "worthy" poor, vagrants, sick,
mentally ill, and disabled were incarcerated and inter
mingled.
In the last half of the 1700's, with the develop
ment of hospitals, provisions were made for the mentally
ill in the way of beds or wards. The first hospital
devoted exclusively to mental patients was built in 1773,
at Williamsburg, Virginia.

The General Hospital, estab

lished in New York in 1791, was the location of Dr.
Benjamin Rush's later innovating concept of using work as
a therapeutic and rehabilitative technique.

The efforts of

Dorothea Lynde Dix, acclaimed as the originator of the
mental health movement in the United States, pioneered in
the humane treatment of mentally ill citizens.

Much of her

effort was in direct reaction to the treatment of mental
patients as though they were wild animals or criminals.
Development of a more scientific and humane
approach to the mentally ill was due largely to the efforts
of Philippe Pinel and William Tuke.

Under Pinel's direc

tion in France, Biretre and Salpetriere became the first
modern hospitals for the mentally ill.

Esquirol continued

their work and helped establish ten new mental hospitals.
Tuke, in England, established the York Retreat and gained
support from John Connolly and Samuel Hitch, English
medical psychologists.

Early humanitarian methodology in
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the United States was reflected largely in the work of
Benjamin Rush.
In the area of education, a special institution for
the deaf was established in Baltimore in 1812.
the first such facility in America.

This was

The Industrial School

for Crippled and Deformed Children was founded in Boston in
1893 as the first school for crippled children.

The influ

ence of Samuel Gridly Howe was instrumental in the opening
of an experimental school for pauper idiots as a wing of
The Perkins Institution for the Blind.

Dr. Henry B. Wilbur

who, in 1851, became superintendent of the New York
Experimental School for Mentally Retarded in Albany,
previously established a private school in Barre,
Massachusetts for children not mentally capable of taking
regular instruction.

The historical record reflects the

opening of the Pennsylvania Training School for FeebleMinded Children in 1853.

In 1857, The Ohio State Asylum

for Education of Idiotic and Imbecile Youth and The
Connecticut School for Imbeciles were established.

Follow

ing soon after was the Kentucky Institution for the
Education of Feeble-Minded Children and Idiots.

Illinois

started an experimental school in 1865, which was made
permanent in 1873.

Scientific study of retardation

emphasized hereditary and predictable genetic characteris
tics.

Much of this research was based on the reports of

studies such as the Jukes, Kallikaks, and Pineys.
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It can be seen from the foregoing discussion that
the earliest institutions for disabled people in the United
States were primarily for children.

Emphasis in these

institutions focused on vocational development and prepara
tion, but this was secondary to custodial care.
Earliest efforts for public education in Arizona
reflected a concern for only certain specifically handi
capped students while supporting education for all pupils.
At this early date, provisions for mentally retarded,
emotionally disturbed, and physically handicapped were, for
all purposes, non-existent.
Although funds were available in 1868, there were
no Arizona public schools until 1871.

Article XI of the

Arizona Constitution provides in Section 1,

11.

. . general

and public school system . . . shall include kindergarten,
schools, common schools, high schools, normal schools,
industrial schools and a university . . . shall also enact
such laws . . . for the education and care of the deaf,
dumb, and blind," and in Section 6, ". . . open to students
of both sexes, and the instruction ... as nearly free as
possible . . . open to all pupils between the age of six
and twenty one years."
The Vocational and Economic Importance
of Rehabilitation
Work, in American culture, has become a virtual
necessity for the organization of human life.

When a
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person is prevented from participating in this activity,
various kinds of disturbance may result.

Work is so

important that a man's occupation, more than any other
single factor, often defines his place in the community
and, more specifically, his perceived intelligence, social
status, technical ability, and economic level.

Participa

tion and interaction in one's society is the basis for the
development of self-esteem and self-actualization.

A

disabled person too often is denied the satisfactions of
a sense of worth and achievement.

That psychological needs

can be satisfied by work can be readily established in an
examination of theories of vocational choice and develop
ment.

Hoppock (1963, pp. 82-126) provided an excellent

summary of these theories.

The contributions of Roe

(1956), Borow (1964), Caplow (1954), Clark (1931), Menninger
(1942), Shaffer (1953), and Super (1957), also have attested
to the importance of work in the socio-economic milieu of
the individual.
In reflecting on the importance of work, Obermann
(1965) paraphrased Durkheim's idea that complex society is
sustained by highly specialized and differentiated occupa
tional group's mutual dependency.

He cited studies as early

as the 1920's which confirmed the successful employment of
disabled rehabilitated persons in a wide range of occupa
tions.
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Jacques (1960) suggested that although instinctive
self-help was the earliest method of treatment and
rehabilitation, it is probable that mutual aid and concern
rapidly followed.

The early medicine man or priest-

physician was likely the first "professional" and may have
served as a model for many ensuing professions. Jacques
further speculated that the instinctual practice of
spontaneously rubbing an injured limb may well have been
the forerunner of the therapeutic massage used so effec
tively by modern physical therapists.

Therapy appears to

have been a combination of empirical, rational, religious,
and magical elements even from the beginning.

According to

Jacques, most ancient civilizations accepted the principle
of monetary compensation for injury or loss of a body part.
Rehabilitation has been defined in many ways,
dependent most specifically on the orientation and disci
pline of the one offering the definition.

For the purpose

of this study, rehabilitation has been defined as the
activities required in assisting an individual to move from
a state of inadequacy to a state of adequacy by attainment
of maximum possible function physically, emotionally,
socially, and economically.
Kratz (1960) provided an excellent concise review
of the federal-state vocational rehabilitation program up
to 1954.

Following earlier efforts to provide for certain

special groups of handicapped people through education and

25

training, the vocational rehabilitation concept of the
1920's was primarily focused on vocational training, which
would allow the individual to work despite his handicap.
The Soldiers Rehabilitation Act, for example, was adminis
tered by the Federal Board of Vocational Education.
When the Civilian Rehabilitation Act of 1920 was
passed, twelve states had already enacted rehabilitation
laws, but only six had actually started operation.

These

early state laws generally limited rehabilitation services
to vocational training and placement.

The 1920 federal law

defined vocational rehabilitation as, ". . . the rendering
of a disabled person fit to engage in a remunerative
occupation." Funds were again limited to vocational
training and services pertinent to that goal.

The voca

tional rehabilitation federal-state programs were con
sidered a part of the vocational education program, i.e.,
vocational training for a special group of people, the
physically disabled.
There were no significant changes providing for
extended rehabilitation services until the Vocational
Rehabilitation Act Amendments of 1943.

At that time

increased services were provided for, including:

correc

tive surgery, therapeutic treatment, hospitalization,
training, medical examinations, occupational licenses, and
guidance and placement.

Also, acceptance of the blind and

26

persons with mental disabilities was provided for by the
amendments.
During the period of 1920-1935, one million dollars
were granted annually to the states by the federal govern
ment, on the basis of ratio of the state population to the
population of the United States, with each state being
assured of at least five thousand dollars.

This allotment

was granted on the condition that an equal amount be
provided by the state for rehabilitation purposes.

The

federal grant was increased to two million dollars annually
in 1935, and to three and one-half million in 1939.
In 1943 the financial arrangements were changed so
that federal financing paid 100 per cent of the costs of
administration, guidance, and placement, and 50 per cent of
case service costs in a state program.

This actually

amounted to the provision of three federal dollars for one
dollar of state funds.

This financial landfall for the

states diminished in the ensuing years and they were
required to expend more and more state money.

In compari

son, in 1943 the state agencies contributed about three
million dollars, but by 1953 they were contributing about
eleven and one-half million dollars.

The federal govern

ment contributed three million dollars in 1943, and twentythree million in 1953.
The 1954 amendments provided for a much reduced
federal financial support in previously established phases
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of the vocational rehabilitation program.

At the same

time however, other underdeveloped phases received stimulus
aid.
Switzer (1956) cited an estimate of two million
Americans in need of vocational rehabilitation services.
There was a total of forty-five million lost production
man-days in 1953 by workers who were injured on the job.
This amounted to a cost of one and one-half billion dollars
in lost wages, medical expenses, compensation benefits, and
other expenses.
Twenty per cent of successful rehabilitants in 1954
had been receiving public assistance, totaling about eight
million dollars per year.

These people, along with others

rehabilitated in 1954, paid an estimated eight million
dollars in federal income taxes and additionally, they
provided eighty-six million man-hours of productive effort
to the national economy.
Under the amendments of 1954, the actual number of
persons rehabilitated and engaged in productive work
increased by 2,000--from 55,825 in 1954, to 57,979 in 1955.
Perhaps most significant of all the 1954 amendments
to the act and, particularly for this study, were those
which initiated a training program for rehabilitation
personnel.
The 1965 Amendments to the Vocational Rehabilitation Act, along with other federal legislation during the
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past several years, have emphasized the increasing impor
tance of psychological and rehabilitation services in such
areas as the poverty program, welfare department activities,
mental health programs, school drop-out programs, public
offenders, narcotic addicts, and alcoholics.

Very

definitely the trend has not been away from the disabled,
but shows an enlightened attitude toward all varieties of
disability and the need for psychological rehabilitation of
persons with other than physical handicaps.
In describing early rehabilitation efforts,
Paterson (1957) considered the aims worthwhile but the
means inadequate.

He pointed out the almost total lack of

trained rehabilitation workers.

"The procedure consisted

primarily of asking the physically handicapped person what
training he desired and then promptly providing for it"
(p. 142).

The 1920's and 1930's saw a continuation of an

appalling waste of money, time, and effort which produced
frustrated workers as well as clients.
The utilization of the emotionally ill or disabled
in our societal world of work has been prevented by
stereotyping such people as incompetent, dangerous,
unpredictable--in general, undesirable.

The stigma of

emotional disturbance continues to prevent these individuals
from obtaining employment in government, as well as private
industry (Salzberg & Seacat, 1957).
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Paterson (1957) said,

11.

. . widespread discrimina

tion in education and in employment of members of minority
groups, of younger workers lacking job experience, of older
workers, of women, and of physically handicapped" (p. 135)
and, "... utilization of the physically handicapped . . .
is an area in which the idea of maximum conservation of
human talent is on the threshold of realization" (p. 143).
That funds spent on rehabilitation is a worthwhile
expenditure of public money, is attested to by Roe (1956)
in citing studies (Anderson, 1932; Dabelstein, 1950), which
indicated that orthopedically handicapped people were
employed in 635 different occupations, at all skill levels,
and blind persons were engaged in the work of every
classification of the major occupational groups used by the
U. S. Bureau of the Census to classify the labor force.
Greenblatt (1959) also indicated the worth of rehabilitating
the mentally ill.
It has been estimated that about three million
disabled persons could be employed, or more productively
employed, if they were in a vocational rehabilitation
program.

Obermann (1965) concluded, "... the problem of

employment for disabled people is more one of lack of
favorable attitudes than of inadequate abilities and
aptitudes" (p. 32).

He continued, "Even where vocational

rehabilitation receives good support, full integration of
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the disabled person into all facets of the social milieu
has often not been accomplished" (p. 35).
Direct interest in rehabilitation has been shown by
the federal government in the allocation of funds to assist
in the provision of psychological and rehabilitation
services.

There is always a criticism voiced that such a

program can only lead to federal control.

This appears to

be a meaningless criticism when the economic impact of
rehabilitation successes is considered.

As it is a

combined federal-state program, the state has ultimate
control of the expenditures of money for rehabilitation
services.
With respect to the demand for psychological
services, Cook (1958) saids
Already we are unable to keep up with-the
demand for psychologists in the mental health
movement. And there are indications that this
demand may soon be matched, if not exceeded, by
the call for psychologists in schools on the
one hand, and in industry on the other. In
other words, there seems no doubt but that the
proportion of psychologists devoting themselves
principally to rendering services will increase
rapidly . . . there exists a major responsi
bility to society to insure that the persons
presumably trained to render psychological
services should in fact be adequately prepared
to do so (p. 638).
These statements, along with Smits (1964) findings of the
critical shortage of rehabilitation counselors, focus
rather sharply the importance and professional implications
of the considerations of this chapter.
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History. Growth, and Development
of Psychological Services
Nicholas Hobbs, president of The American
Psychological Association, at the dedication ceremony of
the new headquarters building, October 16, 1965, inter
preted the remarks of Dr. Donald F. Hornig, President
Johnson's science advisor, in this manner:
. . . to go to work on our own initiative to
make special studies of what contributions
psychology might make towards a more efficient
government and a better nation . . . how
central psychological research and service are
to the national welfare . . . and the goal-the fulfillment of individual potential--is
close to the heart of our common purpose.
Carl Rogers (1955), in discussing the problems
faced by psychologists, suggested:
. . . i t seems appropriate to let our hair
down and look at ourselves as honestly as we
can . . . and great psychologists will, in my
estimation, be men whose thinking is free and
unafraid, who are willing to follow both facts
and theories into unexplored and unpopular and
unlikely areas. They will be men who can take
action, acting on assumptions and hypotheses
. . . who can question everything . . . welcome
new thoughts and ideas . . . not be afraid of
thinking significant thoughts . . . cannot be
fenced in by any dogma or orthodoxy, not even
the orthodoxy of science (p. 249).
These two statements of responsibilities of
psychologists illustrate a basic principle of the helping
professions, stated by Coleman (1956) thusly: "... the
maximum personal and social adjustment in keeping with
long-term social welfare" (p. 15).
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Focusing specifically on the profession of
counseling psychology, Sanford (1958) said:
I personally am optimistic that counseling
psychology, for example, will make increasingly
important contributions to the problem of
helping more people live up to their best level
of effectiveness. As I see it, the counseling
psychologist, though not unaware of dynamics,
takes the personality the way it is and helps
it discover its strengths, helps it find situa
tions in which social and occupational skills
have maximum chance of unfolding and developing.
Other explorations, in both research and
practice, into group therapy, milieu therapy,
and into community educational projects repre
sent encouraging steps toward the future (p. 84).
One of the primary guides to social and economic
progress is the right of the individual to obtain his
optimum growth and development in his society.

The

American Psychological Association has been influential in
promoting this principle in two ways: (l) through research
and innovations in psychological tools and techniques, and
(2) through the establishment of professional requirements
in the clinical aspects of counseling services.
The inception- and development of psychological
services as an integral part of the rehabilitation process
was influenced by many of the same factors which fostered
the development of vocational guidance.

Such factors as

the following have contributed to the historical develop
ment of psychological and rehabilitation service:

the

social trend toward urbanization, geographic mobility,
modern media of communication; idealogical emphasis on the

democratic ethic and motivation of individuals to better
themselves; economic changes prompted by technological
developments, the industrial revolution and the profound
impact on manpower resources and employment opportunities;
and, the emergence of human life sciences such as
sociology, biology and psychology.
Rehabilitation psychology has borrowed from the
body of theory and research from such disciplines as:
physical medicine, social work, clinical and counseling
psychology.

The major task has been to achieve a produc(

tive application of these principles in developing a
rehabilitation practitioner concerned primarily with
psychological and rehabilitation services of direct use to
the client.
It is clear that rehabilitation psychology and,
specifically, the professions of rehabilitation counseling
and counseling psychology, have been part of larger move
ments such as vocational guidance and mental health, within
the social evolution of the United States.

Borow (1964)

noted the mark of a mature profession is to know its
heritage, and that the utilitarian value of history points
out not only the socioculcural heritage, but the perspec
tive of the present and a vision of the future.
(1942) has pointed outs

As Brewer

"While I have written about the

past, my only real concern, of course, is with the future

34

of vocational guidance" (p. 8).

This might well be said

with regard to rehabilitation psychology.
Included in the concept of rehabilitation psychol
ogy are such concerns as:

individual differences, mental

health, psychopathology, and psychotherapy.

The emphasis,

or focus, of psychology in rehabilitation has been on the
applied, or service, aspects.

The guidance movement, too,

has had its impact on the service aspects of rehabilitation
psychology.

The growth and development of rehabilitation

counseling closely parallels that of the entire counseling
profession.
As organized vocational guidance had no clear
initiation, neither did rehabilitation psychology.
Psychological services, with rehabilitation aspects, had
their beginnings much the same as other psychological
service programs, i.e., school psychology and clinical
psychology, in the early work of Sir Francis Gaiton,
devoted to investigation of human abilities.

Wall (1956)

considered Galton's laboratory the earliest psychological
services center for children.

By 1883, G. Stanley Hall,

who founded the first American psychological laboratory at
Johns Hopkins University, was instrumental in the child
study movement in America.

In 1890, James McKeen Cattell

was the first psychologist to use the term "mental tests"
in psychological literature.

Lightner Witmer, in 1896,

established the first psychological clinic, at the
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University of Pennsylvania, emphasizing the study and
treatment of learning difficulties in children.
Although there were special classes established in
the 1880's and 1890's primarily for the mentally retarded,
it was not until 1899 that the first department of child
study located in a public school system, was established,
in Chicago.
European developments in school psychology began to
increase with the formation of the British Child Study
Association in 1893; a similar association was formed in
France in 1894; and, in Italy in 1899, the organization of
a consulting team of a psychiatrist, a special teacher, a
psychologist and a social worker was accomplished by Sante
de Sanctis.

Alfred Binet and Henri Simon developed their

individual intelligence test in 1904, which inaugurated the
individual testing program--a very characteristic function
of school and clinical psychologists, both in America and
Europe.

In 1909, Dr. William Healy's clinic in Chicago was

one of the initial programs with a primary concern for the
emotional adjustment of children.

The child guidance

clinics, founded as part of the mental health movement,
were significantly contributory to the creation of interest
in mental health, as well as intensifying the clinical
service role of the school psychologist (White & Harris,
1961).
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European psychological services were classified by
Wall (1956) into four major categories:
1.

The school psychologist in a given school who
administers the testing program, as well as directs
educational and vocational guidance and the program
for exceptional children.

He does little remedial

work or psychological therapy.
2.

The child guidance center for a large educational
system or metropolitan area.

3.

The traveling school psychologist who covers rural
areas, confining his services largely to diagnosis.

4. The medical-psychological-pedagogical center with
a clinical orientation emphasizing the psychiatric,
rather than educational approach.
United States psychological programs for schools were
classified thusly:
1.

The school psychologist as a permanent staff
member in a given school system.

2.

The psychologist in a centralized cooperative staff
serving several school districts.

3.

The psychologist as a member of a large metro
politan bureau of professional workers.

4.

The traveling psychologist in rural areas, with
little help from other specialized staff and
limited usually to diagnosis and recommendation.
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5.

The psychologist on central staff of county or
state agencies, who serves as consultant to school
psychologists in his jurisdiction.
Psychological services have been administered and

rendered in a variety of ways dependent on various factors
such as setting, population served, and geographic loca
tion.
The Report of the Joint Committee of the Public
Health Service and the Vocational Rehabilitation Adminis
tration, Areawide Planning of Facilities for Rehabilitation
Services (1963), pointed out the necessity of psychological
services in consideration of any comprehensive rehabilita
tion facility.

Lofquist (1960) edited the APA conference

report on psychological research and rehabilitation, and
pointed out that the term "handicapped" includes physical,
mental, and emotional problems.

