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Abstract 

This research evaluated the r9le of the rural pastor in making mental health 

referrals. A questionnaire was mailed to pastors in several rural California counties in 

order to assess the referral patterns of pastors to mental health professionals. The 

questionnaire consisted of demographic information and Likert-style questions inquiring 

about pastoral interaction, willingness to refer, and referral history with mental health 

professionals. It was expected that many variables including levels of education, 

counseling experience, exposure to mental health, specific denominations, and belief 

systems would affect the referral pattern to mental health professionals. It was also 

expected that all rural pastors would be more likely to refer to a religious versus a non­

religious mental health professional. 

Results of the findings were significant at .01-.05 Jevels. These rural pastors were 

significantly more willing to refer to a mental health professional with a similar belief 

systenL Correlational results showed that several variables seemed to increase the 

likelihood to refer to an atheist, agnostic, non-Christian, Christian, or similar-believing 

mental health professional. The results suggest that while the mental health 
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professionals' belief system seems to be the most significant factor in a pastor's decision 

to refer, other variables may increase the pastor's willingness to consider a referral to 

those who have a dissimilar belief system and whom he or she does not know. Rural 

pastors appear to have some distrust of the mental health profession, but many of them 

are willing to refer if they do not feel capable in addressing the laymen's concerns. 

Therefore, for the rural mental health professional with a same or similar belief system as 

the pastor, building a relationship with the pastor would be an efficient means of 

initiating a referral source. The results indicate that the rural pastor is more likely to refer 

to a mental health professional with a dissimilar belief system if the pastor has had prior 

exposure to a mental health professional; mental health education; or experience in 

psychology, counseling, or mental health. 
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Though psychology itself is a young science, emerging primarily within the last 

two centuries, the field ofrural psychology is in its infancy, with its major works having 

emerged within the last two decades (Hargrove, 1982; Jordan & Hargrove, 1987; Keller 

& Murray, 1982; Weinhart & Long, 1990). Rural healthcare is of recent concern to the 

American Psychological Association (AP A) and the US government, and many steps 

have been taken to address the needs of the rural population, including loan repayment 

programs, research grants, and written material addressing rural topics (Weinhart & 

Long, 1990). These recent attempts to facilitate the availability of quality healthcare in 

the rural populations create a need for mental health professionals (MHP's) serving rural 

residents. Therefore, understanding rural referral sources is both important and necessary 

for the rural mental health professional 

Defining Rural 

One of the difficult issues in studying rural psychology is defming rural. Due to 

the recognition of need in rural America, researchers have sought to better define rural 

and to identify common characteristics of these unique populations (Hargrove, 1982; 

Jordan & Hargrove, 1987; Keller & Murray, 1982; Weinhart & Long, 1990). Arcury, 

Quandt, McDonald, and Bell (2000), Harvey, Bond, and Greenwood (1991), and Brody 

and Flor (1998) did not define rural in their studies about rural populations. Even in 
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studies helping to broadly portray the rural population, rural frequently is not defined 

(Brody, Stoneman, & Flor, 1996; Lock & Vincent, 1995; King, Elder, & Whitbeck, 1997; 

Muldcr&Chang, 1997; Seivewright, Tyrer, Casey, & Seivewright, 1991). 

A voiding a definition of rural is problematic for two reasons: a) the inability to 

standardize rural as a variable in research, and b) the inability to duplicate studies or 

build on previous research (Jordan & Hargrove, 1987). Jordan and Hargrove (1987) 

found that most definitions of rural have come from the Bureau of the Census, which 

"did not derive these definitions for the purposes of social research" (p. 25). Therefore, 

rural and urban have historically been defmed within the interests of population and 

voting distribution. This causes difficulty for social sciences to replicate studies in 

various rural and urban communities. 

The confusion of rural definitions begins with government-related agencies. 

Weinhart & Long (1990) state "some government designations define rural as those 

living outside a Metropolitan Statistical Area" (p. 61). A Afetropolitan Statistical Area 

(MSA) includes all geographical areas connected to a city with a population of at least 

50,000 people (Keller & Murray, 1982). The purpose of the MSA is to account for very 

small towns within a close distance to a larger city. However, these same small tovms are 

included as Nonmetropolitan Areas by the Office of Management and Budget (Weinhart 

& Long, 1990, p. 81). Unfortunately, a Nonmetropolitan Area also includes all rural 

areas. All of these defmitions arc arbitrarily written; population is based on population 

percentage per mile, and no definition accounts for geographic isolation. For example, if 

the definition was: "90 miles away from a city with a population of50,000," it excludes 

geographic features, (e.g., mountains and rivers) or accessibility options such as public 
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services or transportation. These variables are important because, ''population density and 

distribution affects service delivery" (DeLeon., Wakefield, Schuhz, Williams, & 

VandenBos, 1989, p. 1301). 

Jordan and Hargrove (1987) and Keller and Murray (1982) agreed that there is no 

satisfactory definition ofrural. A complete definition would require consideration of 

variables such as ecological factors, group behaviors, the presence of organizational 

structures, personal characteristics of inhabitants, psychosocial attitudes, and primary 

occupation, particularly dependence on one major natural or proletarian industry (Fox, 

Merwin, & Blank, 1995; Jordan & Hargrove, 1987; Sarantakos, 2000). Including all of 

these factors accounts for the distinctiveness of rural life, particularly for the purposes of 

rural research, but it is not a practical definition of rural. Aside from being financially 

impractical, it does not truly serve the ideals of social sciences research. Instead of 

discovering the group behaviors of rural people, rural people would be defined by group 

behaviors. Therefore a smaller, self-isolated group with these characteristics existing 

within the center ofa large metropolitan city could be considered rural 

For the purposes of this study it is important to operationalize a definition of 

rural. The most recent census revision of the criteria for rural is found in the 2000 U.S. 

census. It states: 

"Rural" consists of all territory, populations, and housing units located outside of 

UA's [urbanized areas] and UC's {urbanized clusters). It contains both place and 

nonplace territory. Geographic entities, such as census tracts, counties, 

metropolitan areas, and the area outside metropolitan areas, often contain both 

urban and rural territory, population, and housing units. (U.S. Census Bureau) 
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UAs and UCs are considered to be core census groups that have a population density of at 

least 1,000 people per square mile. They also include surrounding census blocks that 

have an overall density of at least 500 p<.'Oplc per square mile. These criteria have 

changed since the revisions in t 990, including a continuum of urban divisions, and the 

inclusion of"extended areas." Extended areas are suburban areas that are close enough 

to urban areas to split the arbitrary division of a rnral and urban area. These are now 

included in UAs, since further development of transportation and technology allows for 

greater distance from another city (U.S. Census Bureau. 2000). The newest completed 

map of urban and rural delineations is expected in the second quarter of2002. For the 

purposes of this study the definition ofrural consists of''all territory, population. and 

housing units located outside ofUA's and UC's" (U.S. Census Bureau, 2000). 

Characteristics of Rural Americans 

Demographics. Depending on the definition, 24-27% of the American population 

is considered to be rural (Bergland, 1988; Deleon et al., 1989; Keller & Murray, 1982). 

Since 1975 there has been a higher migration rate to rural areas and a higher retention 

rate in rural areas of America (Keller & Murray,1982; Weinhart & Long, 1990). Even 

with the recent migration of younger, higher educated, and more racially diverse groups, 

the rural population is still "slightly older, slightly less educated, and more homogeneous 

in terms of race and ethnicity than the metropolitan area" (DeLeon et al., 1989, p. 1300). 

The rural population is still also disproportionately poor, "with a poverty rate estimated at 

somewhere between 16.9% and 18% in rural areas, compared to an urban poverty rate of 

about 12%" (Deleon et al., 1989, p. 1299). 
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Income and employment. The unemployment rate is approximately 50% higher in 

rural populations than in urban populations (DeLeon et al., 1989). Rural areas contain 

"more than half of the nation's substandard housing units" (Keller & Murray, 1982, p. 7). 

The percentage of rural Americans employed strictly by farming and agriculture is 

lowering, and those who do farm have a lower income than nonfarming rural residents 

(Keller & Murray, 1982). However. in rural areas there may be the potential of 

additional sources of income that may assuage the impact of receiving less gross income 

than urban areas, such as a bartering system or utilizing work related resources for 

personal reasons such as produce or a vehicle. 

Many studies have found that rural Americans show high levels oflife-satisfaction. 