He also indicated the

concern of rehabilitation for the practical problems in the
lives of individuals.

Wright (1959) listed 316 research

proposals gathered from rehabilitation psychologists, prior
to the 1958 Princeton conference on psychology and
rehabilitation.
There has not been an abundance of literature
dealing with psychological and rehabilitation services in
rural areas. Glasscote, Sander, Forstenzer, and Foley
(1964), Morris and Gosline (1964), White and Harris (1961),
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and Newland (1956) have all contributed to a better under
standing of possible ways to enhance and extend psycho
logical services in sparsely populated areas.

They have

pointed out that psychological services can be provided, for
by several means, notably, through mental hygiene clinics,
child and/or family guidance clinics, health departments,
and through the use of traveling teams.
Dohrenwend (1957) reported on a psychiatric clinic
in Canada which served a rural county of 20,000, including
several small towns (the largest with 3,000 population--the
location of the clinic) and 100 place-name areas.

The

staff consisted of two psychiatrists, two psychologists,
and two social workers.

This can be contrasted to Cochise

County in Arizona, which has a school age population of
17,000 and is served by a traveling team of two psycholo
gists and two social workers.

There is, also, a family

guidance clinic served by a traveling team from Tucson, of
a psychiatrist, psychologist, and a social worker, which
holds a clinic once monthly to see three or four clients
for diagnostic purposes.

There have been in effect, how

ever, no followup treatment, personnel, or facilities for
either the school psychological program or the family
guidance clinic.
Of particular note to rural areas where there is a
lack of resource personnel, are the findings of Buchmuller
(1958), which suggested that a program of mental health
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services, under the auspices of a county health department,
provided for more flexibility and a wider range of con
sulting services.
Schaef (1957) encouraged the utilization of
available resources such as ministers, teachers, physicians
and others in positions to foster psychological health
under supervision of professional mental health workers.
This exhortation appears to be especially pertinent in
providing maximum psychological and rehabilitation services
in rural areas.
Kelley (1963) and Rnowles (1961) commented on the
provision of rehabilitation services for people in rural
areas and emphasized the total community involvement.

In

the areas of education and guidance, Strang (1951), Goldin
(1955), Morris (1954), Hollingworth (1956), Warburton
(1952), Munger (1960), and Ogg (1960), have all presented
material and recommendations to further the overall objec
tive of equal opportunity for all.

However, there was

almost no provision made for handicapped children.

Lock-

wood (1960) and Myers (1962) discussed the relationships
and implications concerning rehabilitation, education, and
the school setting.

It has been much less complicated, in

general, to provide psychological services for children
than for adults. In schools, for example, psychological
services have usually been found in divisions or depart
ments of guidance and/or pupil personnel services (Zeran &

Riccio, 1962; Peters & Farwell, 1959; Glanz, 1964).

There

has been, also, an increasing emphasis on psychological
theory in the training of school counselors.
Dishart (1964a, 1964b, 1965) served as director of
three major research projects concerning rehabilitation
services in the ninety state vocational rehabilitation
agencies in the United States.

In only one of these

(1964b) was mention made of rural VRA clients.

Of the

ninety agencies, twenty-five reported differences between
urban and rural clients per counselor caseload size or
population per counselor.
caseload in rural areas.

Two agencies reported a greater
The other agencies reported

greater caseloads in urban areas.

Travel time was given

as the greatest single other factor influencing the dif
ferences between urban-rural caseload.
Wyatt (1965) referred to specific methods of
rehabilitation usually labeled therapy.

As in all social

sub-systems, there is a prestige hierarchy, and particu
larly in readjustive work, therapy has high prestige.

The

formulation of general principles in psychological
rehabilitation depend on good will and dedicated special
ists, as well as rational effort.

The influence of

prestige on the methods of readjustment acts as an inhibit
ing factor.

He concluded, "A variety of emotional invest

ments has made it difficult for us to discern where in the
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field of psychological rehabilitation the issues of method
end and those of opinion and attitude begin" (p. 538).
In summary, it has been shown that psychologists
render services in a diversity of settings such as schools,
hospitals, guidance and mental health clinics, rehabilita
tion centers, and industry.

The discipline of psychology

has provided research, as well as theory, to support varied
principles and techniques in all disciplines concerned with
human welfare and human relations.

It seems clear that

rehabilitation psychology is an increasingly important
emergent discipline.
Functions and Duties of Rehabilitation Counselors
and Counseling Psychologists
Psychological services in rehabilitation, provided
by rehabilitation counselors and counseling psychologists,
include:

evaluations to determine various factors

contributory to the rehabilitation potential or limitations
of the individual, counseling for a variety of personal
adjustment problems, and helping the disabled individual
work through problems of recognition, definition, evalua
tion and feelings, working with other rehabilitation team
members in the promotion of understanding, acceptance,
communication and teamwork, emphasizing the individuality
of each person, while recognizing the common goal of the
rehabilitation process.

The rehabilitation counselor,

particularly in rural areas, may be the only team member
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available to offer some of these psychological services.
While most authorities agree that the core of the rehabili
tation counselor's work is counseling, there are times when
he is involved in providing other, or additional, services.
Rehabilitation counseling, as defined by McGowan (1960), is
a process in which the counselor, in a relationship with
the disabled person, helps him to understand his problems
and his potentialities, with the purpose of pursuing a
program of adjustment and self-improvement, to the end that
he will make the best possible vocational, personal, and
social adjustment.
The essence of counseling psychology in the
rehabilitation process can be understood by reviewing the
definition of counseling psychology of Super (1955),
". . . with hygiology, with the normalities even of
abnormal persons, with locating and developing personal
and social resources and adaptive tendencies so that the
individual can be assisted in making more effective use of
them" (p. 7).
In addition to the material previously discussed,
there is a question concerning the many other personnel who
do work of a psychological nature, but do not call them
selves psychologists.
fit in here.

Perhaps rehabilitation counselors

This is somewhat misleading, however, as many

rehabilitation counselors hold the requirements for being
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identified as psychologists, depending entirely upon the
criteria used to make the identification.
Is there a way to differentiate the specialties by
function?

For example, test administration and interpreta

tion has long been one of the principal functions of
psychologists who render services.
functions could be listed.

Many other such

In the majority of the functions

it can be easily demonstrated that trained rehabilitation
counselors, at the masters degree level, have identical
training as people who take positions with the title
"psychologist."

Huston (1953) provided a general, non

technical answer to this concern when he expressed the idea
that any professional success or failure is dependent on
the competence of the practitioner to fulfill a particular
need.

He supported this by the assumption that a person in

need of services usually relies on the individual with the
best reputation of being able to satisfy the need of his
clients.
Sanford (1958) stated, with regard to psychologists
in general, "We have a passion for dodging the spotlight of
public responsibility and a genius for avoiding direct and
unqualified statements" (p. 81).
Combs (1953) said, "In dealing with agencies out
side our own profession we cannot behave effectively if we
are confused about our own self-concepts" (pp. 555-556).
He, also, suggested three criteria for constructing a
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definition of a psychologist:

"A person is a psychologist

who: (1) professes to be a psychologist or in some manner
holds himself out to be a psychologist, (2) applies
psychological principles to human problems and, (3) is
possessed of certain minimum standards of training and
experience."
It appears that the dissemination of information
may be the crux of this critical concern.

Russell (1958)

outlined four questions crucial to a consideration of the
problem of information: (1) How can information relevant
to particular issues be assembled? (2) How can such
information be presented in useful fashion? (3) How can it
be brought to the attention of those who can put it to
work, particularly to those who have a crying need for such
information? (4) How can the actions indicated by the
information be implemented?

He suggested that individual

psychologists should be encouraged to present information
in their areas of psychological competence by participating
in local community actions.
Wallen (1956) listed the following seven activities
as common to clinicians:
1.

Administering and interpreting tests

2.

Interviewing to find data for describing person
ality

3.

Interviewing for counseling, guidance or therapy

4.

Writing and presenting case reports

5.

Conferring with other specialists

6.

Interviewing relatives and other persons especiallyinterested in client's welfare

7.

Preparing reports of work completed or of original
research.
Among recognized authorities, the work of Tyler

(1961), Rogers (1951), McGowan and Schmidt (1962),
Patterson (1960), McGowan (1960), Thompson and Super
(1964), Patterson (1959), Wrenn (1962), and Brammer and
Shostrom (1960), has been indicative of the concern for
functions of counselors and psychotherapists.

In general,

they all mentioned activities quite similar to Wallen's
list.

Additional confirmation of the wide range of

functions and duties, which may, or may not, be performed
by rehabilitation counselors and counseling psychologists,
can be found in the most recent edition (1965) of the
U. S. Employment Service Dictionary of Occupational Titles,
which clearly spells out the functions and duties.
It is clear that no definition of functions and
duties has yet been substantially documented to preclude
further speculation, as well as research, in the two
primary psychological specialties of rehabilitation
psychology.
Paraphrasing Mullen (1959), it appears that
"psychology must sell its wares to skeptical if not openly
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hostile" professional specialists working in psychological
and rehabilitation service areas.

This includes

physicians, social workers, nurses, teachers, and adminis
trators of education and welfare programs, as well as other
specialists.
Functions and duties of various professional
personnel are, perhaps, only more controversial than the
minimum standards of training and preparation for engaging
in certain activities as a professional worker.

Nearly

every professional person, whether an accepted authority or
not, has an opinion as to who should do what, when, where,
and how, and an opinion as to what makes for competence in
the performance of the activity.

The next section is

devoted to the professional preparation of the rehabilita
tion counselor and the counseling psychologist.
Education, Experience, and Professional Affiliation
Combs (1953) said, "Not all psychologists are
trained for practice.

In the public interest we need to

describe our qualified practitioners clearly and unmis
takably" (p. 556).
For the purposes of this section, rehabilitation
counselors can be considered psychologists.

This con

sideration is based on the definition of psychologist
offered by the Report of the APA Committee on Subdoctoral
Education (1954), which indicated a psychologist is a
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person with graduate training in psychology and employed in
work of a psychological nature.
As early as 1946, concern was expressed with regard
to minimum standards for the vocational rehabilitation
counselor, when the Committee for the Study of Duties and
Qualifications of Personnel suggested the possession of a
bachelor's degree and course work in psychology, counseling,
vocational guidance, social casework, and sociology.
Hahn (1954) contrasted the doctoral and subdoctoral
training programs in rehabilitation counseling, developed
respectively by the VA and VRA.

He pointed out that the

VRA program suffered for three reasons: (1) low salaries,
(2) the specialty is interdisciplinary, and (3) a lack of
professional personnel to guide training.

He also stated,

over 75 per cent of rehabilitation counselors did not come
from the fields of psychology or social work, but rather,
were former classroom teachers.
Miller and Lubin (1963) found that the most fre
quently used internship agency for rehabilitation counselors
is state DVR offices, followed by in order, rehabilitation
centers, sheltered workshops, mental hospitals, state
schools for the handicapped, and mental health clinics.
In 1958, with regard to undergraduate training for
psychologists, the APA Subcommittee on Curriculum Differ
ences surveyed the 167 institutions offering graduate
training in psychology, with the findings that 85 per cent

felt an undergraduate major in psychology was best, and
that the best minor would be biological science, with
mathematics close behind.

Seventy-nine per cent and 72 per

cent, respectively, indicated that anthropology and
sociology were courses which should be taken.

The top ten

ideal, undergraduate psychology courses included social
psychology, tests and measurements, statistics, personality,
and abnormal psychology.

The general conclusion however,

was that graduate students in psychology should be educated
people and not merely trained technicians.
Wrenn (1962) recommended a minimal two year
graduate program for counselors to include:
. . . (1) one major core in psychology . . .
(2) a second major core in the study of
societal forces and culture changes involving
the graduate areas of sociology, anthropology,
economics . . . (4) provision for the essential
applied or technique courses in counseling,
measurement, educational and occupational
information . . . and (7) introduction to the
problems of ethic, "
""
'*
md legal
167-168).
responsibilities
The Professional Training, Licensing and Certifica
tion Committee of the APGA (1958) recommended a minimum
program of course work leading to a master's degree in
counseling include:

personality organization and develop

ment, environmental factors in adjustment, individual
appraisal, statistics and research methods, philosophical
and professional orientation, counseling, group guidance,
and supervised practicum.
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Arbuckle (1961) commented most directly to
practicum:
Probably all counselor educators agree that
the weakest aspect of the preparation of the
counselor comes in the actual practice of
counseling. Too frequently a "practicum"
simply means that the student listens to
several tapes or recordings or reads type
scripts of other counselors in action.
Although this is an improvement over merely
talking theoretically about what the counselor
should do under thus and so circumstances,
it does not get very close to giving the
student (and the instructor) a clear picture
of just what he can do well, what he can do
poorly and what we cannot do at all as a
counselor (p. 72).
Rosse and Peters (1958) investigated requirements
and qualifications for rehabilitation counselors in public
agencies, with emphasis on (1) educational requirements and
major field, (2) number of years of experience, (3) fields
of occupational experience, and (4) specialized knowledge
required.

Occupational experiences, ranked from most

important to least important, were:

vocational rehabilita

tion, vocational counseling and guidance, personnel
management, public welfare, vocational education, medical
social work, psychiatric social work, educational adminis
tration, and last, a group of related experiences including
teaching.
Smits (1964) found that due to a high turnover rate
and an increasing demand for services, the yearly demand
for rehabilitation counselors greatly exceeds the supply.
Because the VRA sponsored training programs do not meet the
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demand, counselors are often recruited from allied fields.
This presents a problem in differential training.
Stone (1966) suggested that differences between
counseling and rehabilitation counseling are based upon:
(1) nature of the client, (2) counselor responsibility, and
(3) client expectation.

He felt that rehabilitation

counselors work with people who cannot be considered
"normal persons in settings of normal activity."

He con

cluded that rehabilitation counselors should receive more
training in personality theory as a foundation for their
work, along with more background in vocational placement
and communication.
The Wisconsin Survey Research Laboratory (1965)
indicated that rehabilitation clients wanted the following
services, ranked in order, from DVR:

training for new

jobs, medical services, money to live on, professionally
trained persons to talk over problems with, and money for
previously incurred debts.

Seventy-five per cent of the

clients surveyed indicated that at least three of these
forms of help were needed.

With these kinds of expec

tancies, it is interesting to speculate on the educational
background of rehabilitation workers which would best serve
the perceived needs of the client.
Patterson (1957) emphasized the necessity for the
rehabilitation counselor to engage in counseling, as
opposed to coordinating, in order to develop professional
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respect.

He indicated the rehabilitation counselor should

have a preparatory background, basically in psychology,
with special courses dealing with problems of the disabled.
Hahn (1954) and Block (1955), also, suggested the emphasis
should be placed in psychological training.

Hall and

Warren (1956) indicated that training of rehabilitation
counselors should be multi-disciplinary, drawing on a
number of established disciplines for knowledge and skills.
Levine and Pence (1953) reported a study of coun
selor preparation, which formulated a minimum two year
program leading to a master's degree in rehabilitation
counseling.

The major emphasis was in vocational coun

seling, with courses in social work and medicine.

The

second year is devoted to supervised internship in three
agencies for a period of three months each.
Cantrell (1958) found that practicing counselors
considered the area of counseling as the core of the
curriculum, with emphasis on the professional nature of the
counselor's job.

Although work in medicine, social work,

and psychometrics was considered important, it was not felt
that a counselor should be considered a specialist in any
one of these areas.

The respondents felt that practicum

should constitute about one-fifth of the training program.
Olshansky (1957) found that psychology was the area
of specialization of thirteen of the eighteen coordinators
of rehabilitation counselor training programs in the first
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two years of VRA training sponsorship.
in guidance, and two, in education.

Three had degrees

All of the coordinators

held doctorates with two exceptions, showing a master's
degree in psychology.

He found that course offerings were

concentrated in psychology and proposed that more emphasis
should be placed in industrial sociology and less in
psychology.
The importance of counseling in the training of
rehabilitation counselors is excellently illustrated by
Jacobs, Jordaan, and DiMichael (1961), McGowan (1960),
Jacques (1959), Patterson (1960), as well as Bulletins two
and three of the Joint Liaison Committee of the Council of
State Directors of Vocational Rehabilitation and the
Rehabilitation Counselor Educators (1963 and 1964 respec
tively).
Other recognized sources of guidelines for coun
selor preparation, which have offered recommendations for
specific course work, include:

Vocational Rehabilitation

Administration Training Grant Program (1963), Tyler (1961),
Counselor Education (1962), Loughary (1965), and the APGA
Report of the Committee on Professional Preparation and
Standards (1964).
As rehabilitation counselors and counseling
psychologists have moved into a wider range of community
service programs, the implications for training of studies
such as those conducted by Rossi et al. (1961) and the

53

Report of the Boston Conference on the Education of
Psychologists for Community Mental Health (1966) become
increasingly important.
The report edited by Thompson and Super (1964) on
the professional preparation of counseling psychologists
indicated the significance of counseling psychology, not
only as a profession, but as a foundation for rehabilita
tion counseling.

Counseling psychologists must be prepared

to work with people at all age levels, in all types of
settings, with all forms of ability and disability, toward
the goal of assisting in developing the maximum potential
of the individual.

The Committee on Counselor Training

(1952) clearly recognized the several responsibilities of
the counseling psychologist including: (1) service, (2)
administration, (3) training, (4) supervision, (5)
research, and (6) public relations.
In view of this diversity of responsibilities, it
seems almost overwhelming to propose professional prepara
tion guides, but it should be recognized that guidelines
should, first and foremost, be flexible in order to provide
for innovations and experimentation with various types of
curricula.
Thompson and Super (1964) in the section on content
of professional preparation, list five general areas: (1)
basic psychology (developmental psychology, individual
differences, personality theory, and learning theory); (2)
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areas of life demands (sociology, world of work, educa
tion); (3) research methodology; (4) counseling process;
and (5) practicum training (concern given to purpose,
settings, supervision, coordination between training and
practicum agencies, and integration of didactic and
practical training.
The APA Committee on Definition (1956) considered
the counseling psychologist as one who helps individuals in
personal development in school; in coping with marital
difficulties or in problems of parent-child relationships;
and while suffering effects of illness or disability.
An appropriate caution which can be applied to all
training programs was stated by Cook (1957):
. . . there are a good many more who begin to
practice too soon, who attempt to help persons
with problems . . . more severe than their
experience qualifies them to deal with, who
use methods of treatment with . . . insufficient
experience, who make independent diagnosis in
cases where consultation would be wise; and who
do all these things with the honest conviction
that the needs of society make this necessary
and that their actions are professionally
responsible and meet high standards (p. 270).
The importance of professionalism in counseling
psychology was illustrated by the entire scope of the
Greystone Conference Report edited by Thompson and Super
(1964).

In rehabilitation counseling, VRA was concerned

enough to award a grant to the Sociology Department of
Western Reserve University to conduct a study of profes
sionalism.

Two reports have thus far been published
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(1965).

The second of these reports investigated profes

sional associations and memberships in rehabilitation
counseling.

Sussman, Haug, and Krupnick (1965) defined a

professional association:
An organization of individuals engaged in
the same work whose objectives include setting
standards for practice and entrance into the
field through control of the educational
process, self-regulation of member's behavior,
and political activity to establish a position
within the body of professions and to create a
public image of professionalism. The image
contains notions of an orientation of services
to others, based upon a scientific body of
knowledge (p. 1).
Although most professions are represented by one
national association, with regional and local affiliates,
rehabilitation counseling has three associations which have
varying degrees of appeal to differing groups in the
profession: (1) American Psychological Association
(Division 17--Counseling Psychology and Division 22-Psychological Aspects of Disability), (2) American
Personnel and Guidance Association (Division 6—American
Rehabilitation Counseling Association), and (3) National
Rehabilitation Association (National Rehabilitation Coun
seling Association).

As one of the main purposes of a

professional association is to define role and function of
its practitioners, multiple organizations may have an
inhibiting effect on professional growth and development.
The general conclusions drawn by Sussman, Haug, and
Krupnick (1965) were: (1) association memberships differ
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in accord with the setting in which counseling is
performed, (2) counselors do not generally participate in
multiple membership, and (3) there is no single profes
sional organization which can offer a united voice for the
needs of the emerging profession of rehabilitation coun
seling.
Summary
This chapter has reviewed a wide variety of
literature related to the problems of the study.

A

historical frame of reference was established; the impor
tance of various developmental and growth activities in the
areas of rehabilitation psychology, including legislative
measures and their implications, were considered with
specific emphasis being placed upon counseling psychology
and rehabilitation counseling.

Consideration was given to

the interrelated concerns of functions and duties, educa
tion, experience, and professional affiliation.
The literature reviewed in this chapter has pro
vided evidence that the issues and concerns of this study,
although specific to non-urban areas of Arizona, are also
common concerns on a national level and have far reaching
professional implications for rehabilitation psychology.

CHAPTER III
METHODOLOGY
Introduction
The methods and procedures of research used in the
study are presented in this chapter.

The chapter is

divided into four major sections: (1) construction of the
instrument, (2) selection of the subjects, (3) collection
of the data, and (4) analysis of the data.
Construction of the Instrument
Advantages in the use of the questionnaire tech- *
nique, to obtain facts about conditions and practices and
to elicit attitudes and opinions, have been discussed by
Ruckmick (1930), Bogardus (1936), and Van Dalen (1962).
Consideration was given to such factors as: (1) facility
in surveying the field, (2) reduction of time and cost in
surveying large and/or widely dispersed groups, and (3)
the assurance of standardized responses to a set of
questions.

These factors were all pertinent in the use of

the questionnaire to investigate the problems of this
study.
Capt (1956) classified questionnaires into two
major types:

non-structured (sometimes referred to as an

interview guide or schedule), which requires an
57
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administrator and, according to Van Dalen (1962), is
presented in a face to face situation.
suitable for the present study.

This type was not

The second type is the

structured questionnaire, which is self administered by the
respondent and can be mailed.

The structured questionnaire

was used in this study.
Among the authorities in questionnaire research,
Romine (1948), Capt (1956), Edwards (1957), Van Dalen
(1962), and Wallis and Roberts (1963), have all listed
criteria for the construction of a questionnaire.

A

summarization of these criteria is included here to indi
cate the considerations in developing the survey instrument
of the study: (1) content and relevancy of questions; (2)
answerability of questions; (3) wording of the questions
clearly, simply, and understandably; (4) wording free of
local phrases and professional jargon; (5) minimum of
writing in answers; (6) questions as short as possible;
(?) items in psychological or logical sequence; and (8)
directions clearly and completely stated.
Van Dalen (1962) and Wallis and Roberts (1963) made
a point of the necessity of pre-testing the questionnaire.
The instrument used in this study was a result of con
siderable revision of earlier instruments, developed by the
writer, in the evaluation of rehabilitation institutes,
seminars, and workshops.

It was, also, evaluated by

faculty members of the University of Arizona and selected
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persons, representative of the sample in the study.
Workers in nursing, counseling, psychology, and administra
tion were asked to critically comment on the usability of
the questionnaire.

The primary criticism was the length,

however, it was believed necessary to include all of the
items, in order to elicit the kind of information needed to
provide data in studying the problems of this investiga
tion.
Preliminary questionnaires were composed of items
suggested by professional workers in fields related to
psychology and rehabilitation, e.g., nursing, medicine,
education, and social work, as well as from psychologists
and counselors, working primarily in rehabilitation
facilities or agencies.

Items concerned with functions and

duties were obtained from these sources, and additionally,
from sources such as the Dictionary of Occupational Titles
and literature on counseling, rehabilitation, and psycho
logical and guidance services, by such authorities as:
McGowan (1960), McGowan and Schmidt (1962), Patterson
(1957, 1959, 1960), Rogers (1951), Brammer and Shostrom
(1962), Wrenn (1962), Bordin (1955), Hahn and MacLean
(1955), Zeran and Riccio (1962), Miller (1965), Tyler
(1961), Glanz (1964), Peters and Farwell (1959), and
Thompson and Super (1964).
The items were divided into four sections, repre
senting the problems of the study: (1) community
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availability of services (Section II); (2) service needs of
community (Section III); (3) professional functions and
duties (Section IV); and (4) education, experience, and
professional affiliation (Section V).

The questionnaire

also included a section (Section I) for individual back
ground information, in order to provide basic data relevant
to each subject group and the communities of the subjects.
The questionnaire (Appendix 5) was constructed so
that items in Sections II and IV required a check mark in
the appropriate box.

Items in Sections III and V were each

followed by a horizontal line representing a continuum of
seven equal segments.

Only the extremes of the continuum

were labeled, one being designated "no importance" and the
other, "essential."

In Section III, the respondents were

asked to place a check mark on the continuum commensurate
with their opinion regarding each item.

In Section V, the

respondents were asked to place a "1" on the continuum
representative of their opinion with regard to each
specific item as related to a rehabilitation counselor, and
a "2" on the continuum representative of their opinion with
regard to each specific item as related to a counseling
psychologist.
For the purpose of analysis of the responses in
Sections III and V, the area from the end of the continuum
identified as "no importance" to the first vertical line
toward the middle of the continuum, was assigned the value
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of one.

Each segment in following and progressive order,

left to right, was assigned a consecutive value, i.e., 2,
3, 4, etc., continuing through the last segment and ending
with the extreme identified as "essential," having an
assigned value of seven.
Responses falling beyond the extreme of the
continuum labeled "no importance" and, therefore, not
confined to one of the segments, were assigned a value of
zero.

Responses falling beyond the extreme of the

continuum labeled "essential," although not falling within
a defined segment, were arbitrarily assigned a value of
seven.

Items to which no response was made were also

assigned a value of zero.
As Sections II and IV were responded to by check
marks in appropriate boxes, in order to obtain totals of
checks for each item, only those boxes in which a mark was
placed were counted in the total tabulation.
The Subjects
Five groups of subjects were used in the study:
Group I consisted of counselors and psychologists; Group II
consisted of physicians; Group III consisted of school
administrators; Group IV consisted of public health nurses;
and Group V consisted of public welfare caseworkers.

No

subjects were used who did not have a rural professional
working affiliation in one of the twelve counties of
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Arizona used in the study.

Of a total possible combined

population group of 645 professional workers, 370 subjects
were selected to participate in the study.
Rationale for Subject Group Selection
The concept of the rehabilitation team, and an
understanding of its meaning and function, is of importance
in any attempt to study functions and duties of rehabilita
tion counselors and counseling psychologists.

Whenever

either of these two professionals works with a client
involved in a formal or informal rehabilitation process or
program, he, automatically, is a member of the rehabilita
tion team.

Usually, the team consists of physicians,

nurses, physical and occupational therapists, social
workers, educators, recreational specialists and other
specialists, such as prosthetists.

The counselor or

psychologist may serve with the team in a single or central
facility such as a rehabilitation center or mental health
clinic.

Frequently, and particularly in rural areas, the

team is constituted of representatives from several
agencies in a broad region or area, either politically or
geographically delineated.

Regardless of the setting, or

mode of operation, the goal of the rehabilitation team is
to maximally mobilize and utilize all the pertinent
resources within the disabled individual and within the
community.
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It has been pointed out that those professional
workers with whom a rehabilitation counselor or counseling
psychologist work, may be part of a rehabilitation team.
The subjects in this study were workers with whom a
professional relationship is most frequently realized in
rural areas.

It is important to know how they perceive

the availability of, and need for, psychological and
rehabilitation services in their local, rural communities.
In obtaining their opinion with regard to functions,
duties, and training of rehabilitation counselors and
counseling psychologists, it was believed possible to
determine not only operating perceptions, but expectations
various professions, represented by the sample, have of
rehabilitation counselors and counseling psychologists.
The data analysis was designed to obtain information which
might be utilized to facilitate communication, cooperation,
and coordinated services between the allied professional
workers and those specified workers in rehabilitation
psychology, i.e., rehabilitation counselors and counseling
psychologists in this study.
It was further theoretically hypothesized that the
results of the data analysis might provide guidelines for
the education and training of rehabilitation counselors and
counseling psychologists who work in non-urban areas, as
well as possible guidelines for the selection of rehabili
tation psychology personnel to function in a comprehensive

community center for health, education, and welfare in a
non-urban area.
Mahoney (1957) suggested a goal of professional
relationships, "... developing an understanding and
awareness of the related professions which enables one to
work harmoniously and effectively with members of that
profession and utilize their services to the benefit of the
client."
Thompson and Super (1964) used an excerpt from the
report of the Committee on Counselor Training (1952) to
further illustrate the importance of studies dealing with
interdisciplinary or interprofessional perceptions:
The activities of counseling psychologists
and the types of clients and problems with which
they deal place an emphasis on collaboration
with people in many professional settings.
These include teachers and educational adminis
trators, physicians and psychiatrists, social
case workers, group workers, other psycholo
gists, community officials and administrators
of social agencies, executives and other
personnel in commerce and industry (p. 12).
Description of Subject Groups
A description of each group (defined in Chapter I)
and the selection of subjects in that group follows.
Group I (Counselors and Psychologists)
A listing of all counselors and psychologists
practicing in each of the twelve counties in the study was
compiled from the 1965-1966 American Personnel and Guidance
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Association Directory of Members, the 1965 American
Psychological Association Directory, and the Arizona
Educational Directory-School Year 1965-1966.

The list

was alphabetized and numbered, then a table of random
numbers was used to select an arbitrarily predetermined N
of 75.

The total listing numbered 85.

The N of 75 equaled

87.05 per cent of the population of counselors and
psychologists listed in the three directories.
Group XI (Physicians)
A listing of all physicians, licensed and prac
ticing in Arizona's twelve rural counties used in the
study, was compiled from the 1966 Arizona State Medical
Directory.
numbered.

The list, totaling 198, was alphabetized and
A table of random numbers was used to select

an arbitrarily predetermined N of 100.

This N equaled

50.50 per cent of the population of Arizona licensed
physicians, in the twelve counties of the study.
Group III (School Administrators)
A listing of all school administrators in the
twelve counties, was compiled, alphabetized, and numbered
from the Arizona Educational Directory-School Year 19651966.

The total population so listed was 251.

A table of

random numbers was used to select a predetermined sample N
of 125.

This N equaled 49.80 per cent of the school

administrators.

Group IV (Public Health Nurses)
A listing of all public health nurses, working in
the twelve counties included in this study, was compiled
from the 1966 Public Health Nurse Roster of the Arizona
State Department of Health.

The total population of

public health nurses was 38.

Because of this relatively

low total, it was decided to use all the nurses in the
sample N.
Group V (Public Welfare Caseworkers)
A listing of all public welfare caseworkers in the
twelve counties in the study, exclusive of supervisors and
county welfare directors, was obtained from the Arizona
Department of Public Welfare.
caseworkers.

This listing totaled 73

As Apache, Greenlee, Mohave, and Santa Cruz

counties had three or fewer caseworkers, one was selected
from each county by tossing a coin.

The remaining case

workers were alphabetized and numbered.

Identical numbers

as listed were placed in a box and thoroughly mixed.

An

arbitrarily predetermined N of 32 was then selected by
drawing slips from the box, which was mixed after each
drawing.

The N of 32 equaled 43.83 per cent of the total

population available.
There was a total combined population of 645
professional workers.

An arbitrarily predetermined N of

370 was selected by the methods described.

The combined
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sample N equaled 57.36 per cent of the total population.
Table 1 reflects the population and sample breakdown.
Table 1
Respondent Population and Sample
by Subject Group
Group

Population

Sample

I (Counselors)

85

75

87.05

II (Physicians)

198

100

50.50

III (Administrators)

251

125

49.80

IV (Nurses)

38

38

100.00

V (Caseworkers)

73

32

43.83

645

370

57.36

Total

Per Cent

Table 2 contains background data, by groups, of the
subjects included in the study.
Table 3 presents the geographical distribution, by
county, of the respondents.
Collection of Data
Questionnaires were mailed to 370 subjects composed
of counselors, physicians, school administrators, public
health nurses, and public welfare caseworkers.

The

questionnaire was included along with a cover letter
(Appendix l) and a stamped, self-addressed envelope.

Each

Table 2

Biographical Description of Subjects

Years in
Occupation
N
X

Subject Group

Age
1 X
N

Counselors

48

44

48

6

47

6

38

3

Physicians

27

45

26

11

27

0

0

27

Administrators

69

46

69

10

69

5

60

4

Public Health
Nurses

24

44

21

8

24

6

2

16
(R.N

Social Workers

21

39

21

3

21

16

189

44

185

8

188

33

Total

N

Degree
B.S. M.S. DR

3
2
(no d<
102

34
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Table 2

ption of Subjects by Group

egree
. M.S.

DR.

38

3

0

27

60

4

2

16
(R.N,)

3
2
(no deg.)
102

34

Mean
Community
Size
Population
910010000
910010000
31005000

Number of
Clients
Needing
Psychological
Services
(1965-1966)
N
X

Need for Study
N
%

40

26

45

94.75

25

30

21

78

53

21

65

94

910010000

17

21

23

96

51009000
51009000

20

26

19

90

155

25

173

92

Table 3

Geographical Distribution of Subject Group Respondents by County

Subject group
Public
Health
Nurses

Public
Welfare
Case
workers

County
Total

County

Coun
selors

Physicians

School
Adminis
trators

Apache
Cochise
Coconino
Gila
Graham
Greenlee
Mohave
Navajo
Pinal
Santa Cruz
Yavapai
Yuma

1
13
15
1
0
0
0
7
6
3
3
9

1
4
8
2
4
1
3
3
4
0
3
4

5
12
6
6
5
4
3
12
13
0
6
6

1
9
2
0
1
0
0
2
1
1
1
9

1
3
3
3
2
1
0
5
4
1
0
0

9
41
34
12
12
6
6
29
28
5
13
27

58

37

78

27

23

223

Total

Rank County
by
Respondents
9
1
2
7.5
7.5
10.5
10.5
3
4
12
6
5
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questionnaire was assigned and marked with a code number
for identification purposes.
Two weeks after the first questionnaire was mailed,
and 108 or 29.19 per cent had been returned, a post card
reminder (Appendix 2) was mailed to all subjects who had
not responded.

After four weeks had elapsed from the time

of the original mailout, a follow-up letter (Appendix 3)
was sent.

At that time 129 or 34.86 per cent responses had

been received.

At the end of six weeks, when the total

questionnaire return was 181 or 48.92 per cent, a second
follow-up letter (Appendix 4), including another coded
questionnaire and a stamped, addressed envelope, was
mailed.

The questionnaires in the second mailout were

identifiable by code to enable a determination as to
whether respondents had replied to the original or followup questionnaire.

The follow-up questionnaire resulted in

42 replies or 11.35 per cent of the original sample.
At the cut-off date for acceptance of returns (the
end of eight weeks from the original mailout), the total
number of responses was 224 or 60.27 per cent of the 370
possible responses to the questionnaire.

The number of

usable responses was 190.
A description, by subject group, of the number and
proportion of responses and usable responses obtained is
shown in Table 4.

Table 4

Number and Proportion of Subject Responses
i.
Subject Group

Sent

Response

Per Cent

Usable

Per Cent of
Response

Per Cent
of Sent

Counselors

75

59

78.00

48

81.35

64.00

Physicians

100

37

37.00

27

72.97

27.00

Administrators

125

78

62.40

70

89.74

56.00

Public Health
Nurses

38

27

71.05

24

88.88

63.16

Public Welfare
Caseworkers

32

23

71.87

21

91.30

65.63

Totals

370

224

60.54

190

84.82

51.35
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In accord with research on questionnaire study
returns, such as that reported by Price (1950), Ferris
(1951), Norman (1948), Reid (1942), Suchman and McCandless
(1940), and Goldstein and Kroll (1957), factors con
tributing to the stimulation of returns were given
consideration in this investigation.
Because of the nature of the topic of this study,
and the direct application to the work of most professional
health, education, and welfare personnel, it was believed
to be of interest and concern to the sample subjects.

In

order to stimulate more interest, an offer to send a
summary report of the results was made to each respondent.
The number of respondents requesting a copy of the summary
of the results totaled 151, or 79.89 per cent.
by group, requesting a summary was:

The number,

Group I—44, Group

II--15, Group III--51, Group IV—21, and Group V--20.
Analysis of the Data
The questionnaires were hand-tabulated section by
section.

The data obtained in Section I were presented in

Table 2 and because of the nature were not subjected to
statistical analysis.
The first hypothesis was tested by the chi square
technique (Ferguson, 1959, p. 158) to determine if signifi
cant differences existed among the five subject groups with
regard to their perceptions of the availability of
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psychological and rehabilitation services in non-urban
communities.

Alternative responses D and E were collapsed

into one total for purposes of analysis because both
alternatives were referrals outside the local community.
The data used in testing this hypothesis were obtained from
Section II of the questionnaire.

The total number of

checks for each subject group for each response alternative
A, B, C, and combined D and E was obtained.

The mean

number of checks for each group for each response alterna
tive was then calculated.

A grand mean (combined total of

alternatives checked by all subject groups divided by the
total N) was calculated.

This grand mean value was used as

the "expected value" in the chi square formula.

This value

was used as the "expected" on the basis that if the five
groups did not differ in their perceptions of the response
alternative criteria then their means would not differ
significantly from the grand mean of each of the response
alternatives.

There were more than two independent sample

groups and in accord with Siegel (1956), chi square is an
appropriate technique to test the significance of differ
ences between independent groups.
The "observed value" in the chi square formula was
the average number of checks for any given response
alternative by any given subject group.

The mean value was

used rather than the total number of checks in order to
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control for the differing N's in the separate subject
groups.
Hypothesis number two was to determine whether
significant differences existed among the subject groups
with regard to their perceptions of the need for psycho
logical and rehabilitation services.

The data for this

hypothesis were obtained from Section III of the question
naire.

Each item of Section III of each questionnaire was

scored with values from zero to seven being assigned.
Because there were five independent sample groups and
ordinal data were available, it was decided to use the
analysis of variance technique (Garrett, 1958) to test this
hypothesis.