This is due to the sense of community, higher religious participation, and a slower pace 

oflife (Harvey, Bond, & Greenwood, 1991; Keller & Murray, 1982; King et al., 1997; 

Mitchell & Weatherly, 2000). Several motivating factors for a recent migration trend to 

rural areas indicate that many people find rural life to be attractive and soothing 

compared to urban life (DeLeon et al., 1989). In fact, some studies have found that even 

with higher rates of illness and poverty, rural people are less likely to be dissatisfied with 

life or complain about life than urban residents (Harvey et al., 1991; Keller & Murray, 

1982; King et al, 1997). 

Geography and climate. One of the most common reasons why rural 

communities stay rural is because of the geographic obstacles that may impede natural 

population growth (Keller & Murray, 1982). The AP A's Rural Psych outlines several 

significant factors related to geography in the rural population "including isolation, 

distance from major metropolitan centers, geographic barriers, inclement weather, ... and 
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limited opportunities for employment" (American Psychological Association [APA], 

1999). Rural communities often have unique climate and unusual weather patterns. In 

logging industries, rainforest conditions often deter population growth, and oil or 

manufacturing companies dependent upon naturd.I gas tend to locate themselves in more 

desert climates. 

In spite of potential struggles, rural residents are likely to be emotionally attached 

to the geography around them. Weinhart and Long (1990) found that even though rural 

geography may lead to feelings of isolation and loneliness, "for many farm families the 

psychological tie to a place is so strong that they would rather take unsatisfying work in 

the local rural community than leave the area" (p. 63). For example, the two 

Northernmost counties of California (Siskiyou and Del Norte) are considered completely 

rural. They are isolated by several different mountain ranges (Coast Range, Siskiyou 

Mountains, Klamath Mountains, Trinity Alps, Cascade Range), the Pacific Ocean, 

several major rivers (Klamath River, Mad River, Trinity River, Van Duzen, Smith River, 

Eel River), and the national Redwood forests. It is considered one of the most beautiful 

places on earth, but due to the geography and distance from urban centers, there is 

substantially less population gro\li1h in these counties than in the central or southern 

California counties. 

Prevalence of illness. Weinhart & Long (1990) found that rural Americans are 

"more likely to suffer from chronic disease conditions such as arthritis, visual and hearing 

impairments, ulcers, thyroid and kidney problems, heart disease, hypertension, and 

emphysema" (p. 62-63). Similarly, the AP A's Rural Psych ( 1999) stated: 
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Rural residents suffer higher incidences of chronic illness, experience 

greater disability and morbidity related to diabetes, cancer, hypertension, 

heart disease, stroke, and lung disease ... They are [also] more likely to be 

involved in an injury-producing accident due to the more dangerous rural 

environment. 

The 1999 report also recogniz.es higher exposure to toxic chemicals, higher likelihood of 

smoking, higher rates of being misdiagnosed by general practitioners, greater risks for 

obesity, higher rates of alcohol abuse and dependence, greater frequency oflethal suicide 

attempts, and higher prevalence of spousal abuse (AP A). 

Prevalence of mental illness in rural residents is difficult to study due to the 

limited availability of mental health treatment centers. Dohrenwend and Dohrenwend 

(1974) found higher rates of psychiatric disorders in urban areas, particularly psychotic 

disorders. Srole and Fischer (1977) critiqued the sampling problems in the Dohrenwend 

study, and contrasted "that a resident·metropolitan population emerges with a lesser 

prevalence of mental impairment than a demographically matched sample ofruralities" 

(p. 481). Seivewright et al., (1991) found a greater number of psychotic disorders in rural 

areas, but not significantly higher than urban areas. However, they also found that rural 

Americans visit their general practitioner with significantly higher frequency than their 

urban counterparts. Due to this finding, Seivewright et al., (1991) implied that there is a 

possibility some of their subjects' mental illnesses may have been treated by primary care 

physicians rather than by mental health professionals. Dohrenwend and Dohrenwend 

(1974) suggested that mental disorders are more closely linked to poverty than to the 

division of rural and urban, and also emphasized that higher rates of poverty exist within 
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rural areas. However, as Keller and Murray ( 1982) noted, "there is a substantial amount 

of psychopathology in rural areas" {p. 14), regardless of whether there is a higher 

prevalence in urban or rural populations. 

Rural values and belieft. Rural communities are generally viewed as more 

conservative, politically and religiously (Keller & Murray, 1982). Keller and Murray 

(1982) found four common rural values: "An emphasis on hard work and mastery of the 

physical environment an emphasis on the importance offarnily and community ties, and 

an orientation toward traditional moral standards and conformity to group norms, and 

fatalism" (p. 8). Weinhart and Long ( 1990) suggested that occupation and mastery over 

the environment are often linked. The rural resident may feel both economic and 

psychological failure if forced to obtain a new occupation. They stated, "these families 

ofien withdraw socially, stop going to church, start avoiding school and community 

activities and simply don't want to face others, especially their creditors" (Weinhart & 

Long, 1990, p. 63). 

There is a general understanding that rural populations are more religious than 

urban populations. Fischer (1982) studied the dilference between rural and urban 

religiosity. He found that urban residents were less likely than rural adults to 

acknowledge and participate in a religion and to view religion as important. 

Functionally, the church played a much more significant role in rural areas as a "part of a 

family-neighborhood-church complex that lies at the heart ofa traditional way of life" 

(Fischer, J 982, p. 114). Regarding the rural elderly, Arcury ct al., (2000) said, "religion 

has a more central role in the belief systems of people who live in more rural places than 

in the culture of people who live in more urban places" (p. 56). Even across both 
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minority and majority cultures, Arcury et al., (2000) said that "the salience ofreligion in 

the culture or belief systems of the members of the rural communities is more powerful 

than it is among the members of urban communities" (p. 56). Brody and Flor (1998) 

found that African American rural families "identify the rural church, in particular, as a 

resource that provided nurturance and emotional support for mothers and a cultural 

identity for their children" (p. 803). 

Mitchell and Weatherly (2000) extensively studied several variables measuring 

"religiosity" in rural Americans and found that "church attendance and participation in 

church-related activities were more common among younger, female, and African­

American respondents than among older adults who are male and white" (p. 46). King et 

al. (1997) studied religious involvement in rural youth. and noted that "religion is more 

central to collective life in the rural Midwest than in other regions (p. 433). Jn many 

studies involving rural subjects, religiosity as a variable seems to indicate positive life 

experiences, particularly in the African-American cultures (Brody, et al, 1996; Brody & 

Flor, 1998) as well as the older rural populations (Arcury et al., 2000; Mitchell & 

Weatherly, 2000). 

Psychology and Religion 

There is a long history of tension between psychology and religious beliefs. 

Warnock (1989) attempted to capture the formerly common "anti-religion" spectrum of 

psychology: 

Through the years, religion has been viewed by psychologists and those in related 

professions in many ways: by Freud as an illusion, an obsession and a fulfillment 

of infantile wishes; by Jung as an Archetype; by Fromm as human love; by 
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Erikson as an epigenetic virtue; by James as an intensely personal experience, by 

Sargant as a matter of classical conditioning; by Skinner as a matter of operant 

conditioning; by Allport as a matter of personal becoming; (and] by Maslow as a 

quest for man's higher nature. (p. 263) 

Christian circles have not been without their resentments and retaliations. A 

popular Christian author and speaker, John MacArthur stated, 

The rush to embrace psychology within the Church is frankly mystifying. 

Psychology and Christianity have been enemies from the beginning ... Those who 

followed Freud at first were uniformly hostile to Biblical belief. The foundational 

doctrines of the movement were therefore based on blatantly anti-Christian 

presuppositions ... There may be no more serious threat to the life of the Church 

today than the stampede to embrace the doctrines of secular psychology. They are 

a mass of human ideas that Satan has placed in the Church as if they were 

powerfol, life-changing truths from God ... Though many psychologists call their 

techniques "Christian counseling" most of them arc merely using secular theory 

to treat spiritual problems with biblical references tacked on. (MacArthur & 

Mack, 1994, p. 11) 

Even with more recent bridges between these two dichotomous presentations of two 

worldviews, more conservative views arc similar to these antagonistic belietS. Since 

many of these views arc printed by popular theologians and psychologists, the 

expectation that many rural citizens will not readily embrace psychology is reasonable 

(Carpenter, 1999; Keller & Murray, 1982; Rumberger & Rogers, 1982). Carpenter's 
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(1999) research supported the idea that rural Christians generally hold more negative 

views of psychology than urban residents. 