This technique is appropriate in testing the

significance of difference between three or more means
(Edwards, 1963).

A mean value for each subject group was

calculated by averaging the mean values for each item of
Section III for each subject group.
Hypothesis number three sought to determine whether
significant differences existed among the subject groups
with regard to their perceptions of the functions and
duties of rehabilitation counselors and counseling
psychologists.

The data used in testing this hypothesis

were obtained from Section IV of the questionnaire.

The

statistical technique used was chi square which was
previously discussed with regard to hypothesis number one.
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The fourth hypothesis sought to determine whether
there were significant differences in the perceptions of
the individual subject groups with regard to the education,
experience, and professional affiliations of rehabilitation
counselors and counseling psychologists.

The t test to

determine significance of difference between means was used
to test this hypothesis (Garrett, 1958). The data were
obtained from Section V of the questionnaire.

Each item in

Section V was scored on a scale with values from zero to
seven, as discussed previously in this chapter.

The

section was scored, once in response to rehabilitation
counselor, and once in response to counseling psychologist.
The total values were then computed for rehabilitation
counselors and a mean derived arithmetically.

The same

procedure was used for counseling psychologists.

The

resulting means for each subject group (e.g., mean for
rehabilitation counselors as perceived by counselor subject
group and the mean for counseling psychologists as per
ceived by counselor subject group) were statistically
compared to determine differences, if any, between educa
tion, experience, and professional affiliation of rehabili
tation counselors and counseling psychologists as perceived
by each subject group.
Hypotheses number five and six sought to determine
whether significant differences were demonstrable between
subject groups with regard to their perceptions of
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education, experience, and professional affiliation of
rehabilitation counselors and counseling psychologists.
The statistic used to test these hypotheses was analysis
of variance.

A mean value for each subject group with

regard to that group's perception of rehabilitation coun
selors and its perception of counseling psychologists was
calculated by averaging the mean values for each item of
Section V for each subject group.
Summary
This chapter considered the construction of a
questionnaire and the sources of items related to
psychological and rehabilitation services and the profes
sions of rehabilitation counselors and counseling
psychologists in non-urban areas.

The questionnaire

contained four scorable sections: (II) availability of
services, (III) need for services, (IV) functions and
duties of rehabilitation counselors and counseling
psychologists, and (V) education, experience, and profes
sional affiliations of rehabilitation counselors and
counseling psychologists.
Three hundred and seventy selected subjects in
five professional groups including counselors, physicians,
school administrators, public health nurses, and public
welfare caseworkers, were asked to respond to the question
naire.

The rationale for the selection of subject groups
was discussed.

Procedures of data collection, question

naire scoring, and the statistical techniques used in the
data analysis were also presented.

CHAPTER IV
ANALYSIS OF DATA
Introduction
This chapter presents the statistical analysis,
interpretation, and implications of the data obtained in
the study.

The chapter is divided into six major sections

according to the hypotheses tested.

Descriptive tables are

included to assist in examination of the data collected and
in understanding the implications.

The .05 level of

confidence was set for the rejection of the hypotheses.
In order to obtain data pertinent to: (1) percep
tions of the availability and need for psychological and
rehabilitation services in non-urban areas and (2) percep
tions relative to professional specialties of rehabilita
tion counseling and counseling psychology, the following
hypotheses were formulated:
1.

There is no significant difference in perceptions
of five selected subject groups (counselors, school
administrators, physicians, public health nurses,
and public welfare caseworkers) with regard to the
availability of psychological and rehabilitation
services in non-urban areas. (Tested by chi square
technique.)
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There is no significant difference in perceptions
of the selected subject groups (counselors, school
administrators, physicians, public health nurses,
and public welfare caseworkers) with regard to need
for psychological and rehabilitation services in
non-urban areas. (Tested by analysis of variance
technique.)
There is no significant difference in perceptions
of the selected subject groups (counselors, school
administrators, physicians, public health nurses,
and public welfare caseworkers) with regard to:
a.

duty a rehabilitation counselor performs

b.

duty a rehabilitation counselor should perform

c.

duty a counseling psychologist performs

d. duty a counseling psychologist should perform
e.

duty another professional person can better
perform.

(Tested by chi square.)
There is no significant difference between
rehabilitation counselors and counseling psycholo
gists on the basis of education, experience, and
professional affiliation, as perceived by the
subject groups (counselors, school administrators,
physicians, public health nurses, and public
welfare caseworkers). (Tested by t test for dif
ference between two means.)

80

5.

There is no significant difference between the
subject groups (counselors, school administrators,
physicians, public health nurses, and public
welfare caseworkers) with regard to their percep
tions of education, experience, and professional
affiliation of rehabilitation counselors. (Tested
by analysis of variance technique.)

6.

There is no significant difference between the
subject groups (counselors, school administrators,
physicians, public health nurses, and public
welfare caseworkers) with regard to their percep
tions of education, experience, and professional
affiliation of counseling psychologists. (Tested
by analysis of variance technique.)
Hypothesis I
The first hypothesis tested was:

There is no

significant difference in perceptions of the selected
subject groups (counselors, school administrators,
physicians, public health nurses, and public welfare case
workers) with regard to the availability of psychological
and rehabilitation services in non-urban areas.

This

hypothesis was tested by the chi square technique as
described in Ferguson (1959, p. 158).

A separate chi

square was calculated for each response alternative in
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Section II of the questionnaire, i.e., A, B, C, and
combined D and E.
Response alternative A was labeled "Services
Available in Your Community."

The question posed in the

hypothesis was—do the various selected subject groups
perceive the availability of services within their local
communities alike?

Table 5 reflects the chi square

calculation for response alternative A.
Table 5
Chi Square Comparison of Services Perceived as Available
in the Community by Subject Groups (Alternative A)
Subject Group
I
Counselor

II
Physician

III
Administrator

Mean number
services
checked as
available
in the
community

12.25

10.48

9.79

9.92

9.29

Mean number
services
expected to
be checked

10.47

10.47

10.47

10.47

10.47

X 2 - .51
df = 4

IV
Nurse

V
Caseworker
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With a chi square value of 9.49 needed to demon
strate a significant difference at the .05 level, it was
determined from the obtained value of .51 that there was no
significant difference in the number of services perceived
as being available and the mean number expected to be
perceived as available.

This obtained chi square value

also indicated that there was no difference among the
subject groups in their perceptions of the availability of
services in their communities.
Response alternative B was labeled "Services
Available in Your Community By a Traveling Team."

This

alternative took into consideration the fact that some
psychological and rehabilitation services have been made
available to non-urban communities in Arizona by means of
traveling teams of specialists originating from a metro
politan area.

Table 6 reflects the chi square calculation

for alternative B.
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Table 6

Chi Square Comparison of Services Perceived as Available
in the Community from a Traveling Team by
Subject Group (Alternative B)
Subject Group
I
Counselor

II
Physician

III
Adminis
trator

IV
Nurse

V
Case
worker

Mean number
services
checked as
available

2.73

2.37

2.76

2.62

3.48

Mean number
services
expected to
be checked

2.76

2.76

2.76

2.76

2.76

X2

= .25

df = 4

The obtained chi square value of .25 indicated
there was no significant difference in the number of
services perceived as available through a traveling team.
The subject groups did not differ in their perception of
this manner of obtaining psychological and rehabilitation
services in non-urban areas.
Response alternative C was labeled "Services Not
Available in Your Community."

This alternative provided

for responses indicating that services were not available
either by a specialist in the community or by a specialist
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affiliated with a traveling team.

The chi square calcula

tion for response alternative C has been shown in Table 7.
Table 7
Chi Square Table of Services not Available in the
Community by Subject Groups (Alternative C)
Subject Group
I
Counselor

II
Physician

III
Administrator

IV
Nurse

V
Caseworker

Mean number
services
checked
as not
available

12.06

10.37

17.61

12.06

13.38

Mean number
services
expected to
be checked

14.36

14.36

14.36

14.36

14.36

X 2 = 2.65
df = 4

The obtained chi square value of 2.65 indicated
that there is no significant difference in the subject
groups perceptions of the services not available in the
community.

There was agreement among the subject groups

of services perceived as not available in the non-urban
community.
Response alternatives D and E were labeled "Refer
to Specialists in Tucson" and "Refer to Specialists in

85

Phoenix" respectively.

This alternative was a consequence

of alternative C, i.e., if services were not available in
the community either through alternatives A or B, were
cases in need of unavailable services referred to a metro
politan area?

Table 8 shows the chi square calculation for

response alternatives D and E, which were combined in the
analysis because both responses indicated the necessity of
obtaining the needed services outside the local non-urban
community.
Table 8
Chi Square Comparison of Referrals to Specialists
in Tucson or Phoenix by Subject Group
(Alternative D and E Combined)
Subject Group
I
Counselor

II
Physician

III
Administrator

IV
Nurse

V
Caseworker

Mean number
services
checked as
referral

7.62

10.78

5.81

7.33

8.67

Mean number
services
expected as
referral

7.48

7.48

7.48

7.48

7.48

X2

= 2.02

df = 4
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The obtained chi square value was not of sufficient
magnitude as to be significant.

Therefore, the interpreta

tion of Table 8 indicated there was no difference in
perceptions of the services requiring referral to Tucson or
Phoenix among the subject groups.
The results of the five chi square comparisons
utilized to test hypothesis number one were all found to be
statistically non-significant.

Therefore the hypothesis

was upheld, i.e., there were no significant differences in
perceptions of the subject groups with regard to the
availability of psychological and rehabilitation services
in non-urban areas.
In order to further descriptively analyze the data
with regard to the availability of psychological and
rehabilitation services in non-urban communities, a tabula
tion of the respondents in each subject group was accom
plished for each specific service (items 1-34, Section II
of the questionnaire, Appendix 5).

Table 9 shows the

specific services available within a non-urban community
as perceived by a minimum of 50 per cent of the respondents
in each subject group.

The minimum of 50 per cent of the

respondents was arbitrarily chosen because it appeared to
have practical significance in describing the information.
Although the information was not specifically related to
the hypothesis it was included as a point of interest.
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Table 9

Psychological and Rehabilitation Services Available in
Non-urban Communities as Perceived by 50 Per Cent
of the Respondents in Each Subject Group
Item #

Service

Subject Groups

Audiological Evaluation

I,II,III,IV,V

13

Social Casework

I,II,III,IV,V

19

Educational Evaluation

I,II,III,IV,V

24

Secondary School Counseling

I,II,III,IV,V

29

Special Education (Mentally
Retarded)

I,II,III,IV,V

2

Of the five services listed in Table 9, four were
or could have been obtained from the public school.

Social

casework was obtainable through the county departments of
public welfare.

Although services as described in Table 9

may have been available to school age children, these same
services may not have been available to adults in the rural
areas studied.
Table 10 covers those psychological and rehabilita
tion services perceived by 50 per cent of the respondents
of at least three subject groups, as not being available in
the non-urban community.

This tabulation was also included

as a point of interest in understanding the concerns of the
study regarding the availability of services in non-urban

areas.

Again, the 50 per cent figure was arbitrarily

chosen because of an assumed practical significance.
Table 10
Psychological and Rehabilitation Services Perceived
as not Being Available in Non-urban
Communities by Subject Groups
Item #

Service

Subject Groups

3
4
5
6
7
8
9
10
11
12
14
15
18
20
22
23
25
27
28
30

Physiatric Evaluation
Orthopedic Evaluation
Physical Therapy
Corrective Physical Education
Occupational Therapy
Prosthetic Fitting
Orthotic Fitting
Neurological Evaluation
Psychiatric Evaluation and Therapy
Social Evaluation
Social Group Work
Recreational Therapy
Group Psychological Counseling
Vocational Evaluation
Rehabilitation Counseling
Elementary School Counseling
Vocational Training
Job Tryout
Sheltered Workshop
Special Education (Emotionally
Disturbed)
Special Education (Physical
Handicapped)
Special Education (Homebound)
Special Education (Deaf)
Special Education (Blind)

II,III,IV,V
II,III,V
II,III,IV,V
I,II,IV,V
II,III,IV,V
II,III,IV
II,III,IV,V
II,III,V
II,III,IV
II,III,V
I,III,IV,V
I,II,III,IV,V
II,III,IV,V
II,III,IV
II,III,IV,V
II,III,V
III,IV,V
I,III,IV,V
I,III,IV,V

31
32
33
34

II,III,V
I,III,IV,V
I,III,V
I,III,IV
I,III,IV
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The relative non-availability of psychological and
rehabilitation services in non-urban communities has been
described in Table 10.

Of the 34 possible services

included in the survey, 24 were perceived as unavailable by
at least 50 per cent of the respondents in three or more
subject groups.
The five services not included in either Table 9 or
10 were:

speech evaluation and therapy, psychological

evaluation, individual psychological counseling, vocational
counseling, and on-the-job training.

There was sufficient

disparity in the perceptions of the subject group respond
ents, regarding the availability of these services, to make
it impossible to classify them appropriately.
With a finding of 24 specific services or 70 per
cent of the total services included in the survey perceived
as not available in non-urban communities the concern about
such services for people who need them suggests a high
degree of referrals to specialists in the metropolitan
areas of Tucson and Phoenix.

Table 11 shows those services

for which referrals were made to specialists located in
Tucson or Phoenix.

It also shows the subject groups, 50

per cent or more of the respective respondents, who
referred to such specialists.
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Table 11

Psychological and Rehabilitation Services
Available Through Referral to Specialists
in Tucson or Phoenix
Service

Item #

Subject Groups

3

Physiatric Evaluation

V

4

Orthopedic Evaluation

II,V

8

Prosthetic Fitting

II,V

9

Orthotic Fitting

II

10

Neurological Evaluation

II,V

11

Psychiatric Evaluation and Therapy

II

The findings in Table 11 indicated that of the
five subject groups, only the physicians and public welfare
caseworkers utilized referral specialists and primarily for
medical services.

This must not be interpreted to mean

that other workers in the subject groups surveyed did not
make referrals to specialists located in urban areas.

The

finding did, however, indicate that less than 50 per cent
of the surveyed subjects made referrals for services not
included in Table 11.

Less than 50 per cent of responding

physicians and caseworkers made referrals for other
services not included in Table 11.*
The results in Tables 5 through 8 indicated that
Hypothesis I was upheld, i.e., the five subject groups did
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not differently perceive the availability of psychological
and rehabilitation services.

With four degrees of freedom,

a chi square value of 9.488 at the .05 level and 13.277 at
the .01 level was needed to demonstrate significance.

None

of the chi square values obtained was large enough to
demonstrate a significant difference.
Table 9 has shown that the services available were
primarily those which were obtained in the public school
setting.

In interpreting the findings as illustrated in

Table 9, only those services on which 50 per cent or more
of the respondents of each subject group were in agreement
as to availability were considered.

The counselor subject

group, however, perceived seven additional services as
being available:

physiatric evaluation, social evaluation,

vocational evaluation, elementary school counseling, voca
tional training, and on-the-job training.
In Table 10 it was shown that school administrators
perceived more services as not available than did the other
surveyed groups.

The discrepancy between the school

administrators and counselors would seem to merit more
explicit examination in a future study.
Hypothesis II
The second hypothesis tested was:

There is no

significant difference in perceptions of the selected
subject groups (counselors, school administrators,
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physicians, public health nurses, and public welfare
caseworkers) with regard to need for psychological and
rehabilitation services in non-urban areas.

This hypoth

esis was tested by the analysis of variance technique
(Garrett, 1958; Ferguson, 1959; DuBois, 1965). This
method utilizes the F test to determine significance.

The

analysis of variance summary for this hypothesis is
presented in Table 12.
Table 12
Need for Psychological and Rehabilitation
Services Summary: Analysis of Variance

Source of Variation

Sums of
Squares

Among the means of
subject groups

22.72

df

Mean Square (Variance)

4 5.68

Within subject groups

120.97

165

Total

143.69

169

.73

SD = .85

F = 7.78 significant beyond .01 level.

Since the resulting F value, 7.78 was of sufficient
magnitude to show a significant difference the null
hypothesis was rejected.

Although the significant F value

obtained indicated a rejection of the stated hypothesis it
did not indicate where the differences were which con
tributed to the significance of F.

To determine what the
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significant differences were, tests of differences by the
use of t were carried out (Garrett, 1958, pp. 276-281).
Table 13 illustrates the tests of these differences.
Table 13
Test of Differences in Perceived Need for Psychological
and Rehabilitation Services Between Subject
Groups by use of t

Groups

DifferMean Values ence
D*05

D,01

Conclusions

V-II

5.51

4.54

.97

.396

.522

significant at .01

V-III

5.51

4.72

.79

.396

.522

significant at .01

V-I

5.51

5.11

.40

.396

.522

significant at .05

V-IV

5.51

5.34

.17

.396

.522 not significant

IV-11

5.34

4.54

.80

.396

.522

significant at .01

IV-III

5.34

4.72

.62

.396

.522

significant at .01

IV-1

5.34

5.11

.23

.396

.522 not significant

I-II

5.11

4.54

.57

.396

.522

I-III

5.11

4.72

.39

.396

.522 not significant

4.72

4.54

.18

.396

.522

III-II

significant at .01

not significant

Table 13 illustrated the significant differences in
perceptions with respect to the need for psychological and
rehabilitation services in the following groups:

public

welfare caseworkers (V) versus physicians (II), caseworkers
(V) versus school administrators (ill), caseworkers (V)
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versus counselors (i).

Significant differences also were

found between public health nurses and physicians, and
nurses and school administrators.
ment were:

Those groups in agree

public health nurses and public welfare case

workers, nurses and counselors, counselors and school
administrators, and physicians and administrators.

The

order of the subject groups in terms of which group per
ceived the greater need for services was (in descending
order):

public welfare caseworkers, public health nurses,

counselors, school administrators, and physicians.
Hypothesis III
The third hypothesis tested was:

There is no

significant difference in perceptions of the selected
subject groups (counselors, school administrators,
physicians, public health nurses, and public welfare case
workers) with regard to:
1.

Duty a rehabilitation counselor performs

2.

Duty a rehabilitation counselor should perform

3.

Duty a counseling psychologist performs

4. Duty a counseling psychologist should perform
5. Duty another professional person can better
perform.
This hypothesis was tested by means of the chi
square technique.

A separate chi square was calculated for

each of the five possible response alternatives in Section
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IV of the questionnaire and indicated in the hypothesis
stated previously.

The total number of checks for each

subject group for each response alternative was obtained.
The mean number of checks for each group for each response
alternative was then calculated.

A grand mean (combined

total of checks for each alternative checked by all subject
groups divided by the total subject N) was calculated.
This grand mean value was used as the "expected" value in
the chi square formula.

The "observed" value in the chi

square formula was the average number of checks for any
given response alternative by any given subject group.

The

mean value was used rather than the total number of checks
in order to control for the differing N's in the separate
subject groups.

The chi square calculations have been

shown in Tables 14 through 18.
Response alternative A was labeled "Duty a
Rehabilitation Counselor Performs."

This response alterna

tive was addressed to the question of whether the subject
groups differed in their perception of the duties a
rehabilitation counselor performs with regard to the duties
enumerated in Section IV of the survey.

The chi square

comparison for response alternative A has been included as
Table 14.
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Table 14

Chi Square Comparison of Subject Groups with Regard
to Perception of Duties a Rehabilitation
Counselor Performs
Subject Group
I
Counselor

II
Physician

III
Administrator

IV
Nurse

V
Caseworker

Mean number
duties
checked

13.69

16.20

10.82

10.62

11.20

Mean number
duties
expected to
be checked

15.58

15.58

15.58

15.58

15.58

o

X =1.27 not significant
df = 4

The obtained chi square value of 1.27 was not of
sufficient magnitude to be significant.

Chi square values

of 9.49 or 13.28 at the .05 and .01 levels respectively
with four degrees of freedom, were needed to indicate a
statistically significant difference.

The subject groups

did not differ in their perception of the duties a
rehabilitation counselor performs.
The second response alternative, "B," was labeled,
"Duty a Rehabilitation Counselor Should Perform."

This

response alternative moved from an observable behavior type
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judgment in response alternative A, to a value judgment
response in alternative B.

The basis of alternative B

was whether the subject groups agreed as to what the
duties of a rehabilitation counselor should be.

Table 15

shows this statistical comparison.
Table 15
Chi Square Comparison of Subject Groups with Regard
to Perception of Duties a Rehabilitation
Counselor Should Perform
Subject Group
I
Counselor

II
Physician

III
Administrator

IV
Nurse

V
Caseworker

Mean number
duties
checked

20.37

13.15

16.08

13.12

11.35

Mean number
duties
expected to
be checked

15.98

15.98

15.98

15.98

15.98

X2 - 3.56 not significant
df = 4

The obtained chi square value of 3.56 was not
statistically significant.

This was interpreted to mean

that the subject groups did not differ in their perception
of the duties a rehabilitation counselor should perform.
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Response alternative C was labeled "Duty a Coun
seling Psychologist Performs."

As with the rehabilitation

counselor, this alternative aimed at the question of
whether the subject groups differed in their perceptions
of a counseling psychologist's duties as listed in Section
IV of the questionnaire.

The chi square comparison of

alternative C has been included as Table 16.
Table 16
Chi Square Comparison of Subject Groups with
Regard to Perception of Duties a Counseling
Psychologist Performs
Subject Group
II
Physician

III
Administrator

IV
Nurse

V
Caseworker

11.17

10.0

9.10

11.11

11.11

11.11

11

12.45

Mean number
duties
expected to
be checked

11.11

11.11

•

00

Mean number
duties
checked

-vj

I
Counselor

X2 = .69 not significant
df = 4

The chi square value obtained for response alterna
tive C was not statistically significant and it was, conse
quently, determined that the subject groups did not differ
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in their perceptions of the duties performed by a coun
seling psychologist.
Response alternative D was labeled "Duty a Coun
seling Psychologist Should Perform."

Again, this

alternative required the respondent subject groups to shift
perceptions from observable behavior concepts to a value
judgment orientation in seeking to determine whether the
subject groups agreed on what the duties of a counseling
psychologist should be.

The chi square comparison is shown

in Table 17.
Table 17
Chi Square Comparison of Subject Groups with Regard
to Perception of Duties a Counseling
Psychologist Should Perform
Subject Group
I
Counselor

II
Physician

III
Administrator

IV
Nurse

V
Caseworker

Mean number
duties
checked

18.12

15.40

15.50

14.17

10.20

Mean number
duties
expected to
be checked

15.42

15.42

15.42

15.42

15.42

X^ = 2.34 not significant
df = 4
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The obtained chi square value of 2.34 was not
statistically significant, thus, the five subject groups
were in agreement concerning their perceptions of duties a
counseling psychologist should perform.
The remaining response alternative, E, was labeled
"Duty Another Professional Person Can Better Perform."
This alternative also required the subject groups to make
a value judgment opposed to a judgment based on observable
behavior.

The difference between the value judgment

required in response alternatives B and D, and response
alternative E, was that the experience of the subject
group respondents with each other and/or other professional
workers would provide an observable behavior base for their
judgment that a professional person other than a rehabili
tation counselor or counseling psychologist could better
perform the listed duties.

Table 18 shows the chi square

comparison of response alternative E.
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Table 18

Chi Square Comparison of Subject Groups with Regard to
Perception of Duties a Professional Person Other
than a Rehabilitation Counselor or Counseling
Psychologist can Better Perform
Subject Group
I
Counselor

II
Physician

III
Administrator

IV
Nurse

V
Caseworker

Mean number
duties
checked

17.85

14.45

12.61

17.62

22.50

Mean number
duties
expected to
be checked

16.02

16.02

16.02

16.02

16.02

X^ =3.87 not significant
df = 4

The obtained chi square value of 3.87 was not
sufficient to indicate a statistically significant differ
ence between the subject groups. Based on the finding,
there was agreement among the subject groups with respect
to the duties better performed by a professional person
other than a rehabilitation counselor or counseling
psychologist.
The results of the five separate chi square com
parisons reflected in Tables 14 through 18 revealed that
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the third hypothesis was upheld, i.e., the five subject
groups did not perceive differently:
1.

Duty a rehabilitation counselor performs

2. Duty a rehabilitation counselor should perform
3.

Duty a counseling psychologist performs

4. Duty a counseling psychologist should perform
5.

Duty another professional person can better
perform.
The above finding supported the fact that, regard

less of informational sources, the subject groups from
non-urban areas were in agreement with regard to the
performance of the functions and duties surveyed in Section
IV.
As stated in Chapter III, the items in Section IV
of the survey were selected from various recognized sources
reflecting duties performed by counselors.

Theoretically

it could be expected that any person (specifically, in this
study, a professionally allied worker) knowledgeable as
concerns the duties of rehabilitation counselors would
check all 53 items as being performed by rehabilitation
counselors.

Although not related to the hypothesis, the

theoretical consideration appeared to be of sufficient
interest to merit a statistical examination of the data to
determine the possibility of significant differences
between the observed duties perceived as performed by
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rehabilitation counselors by the subject groups and the
theoretical expectancy based on the assumption that
rehabilitation counselors could be expected to perform all
the duties listed (a total of 53).

Table 19 shows the chi

square test of this theoretical possibility.
Table 19
Chi Square Comparison of Subject Groups Perceptions of
Duties Performed by Rehabilitation Counselors and
Duties Theoretically Performed by
Typical Rehabilitation Counselors
Subject Group
I
Counselor

II
Physician

III
Administrator

IV
Nurse

V
Caseworker

13.69

16.20

10.82

10.62

11.20

Duties
checked
Duties
expected

53

53

53

53

53

X 2 =155.13
df = 4

The obtained chi square value of 155.13 was signifi
cant beyond the .001 level.

This would seem to indicate

that even though the subject groups did not differ in their
perceptions of what a rehabilitation counselor does (Table
14), there was a definite discrepancy between the subject
groups perceptions of duties performed and the typical

104

duties, indicated by the literature as those which a
rehabilitation counselor might perform.
Additional analysis of Section IV to obtain
descriptive information regarding specific duties was
accomplished.

The resulting tabulation of data was not

subjected to any statistical tests but is presented only
for informational purposes, and also to point out specific
items and/or areas which might be pursued in future research
studies.
In Table 20 is a listing of the duties which were
not perceived by at least 50 per cent of any subject group
as either being performed or should be performed by a
rehabilitation counselor or a counseling psychologist.
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Table 20

Duties Perceived by All Subject Groups as Neither
Performed nor Should be Performed by a
Rehabilitation Counselor or
Counseling Psychologist
Item

Description

3

Obtain client information from other agencies
and/or individuals (e.g., school, physician).

7

Administer and interpret group tests (attitudes,
interests, achievement, etc.) to client and family.

9

Maintain case records and cumulative file on
client.

16

Coordinate activities of all agencies involved with
client.

22

Identify need for and make referrals to appropriate
agencies (health department, welfare department,
courts, etc.).

23

Develop the accepted values of society and the
local community.

28

Advise client and family of help available through
other community resources.

30

Secure medical, dental, and surgical care for
client when indicated by professional opinion.

31

Take or arrange for transportation of clients to
clinics and facilities for specialized services or
treatment.

32

Find job opportunities for clients and make job
placement.

33

Secure emergency assistance for indigent families.

36

Provide and conduct orientation and group guidance
classes regularly with clients.

37

Obtain glasses, corrective shoes, and other such
aids for clients.
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Table 20--Continued

38

Counsel other professional workers with personal
problems.

39c

Conduct individual counseling in educational and
academic problems.

39d

Conduct individual counseling in socialrecreational problems.

39i

Conduct individual counseling in moral , values,
and religious problems.

39j

Conduct individual counseling in health and
physical development problems.

391

Conduct individual counseling in financial
problems.

Hypothesis IV
The fourth hypothesis tested was:

There is no

significant difference between rehabilitation counselors
and counseling psychologists on the basis of education,
experienceM and professional affiliation, as perceived by
the subject groups.
The data for testing this hypothesis were obtained
from Section V of the questionnaire.

The hypothesis was

tested by calculating the difference between two means for
correlated samples and obtaining a t ratio by using the
Mr,
formulas t =
— (Garrett, 1958).
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The two means which were calculated for comparative
purposes were derived from the scaled score totals for
t

rehabilitation counselors and for counseling psychologists
for each subject group.

Table 21 shows the data and

resulting t values.
Table 21
Significance of Difference Between Means of
Rehabilitation Counselors and
Counseling Psychologists
Mean
Difference

sdd

SEM
d

t

df

I

.13

.73

.1028

1.26

50

II

.07

.79

.1102

.64

50

III

.44

.84

.1176

3.73*

50

IV

.41

1.35

.189

2.17**

50

V

.33

i—•
•
CO1
I-

Subject
Group

.25

1.32

50

^Significant at .01 level.
**Significant at .05 level.

In order to determine whether the number of
significant differences found was sufficient to reject the
null hypothesis, a chi square comparison was utilized.
This technique was used to determine whether the number of
observed differences was significantly greater than the
number which could be expected to occur by chance.

At the
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.05 level it would be expected, by chance, that .25
(.05 x 5) significant differences and 4.75 (5 x .95) non
significant differences would be observed.
Inspection of the data indicated two significant
differences and three non-significant differences.

The

comparison of observed differences with the expected dif
ferences resulted in a chi square value (Yates correction
factor applied) of 6.58.

This chi square value was

significant beyond the .02 level of significance, indi
cating that the number of significant differences observed
(two) was greater than the number which would be expected
on the basis of chance.

Consequently hypothesis number

four was rejected, i.e., the subject groups perceived
rehabilitation counselors and counseling psychologists
differently on the basis of education, experience, and
professional affiliation.

This rejection was due to the

differences in perceptions of subject groups III--school
administrators and IV--public health nurses.
In Table 21 it has been shown that subject groups
I--counselors, II--physicians, and V--public welfare case
workers did not perceive a difference between rehabilita
tion counselors and counseling psychologists on the basis
of education, experience, and professional affiliation.
Subject groups III--school administrators and IV--public
health nurses did perceive a difference between
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rehabilitation counselors and counseling psychologists on
the basis of education, experience, and professional
affiliation.
Hypothesis V
The fifth hypothesis tested was:

There is no

significant difference between the subject groups with
regard to their perception of education, experience, and
professional affiliation of rehabilitation counselors.
Based on the subject groups* existing knowledge and
perceptions of rehabilitation counselors, regardless of the
source of information, this hypothesis was formulated to
determine whether other professional workers as represented
by the subject groups had similar perceptions as to what
education, experience, and professional affiliation would
be most valuable in the professional preparation and
development of rehabilitation counselors.
The data used in this hypothesis were obtained from
Section V of the questionnaire.

To determine whether dif

ferences existed, analysis of variance, utilizing the F
test technique, was employed.

This was accompanied by

testing the differences by use of t (Garrett, 1958,
pp. 280-281).

The differing N's were controlled for by

the use of mean values in the reduction of the original
data.

The item scale scores were totaled, by subject

group, with each item receiving a mean value in each
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subject group.

These mean values were averaged to give

a mean value for each subject group.

This value was then

used in the analysis of variance calculation.
Tables 22 and 23 present the summary of the
analysis of variance of the data pertaining to rehabilita
tion counselors.
Table 22
Subject Group Perception of Education, Experience,
and Professional Affiliation of Rehabilitation.
Counselors Summary: Analysis of Variance
Sums of
Squares

Mean Square
(Variance)

4

23.82

5.95

Within subject
groups

250

252.66

1.01

Total

254

276.48

Source of Variation
Among means of
subject groups

df

SD

1.01

F = 5.89 significant beyond .01 level

Examination of Table 22 revealed a statistically
significant difference among the means of the subject
groups and thus the hypothesis was rejected.

The subject

groups differed in their perception as to what educationa.1,
experiental, and professional affiliation variables are, as
represented by the items in Section V of the questionnaire,
most important for rehabilitation counselors.

In order to
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determine which groups differed, a test of differences by
use of t was done.

The results are shown in Table 23.

Thus it was evident that the counselor subject group
differed significantly from every other subject group.
This would seem to indicate that the counselor group per
ceived rehabilitation counselors differently than did the
other subject groups in terns of education, experience, and
professional affiliation.

The remaining subject groups

were in agreement regarding their perception of rehabilita
tion counselors on the basis of education, experience, and
professional affiliation.
Table 23
Test of Differences Between Subject Groups with Regard
to Education, Experience, and Professional
Affiliation of Rehabilitation Counselors
Differ
Subject
Groups Mean Values ence
D.05
.39
I,II
.79
5.06
4.27
.39
I,III
5.06
.65
4.41
.39
I,IV
5.06
.70
4.36
.39
i,v
5.06
.84
4.22
II,III 4.27
.39
.14
4.41
II,IV
.09
.39
4.36
4.27
II,V
.39
.05
4.27
4.22
III,IV 4.41
4.36
.05
.39
.19
.39
III,V
4.41
4.22
IV,V
.39
4.36
.14
4.22

D.01

.52
.52
.52
.52
.52
.52
.52
.52
.52
.52

Conclusion
significant .01
significant .01
significant .01
significant .01
not significant
not significant
not significant
not significant
not significant
not significant

level
level
level
level
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Hypothesis VI
There is no significant difference between the
subject groups with regard to their perception of educa
tion, experience, and professional affiliation of
counseling psychologists.
This hypothesis sought to determine whether other
professional workers, as represented by the subject groups,
had similar perceptions as to what education, experience,
and professional affiliation would be most valuable in the
professional preparation and development of counseling
psychologists.
The data used in testing this hypothesis were
obtained from Section V of the questionnaire.

To determine

whether differences existed, analysis of variance utilizing
the F test was calculated.

This was followed by testing

the observed differences by use of t.

The differing N's

of the subject groups were controlled for by the use of
mean values in the analysis of the original data.

The item

scale scores were totaled, by subject group, with each item
then being assigned a mean value in each subject group.
These mean values were averaged to give a mean value for
each subject group.

In the comparison of subject groups

the latter mean value was used.

The analysis of variance

used in testing Hypothesis VI is illustrated in Table 24.
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Table 24

Subject Group Perception of Education, Experience,
and Professional Affiliation of Counseling
Psychologists Summary: Analysis
of Variance

Source of Variation
Among means of
subject groups

df

Sums of
Squares

Mean Square
(Variance)

4

9.84

2.46

Within Subject
groups

250

29.51

1.19

Total

254

39.35

SD

1.09

F = 2.07 not significant

Table 24 presented the finding of no statistically
significant difference between means of the subject groups
with regard to counseling psychologists on the basis of
education, experience, and professional affiliation.

On

the basis of the analysis of variance the hypothesis was
upheld.

To further refine the data, a test of differences

between subject groups was accomplished by the use of t.
These findings have been shown in Table 25.

Although the

general hypothesis was upheld, there were two instances of
group disagreement reflected in the t test analysis.
First, counselors and physicians were not in agreement on
counseling psychologists with regard to education,
experience, and professional affiliation.

Secondly,
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physicians and public health nurses were not in agreement
regarding counseling psychologists on the same considera
tion.

Counselors and public health nurses were in closest

agreement of all subject groups investigated.
Table 25
Test of Differences Between Subject Groups with
Regard to Education, Experience, and
Professional Affiliation of
Counseling Psychologists
Subj ect
Differ
Groups Mean Values ence
D.05 D.01
I,II
4.96
.43 .57
4.4.8
.48
I,III
4.96
4.82
.14
.43 .57
I,IV
4.96
4.93
.03
.43 .57
i,v
4.96
4.56
.40
.43 .57
II,III 4.48
.43 .57
4.82
.34
II,IV
4.48
4.93
.43 .57
.45
II,V
.08
4.56
.43 .57
4.48
III,IV 4.82
4.93
.43 .57
.11
III,V
4.56
.43 .57
4.82
.26
IV,V
4.93
4.56
.37
.43 .57

Conclusion
significant .05 level
not significant
not significant
not significant
not significant
significant .05 level
not significant
not significant
not significant
not significant

It was determined from Table 25 that although the
hypothesis was upheld significant differences were found
between the counselor and physician subject groups and
between the physician and public health nurse subject
groups with regard to their perceptions of education,
experience, and professional affiliation of counseling
psychologists.

It is possible that these differences could

have occurred by chance.
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Although not related to any of the hypotheses
tested in this study an additional source of information
which appeared worthy of consideration was the comments of
respondents.

The comments made by respondents were

categorically analyzed by subject group.

Those comments

which were judged by the author to convey a feeling tone of
concern regarding an issue in the study were then further
studied with the goal of selecting several representative
comments pertinent to this study and possible implications.
These comments have been included as Appendix 6.
Summary
In Chapter IV the obtained data have been tabu
lated, with appropriate statistical procedures for testing
each hypothesis having been utilized.

The data obtained

in order to test a total of six hypotheses stated in the
null form were examined.

Three hypotheses (I, III, VI)

were upheld and three (II, IV, V) were rejected.
Those hypotheses which were upheld appear to have
indicated subject group agreement as concerns perceptions
of (1) availability of psychological and rehabilitation
services; (2) duties both performed and should be performed
by rehabilitation counselors and counseling psychologists;
and (3) education, experience, and professional affiliation
of counseling psychologists.
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The three hypotheses which were rejected indicated
statistically significant subject group differences in
(1) need for psychological and rehabilitation services;
(2) difference between rehabilitation counselors and
counseling psychologists on the basis of education,
experience, and professional affiliation; and (3) educa
tion, experience, and professional affiliation of
rehabilitation counselors.

CHAPTER V
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS
Introduction
This chapter summarizes the study, presents
conclusions from the data obtained and analyzed, and offers
recommendations, both for possible action and further
research which appears to be indicated.

It is divided into

three sections in accord with the topic areas mentioned.
Summary
This study focused upon the need for and avail
ability of psychological and rehabilitation services in
non-urban areas of Arizona.