Pastors and mental health. Rumberger & Rogers (1982) defined "openness" as a 

''willingness ... on the part of the clergy to involve themselves with the mental health 

field" (p. 338). They foWld significant correlates of open behaviors with the variables of 

"pastors' counseling activity, education, denominational affiliation, and style of ministry" 

(Rumberger & Rogers, 1982, p. 337). McMinn, Chaddock, Edwards, Linn, and 

Campbell (1998) similarly used the phrase "psychologist-clergy collaboration" to 

introduce the idea of reciprocal referrals and consultation rather than only clergy to 

psychologist initiation, implying mutual respect and equal competence (p. 564). 

Psychologist-clergy collaboration is ''when a psychologist or clcrgyperson utilizes the 

other's expertise to address a professional task" (Edwards, Linn, & McMinn, 1999, p. 

548). 

The research on collaboration contains clergy referral data. McMinn et al ( 1998) 

surveyed 76 clergy, 26 psychologists interested in religious issues, and 113 psychologists 

interested in clinical psychology. They found that clergy view the values of"shared 

beliefs and values" and "theological awareness" as much more important than either 

group of psychologists when considering collaboration with one another (p. 566). 

Chaddock and McMinn (1999) clarified which values and beliefs were deemed important 

to both clergy and psychologists both in collaboration and also in conceptualizing an 

individual client's mental health. Chaddock and McMinn ( 1999) found that clergy 

viewed "evangelical Christianity" the most important value for both mental health and 

collaboration (p. 323). The least important value for clergy was "self-awareness and 
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growth" (Chaddock & McMinn, 1999, p. 323). Contrastingly, psychologists viewed 

"freedom, autonomy, and responsibility" as the most valuable factor in both mental 

health practice and collaborating with clergy, and agreed that "evangelical Christianity" 

was the least valuable factor in approaching collaboration (Chaddock & McMinn, 1999, 

p. 323). Interestingly, clerb'Y rated each potential value set higher than psychologists. 

This indicated that "psychologists and evangelical clergy have significantly different 

views about the importance for a mentally healthy lifestyle and whether it is important to 

share these values when collaborating with a person from the other profession" 

(Chaddock & McMinn, 1999, p. 326). 

Both Carpenter (1999) and Rumberger and Rogers (1982) addressed the 

importance of pastoral involvement in community mental health referrals, labeling the 

pastor as "the gatekeeper" bet\veen psychology and Christian clients. "The gatekeeper" 

refered to the "active counseling and referral roles in the earliest stages of people's 

emotional distress" (Carpenter, 1999, pp. 337-338). Mey link and Gorsuch ( 1988) 

avoided the "gatekeeper model" to describe referral relationships because it implies 

clergy are not as competent as psychologists and describes only a unipolar direction of 

referrals as if clients require mental health guidance more than spiritual guidance. 

However, Meylink and Gorsuch (1988) agreed that the pastor is a vital resource in 

reaching the community. 

Rural pastors and mental health. Regarding rural health, several studies 

acknowledge that reaching the rural community will require adaptation of services to fit a 

socially acceptable and efficacious model (Bergland, 1988; Fox et al., 1995; Hargrove, 

1982, Keller & Murray, 1982; Weinhart & Long, 1990). Rumberger and Rogers (1982) 
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and Carpenter (1999) both acknowledged potential client referrals through pastors, as 

well as the importance of pastoral influence. McMinn, Meek, Canning, and Pozzi (2001) 

introduce the idea of a "Center for Church-Psychology Collaboration. with its mission to 

make sustained and relevant contributions to the research literature in psychology, train 

doctoral students in effective means of collaborating with religious organizations, and 

provide service to religious conununities throughout the world" (p. 324). McMinn ct al 

(1998) found that common values are a significant factor in psychologist-clergy 

collaboration. 

Purpose of this Study 

Many recent programs by the AP A and the U.S. government were created 

intending to motivate entry-level psychologists to serve rural areas, including loan 

repayment programs (The National Health Service Corps Loan Repayment Program), 

government financial support, and subsidies primarily in the form of grant funding for 

research (Fox et al., 1995). AP A has made several attempts to create awareness of the 

rural communities as well as the rural population's need for mental health services AP A, 

1999; Morris, 1997; Stamm, 1995). Therefore, research into the needs of rural areas has 

been increasing. However, no research to date has specifically evaluated rural pastors 

and mental health referral patterns. 

The purpose of this research project is two fold. First, this study attempts to 

recognize and define the pastor's valuable role in the mental health referral process 

within the rural communities. Second, this research aims to analyze a referral pattern 

from rural pastors by attempting to answer two questions: a) What are the characteristics 

of a rural pastor who has or is willing to refer to a mental health professional, and b) 
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according to most pastors, what characteristics of the mental health professionals 

determine whether or not a referral is made? 

Hypotheses 

This study's purpose is primarily exploratory in nature, however, there are several 

hypotheses made based on findings from the literature review. 

Hypothesis one. The rural pastor will be more likely to refer to a mental health 

professional who is a Christian or a mental health professional with a similar belief 

system (theist) than to an atheistic or agnostic mental health professional, despite 

competency. This hypothesis is divided into 5 sub-hypotheses: 

1-1. A rural pastor will be more likely to refer or have referred to a Christian 

mental health professional or a mental health professional with a similar belief 

system than to an atheistic or agnostic mental health professional. 

1-2. A rural pastor will be more likely to refer or have referred to a Christian 

mental health professional than to an atheistic or agnostic whom the pastor deems 

competent. 

1-3. A rural pastor will be more likely to refer or have referred to a mental health 

professional with a similar belief system than to an atheistic or agnostic mental 

health professional wbom the pastor deems competent. 

1-4. A rural pastor will be more willing to refer to a Christian mental health 

professional, with or without the term "competent," than to a non-Christian 

mental health professional. 
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1-5. A rural pastor will be more likely to refer or have referred to a mental health 

professional with a similar belief system (with or without perceived competency) 

than to a non-Christian mental health professional. 

Hypothesis two. Education will effect the rural pastors' willingness to refer to a 

mental health professional. This hypothesis is divided into three sub-hypotheses: 

2-1. Rural pastors with more years of higher education will be more likely to refer 

or have referred to a mental health professional than rural pastors with less 

education. 

2-2. Rural pastors with recent higher education will be more likely to refer or have 

referred to a mental health professional than rural pastors with a less recent higher 

education. 

2-3. Rural pastors who attend continuing education in counseling issues will be 

more likely to refer or have referred than rural pastors who do not attend 

continuing education. 

Hypothesis three. A rural pastor will be more willing to refer or have referred to a 

mental health professional after he or she has had exposure to a mental health 

professional. This hypothesis is divided into five sub-hypotheses: 

3-1. Rural pastors who have personally sought help from a mental health 

professional will be more likely to refer or have referred to a mental health 

professional than rural pastors who have not sought help from a mental health 

professional. 
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3-2. Rural pastors with a family member who have sought help from a mental 

health professional will be more likely to refer or have referred to a mental health 

professional than rural pastors without a family member who has sought help. 

3-3. Rural pastors who have exchanged consultation services with a mental health 

professional will be more likely to refer or have referred to a mental health 

professional than rural pastors who have not exchanged consultation services with 

a mental health professional. 

3-4. Rural pastors who have received a referral from a mental health profossional 

will be more likely to refer or have referred than rural pastors who have not 

received a referral from a mental health professional. 

3-5. Rural pastors who know of a mental health professional in the area will be 

more likely to refer or have referred than rural pastors who do not know of any 

mental health professionals in the area. 

Hypothesis four. Pastors from different denominations will have statistically 

difforcnt responses to the referral pattern questionnaire (likeliness to refer or have 

referred). 

Hypothesis jive. Pastors who are experienced or trained in counseling will be 

more likely to refer or have referred to a mental health professional than those who are 

not. This hypothesis is divided into two sub-hypotheses: 

5-1. Rural pastors who counsel will be more likely to refer or have referred than 

pastors who do not counsel. 
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5-2. Rural pastors who have training or education in counseling or psychology 

will be more likely to refer or have referred to a mental health professional than 

those who have none. 



Chapter 2 

Methods 
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This research was designed to discover referral patterns of rural pastors to mental 

health professionals. Chapter 2 sets out to describe the specific methods used to 

investigate these referral patterns. 

Participants 

Due to the expected redistricting of the rural and urban areas. many of the rural 

areas in the United States were questionable as to possible future rural classification. The 

rural counties in Northern California were in no danger ofreelassification, and fit 

portrayals ofrural areas including isolation, dependency on the environment and nature, 

and the income largely dominated by specific industries: Pelican Bay Prison, lumber, and 

fishing. Since the sample size initially appeared to be about 350, all churches in the 

Northern California counties were used as a potential sample. A recommended method 

of achieving a high return rate (Dillman, 1978) was utilized in order to attain 

representative sampling. 

A total of351 churches were listed in the national Qwest Dex Yellow Pages for 

northern California. Out of those listed, 56 were incomplete addresses. closed. or 

discontinued churches. An additional 23 churches were eliminated because they shared a 

pastor with another rural church. In these known cases, the pastor completed one survey 

and returned another in the same or a different envelope, but notified the author of the 
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double-listing. Out of the original church listing, 272 potential subjects remained. From 

the possible respondents, 137 paStors responded by completing and returning the survey 

with a return rate of 49.86%. An additional 17 respondents did not complete the survey, 

but sent tracts, typed or handwritten letters, business cards, or church bulletin samples. 

Instrument 

A 30-item questionnaire was developed by this author based on published research 

about rural psychology and pastoral collaboration with mental health (e.g., Arcury et al., 

2000; Brody & Flor, 1998; McMinn et al., 1998; Mitchell & Weatherly, 2000; 

Rumberger & Rogers, 1982). The questionnaire consisted of demographic information, 

Likert-style questions inquiring about pastoral variables and referral patterns, and two 

qualitative questions asking the pastors their reasons for referring or not referring to a 

mental health professional. The referral pattern questions included history of referring, 

and several questions of willingness to refer to various mental health professionals with 

variants in belief systems and/or competency levels. The definition of mental heahh 

professional was also included the questionnake, and is as follows: Anyone licensed or 

certified and practicing in an area related to mental health treatment or counseling. This 

includes but is not limited to: psychologists, psychiatrists, marriage and family therapists, 

licensed professional counselors, social workers, etc. 

Demographic questions include age, gender, ethnicity, current marital status, 

number of years of education, highest degree earned, number of years in pastor.tl service, 

size of present church, and denominational affiliation. The name of the pastor was not 

requested to ensure anonymity and promote candidness. A cover Jetter with instructions 
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and informed consent was included. Appendix A includes the cover letter and 

questionnaire. 

Procedures 

The first procedure was sampling organized according to the Dillman method 

(1978). Having completed a list of the sample addresses, an introductory letter 

explaining the survey, volunteer participation and instructions was included in a packet 

with one numbered copy of the survey, a stamped and selt~addressed return envelope, 

and one dollar as an incentive to complete the survey. The names of the pastors were not 

requested to promote candidness. An initial mailing was dated and sent on April 18, 

2002. Two weeks later, a reminder was sent to everyone in the study, except for two 

addresses who had already returned their surveys. four weeks after the additional 

mailing, a third. identical to the first except for the omission of the dollar bill, was sent to 

everyone whose survey was not returned. A11er seven weeks had passed, one final packet 

was sent to all non-respondents. The cut-off date for returned surveys was determined to 

be six weeks after the last mailing. 

Design and Analysis 

All statistical analyses were conducted using the Statistical Package for the Social 

Sciences (SPSS) 10.0. Descriptive statistics and frequencies were generated for all 

variables in the study. Three paired-samples t-tests were conducted for hypothesis l. 

Two one-way ANOV As were conducted to determine if significant differences in the 

referral patterns were folUld between different denominational groups and between 

different groups of graduation years. Main efl:ects and interactive effects were 
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detennined to be significant to::,: 0.05 level. All other hypotheses were evaluated using 

Pearson product moment correlation. 

The qualitative questions at the conclusion of the survey were also analyzed. First, 

all responses were typed exactly as written. One pastor's response was illegible, and not 

included in the study. There were seven responses not included in the final analysis 

because they were unclear or too vague. One example was written partially in English 

and partially in Chinese. Another response only stated "too much." After those 

detennined unclear or illegible were discarded from the sample being analyzed, the 

responses were coded into thematic groups by the primary author. The first qualitative 

question inquiring as to the pastor's reasons for referring to a mental health professional 

was grouped into three categories. The first category, entitled, "This ) needs 

mental health help", included three areas ofresponses: 

1. The pastor refers for specific diagnoses, problem behaviors, disorders, 

and/or symptoms: e.g., drug and alcohol addictions, ea1ing disorders, 

disorders beginning in childhood, behavior disorders, sexual disorders, 

personality disorders, suicidal ideation, self-harm, psychosis, abuse (of 

any kind), trauma, or chronic symptoms. 

2. The individual has already been diagnosed by a physician. 

3. The pastor feels the problem is obviously a mental illness, chemical 

imbalance, etc. 

The second category of reasons for referring to a mental health professional, entitled, 

"It's not my job/ I'm not competent", had 5 types ofresponses: 
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1. The pastor feels presenting problem is beyond area of expertise, 

experience, or competence; feels mental health professional is better 

qualified, or is uncomfortable with presenting problem. 

2. The pastor feels he or she is too busy, or client needs more long-term 

care. 

3. There is a potential for legal liability, litigation, etc. 

4. The individual needs confidentiality or objectivity. 

5. The individual desires referral. 

The final category for reasons to refer to a mental health professional, entitled, "I 

approve of mental health professionals, a specific mental health professiona~ or at 

least one aspect of profession" contained two types of responses: 

1. An appropriate mental health professional is available (criterion 

determined by pastor: Christian, competent, etc.) or a mental health 

professional is in church or in nearby church or a pre-arranged 

counseling center. 

2. There is a specific need for mental health screening, consultation.. 

assessment, or medication. 

The second qualitative question inquiring into the pastor's reasons for not 

referring to a mental health professional was grouped into six categories. The frrst 

category, entitled, "I solve it spiritually; it can be solved spiritually; the problem is of a 

spiritual nature" contained two types of responses: 

I. The pastor sees the presenting problem as solely spiritual. 
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2. The pastor has a belief in alternative healing power: God, Jesus Christ, 

scripture. 

The second group of reasons not to refer to a mental health professional entitled, "I can 

handle it; mental health services are not needed; this is within my competence" contained 

three types of responses: 

l. The issue seems mundane, temporary, non-severe, easily resolved, or 

not serious enough for a referral. 

2. The pastor doesn't think the person is mentally ill or in need of therapy 

or medication. 

3. The pastor sees himself or herself as competent enough or the 

appropriate person to handle the presenting problem. 

The third group entitled, .. Availability issue" contained only responses that mentioned a 

problem with availability: 

1. There is no mental health professional in the area, no Christian mental 

health professional in the area, or no competent mental health 

professional in the area. 

2. The pastor doesn't like a specific aspect of the available mental health 

professional. 

3. The available mental health professional does not make a good 

impression. 

The fourth group of reasons for not referring to a mental health professional, entitled, 

"General or specific distrust or disapproval of the mental health profession" contained 

two types ofresponses: 
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I. The pastor disagrees with the mental health professional on a specific 

issue (e.g., homosexuality, abortion, divorce). 

2. The pastor believes the mental health field is harmful or unhelpful. 

The fifth group of reasons not to refer to a mental health professional, entitled, "I 

disapprove of at least one business aspect of mental health profession," contained four 

types of responses: 

1. The fmancial expense of the treatment is too great. 

2. The pastor objects to treatment solely by medication. 

3. The pastor dislikes the high turnover rate and overworked mental 

health staff. 

4. The pastor feels he or she is unwelcomed in treatment. 

The final group of reasons not to refer to a mental health professional was titled, '"This 

person doesn't want to or is uncooperative" and contained three types of responses: 

1. The individual or family refuses referral. 

2. The individual refuses to follow the pastor's advice first. 

3. The individual wouldn't respond well to a referral. 

Each of the responses were coded according to all appropriate groups, therefore a 

response could have multiple codes. After being grouped by the author of this research, 

the responses were divided among a research team of peers to determine inter-rater 

reliability. The reliability was determined by the amount of matched codings versus 

unmatched codings. The number of codings was expected to be larger than the amount of 

individuals responding to the question. This method was chosen to preserve the highest 

possible amount ofresponses. 
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After determining inter-rater reliability, the responses coded by the author were 

analyzed, accepting that there may be some potential for error in the codings. 

Frequencies and percentages of each of the groups of responses were computed using 

SPSS 10.0. 