It was also concerned with

two specialty professions in rehabilitation psychology,
i.e., rehabilitation counseling and counseling psychology.
The study utilized a questionnaire which was designed to
elicit responses indicative of perceptions held by five
selected subject groups of professional workers located in
non-urban areas: (1) counselors, (2) physicians, (3)
school administrators, (4) public health nurses, and (5)
public welfare caseworkers.
The need for the study was pointed out in terms of
legislative activity at the local, state, and particularly,
national levels with special concern being reflected in
117
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areas of human health, education, and social welfare; all
areas of vital importance in comprehensive rehabilitation.
The review of selected literature related to the
study covered historical antecedents of formal comprehen
sive rehabilitation services using, especially, the work
of Obermann (1965).
Consideration was given to the vocational and
economic importance of rehabilitation.

Work, as being a

virtual necessity for the organization of human life, was
elaborated upon in light of vocational choice and develop
ment theory and research, contributed by such authorities
as Hoppock (1963), Roe (1956), Borow (1964), Caplow (1954),
and Super (1957).

The important development of the

Vocational Rehabilitation Administration was traced through
the 1965 Amendments to the Vocational Rehabilitation Act.
The history and growth of psychological services
was outlined with specific emphasis on counseling and
rehabilitation developments.

The paucity of literature

dealing with psychological and rehabilitation services in
rural areas was pointed out.
Considerable emphasis was placed on the literature
concerned with functions and duties of rehabilitation
counselors and counseling psychologists.

Closely related

to this was the literature regarding education, experience,
and professional affiliation of rehabilitation counselors
and counseling psychologists.

The contributions of such
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professionals as McGowan (1960), Super (1955), Sanford
(1958), Combs (1953), Patterson (1959, 1960), Rogers
(1951), Thompson and Super (1964), Wrenn (1962), Brammer
and Shostrom (1960), and Smits (1964) provided much
stimulation and pointed out areas of concern which were
researched in the study.
Because of the lack of previous research on the
topics dealt with in this study, it was necessary to
construct a questionnaire.

It consisted of five sections,

four of which represented the problems of the study: (1)
individual background information of the subjects; (2)
community availability of services; (3) service needs of
the community; (4) professional functions and duties; and
(5) education, experience, and professional affiliation.
The latter two sections were specifically concerned with
rehabilitation counselors and counseling psychologists.
Six hypotheses were subjected to appropriate
statistical tests.

The first hypothesis considered the

perceptions of the subject groups as regards the avail
ability of services in non-urban areas..

The hypothesis was

upheld, i.e., there was no difference between the subject
groups in their perception of the availability of
psychological and rehabilitation services in non-urban
areas.
The second hypothesis concerned the need for
specific psychological and rehabilitation services as
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perceived by the five subject groups.

This hypothesis was

rejected on the basis of a significant F value obtained in
the analysis of variance (six of ten comparisons by use of
t were significantly different at the .05 or .01 level).
Significant differences were found between public welfare
caseworkers and physicians, caseworkers and counselors, and
caseworkers and school administrators.

In all of these

comparisons the caseworkers perceived a significantly greater
need for services than did the other subject groups.
Significant differences were also found between public
health nurses and physicians, and between nurses and school
administrators.

The nurses perceived a greater need for

services in these latter comparisons.

The counselor

subject group perceived a greater need for services than
did the physician group.
The third hypothesis sought to determine signifi
cant differences in perceptions of the subject groups
regarding duties rehabilitation counselors, counseling
psychologists, and another (unspecified) professional
person perform or should perform.

The hypothesis was

upheld, i.e., there was no significant difference between
the subject groups in their perceptions of duties performed
or should be performed.
The purpose of hypothesis number four was to
determine whether the subject groups perceived rehabilita
tion counselors and counseling psychologists differently
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on the basis of education, experience, and professional
affiliation.

The hypothesis was rejected on the basis of

statistically significant differences in perception of the
school administrator and public health subject groups,
i.e., these groups perceived a distinction in education,
experience, and professional affiliation of rehabilitation
counselors and counseling psychologists.
The fifth hypothesis was formulated to determine
whether differences existed between the subject groups with
regard to perceptions of the education, experience, and
professional affiliation of rehabilitation counselors.
This hypothesis was rejected on the basis of a statisti
cally significant F value.

There was a significant

difference in the perceptions of the counselor subject
group when compared with every other subject group, i.e.,
with the exception of the counselor subject group, all
other subject groups perceived the education, experience,
and professional affiliation of the rehabilitation
counselor similarly.
Hypothesis six was formulated exactly as number
five but, focused on subject group perceptions of coun
seling psychologists on the basis of education, experience,
and professional affiliation.

The hypothesis was upheld,

i.e., the subject groups did not differently perceive the
education, experience, and professional affiliation of
counseling psychologists.
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Conclusions
1.

The availability of psychological and rehabilita
tion services in non-urban areas was extremely
limited.

Of the 34 services listed in the

questionnaire, the average number of services#:
perceived as available, by the study respondents,
was ten.

While scattered services only are avail

able in the non-urban areas, all specialized
services surveyed in this study are available in
Tucson and Phoenix.
2.

There was an apparent discrepancy between the
conceptualization of the respondents with regard
to the meaning of certain selected items and the
meaning typically assigned by professionals who
work in the specialty.

For example, while at

least 50 per cent of each subject group checked
audiological evaluation as being available in their
community, there was no qualified audiologist
listed in the 1966 Directory of the American
Speech and Hearing Association who practiced in a
non-urban area of Arizona.

It is not clear from

the study as to why these discrepancies may occur.
Among the possible factors to be considered are:
possible limited budgets or financial resources
for specialized services, a lack of sophistication
on the part of the respondents with regard to the

intricacies of specialized services, or it may mean
that workers in non-urban areas have come to
accept a standard of service which is inconsistent
with standards set by national professional
organizations.
3.

While available services were lacking locally in
non-urban areas, the communities (represented by
the professional workers) apparently have failed to
utilize the referral resources outside their
communities (specifically those services available
in Tucson and Phoenix).

Although the reasons for

the failure to utilize services in Tucson or
Phoenix were not clear several possibilities are
suggested: (1) geographic inconvenience, (2) lack
of transportation, (3) limited financial resources,
(4) long waiting lists, and (5) perhaps the
presence of services in urban areas does not always
mean that the services are available to residents
outside the metropolitan area.
The apparent lack of referral resource utiliza
tion by counselors and caseworkers (ordinarily
thought of as professionals who typically use
community referral resources) might be attributed
to a lack of knowledge and/or information with
regard to what, where, and how referral resources
might be used.
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4.

The services perceived as available appeared to be
those services which were offered either directly
or indirectly through the public school.

Thus

services for adults would seem to be even more
limited than those few available to school age
children.
5.

There was a difference in the perceived need for
services between the subject groups.

Public

welfare caseworkers and public health nurses were
in closest agreement of all subject groups as
regarded the need for services. Because of the
nature of their professional duties, perhaps these
two groups may be more aware of the actual need for
services existing in a given community.

Typically

their duties have required a greater degree of
actual involvement in the homes and lives of
people within the community by reason of such
things as home visitations.
6.

Respondent physicians perceived less need for
services than did any other subject group.

It is

recognized that there are certain basic differences
in the training of the subject groups and in the
manner with which diverse professionals relate to
clients, students, and/or patients.

The differ

ences in the perceived need for services may be
partially due to the fact that diverse specialized
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services may be perceived more in isolation, i.e.,
a particular disability or a particular individual
with a specific disability, than as part of a
comprehensive treatment and/or rehabilitation plan
offered by cooperating specialists.

While other

inferences might be drawn from the data, the major
conclusion within the scope of this study was that
differences in perceived need for services existed.
7.

Many duties which might be expected of rehabilita
tion counselors were not perceived by the subject
groups as duties actually performed by rehabilita
tion counselors.

The subject groups did not

perceive these duties as duties which a rehabilita
tion counselor should perform.
8.

Many duties which might be considered as more
routine clerical-coordinating type duties were not
perceived by the subject groups as duties which are
or should be performed by psychological practi
tioners represented in this study by rehabilitation
counselors and counseling psychologists.

This

would seem to have significance in considerations
of the recent developments with respect to training
of sub-professional aides and technicians (Cottle,
1966; Berdie, 1966; Tiedeman, 1965; Hoyt, 1967;
Stripling, 1967; McDaniels, 1967).
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9.

School administrators and public health nurses
perceived the counseling psychologist as being
somewhat more highly educated, more experienced,
and more active in professional organizations than
they perceived rehabilitation counselors.

Coun

selors, physicians, and caseworkers did not per
ceive this difference.

Perhaps the similarity in

training programs and the impact of counseling
psychology on various counseling specialties
contributed to the counselor subject group percep
tion of no difference between rehabilitation
counselors and counseling psychologists on the
basis of education, experience, and professional
affiliation.
10.

The study pointed out a relative lack of informa
tion about and familiarity with rehabilitation
counselors and counseling psychologists on the part
of other professional workers in non-urban areas.

11.

Counselors, although employed in diverse settings
may be more alike than different.

It is possible

this might be explained by certain commonalities in
training programs.

This conclusion appears to be

substantiated because the counselor subject group
differed significantly with every other subject
group on the basis of their perceptions of the
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education, experience, and professional affiliation
of the rehabilitation counselor.
In general summary it may be concluded that the
findings of this study have supported the hypothesis that
there is a relative non-availability of psychological and
rehabilitation services in non-urban areas of Arizona.

It

has also indicated a perceived need for such services.
Additionally, the study supported the idea that there is
no clearly defined role, function, and duty pattern of the
psychological specialists who are, or should be, performing
the needed services.
As personal interaction and communication processes
are usually facilitated by close social and/or professional
relationships, the general implications of the entire study
may point to the possibility that because few psychological
and rehabilitation specialists live or practice in nonurban areas; there is a substantial lack of knowledge about
psychological and rehabilitation services which might be
available and of the practitioners of the specialties
within the broad scope of rehabilitation.
Recommendations
The conclusions of any study are perhaps most
important with regard to the recommendations for action and
further research.

It is recommended that the following

studies be conducted:
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1.

A study of the feasibility of developing a program
to provide psychological and rehabilitation
services for non-urban areas in the general pattern
of the Peace Corps, National Teacher Corps, or
VISTA.

2.

A study of the feasibility of developing
specialized communication techniques and informa
tion dissemination media to provide for better
articulation of available specialized services for
non-urban areas upon referral to Tucson or Phoenix.

3.

An investigation of how to recruit professionally
trained and qualified specialists to work in nonurban areas.

4.

A study to determine how needed but unavailable
services can best be provided to non-urban com
munities.

5.

A study to investigate the feasibility of the
development of area or county wide residential
comprehensive diagnostic and treatment center
and/or a metropolitan residential diagnostic and
treatment center offering psychological and
rehabilitation services.

6.

A study to investigate the desirability and
feasibility of developing workshops, conferences,
and/or extension programs to upgrade the knowledge

of non-urban personnel in the provision of profes
sional services.
7.

A study of selected variables and their effect on
a given profession's perceptions of another
profession.

8.

A study of the efficacy of traveling rehabilitation
teams to non-urban areas.

9.

A study to provide more definitive knowledge
concerning the practice of rehabilitation psychology
as a specialty.

10.

A study differentiating the role and function of
a rehabilitation psychologist from that of a
counseling, clinical, or school psychologist.

11.

A study directed toward determining the relation
ship between the emerging concept and practice of
community psychology and rehabilitation psychology.

12.

A study of the relationship between rehabilitation
counselors and other professional personnel on the
basis of concept and practice meaning.

13.

A study to more accurately describe the profes
sional identity of the rehabilitation counselor.
It is further recommended that:

1.

The Arizona State Psychological Association and The
Arizona Personnel and Guidance Association become
actively involved in the dissemination of accurate
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information and the provision of services to nonurban residents.
2.

Personnel from the Arizona Division of Vocational
Rehabilitation become more involved with non-urban
professional personnel to make known to them the
services which are available through their agency.
Workshops and conferences bringing together
rehabilitation counselors and school personnel, for
example, need to be developed to facilitate and
promote understanding and articulation of mutual
concerns.

3.

The staffs from the Arizona Division of Vocational
Rehabilitation, the Arizona Department of Health,
and the Office of Public Instruction cooperatively
develop a public information program specifically
for non-urban communities.

4.

All of the organizations and agencies mentioned
become involved in the development and support of
in-service training programs for non-urban profes
sional workers in health, education, and welfare
agencies.
Many of the suggested questions for further

research appear to imply a concern with, and/or theoretical
consideration of values and value judgments.

Because the

findings of this study tend to be definitively inconclusive
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and point out further needs for research in terms of value
judgment assessment, Korner's (1956) suggestion that the
resistance of social scientists to deal with values must be
overcome and the direct challenge to research value forma
tion and value change, seemed to have significant meaning
with regard to necessary further studies concerned with
psychological and rehabilitation services.
It seems apparent, particularly in view of the
statements of Cottle (1966) and Brayfield (1967), that
these kinds of questions need to be researched if
psychology, especially counseling psychology, is going to
live up to the expectancies placed upon it in terms of
meeting the needs of society.

As Brayfield (1967) said,

. . w e must pay far more attention to informed
criticism.

If psychology is to play a greater role in

society we must all be highly informed of our strengths and
of our weaknesses."

APPENDIX I.
ORIGINAL COVER LETTER SENT WITH
INITIAL QUESTIONNAIRE
Dear
Recent legislative activities at national and state
levels have placed special emphasis on the provision of
services, in the areas of rehabilitation, health, education,
and welfare, to an increasing number of citizens.
Typically, professional services of psychology and
rehabilitation have been largely confined to urban areas.
We feel it is important and timely to determine the per
ceived need for and availability of these specialized
services in non-urban areas. In addition to making a
contribution to the growing body of research in psycholog
ical and rehabilitation services, it is hoped this in
vestigation will help to develop guidelines for education
and training programs for psychologists and counselors who
serve non-urban areas.
Your cooperation and assistance in this state-wide
study will be sincerely appreciated. After responding to
the enclosed questionnaire, please return it to us in the
addressed, stamped envelope provided. If you so desire, a
report of the findings will be forwarded upon completion of
the study.
Sincerely,

William R. Fishburn
Research Associate

David W. Smith
Director
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APPENDIX 2
POSTCARD REMINDER
Recently you were sent a questionnaire to which
you have not yet responded. We feel that you, as a
community leader, can offer valuable information in
assessing the psychological and rehabilitation services
of non-urban communities in Arizona.

May we ask you again

to complete the questionnaire and return it in the stamped
addressed envelope which was provided.
Thank you for your cooperation.

William R. Fishburn
Research Associate
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APPENDIX 3
SECOND LETTER (REMINDER)

134

135

December 2, 1966
Dear
We are still hopeful of obtaining a 100% response
to the questionnaire concerning Psychological and
Rehabilitation Services in Non-Urban Areas, which we
mailed four weeks ago. Present returns are very encour
aging and appear to substantiate the need for this study,
however, the more returns we receive, the more meaningful
will be the study in terms of statewide planning for such
services.
We realize this questionnaire adds to the time
consuming activities of your already busy schedule, but
also, feel the importance of the findings will be well
worth the twenty minutes it takes to complete the survey.
Naturally, all personal and community identity of
the respondents to this study will be held in strictest
professional confidence. Your help in the completion of
this study is sincerely appreciated.
Remember, this is an opinion study and therefore,
your knowledge about the various areas of concern does not
have to be knowledge based on fact. We realize you may
not have an intimate acquaintance with the subject matter
but feel that, in your professional position, the areas
in the study do have some degree of importance to you.

Wi 11 i am R, tvishburra.
Research Associate

David W, Smith
DIr ec t or

APPENDIX 4
THIRD LETTER (COVER LETTER SENT WITH
SECOND QUESTIONNAIRE)
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December 12, 1966
Dear
Try, try again.
We are gaining on our goal of 100% return to the
questionnaire on Psychological and Rehabilitation Services
in Non-Urban Areas. Present returns are over the 50%
mark. Although this is not a bad return for an
opinionnaire study, it does leave much to be desired if
the findings are to be valid and meaningful.
In case you misplaced the original questionnaire,
another copy is enclosed (and stamped-addressed envelope)
for your convenience.
We realize the busy holiday schedule is drawing
near and therefore urge you to complete the questionnaire
and return it by December 20th.
Once again, may we thank you for your cooperation
and assistance in this study.

Wi111am R. Fis hburn
Research Associate

David W. Smith
Director

APPENDIX 5
QUESTIONNAIRE—PSYCHOLOGICAL AND REHABILITATION
SERVICES IN NON-URBAN AREAS
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PSYCHOLOGICAL AND REHABILITATION SERVICES IN NON-URBAN AREAS
SECTION I.

INDIVIDUAL BACKGROUND INFORMATION

The information requested in this section is to enable a
statistical comparison of biographical data of respondents
to this study.
A. Age:
B. Sex; Male
Female ______
C.

Current Occupational Title:

D.

Years in present occupation:

E. Degrees you hold and Major Field:
Bachelor:

.

Master:

Doctorate:

Other:

F.

Type of
employed:

G.

Size of your community:
(
(
(
(

school or
Public

) less than 500
) 500 to 1000
) 1100 to 3000
) 3100 to 5000

agency in which you are
Private
Self

(
(
(
(

) 5100 to 9000
) 9100 to 10,000
) 10,100 to 15,000
) 15,100 to 25,000

H.

Number of clients or patients requiring psychological
and/or rehabilitation services, served by you in the
last fiscal year (1965-1966)

I.

Do you in your present professional position, feel
there is a need for the identification and definition
of needs, functions, professional responsibilities and
training of persons engaged in psychological and
rehabilitation services in a non-urban area? Yes
No

J.

If you wish to receive a summary of the findings of
this study please furnish:
Name
.
Address
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SECTION II.

COMMUNITY AVAILABILITY OF SERVICES

To enable a determination of availability of specialized
services in non-urban communities, please check the appro
priate column with respect to service and availability.
A. AVAILABLE IN YOUR COMMUNITY
B. AVAILABLE IN YOUR COMMUNITY THROUGH A TRAVELING TEAM
C. NOT AVAILABLE IN YOUR COMMUNITY
D. REFER TO SPECIALISES IN TUCSON
A

B

C

D

E. REFER TO SPECIALISTS IN PHOENIX
E
1.

SPEECH EVALUATION AND THERAPY

2.

AUDIOLOGICAL EVALUATION

3.

PHYSIATRIC EVALUATION (PHYSICAL
MEDICINE)

4.

ORTHOPEDIC EVALUATION

5

PHYSICAL THERAPY

-

6.
7

-

CORRECTIVE PHYSICAL EDUCATION
OCCUPATIONAL THERAPY

8.

PROSTHETIC FITTING

9.

ORTHOTIC FITTING

10.

NEUROLOGICAL EVALUATION

11.

PSYCHIATRIC EVALUATION AND THERAPY

12.

SOCIAL EVALUATION

13.

SOCIAL CASEWORK

14.

SOCIAL GROUP WORK

15.

RECREATIONAL THERAPY

.

! 16.
J

PSYCHOLOGICAL EVALUATION
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SECTION II.--Continued
rA.