Sample Description 

Chapter 3 

Results 
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Of the 137 subjects who responded by completing the survey, only 16 (l l.7%) of 

the pastors were female. The majority (120, 87.6%) ofrespondents were male, and one 

subject did not disclose gender. Regarding marital status, 119 (86. 9%) respondents 

reported being married, 12 (8.8%) subjects endorsed being single, 4 (2.9%) reported 

being widowed, 1 (0.7%) declared divorce, and l respondent declined to respond. The 

majority o [subjects ( 119) were of Caucasian ethnicity (86.9% ). Out of the remaining 

respondents, 2 (1.5%) reported African American ethnicity, 2 (l .5%) reported Asian 

American ethnicity, 6 (4.4%) endorsed Native American ethnicity, 1 (0.7%) reported 

Hispanic American ethnicity, and 6 (4.4%) endorsed "other."' A Lota! of 122 (89. !%) 

respondents reported counseling as a part of their profession and 13 (10.2%) reported not 

currently counseling. 

The average age of all pastors in the sample was 53.94 years (SD=I0.52). The 

mean number of years of education after high school was 6.12, with a median of6.20. 

The average year of college graduation is 1964 (SD= 18.20). The survey participants 

were asked to estimate their weekly average church attendance. The mean estimate was 

94.14 weekly attendants (SD= 100.19), but the median estimate was 62.50. Table 1 

represents this demographic information. Table 2 has the frequency of pastors' reported 
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highest degrees earned. The mode of the highest degree earned was a Masters degree. 

Table 3 lists frequencies of all denominational groupings and their individual 

denomination subgroups under each assigned group. The largest single denomination 

represented in the sample was the interdenominational/non-denominational category with 

18 (13.1%). However, when combined into their larger groups, the denomination with 

the largest representation is the Pentecostal group with 26 ( 19% ). 

Table 1 

Demographic Information 

Demographic Variable Median Mean Mode SD Range 

Age 53.00 53.94 48.00 10.52 34-86 

Number of years of higher education 6.20 6.12 8.00 3.17 0-15 

Year graduated 1981 1964 1975 18.20 1950-2002 

Estimated weekly church attendance 62.50 94.14 50.00 100.19 10-600 

Note. N = 137. 
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Table 2 

Highest Degree Earned 

Degree Level Frequency Percent 

No degree 2 l.5% 

High school 5 3.6% 

Bachelors 34 24.8% 

Masters 48 35.0% 

Doctorate 9 6.6% 

Other (various certifications) 20 14.6% 

Unknown 19 13.9% 

Note. N = 137. 

Table 3 

Denominational Groups 

Denomination Frequency Percent 

Pentecostal denomination 26 19.0% 

Assemblies of God 13 9.8% 

Foursquare 4 2.9% 

Church of God 4 2.9% 

Vineyard 0.7% 
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Table 3 (continued) 

Denominational Groups 

Denomination Frequency Percent 

Calvary Chapel 0.7% 

Full Gospel Restoration 2 1.5% 

Baptist denominations 17 12.4% 

Southern 4 2.9% 

Conservative 2 1.5% 

Baptist 11 8.0% 

Mormon/LOS 5 3.6% 

Christ Churches 6 4.4% 

Churches of Christ 5 3.6% 

Disciples of Christ 0.7% 

Presbyterian 7 5.1% 

United Methodist 7 5.1% 

Non-denominational 21 15.3% 

Inter/non-denominational 18 13.1% 

Independent 3 2.2% 

Nazarene 5 3.6% 

Lutheran 6 4.4% 

Seventh-Day Adventist 7 5.1% 

High Churches 14 10.2% 

Catholic 10 7.3% 
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Table 3 (continued) 

Denominational Groups 

Denomination Frequency Percent 

Greek Orthodox 0.7% 

Episcopalian 3 2.2% 

Missions denominations 7 5.1% 

Village Missions 3 2.2% 

Missionary Alliance 4 2.9% 

Other 5 3.6% 

Friends/Quakers 0.7% 

Evangelical Free 2 1.5% 

Unitarian 0.7% 

Community of Christ 0.7% 

Unknown 4 2.9% 

Note. N = 137. 

The rural pastor referral patterns were determined using questions 7, l 1, 12, 13, 14, 

15, 16, and 17 on the questionnaire. These questions were on a likert-scale from one to 

sex, with one being strongly disagree and six being strongly agree. Table 4 lists the 

mean, median, and mode of the samples' responses to the referral pattern questions. 
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Table 4 

Descriptive Statistics of Responses to Refe"al Pattern Questions 

Referral Pattern Question Mean Median Mode 

(7) History of referrals 3.50 4.00 1.00 

( ll) Non-Christian 2.61 2.00 1.00 

(12) Christian 5.01 5.50 6.00 

(13) Comp Christian 5.35 6.00 6.00 

(14) Sim. Belief 4.60 5.00 6.00 

(15) Comp. Sim Belief 4.94 5.00 6.00 

( 16) Atheist/ Agnostic 1.93 1.00 1.00 

(17) Comp. Atheist/ Agnostic 2.33 2.00 1.00 

Note. Range= 1-6 

Upon examining the relationship between the referral pattern questions, several 

correlations between the referral questions (questionnaire #'s 7, 11, 12, 13, 14, 15, 17) 

were significant, as seen in Table 5. 
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Table 5 

Correlations Between the Referral Pattern Questions 

Question 7 11 12 13 14 15 16 17 

(7) History of referrals 1.00 

(11) Non-Christian .30** 1.00 

( 12) Christian .20* -.04 l.00 

( 13) Comp. Christian .30** .10 -.06 l.00 

(14) Sim. Belief ')~*"' ·--' .04 .40** .46** 1.00 

(15) Comp. Sim. Belief .30** .26 ..... .42** .66** .70* l.00 

(16) Atheist .17 .59** -.15 -.12 -.02 .IO l.00 

(17) Comp. Atheist .14 .62** -.06 -.02 -.05 .15 .85** 1.00 

Note. Comp.= competent, Sim. = Similar. • Significance is at the .05 level (2-tailed). *' Significance is at 

the .01 level (2-tailed). 

Hypotheses Results 

Hypothesis one. The rural pastor will be more likely to refer to a mental health 

professional who is a Christian or a mental health professional with a similar belief 

system (theist) than to an atheistic or agnostic mental health professional, despite 

competency. This hypothesis was divided into 5 sub-hypotheses, and the results are 

displayed in Table 6. 
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Sub-hypothesis 1-1 stated, "A rural pastor will be more likely to refer or have 

referred to a Christian mental health professional or a mental health professional with a 

similar belief system than to an atheistic or agnostic mental health professional." A 

paired-samples !-test was done, and a significant difference was found between referring 

to a Christian or a mental health professional with a similar belief system and referring to 

an atheistic or agnostic mental health professional, 1(133) = 16.5 l, p < .01. 

Sub-hypothesis: 1-2 stated, "A rural pastor will be more likely to refer or have 

referred to a Christian mental health professional than to an atheistic or agnostic whom 

the pastor deems competent." A paired-samples t-test was done to detennine the results 

of this hypothesis. A significant difference was found between referring to a Christian 

mental health professional and referring to a competent atheist or agnostic, 1(133) = -

15.04, p < .001. See Table 6 for the results ofthis sub-hypothesis. 

Sub-hypothesis 1-3 stated, "A rural pastor will be more likely to refer or have 

referred to a mental health professional with a similar belief system than to an atheistic or 

agnostic mental health professional whom the pastor deems competent." A paired­

samplcs !-test was done to dctennine the results of this hypothesis. Table 6 shows a 

significant difference between referring to a mental health professional with a similar 

belief system and a competent atheist or agnostic mental health professional, 1(134) = 

11.05,p < .001. 

Sub-hypothesis 1-4 stated, "A rural pastor will be more willing to refer to a 

Christian mental health professional, with or without the term "competent," than to a 

non-Christian mental health professional" Two paired-samples !-tests were done to 

determine the results of this hypothesis. As shown in Table 6, a significant difference 
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was found between referring to a non-Christian and referring to a Christian mental health 

professional, t(l35) = 12.80, p < .001. A significant difference was also found between 

referring to competent Christian mental health professional and referring to a non­

Christian, 1(135) = 16.11,p < .001. 

Sub-hypothesis 1-5 stated, "A rural pastor will be more likely to refer or have 

referred to a mental health professional with a similar belief system (with or without 

perceived competency) than to a non-Christian mental health professional." Two paired­

samples t-tests were done to determine the results of this hypothesis. A significant 

difference was found between referring to a non-Christian mental health professional and 

one with a similar belief system, t(l35) = 10.14,p < .001. A significant difference was 

also found between referring to a non-Christian mental health professional and referring 

to one with a similar belief system whom the pastor deems competent, 1(134) = 14.07, p < 

.001. 
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Table6 

Hypothesis 1 T-Test Results 

Paired Variables Mean df Sig 

Sub-Hypothesis 1-1 

Christian - Atheist 3.15 16.62 134 2:_.01 

Sim. Belief - Atheist 2.66 14.01 135 ;::.01 

Sub-Hypothesis 1-2 

Christian - Comp. Atheil.1 2.65 15.04 133 :::_.01 

Sub-Hypothesis 1-3 

Sim. Belief - Comp. Atheist 2.26 11.05 134 :::_.01 

Sub-Hypothesis 1-4 

Christian - Non-Christian 2.00 10.14 135 2:_.01 

Comp. Christian - Non-Christian 2.36 14.07 134 2:_.01 

Sub-Hypothesis 1-5 

Sim. Belief- Non-Christian 2.48 12.80 135 2:_.01 

Comp. Sim. Belief- Non-Christian 2. 74 16.11 135 2:_.01 

Note. Comp. = competent, Sim. = Similar 

Hypothesis two. Education will affect the rural pastor's willingness to refer to a 

mental health professional. This hypothesis was divided into three sub-hypotheses. 
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Sub-hypothesis 2-l stated, "Rural pastors with more years of higher education 

will be more likely to refer or have referred to a mental health professional than rural 

pastors with less education." The number of years of education was correlated (using a 

Pearson product moment correlation) with each of the 8 variables determining past 

referrals and willingness to refer in the future (questions 7, 11, 12, 13, 14, 15, 16, and 

17). See Table 7 under the heading "2- l" for the results of this correlation. There was a 

significant correlation between higher levels of education and willingness to refer to a 

non-Christian, r = .31, p < .001. There was a significant correlation between higher levels 

of education and willingness to refer to an atheist, r = .24, p < .01. There was also a 

significant correlation between higher levels of education and willingness to refer to an 

atheist whom the pa5tor deems competent, r = .23, p < .0 I 

Sub-Hypothesis 2-2 stated, ··Rural pastors with recent higher education will be 

more likely to refer or have referred to a mental health professional than rural pastors 

with a less recent higher education." Three attempts to discover the results of this 

hypothesis were made. First, the year graduated was correlated with each of the referral 

pattern questions, and no significant differences were found. However, the range of years 

represented in the sample was wide. Therefore, the second attempt recoded the years of 

education variable into categories of years graduated by: up to 1950, 1951-1970, 1971-

1990, and 1990-present and a one-way ANOVA was computed on SPSS to d.etermine the 

differences between the recentness of education and the referral pattern questions. No 

significant differences were found. A third attempt to recode the variables by decade 

found no significant differences. 
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Sub-hypothesis 2-3 stated, "Rural pastors who attend continuing education in 

counseling issues will be more likely to refer or have referred than rural pastors who do 

not attend continuing education." The continuing education question was correlated 

with the referral pattern questions using a Pearson product moment correlation. See 

Table 7 Wlder the heading "2-3" for the correlation results. There was a significant 

correlation between attendance of seminars and conferences on counseling and history of 

past referrals to mental health professionals, r = .19, p < .05. There was also a significant 

correlation between continuing education and willingness to refer to an agnostic or atheist 

whom the pastor deems competent, r = .20, p < .05. 

Hypothesis three. A rural pastor will be more willing to refer or have referred to a 

mental health professional after he or she has had exposure to a mental health 

professional. This hypothesis was divided into five sub-hypotheses. 

Sub-hypothesis 3-1 stated, "Rural pastors who have personally sought help from a 

mental health professional will be more likely to refer or have referred to a mental health 

professional than rural pastors who have not sought help from a mental health 

professional." Question 4 (pastor's receiving personal cowiseling) was correlated with 

the referrdl pattern questions using a Pearson product moment correlation. See Table 7 

under the heading "3-1" for the correlation results. There was a significant correlation 

between receiving personal counseling and willingness to refer to an atheist, r = .48,p < 

.001. There was a significant correlation between question 4 and willingness to refer to a 

competent atheist, r = .49, p < .001. There was a significant correlation between 

willingness to refer to a non-Christian and question 4, r = .50, p < .001. There was also a 
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correlation between history of referring to mental health professionals and endorsement 

of receiving personal counseling, r = .33,p < .001. 

Sub-hypothesis 3-2 stated, "Rural pastors with a fumily member who have sought 

help from a mental health professional will be more likely to refer or have referred to a 

mental health professional than rural pastors without a family member who has sought 

help." Question 5 (pastor's family receiving counseling) was correlated with the referral 

pattern questions using a Pearson product moment correlation. Sec Table 7 under the 

heading "3-2" for the correlation results. There was a significant correlation between 

family receiving counseling and willingness to refer to an atheist, r = .29, p < .0 I. There 

was a significant correlation between question 5 and willingness to refer to a competent 

atheist, r = .27,p < .01. There was a significant correlation between willingness to refer 

to a non-Christian and question 5, r = .27, p < .01. There was a significant correlation 

between family receiving counseling and willingness to refer to a competent mental 

health professional with a similar belief system, r = .20, p < .05. There was also a 

significant correlation between history of referring to mental health professionals and 

endorsement of family receiving counseling, r = .31, p < .00 l. 

Sub-hypothesis 3-3 stated, "Rural pastors who have exchanged consultation 

services with a mental health professional will be more likely to refer or have referred to 

a mental health professional than rural pastors who have not exchanged consultation 

services with a mental health professional." Exchanging consultation services with a 

mental health professional, questions 3 and 8, were correlated with the referral pattern 

questions using Pearson product moment correlations. There was a significant 

correlation between consulting a mental health professional and willingness to refer to an 
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atheist, r = .20, p < .05. There was a significant correlation between consuhing a mental 

health professional and willingness to refer to a non-Christian, r = .18, p < .05. There 

was also a significant correlation between history of referring and consulting with a 

mental heahh professional, r = .53, p < .00 l. See Table 7 for these correlation results 

under the heading "3-3a" 

There was a significant correlation between giving a consultation to a mental 

health professional and willingness to refer to a non-Christian mental health professional, 

r = .21,p < .01. There was a significant correlation between history of referring to 

mental health professionals and receiving consultation requests from mental health 

professional, r = .34, p < .001. There were also significant correlations between 

receiving a consultation from a mental health professional and willingness to refer to both 

an atheist, r = .32, p < .001; and a competent atheist, r = .28, p < 01. The consultation 

variables (questions 3 and 8) were also significantly correlated, r = .20,p < .05. See 

Table 7 under the heading "3-3b" for these correlation results. 

Sub-hypothesis 3-4 stated, "Rural pastors who have received a referral from a 

mental health professional will be more likely to refer or have referred than rural pastors 

who have not received a referral from a mental health professional." Pastors who have 

received a referral from a mental health professional (question 6) was correlated with the 

referral pattern questions using Pearson product moment correlation. There were 

significant correlations between receiving a referral from a mental health professional 

and willingness to refer to both an atheist, r = .32,p < .001; and a competent atheist, r = 

.28,p < 001. There was a significant correlation between receiving a referral and 

willingness to refer to a non-Christian, r = .19, p < .05. There was also a significant 
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correlation between history of referring and receiving a referral from a mental health 

professional, r = .29,p < .01. For these correlation results, see Table 7 under the heading 

"3-4." 

Sub-hypothesis 3-5 stated, "Rural pastors who know ofa mental health 

professional in the area will be more likely to refer or have referred than rural pastors 

who do not know of any mental health professionals in the area." A pastor's knowledge 

ofa mental health professional in the area (question 10) was correlated with the referral 

pattern questions using Pearson product moment correlations. There was a significant 

correlation between knowing a mental health professional and willingness to refer to a 

non-Christian, r = .29, p < .01. There were significant correlations between knowing a 

mental health professional in the area and willingness to refer to both a mental health 

professional with a similar belief system, r = .19, p < .05; and a mental health 

professional with a similar belief system whom the pastor deems competent, r = .21, p < 

.01. There was also a significant correlation between knowledge of a mental health 

professional in the area and a history of referring, r = .40, p < .00 l. These correlation 

results are found under the heading "3-5" on Table 7. 