AVAILABLE IN YOUR COMMUNITY
B. AVAILABLE IN YOUR COMMUNITY THROUGH A TRAVELING TEAM
C. NOT AVAILABLE IN YOUR COMMUNITY
D. REFER TO SPECIALISTS IN TUCSON

A

B

C

E. REFER TO SPECIALISTS IN PHOENIX
E

D

17.

INDIVIDUAL PSYCHOLOGICAL COUNSELING

18.

GROUP PSYCHOLOGICAL COUNSELING

19.

EDUCATIONAL EVALUATION

20.

VOCATIONAL EVALUATION

*

21.

VOCATIONAL COUNSELING

i

22.

REHABILITATION COUNSELING

23.

ELEMENTARY SCHOOL COUNSELING

24.

SECONDARY SCHOOL COUNSELING

25.

VOCATIONAL TRAINING

26.

ON-THE-JOB TRAINING

27.

JOB TRYOUT

28.

SHELTERED WORKSHOP

29.

SPECIAL EDUCATION (MENTALLY RETARDED)

30.

SPECIAL EDUCATION (EMOTIONALLY
DISTURBED)

31.

SPECIAL EDUCATION (PHYSICALLY
HANDICAPPED)

32.

SPECIAL EDUCATION (HOMEBOUND)

i

33.

SPECIAL EDUCATION (DEAF)

s
i

34.

SPECIAL EDUCATION (BLIND)

i

ii
i
1
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SECTION III.

SERVICE NEEDS OF COMMUNITY

In your opinion, please indicate by a check mark (v/) how
necessary you feel it is that the listed services be
available, in your community, on a full time basis, from a
professionally trained person. You might use as an index,
the number of cases, which you have seen, requiring these
specialists during the past year.

SERVICE
1.

SPEECH EVALUATION AND THERAPY

2.

AUDIOLOGICAL EVALUATION

NO
IMPORTANCE

ESSENTIAL

3. PHYSIATRIC EVALUATION (PHYSICAL

MEDICINE)
4.

ORTHOPEDIC EVALUATION

t

5.

PHYSICAL THERAPY

f

6.

CORRECTIVE PHYSICAL EDUCATION

. . ,

7.

OCCUPATIONAL THERAPY

8.

PROSTHETIC FITTING

9.

ORTHOTIC FITTING

. . . . . . . .

10.

NEUROLOGICAL EVALUATION

.

11.

PSYCHIATRIC EVALUATION AND THERAPY

........

12.

SOCIAL EVALUATION

13.

SOCIAL CASEWORK

14.

SOCIAL GROUP WORK

15.

RECREATIONAL THERAPY

16.

PSYCHOLOGICAL EVALUATION

17.

INDIVIDUAL PSYCHOLOGICAL COUNSELING

18.

GROUP PSYCHOLOGICAL COUNSELING

,

,

t

, ,

, , ,

, , . , . , . .

143
SECTION III.--Continued

SERVICE

NO
IMPORTANCE

ESSENTIAL

19.

EDUCATIONAL EVALUATION

20.

VOCATIONAL EVALUATION

21.

VOCATIONAL COUNSELING

22.

REHABILITATION COUNSELING

23.

ELEMENTARY SCHOOL COUNSELING

24.

SECONDARY SCHOOL COUNSELING

. . . . . . . .

25.

VOCATIONAL TRAINING

. . . . . . . .

26.

ON-THE-JOB TRAINING

27.

JOB TRYOUT

28.

SHELTERED WORKSHOP

29.

SPECIAL EDUCATION (MENTALLY
RETARDED)

30.

SPECIAL EDUCATION (EMOTIONALLY
DISTURBED)

31.

SPECIAL EDUCATION (PHYSICALLY
HANDICAPPED)

32.

SPECIAL EDUCATION (HOMEBOUND)

33.

SPECIAL EDUCATION (DEAF)

34.

SPECIAL EDUCATION (BLIND)

,

,
, ,

, , , ,

t

, , ,

. . . . . . . .
..

i.
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SECTION IV.

PROFESSIONAL FUNCTIONS AND DUTIES -

Counselor educators arid supervisory personnel usually
determine the kinds of functions and duties rehabilitation
counselors and counseling psychologists perform. We are
interested in obtaining your opinion, as a professional
person, as to what these specialists do and what you feel
they should do. Many times you may have worked with
specialists and the expectations you had were either not
fulfilled or those things which were accomplished were
different than what you expected. The items included in
this section reflect responsibilities of professional
workers in information gathering, testing, agency rela
tions, coordination and community service, client and
family service, and counseling. In this section, please
appropriate column with regard to
check the duties in the appropriate
your opinion as to what :he
t~
rehabilitation counselor and
counseling psychologist does and what, in your opinion, he
it
should do. There is also a column if you feel some other
professional person can better perform the duty.
A. DUTY A REHABILITATION COUNSELOR PERFORMS
B. DUTY A REHABILITATION COUNSELOR SHOULD PERFORM
C. DUTY A COUNSELING PSYCHOLOGIST PERFORMS

Ar B

; D. DUTY A COUNSELING PSYCHOLOGIST SHOULD PERFORM
I
E. DUTY ANOTHER PROFESSIONAL PERSON CAN BETTER
PERFORM
C f D
1.
2.
3.
4.
5.
6.

Interview client and/or relatives for
personal information.
Investigate home and neighborhood
environment of client.
Obtain client information from other
agencies and/or individuals (e.g.,
school, physician).
Obtain psychological examination of
client.
Conduct psychological examination of
client.
Administer and interpret individual
tests (WISC, WAIS, S-B, TAT, etc.) to
client and family.
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SECTION IV.--Continued

A. DUTY A REHABILITATION COUNSELOR PERFORMS
B. DUTY A REHABILITATION COUNSELOR SHOULD PERFORM
C. DUTY A COUNSELING PSYCHOLOGIST PERFORMS
D. DUTY A COUNSELING PSYCHOLOGIST SHOULD PERFORM

A

B

C

E. DUTY ANOTHER PROFESSIONAL PERSON CAN BETTER
PERFORM
E

D

7.

ij

|

Administer and interpret group tests
(attitudes, interests, achievement,
etc.) to client and family.
8. Participate in regular case conferences
with supervisor.
9. Maintain case records and cumulative
file on client.
10. Participate in In-Service Training Pro
gram.
11. Plan and conduct research and follow-up
studies of clients.
12. Prepare and submit case summaries to
appropriate referral agencies,
individuals, and institutions.
13. Serve as community resource and liaison
person (between agency and community)
14. Serve on community committees and workstudy groups.
15. Participate in local civic and fraternal
organizations.
16. Coordinate activities of all agencies
involved with client.
1.7. Explain purpose and goals of rehabilita
tion to community (public groups).
18. Act as liaison between client and
community.
19. Organize and conduct community surveys,
analyses, and workshops (pertinent to
rehabilitation).
20. Serve as consultant to schools and
community agencies in areas of occupa
tional, educational, and personalsocial information.
21. Conduct and participate in staffings
and case conferences with other
community professional workers and
agencies.
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SECTION IV.--Continued

A. DUTY A REHABILITATION COUNSELOR PERFORMS
! B. DUTY A REHABILITATION COUNSELOR SHOULD PERFORM
C. DUTY A COUNSELING PSYCHOLOGIST PERFORMS
D. DUTY A COUNSELING PSYCHOLOGIST SHOULD PERFORM
E. DUTY ANOTHER PROFESSIONAL PERSON CAN BETTER
PERFORM
A

:

B

D
22.

23.
24.
25.
26.

27.
28.
29.
30.
31.
32.
33.
34.

Id entify need for and make referrals to
appropriate agencies (health depart
ment. welfare department, courts,
etc.).
Develop the accepted values of society
and the local community.
Recommend specialized curricula for
needs of handicapped students in
local schools.
Interpret philosophy and goals of
rehabilitation and psychological
services to client and family.
Offer direct service to client's family
if there are signs of poor client
adjustment and/or if their personal
problems are affecting client's
adjustment.
Interpret state rehabilitation policies
and regulations to client and family.
Advise client and family of help avail
able through other community resources.
Prepare client and family for referral
to other agencies.
Secure medical, dental, and surgical
care for client when indicated by
professional opinion.
Take or arrange for transportation of
clients to clinics and facilities for
specialized services or treatment.
Find job opportunities for clients and
make job placement.
Secure emergency assistance for indigent
families.
Investigate educational and training
opportunities for client.
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A. DUTY A REHABILITATION COUNSELOR PERFORMS
B. DUTY A REHABILITATION COUNSELOR SHOULD PERFORM
C. DUTY A COUNSELING PSYCHOLOGIST PERFORMS
D. DUTY A COUNSELING PSYCHOLOGIST SHOULD PERFORM

A

B

C

D

E. DUTY ANOTHER PROFESSIONAL PERSON CAN BETTER
PERFORM
E
35.

Obtain prosthetic and orthotic devices
for clients.
36. Provide and conduct orientation and
group guidance classes regularly with
clients.
37. Obtain glasses, corrective shoes, and
other such aids for clients.
38. Counsel other professional workers with
personal problems.
39. Conduct individual counseling in:
a. adjustment to work problems
b. vocational and employment problems
c. educational and academic problems
d. social-recreational problems
e. social-psychological problems
f. personal-psychological problems
g. home and family problems
h. emotional problems
i. moral, values, and religious
problems
j. health and physical development
problems
k. premarital and marital problems
1. financial problems
m. decision-making problems
n. goal clarification problems
40. Organize and conduct group counseling
for clients and/or families in any or
all of the above (refer to item 39).
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SECTION V. EDUCATION, EXPERIENCE, AND
PROFESSIONAL AFFILIATION—
As you are a professional person with whom a rehabilitation
counselor and counseling psychologist will often be working
in a local community, it is important to know your feelings
with regard to education, training, experience, and profes
sional affiliations of the rehabilitation counselor and
counseling psychologist. From an analysis of this kind of
information we hope to better understand your expectations
and use your opinions as guidelines in our current educa
tion programs. Place a "1" on the scale in accord with
your opinion as to the importance of the following state
ments with regard to a rehabilitation counselor. Place a
"2" on the scale in accord with your opinion as to the
importance of the following statements with regard to a
counseling psychologist.
NO
IMPORTANCE
1.

2.

3.

4.

HAVE PREVIOUS WORK EXPERIENCE
OUTSIDE THE FIELD OF REHABILI
TATION COUNSELING OR COUNSELING
PSYCHOLOGY:
HAVE GRADUATE DEGREES SPECIFICALLY
IN REHABILITATION OR COUNSELING
PSYCHOLOGY:
HAVE GRADUATE COURSE WORK
SPECIFICALLY FOR WORKING WITH:
a. school children
b. physically handicapped children
and adults
c. mentally retarded children and
adults
d. emotionally disturbed children
and adults
e. mentally ill children and
adults
f. aged
g. deaf and hard of hearing
h. blind

«

ESSENTIAL

'

•

j i » * t i » i

J

L
J—I

»

'

«

L

»

I t I
I, ,1

t. I, ,1

O-J

t

t

I. I

'

'

»

'

»

'

«

I

HAVE UNDERGRADUATE PREPARATION IN:

A.
b.

c.

education
paychology
sociology

'

, ,

»

J 1 L.

*

*
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SECTION V.--Continued

NO
IMPORTANCE
d.
e.
f.
g.

j » • f * »

J

I

l

L

5.

HAVE COURSE WORK IN SUPERVISED
PRACTICE IN COUNSELING IN A
REHABILITATION FACILITY:

6.

HAVE SUPERVISED INTERNSHIP IN A
NON-URBAN COMMUNITY:

J I I I I I 1 L

HAVE COURSE WORK (UNDERGRADUATE OR
GRADUATE) IN:
a. rural agricultural economics
b. rural sociology
c. group dynamics
d. vocational education
e. industrial education
f. vocational agriculture
g. adult education

•
•
•
*
»
•
*

7.

t.

HAVE GRADUATE COURSE WORK IN:
a. child psychology
b. individual testing/diagnosis
c. research techniques
d. statistics
e. abnormal psychology
f. theories of counseling and
psychotherapy
g < principles of guidance
h. educational philosophy/history
i. educational psychology
clinical psychology
mental hygiene
1. psychology of personality
m. psychological aspects of
disability
n. community organization/
resources
o. medical aspects of disability
*• attitude and opinion analysis
educationa1/occupationa1/
social information

i:

\

anthropology
public health
business administration
biological or physical sciences

ESSEN
TIAL

1
•
•
•
•
»
»

1
1
f
f
1
1
t

•
f
»
•
*
f

* 1

«

•
t
I
t

1
1
1
f

•
•
•
•
•

i
i
i
»
•
i
•

r I
f
i f
i f
•
i I
i I

•
•
t
t
t

i
i
t
i
I

» » „t » ^
t I tit * •
•
1 • •
• i 1 » •
f » •
t • f • •
• » 1 • >

t
t
i
i
i
t
t

f
t
«
•

*

•

•

1
I
f
I
1
I
I

I 1
I
1 1
t f
I f
•

|

t
t
1
1
f
t

I
t
I
f
I
1
f

• t t i • i I I
« • I t 9 t I t
t • 1 • t t I I
• t I.I t • t, 1 I
t t

JL. t 1 -JL. t JL
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SECTION V.--Continued

NO
IMPORTANCE
9.

10.

HAVE ACTIVE MEMBERSHIP IN:
a. local or county guidance
association
b. state guidance association
c. American Personnel and
Guidance Association
d. state psychological
association
e. American Psychological
Association
f. American Rehabilitation
Counseling Association
g. National Rehabilitation
Association
PRESENT PAPERS AND ACTIVELY
PARTICIPATE IN NATIONAL AND
REGIONAL CONVENTIONS:

Comments:

ESSENTIAL

•

1

•

«

(

•

•

«

»

•

•

1

I

*

t

t

•

1

i

»

•

•

•

t

1

f

•

•

•

•

I

I

t

•

•

•

i

*

1

•

i

JL *
—L.

«

J

L__!

J I I L

APPENDIX 6

COMMENTS OF SUBJECT GROUP RESPONDENTS
An additional category of analysis, which was not
designed to meet any statistical tests, was the section of
the questionnaire entitled "Comments."
Several representative comments are quoted to
provide further insight into the thoughts of the respond
ents to the study.

These comments may have meaning in

terms of not only formal education programs for profes
sional personnel but, most specifically, for public
information dissemination and in-service training programs.
Of seeming importance to training programs was a
comment from a physician, "I readily admit being skeptical
of psychologists and counselors who seem to feel qualified
to advise and direct children and adults without a thorough
physical examination first."
Also regarding training, from a counselor:
If graduate programs would spend less time on
this kind of nonsense and more time on construc
tive, concrete and beneficial activities, our
entire society would profit. I feel it is about
time some of us took the initiative and shook
some of the self-righteous people from their
death grip on the entire educational structure.
And, from a school administrator:
These highly skilled people are not of value
to the schools unless highly trained with
151
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understanding of young people. Unless we get
very well trained people in this area, it
becomes a dumping ground for ex-school
teachers who were unsuccessful in the class
room. I also believe a great deal of actual
successful teaching experience is necessary
to complete one's training in this very
important field of psychology and rehabilita
tion.
Another administrator said, "I feel that rehabilitation
persons should be more sociology oriented whereas
psychologists should be more psychologically oriented.
Both should have on-the-job experience not tied in with
psychology or rehabilitation but in private industry or
business so as to understand what average workers go
through."
A social worker wrote, "I'm convinced that graduate
work in social welfare, for instance, is often wasted when
the student was a drop-out from life to begin with.

We

need dynamic and new curriculums in these fields."
Concerning professional affiliations, a social
worker commented, "In our area, we don't ask a man to list
his affiliations If he cares about our clients and is
equipped (via formal education or native ability or both)
to be of assistance to them."

An administrator supported

this with, "The organization doesn't make the man—the man
makes the organization.

A poorly qualified person can hide

behind the facade of professional organizations."

A nurse

commented, "Professional activities should not get in the
way of accomplishing the routine tasks and duties."
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Comments on the study in general shed some light on
the value systems operating in some of the respondents.

A

caseworker said, "This type of opinion poll is too con
fining for effective analysis."

Another added, "The

challenging thoughts provided may stimulate those in nonurban areas to urge community leaders to do more."

A nurse

contributed, "The study takes time that we just don't have.
Let's first find a way to take care of the needs that we
know we have and take care of fancy studies when the more
urgent needs have been met."

Yet another nurse offered,

"I do know we need a rehabilitation program which provides
counseling."

An administrator supported the previous

comment with, "I feel any community would profit and be
fortunate to have the services of a counseling psychologist
and a rehabilitation counselor."

Another administrator

admitted, "Having never worked with either, I feel very
inept at answering these questions.

It is my hope that

these services will soon be available for all children."
Perhaps apologetically, a counselor wrote, "Manpower
determines, sometimes, ones actions."
The most disturbing comments are those which indi
cate that professional persons in rehabilitation psychology
have not articulated their services well.

Coming from

several school administrators were comments such as:

"I am

afraid this is out of my line as I am not familiar with the
use of this type of guidance," "I am not too versed in these
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matters," and from a counselor, "I doubt that the results
can be valid if everyone contacted has as little contact
with these services as I."
Negativism, conservatism, and skepticism seem to
describe the physicians who commented as follows:
"Already too much bureaucracy and social reforms," and an
anesthesiologist, who excused himself thusly, "In my branch
of the profession, I do not use or need them (rehabilita
tion services)."

Another stated, "I am primarily a

surgeon, survey actually does not apply."
More erudite comments from physicians were:
"Undoubtedly you are trying to derive some valid conclu
sions from this questionnaire.

However, to me many parts

are so nebulous and my knowledge so limited that any value
placed on such answers are only a tribute to my own
ignorance," and from another:
It is obvious to me that a study of this
type must be as penetrating and complete as
possible. However, for me to indicate all the
activities of various types of personnel,
strikes me as very impractical. Referrals are
not easy or quickly accomplished. You appear
to be trying to set up a metropolitan plan in a
very different type district. What you seem to
wish to propose appears to fit in with our other
plans for Utopia.
Another physician, referring to rehabilitation
counselors, said, "I mean a well qualified and especially
MOTIVATED person who does not view the world through
thick, rose colored lenses.

This of course applies to
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everyone in this field of endeavor; thus, NO Politicians
PLEASE."
In addition to the comments, an analysis of 33
questionnaires, returned but not usable, was accomplished
to determine why they were unusable.

This analysis

revealed ten respondents did not feel qualified to even
attempt the survey.
them.

Three stated it did not apply to

Six had either retired and/or moved away from the

state.

Two indicated they had lost the questionnaire after

the second questionnaire had been mailed.

The remaining

12 fell in miscellaneous categories such as:
interested, or deceased.

too busy, not

Thirteen of the questionnaires

were returned after the cut off date and at a time too late
to be included.

Nine of these were from administrators.,

two from counselors, one from a nurse, and one from a case
worker.

APPENDIX 7

DESCRIPTION OF ARIZONA
It is believed that Arizona's 130,000 plus square
miles of desert, mountains, and plateaus, was inhabited byman at least 10,000 years ago.