~ Table 7 
"' 6 
~ Correlations of Pastoral Factors and Referral Pattern Questions 

~ 
~ Hypothesis 2 Hypothesis 3 
..s 
~ # Referral Pattern Question 2-1 2-3 3-1 3-2 3-3a 3-3b 3-4 3-5 
-; 
5 
~ 

7 Past Referrals .09 . 19• .33U .31° .53 .. .33° .28° .40 .. 

11 Non-Christian .31** .16 .50° .21•• .18* .21 + .19• .29° 

12 Christian .13 .13 -.12 .00 .05 -.01 -.09 .10 

13 Competent Christian .13 .Q7 -.04 .IO .06 -.04 -.08 .16 

14 Similar Belief -.07 .Q7 -.00 .13 .04 .00 -.00 .19• 

15 Competent Similar Belief .14 .13 .10 .20+ .07 .06 .06 .21+ 

16 Atheist/ Agnostic .24° .IO . 48U .29 .. .20• .32 .. .32 .. .15 

17 Competent Atheist/ Agnostic .27* .20• .49 .. .23° .16 .29 .. .28° .14 

Note. • Correlation is significant at the .05 level (2-tailed). "" Correlation is significant at the .0 I level (2-tailed). 
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Hypothesis/our. Pastors from different denominations will have statistically 

different responses to the referral pattern questionnaire (likeliness to refer or have 

referred). 

Due to the low frequency of several reported individual denominations, several 

denominations were combined. If the denomination frequency was less than 3, and a 

similar denomination was already accounted for (e.g., southern Baptist and American 

Baptist), they were combined under one category. Other churches that could not be 

combined to a church with similar theology or practice was placed in an "other'' category 

(e.g., Friends, Jehovah's Witness) and not included in the final analysis since the data 

would have been indescribable. A one-way ANOV A was done with the denomination 

groups as the independent variable and the referral pattern questions as the dependent 

variables to determine the results of this hypothesis. No within group significant 

differences were found. There were significant differences found between 

denominational groups and referring to a non-Christian mental heallh professional 

(question 11 ),f (12,120) = 2.72, p < .001. There were significant differences found 

between the denominational groups and referring to an atheist or an agnostic (question 

16),/( 12, 119) = 3.98, p < .00 I. There were also significant differences found between 

denominational groups and referring to an atheist or agnostic mental health professional 

whom the pastor deems competent (question 17),/(12,119)"' 2.12,p< .05. A Tukey 

HSD post hoc analysis was chosen because it wa~ slightly more libera~ and it is 

important to identify all potential differences for future study, due to the limited current 

research of the field. However, this finding may not be significant under other po~t-hoc 

tests, and therefore is a potentially weaker statistical finding. A test of homogeneity of 
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variance was done and the Levene statistic was significant for question 16, Levene 

statistic (12,119) = 2.253,p < .05. Therefore, in addition to a Tukey HSD post hoc 

analysis, a Dunnett-C post hoc test was done for question 16. See Table 8 for Levene 

statistic and ANOV A results. 

Table 8 

Hypothesis 4 Levene test and ANO VA Results 

Levene Test ANOVA 

Referral Pattern Sum of Mean 

Question F Sig. Squares df Square F Sig. 

Non-Christian 0.83 .62 86.80 12,120 7.23 2.72 2:_.01 

Atheist 2.25 2:_.05 113.34 12,119 9.45 3.98 2:_.01 

Competent Atheist 1.29 .23 66.86 12,119 5.57 2.12 2:_.05 

All significant differences were found within the "high church" denominational 

category. Question 11 refers to the pastors' willingness to refer to a non-Christian. The 

mean response for the High Church denominational group was 4.36 (SD=l.91). The 

Pentecostal group (M=2.23, SD=l.50), Baptist group (M=2.12, SD=l.41), 

Interdenominational group (M=2.05, SD=l.53), Seventh-Day Adventist group (M=I .57, 

SD=l.33), and Missions group (M=l.71, SD=l.89) were each significantly different than 

the High Church group as revealed by Tukey post-hoc analysis. Question 16 refers to the 
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pastors' willingness to refer to an atheist or agnostic. The mean response for the high 

church group was 4.54 (SD=2.70). Dunnett C post-hoc analysis revealed a significant 

difference between High Church and Seventh-Day Adventist (M= 1.00, SD= 0.00) and 

Interdenominational groups (M=l.33, SD=!.15). Question 17 refers to the pastor's 

willingness to refer to a competent atheist or agnostic mental health professional. The 

High Church mean responses was 3.9, SD=l.98. Tukey post-hoc analysis revealed a 

significant difference between the responses of the High Church group and the Baptist 

(M=l.65, SD=l .4 l) as well as the Interdenominational group (M = 1.62, SD= l.36). See 

Table 9 for mean differences in the significant post hoc results between the high church 

group and other denominational groups. 
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Table 9 

Significant Mean Differences in Post-hoc Results.for High Church Group 

Question 11 Question 16 Question 17 

Denomination Group Tukey Dunnet C Tukey Dunnet C Tukey Dunnet C 

Pentecostal 2.13• NIA 2.77• 2.77 1.58 NIA 

Baptist 2.24• NIA 3.07• 3.07 2.21• NIA 

Christ Churches 1.02 NA 2.88• 2.88 1.59 NIA 

Interdenominational 2.31 • NIA 3.21• 3.21• 2.30• NIA 

Lutheran 1.02 NIA 2.37• 2.37• 1.42 NIA 

Seventh-Day 2.80• NIA 3.54 3.54 1.92 NIA 

Missions 2.64• NIA 2.40• 2.40 l.78 NIA 

Note. • = Significant at the .05 level (2-tailed) 

Hypothesis jive. Pastors who are experienced or trained in counseling will be 

more likely to refer or have referred to a mental health professional than those who are 

not. This hypothesis was divided into two sub-hypotheses. 

Sub-hypothesis 5-1 stated, "Rural pastors who counsel will be more likely to refer 

or have referred than pastors who do not cowisel." Both question l (pastor's experience 

counseling laymen) and question 2 (pastor's experience counseling a mental health 

professional) were correlated with the referral pattern questions using Pearson product 

moment correlations. There was a significant correlation between pastors who have 
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counseled laymen (question 1) and willingness to refer to a competent Christian mental 

health professional, r = .20, p < .05. There were significant correlations between pastors 

willingness to refer to a mental health professional with a similar belief system and 

experience counseling laymen, r = .21,p < .05. There were significant correlations 

between pastors willingness to refer to a mental health professional with a similar belief 

system whom the pastor deems competent and experience counseling laymen, r = .19, p < 

.05. There was a significant correlation between history of referring to a mental health 

professional and experience counseling laymen, r = .23, p < .0 I. There was also a 

significant negative correlation between pastors willingness to refer to a competent 

atheist or agnostic and pastor's experience counseling laymen, r = -.21, p < .05. See 

Table l 0 under the heading "counsel" for these data. 

Pastor's experience counseling a mental health professional (question 2) 

correlated significantly with pastor's history of referring to a mental health professional 

(question 7), r = .50, p < .00 I. There was a significant correlation between pastor's 

experience counseling a mental health professional and willingness to refer to a non­

Christian, r = .32, p < .001. There were significant correlations between pastor's 

experience counseling a mental health professional and willingness to refer to both an 

atheistic mental health professional, r = .35, p < .00 l, and a competent atheist or agnostic 

mental health professional, r = .37,p < .001. See Table 10 under the heading "counsel 

MHP" for these correlational results. 

Sub-hypothesis 5-2 stated, "Rural pastors who have training or education in 

counseling or psychology will be more likely to refer or have referred to a mental health 

professional than those who have none." Pastors training or education in counseling and 
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training in psychology or counseling ( qm .. 'Stion 19) correlated with the referral pattern 

questions using a Pearson product moment correlation. There was a significant 

correlation between training in counseling and willingness to refer to an atheist or 

agnostic whom the pastor deems competent, r = .19,p < .05. See Table 10 under the 

heading "training" for these correlations. 

Table 10 

Hypothesis 5 Results: Co"elations between Pastoral Variables and the Refe"al Pauern 

Pastoral Variables 

# Referral Pattern Question Counsel Counsel MHP Training 

7 Past Referrals .23"'* .50** .14 

11 Non-Christian -.04 .32** .15 

12 Christian .13 .06 .15 

13 Competent Christian .20* .IO -.02 

14 Similar Belief .21* .11 .04 

15 Competent Similar Belief .19* .16 .00 

16 Atheist/ Agnostic -.12 .35** .15 

17 Competent Atheist/ Agnostic -.21 * .37** .19* 

Note. • Correlation is significant at the .05 level (2-tailed). •• Correlation is significant at the .0 I level (2-

tailed). 
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After the Pearson product moment correlations were done to detennine the results 

ofhypotheses 2, 3, and 5, a step-wise regression was done to determine which factors had 

predictive weight in each of the referral pattern questions. Six factors predicted past 

referrals to mental health professionals (question 7): seeking consultation or advice from 

a mental health professional (question 3), acquaintances with a mental health professional 

(question 10), counseling a health professional (question 2), counseling laymen (question 

1), attending mental health continuing education (question 18), and having a family 

member who has sought mental health treatment (question 5). These variables correlated 

strongly with history of referring to a mental health professional, R (I, l 20) = .68, R2 = 

.46: adj. R2 = .43. 