Since that time, a succes

sion of inhabitants; Indians, Spanish explorers, Mexican
conquerors, and missionaries, have enriched Arizona's
heritage.

The American penetration of explorers, scouts,

mountaineers, traders, cowboys, miners, and military
personnel has added to the melting pot of history.
1960 census breakdown by race reflected:

The

White 90.5 per

cent, American Indian six per cent, Negro three per cent,
Oriental .4 per cent, and others .1 per cent.
Cross, Shaw, and Scheifele (1960) commented
pertinent to the present investigation.

They listed

several characteristic factors which influence health and
social services in Arizona, (1) climatic conditions (mild,
dry, clear and sunny); (2) transient health seekers; (3)
migrant labor; and (4) ethnic groups with below average
income.

.
The climatic factors, particularly in terms of

health seekers, are significant in considering the needs of
the state in psychological and rehabilitation services.
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For example, Arizona receives 80 per cent of the maximum
sunshine annually, averaging 222 clear days per year, and
the average annual rainfall for the state is only 13.69
inches.

Thus, the state attracts people who are seeking

climatic relief from various disabilities.

Many of these

people are potential rehabilitants.
The major economic influences in the twelve
counties involved in this study are mining, agriculture
(both crops and livestock), tourism, and recreation.
It is significant in understanding the non-urban
situation, that approximately three-fourths of the popula
tion in Arizona is located in Maricopa and Pima counties,
both of which include a major metropolitan area, Phoenix
and Tucson.

The remaining one-fourth of the population is

scattered throughout the other twelve counties, none of
which boasts a metropolitan center.
According to the U. S. Bureau of the Census (i960)
data, there was a total population of 1,302,161 in the
state of Arizona.

There were two Standard Metropolitan

Statistical Areas (100,000 or more population), Phoenix
(663,510) and Tucson (265,660).

There was an urban-rural

population breakdown of 970,616 and 331,545 respectively.
An urbanized area contains at least one city of 50,000
inhabitants or more.

Only Maricopa and Pima counties

qualify under this criteria.

Although an urban population

was defined as all persons living in places of 2,500
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inhabitants, an urban area for this study was arbitrarily
required to have more than 25,000 population.
In 1960 there were only four places of 10,000 or
more in the twelve counties (Apache, Cochise, Coconino,
Gila, Graham, Greenlee, Mohave, Navajo, Pinal, Santa Cruz,
Yavapai, and Yuma), included in this study.

These places

were located in Cochise, Coconino, Yavapai, and Yuma
counties.
Table 26 provides a statistical description of each
county included in the study.

This table is the result of

compilation and condensation of data from the U. S. Bureau
of the Census (1960) and Arizona Highways (1966).
Table 26
Arizona Statistical Table of Counties
(Exclusive of Maricopa and Pima)

County
Apache
Cochise
Coconino
Gila
Graham
Greenlee
Mohave
Navajo
Pinal
Santa Cruz
Yavapai
Yuma

County Seat and
Population
St. Johns
Bisbee
Flagstaff
Globe
Safford
Clifton
Kingman
Holbrook
Florence
Nogales
Prescott
Yuma

(1,310)
(9,914)
(18,214)
(6,217)
(4,648)
(4,191)
(4,525)
(3,438)
'2,143)
7,286)
12,861)
23,974)

County
Population
1960
30,438
55,039
41,857
25,745
14,045
11,509
7,736
37,994
62,673
10,808
28,912
46,235

Per Square
Mile Popu
lation
2.7
8.8

2.3
5.4
3.0
6.1
0.6
3.8
11.7
8.7
3.6
4.6

APPENDIX 8

SELECTED CHRONOLOGY OF EVENTS CONCERNING
PSYCHOLOGICAL AND REHABILITATION
SERVICES
As this study has encompassed several more specific
problems within the general field of rehabilitation
psychology, the items selected range from legislative
activities in the areas of counseling, education, and
rehabilitation, to the establishment of professional
organizations involved in the evolution of counseling
psychology.

Several pertinent contributions of notable

persons, in the general area of applied human relations,
have been included.

There has been no intent that this

chronology be accepted as comprehensive; however, it is
suggested that the events herein contained are important
enough to be included in any proposed, or actual, compre
hensive chronology.

The material presented in this

appendix has been obtained from several sources listed in
the references, however, much of the information was taken
from three primary sources:

Brewer (1942), Borow (1964),

and Obermann (1965).
1657 - Compensation for disabled workers in Boston.
1776 - First National Pension Law adopted providing for
compensation for service connected disability.
1798 - Compulsory insurance against sickness for seamen.
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1862 - General Law (12 Stat. L., 566) provided for medical
care and treatment of war injured veterans.
1867 - The U. S. Department of Education was established.
1881 - American Red Cross organized with Clara Barton as
first president.
1902 - Cooperative insurance law for injured workmen.
1908 - Workmans Compensation covering disabled federal
employees.
1908 - The Vocation Bureau of Boston opened with Frank
Parsons as Vocational Counselor and Director.
1909 - Parson's book, Choosing A Vocation, was published.
1911 - First university level course in vocational guidance
offered at Harvard.
1911 - The Vocational Guidance News-Letter was the first
American journal published which was devoted to
vocational guidance. This journal was the ancestral
beginning of the Personnel and Guidance Journal
of APGA.
1911 - Enactment by ten states of compulsory compensation
laws for disabled workers.
1912 - Miinsterberg published Psychology and Industrial
Efficiency in Germany, perhaps the classical
beginning of studies in occupational choice and
worker performance. American edition published in
1913.
1913 - The National Vocational Guidance Association was
founded in Grand Rapids, Michigan.
1913 - The U. S. Department of Labor was organized.
1915 - The Division of Applied Psychology was established
at Carnegie Institute of Technology.
1917 - Smith Hughes Act (Public Law 347, 64th Congress)
provided for Vocational Education and Adjustment at
Sub-college level.
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1917 - Amendments to War Risk Insurance Act of 1914
(Public Law 90, 65th Congress) provided, "...
injured person shall follow . . . courses of
rehabilitation and vocational training."
1917 - The Psychological Committee of the National Research
Council, appointed through APA, was organized to
recommend contributions of psychology to WW I
effort. Also, the Committee on Classification of
Personnel in the U. S. Army was created by the
Secretary of War. The Army Alpha and Army Beta
Tests were major products of WW I psychological
influence.
1918 - Methodist Church established the Goodwill Industries.
Today it is nondenominational and operates centers
in 150 cities in the U. S. and in 12 foreign
countries.
1918 - Smith-Sears Act of 1918 was passed to render
assistance for the vocational education and training
of disabled military personnel.
1918 - Regina Dohan, in Wisconsin, was the first person to
engage in vocational rehabilitation work as a fulltime public employee.
1919 - Minnesota enacted the first state law to provide
for rehabilitation services by including, "...
persons disabled in industry or otherwise," April 23,
1919.
1920 - Smith-Bankhead Act of 1920 extended the provisions
of the Smith-Sears Act to assist disabled civilians.
1920 - Vocational Rehabilitation Act (Public Law 236, 66th
Congress)
. .to provide for the promotion of
vocational rehabilitation of persons disabled in
industry or in any legitimate occupation . . . ."
Section 2 of the act provided: "... the term
'persons disabled' shall be construed to mean any
person, who, by reason of physical defect or
infirmity, whether congenital or acquired by
^ccident, injury or disease . . . ."
i

1920 - The Civilians Vocational Rehabilitation Act (Public
Law 236, 66th Congress) was signed by President
Wilson, June 2, 1920.' This law recognized that school
age people (to be trained under the Smith-Hughes
Act) presented primarily educational problems and
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that disabled persons presented complicated
problems in social and psychological adjustment.
1921 - A total of 45 states and territories had enacted
compulsory compensation laws for disabled workers.
1921 - The Swet Bill (Public Law 47, 67th Congress)
created the Veterans Bureau. Training rehabilita
tion, and adjustment to civilian life with voca
tional advisement emphasized.
1922 - First National Conference on Vocational Rehabilita
tion was held in St. Louis.
1922 - Thirty-five states had accepted responsibility under
the federal Vocational Rehabilitation Act and 33 had
developed active rehabilitation service programs.
1924 - War Veterans Act of 1924 provided for an orderly
legal basis for closing out previous veteran voca
tional rehabilitation programs. These were closed
out by 1928. The peak number of participants was
131,000 in training in May, 1922.
1925 - Harry D. Kitson, pioneer in vocational counselor
training, at Indiana University published The
Psychology of Vocational Adjustment and urged
highly specialized training for vocationa1
counselors.
1928 - The American Foundation for Mental Hygiene was
established.
1930 - Donald G. Paterson published research evidence on
the relationship between body traits and intel
lectual performance in Physique and Intellect.
1933 - Veterans Bureau was reorganized and designated the
Veteran's Administration (Public Law 2, 73rd
Congress) March 20, 1933 (known as the Economy Act).
1933 - Federal Emergency Relief Administration established.
1933 - The Civilian Conservation Corp was created.
1933 - The Wagner-Peyser Act established the U. S. Employ
ment Service.
1934 - The Occupational Research Program of the U. S. E. S.
established.
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1935 - The Federal Emergency Relief Association program was
absorbed by the Works Progress Administration. One
division within WPA was the National Youth Adminis
tration, which extended guidance services for needy
youth.
1935 - Robert Hoppock's classic, Job Satisfaction, was
published.
1935 - The American Youth Commission was established by the
American Council on Education.
1935 - Amendments to the Social Security Act benefited
1939
vocational rehabilitation by providing $3,500,000
annually for rehabilitation programs.
1938 - The Occupational Information and Guidance Service
was organized under the Division of Vocational
Education of the U. S. Office of Education.
1938 - The B'nai B'rith Vocational Service Bureau opened in
Washington, D. C.
1939 - The Jewish Occupational Council was established as
the coordinating body for all Jewish Vocational
Service agencies which were established during the
decade of the 1930's. There are currently 25
agencies in major American cities offering a variety
of psychological and rehabilitation services
including 17 sheltered workshops.
1939 - The first edition of the Dictionary of Occupational
Titles was published. This basis reference coded,
titled, and defined more than 18,000 occupations.
1940 - The Occupational Outlook Service was established
within the Bureau of Labor Statistics of the U. S.
Department of Labor. This service issues the
Occupational Outlook Handbook.
1941 - The national emergency of WW II created critical
manpower problems. The War Manpower Commission was
established. The War Department gave major
responsibility to the Personnel Research Section of
the Adjutant General's Office for selection proce
dures. Personnel and classification procedures were
developed by all branches of the Armed Forces.
Contributions included the Army General Classifica
tion Test, validation and standardization of various
test batteries, and the stanine method of converting
raw scores to standard scores.
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1942 - John M. Brewer's History of Vocational Guidance was
published.
1942 - Counseling and Psychotherapy, by Carl R. Rogers, was
published which prompted a revamping of previously
held assumptions about the interviewing process and
the dynamics of affective and motivational behavior
of the client.
1943 - Barton-LsFolletts Act provided increased benefits to
disabled persons through expansion of the civilian
vocational rehabilitation program.
1943 - Public Law 2, 73rd Congress, was amended by Public
Law 16, 78th Congress, March 24, 1943, to provide
for rehabilitation services to WW II veterans. This
act is known as the Disabled Veterans Rehabilitation
Act.
1943 - E. K. Strong, Jr. published the monumental work of
19 years of research in his Vocational Interests of
Men and Women. He published Vocational Interests
Eighteen Years After College in 1955, a follow-up
to his original study.
1943 - Office of Vocational Rehabilitation established
July 6, 1943, as a constituent of the Federal
Security Agency. This office was the primary
instrument in federal-state system for restoration
of disabled persons to the fullest physical, mental,
social, vocational, and economic usefulness of their
capabilities. It was charged with establishing
standards in various areas of service to assist the
handicapped in becoming employable including medical,
surgical, and psychiatric care; hospitalization;
artificial appliances; vocational guidance and
training; maintenance during training; and placement
in employment. Physical examination, counseling
and training are provided without cost to the extent
of the applicant's inability to pay from his own
resources. The Vocational Rehabilitation Act of
1920 was amended to provide eligibility for
mentally, as well as physically disabled in 1943.
Specific provisions were made for the blind. State
programs are administered as Divisions of Rehabili
tation in the states.
1944 - Servicemen's Readjustment Act of 1944, popularly
known as the G.I. Bill (Public Law 346, 78th
Congress, June 28, 1944) gave major responsibility
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for rehabilitation to the VA and provided services
for veterans with social and economic disabilities
by providing for vocational evaluation and coun
seling. The VA formed the Vocational Rehabilitation
and Education Service as a result of this law. By
1947, the VA had a staff of over 28,000 including
specialists in counseling, training, and placement.
Most of the counseling services were offered through
counseling bureaus in colleges and universities.
Provision of counseling was one of the most impor
tant features of the VR & E program. Dr. Ira D.
Scott was selected to develop the counseling
services and wrote the much used Manual of Advise
ment and Guidance. Under his influence, and to meet
the shortage of qualified counselors, training
seminars for VA counselors were started in 1944.
Obermann (1965, p. 190) said, "Recruiting of
properly trained persons was difficult because so
many of the country's able psychologists and coun
selors were in the military services and could not
be made available to the VA in great number or for
long periods of time."
1946 - The American Board of Examiners in Professional
Psychology was established by the APA.
1947 - National Mental Health Act of 1946 was signed in
June of 1947.
1947 - The American Psychological Association established
Divisions. Division 17, Counseling Psychology
(until 1952, the Division of Counseling and
Guidance) has fostered professional development of
counseling psychology through various activities in
training, research, and publication.
1949 - National Committee on Sheltered Workshops and Homebound Programs was formed at the Cleveland Conference
of Social Work.
1949 - National Institute of Mental Health was established
as a division of the U. S. Public Health Service.
1950 - National Association for Retarded Children was
founded.
1950 - Public Law 894, 81st Congress, December 28, 1950,
was enacted to provide for veterans of the Korean
Conflict.
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1951 - Public Law 170, 82nd Congress, Oct. 11, 1951,
amended Public Law 894 and increased provisions for
services.
1951 - The American Personnel and Guidance Association was
founded through a merger of NVGA, ACPA, NAGSCT and
Spate. Subsequently expanded to include ARCA.
Presently has 8 divisions.
1952 - The Conference of Rehabilitation Centers was
established, in Indianapolis, by representatives
from 44 rehabilitation centers located in 21 states.
In 1961, the name was changed to Association of
Rehabilitation Centers and rehabilitation was
defined: "The restoration and adjustment of handi
capped disabled individuals to an optimum level of
functioning in relation to their problems and
needs." Eligibility for membership requires that a
facility provide two of three services identified
medical, psychological-social, and vocationaleducational. Although there are 2000 facilities in
the U. S. claiming to be rehabilitation centers,
only 200 are members of ARC.
1952 - The American School Counselor Association was
organized and became a division of APGA in 1953.
1952 - The Veterans Readjustment Assistance Act of 1952
(Public Law 550, 82nd Congress) explicitly provided
for a Vocational Rehabilitation and Education
Advisory Committee. The writers of this act felt it
necessary to spell out the importance of hospitalized
veterans being counseled and motivated to divert
them from attitudes of chronic illness and
.dependency. By 1953, the vocational counseling
service was well established in all VA hospitals.
In order to upgrade hospital counseling staffs, a
doctoral level training program, in cooperation with
universities, in psychology and counseling was
instituted. This in part, reflected the mounting
evidence that as a social organization becomes more
complex, dependency becomes more burdensome to the
individual and to the community. It was felt this
burden could be relieved by the process of voca
tional rehabilitation. Emphasis was placed on the
assessment of individual characteristics and
capabilities in relation to training techniques and
job requirements (Obermann, 1965, pp. 194-199).
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1953 - U. S. Department of Health, Education, and Welfare
was established.
1953 - The Guidance and Pupil Personnel Section of the
U. S. Office of Education was organized.
1954 - The Research and Demonstration Program of the Office
of Vocational Rehabilitation was initiated under the
Rehabilitation Act Amendments of 1954.
1954 - The Journal of Counseling Psychology was established
as the major publication in the field for articles
on research and theory. C. Gilbert Wrenn was the
first editor.
1955 - The Mental Health Study Act of 1955.
1955 - OVR began a program of training grants for
rehabilitation counselors with provision of stipends
for qualified students.
1956 - War Orphan's Educational Assistance Act (Public Law
634, June 13, 1956) provides for counseling and
training of orphans of veterans and special
rehabilitation for disabled children of deceased
veterans.
1956 - Estimates of Worker Trait Requirements for 4?000
Jobs, developed by the U. S. Employment Service,
was published by the Superintendent of Documents.
Particularly useful to rehabilitation counselors and
vocational evaluation programs.
1957 - The American Board on Professional Standards in
Vocational Counseling was created by The American
Personnel and Guidance Association to evaluate and
certify qualified vocational counseling agencies and
to encourage high professional standards and ethical
practice. In 1961, this board was renamed American
Board of Counseling Services, Inc. It publishes the
Directory of Approved Counseling Agencies.
1958 - National Defense Education Act provides assistance
in the development of counseling, guidance, and
testing programs in secondary schools and the
training of counselors.
1958 - The National Council on Psychological Aspects of
Disability became Division 22 of APA at the annual
meeting.
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1962 - The Counselor in a Changing World, by C. Gilbert
Wrenn, was pub1ished. It examined the current and
future status of counseling and offered recommenda
tions pertinent to counselor selection, training,
and function.
1962 - The Manpower Development and Training Act was
passed. This legislation led to the establishment
of the National Manpower Advisory Committee, which
includes a Panel of Selection and Counseling.
1963 - Vocational Education Act of 1963 requires the states
to provide for vocational guidance and counseling
personnel to offer services to all persons receiving
instruction under vocational education programs.
1963 - The Office of Vocational Rehabilitation became a
major unit of the Department of Health, Education,
and Welfare, and its name was changed to the Voca
tional Rehabilitation Administration (VRA).
1963 - Public Law 88-156, signed by President John F.
Kennedy, provided for federal aid to states in
combating mental retardation.
1963 - Public Law 88-164, Community Mental Health Centers
Act, provided for construction of facilities for
mental retardation and community mental health
centers.
1964 - Economic Opportunity Act of 1964 was passed.
1964 - Thirty-seven states had separate rehabilitation
agencies which served the blind alone. In all other
states one rehabilitation program served all dis
abled.
1965 - Elementary and Secondary Education Act of 1965 was
passed.
1965 - Vocational Rehabilitation Act Amendments (PL 98-333)
were passed.
1965 - Boston Conference on the Education of Psychologists
for Community Mental Health was held.
1965 - Community Mental Health Journal first published.
Defined mental health as being congruent with the
general concept of social well being.
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1966 - Title VI added to Elementary and Secondary Education
Act of 1965 by the aimendments of 1966 providing for
attention to handicapped children.
1966 - MDTA Amendments of 1966 provided for programs to
train and educate older workers and individuals in
correctional institutions.
1966 - Health Professions Personnel and Training Act of
1966 passed.
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