Two factors predicted pastor's willingness to refer to a non-Christian mental health 

professional (question 11 ): personal experience receiving counseling from a mental 

health professional (question 4), and knowledge of a mental health professional (question 

10), R (1,123) = .54, k = .29; adj. R2 
= .28. No factors had predictive validity for 

question 12. Question 13, pastor's willingness to refer to a competent Christian, had one 

predictive variable: being friends or acquaintances with a mental health professional 

(question 9), R (1, 125) = .24, R2 = .06; adj. R2 =.OS. Question 14, pastor's willingness to 

refer to a similar believing mental health professional, had two predictive variables: 

counseling laymen (question 1 ), and knowledge of a mental health professional (question 

10), R ( 1, 124) = .28, R2 = .08; adj. R2 =.06. 

Pastor's willingness to refer to a competent similar believing mental health 

professional (question 15) also had two predictive variables of knowing a mental health 

professional (question 10), and colll!SC!ing laymen (question 1 ), R (1,124) = .28, If= .08; 
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adj. If-= .06. Question 16, pastor's willingness to refer to an atheist had two predictive 

variables: pastor's personal experience in counseling (question 4), and question 8, 

receiving a consultation from a mental health professiona~ R (1, 124) = .52, R2 = .27; adj. 

If-= .26. Pastor's willingness to refer to a competent atheist or agnostic resulted in three 

predictive variables: question 4, pastor's personal experience in counseling, counseling 

laymen, and counseling a mental health professionalR (1,123) = .49, If= .24; adj. R2 = 

.23. See Appendix B for raw data. 

Qualitative Results 

The entire content of the qualitative responses is included in Appendix C. Inter­

rater reliability was determined for the two qualitative questions. For the first question of 

the pastor's reasons for referring to a mental health professional, 83 out of94 responses 

were coded the same, a reliability of88%. The second question of pastor's reasons for 

not referring to a mental health professional had 64 out of74 responses coded the same, a · 

reliability of 87%. 

Frequencies and percentages ofall of the responses were tallied. The frequencies 

of the categories ofresponses are listed in Table 11 followed by some initial examples. 

As noted in Table 11, the most frequent response given ( 41.6%) when asked to list 

reasons for referring to a mental health professional was within the category of: "It's not 

my job, I'm not competent." Three different examples ofresponses coded in this 

category arc listed below: 
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Table 11 

Frequencies and Percentages of Qualitative Responses 

Responses Frequency Percent 

Reasons to Refer 

This (___) needs mental health help 36 25.5% 

It's not my job/ I'm not competent 57 41.6% 

I approve of.MHP, a specific MHP, or at least one 

aspect of the profession 25 18.2% 

Reasons not to Refer 

I solve it spiritually; it can be solved spiritually; 

The problem is of a spiritual nature 18 13.7% 

I can handle it; MI I services are not needed: 

This is within my competence 21 15.3% 

Availability issue 9 6.6% 

General or specific distrust ofthc MH profession 31 22.6% 

I disapprove ofa business aspect ofMH profession 15 10.9% 

This person doesn't want to or is uncooperative 8 5.8% 

Note. Under the heading "reasons to refer" the 118 responses were given by an N =IOI. Under 

the heading "reasons not to refer," the 106 responses were given by an N= 84. 
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1. "I am only trained to do 3 sessions with someone and then its time to refer." 

2. "I have no formal training when it comes to dealing with mental health issues, 

I believe that competent help is essential I believe that to attempt things I 

know nothing about does much more harm than good." 

3. "I'll always make a referral if someone comes to me with a problem beyond 

my competence. Though I've taken counseling classes I have no counseling­

related degree. I make no pretense about knowing all the answers." 

As shown in Table 11, the second most frequent reason given (25.5%) to refer 

was coded under the category, "This L_) needs mental health help." In this category 

pastors referred to specific diagnoses, disorders, or symptoms that they would not treat, 

or fult needed mental health care. An example is "eating disorders." 

The third reason for referring to a mental health professional was given by 18.2% 

of the pastors who responded as shown in Table 11. This was a general approval of the 

mental health profession. An example of this response was "A good practitioner can be 

effective in his/her field of treatment as a good physician is in theirs." 

As noted in Table 11, the most frequent reason given not to refer to a mental 

health professional was in the category of "General or specific distrust of the mental 

health profession." It accounted for 22.6% of the responses, and examples ofresponses 

given to this category are as follows: 

1. "I do not agree with many of the anti-scriptural humanistic philosophies 

perpetrated by mental health systems and groups." 

2. "Most are steeped in non-Biblically based belief systems and either 

purposefully or ignorantly practice paganism or witchcraft." 
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3. "I believe secular counseling is a farce." 

4. "MH professional has voiced or demonstrated a disdain or lack of appreciation 

of spiritual things. The bible says we are body, souls and spirit, Secular 

therapy treats only 2/3 of the Christian, whose spirit is alive in Christ. 1 Cor 

5:17, Hebrews 4:12." 

The second most common response (as noted in Table 11) was in the category of 

"I can handle it..;" 15.3% of pastors listed these reasons as why they would not refer to a 

mental health professional. An example of this type ofresponse is, "If the individual is a 

member of our church and it is an issue I feel competent to deal with effectively." 

Another example is, "If the person just needs a friend or a shoulder to cry on." 

The third most common (13.7%) response coded was in the category of"I solve it 

spiritually .... " An example of this type of response is, "As a Christian pastor, I would 

not. For the Christian, God has given us everything we need in his Word, the Bible, 2 

Peter 1 :3." 

The category of "I disapprove of a business aspect of MH profession" was given by 

10.9% of pastors. While the majority ofresponses included references to cost of therapy, 

another example of this type of response is, "Overworked mental health staff" Only 

6.6% of pastors mentioned availability as a reason not to refer to a mental health 

professional, and 5.8% of pastor's responses included a reference to the parishioner's 

unwillingness lo be referred. 
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This chapter contains the results ofthis research and the analysis of the data Each 

hypothesis is analyzed, with several of sub-hypotheses discussed individually. Next, the 

qualitative data are discussed, followed by other exploratory findings. Implications of 

this study, research limitations, and suggestions for further study conclude Chapter 4. 

Demographic Findings 

DeLeon et aL, 1989 described rural residents as "slightly less educated" than urban 

populations. This sample's average and most frequently listed level of education was a 

Master's degree, higher than expected. This finding could be indicative of an increase in 

higher educated individuals living in rural areas, or it could be due a high frequency of 

seminary attendance within our sample, and not necessarily representative of the overall 

rural popula1ion. The mean statistic does not include pastors who did not disclose years 

of education or those pastors who reported achievement of some form of certification 

without a degree. These pastors or other non-respondents may have lowered the average, 

had they been included. 

The referral pattern questions were designed to elicit responses in order to correlate 

with other pastoral variables, but as seen in Chapter 3, the referral pattern questions 

produced significant results not otherwise described in the hypotheses. First, some of the 

pastors' responses to the referral pattern questions correlated with each other. Second, 
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the referral pattern questions had significant predictors accounting for the variability of 

responses. Of interest, history of making referrals had the most significantly correlated 

variables. Combined, willingness to refer to all dissimilar believing mental health 

professionals produced five predictors: pastors' personal counseling, knowledge of a 

mental health professional, receiving a consultation, counseling a mental health 

professionaL and counseling laymen. Combined, willingness to refer to all similar or 

same believing mental health professionals produced only three predicting variables: 

being friends or acquaintances with an mental health profcssionaL counseling laymen, 

and knowledge of a mental health professional in the area. These findings imply that 

many factors may contribute to pastors' past referrals and willingness to refer to a mental 

health professional with a dissimilar worldview. 

In referring to a mental health professional with a same or similar world view, the 

predicting variables are not as widespread. The first predictor, counseling laymen, was a 

question that all but 17 pa!>iors endorsed. The variables of"knowlcdge of an mental 

health professional in the area" and "being friends with a mental health professional" 

have in common the potential relationship with the pastor. It is possible that fewer 

variables predict a willingness to refer lo a mental health professional with a same or 

similar world view than to one with a dissimilar world view. 

Jlypotheses Findings 

Hypothesis one. This hypothesis proposed that the rural pastor would be more 

likely to refer to a mental health professional who is a Christian or a mental health 

professional with a similar belief system (theist) than to an atheistic or agnostic mental 

health professional, despite competency. Results strongly support this hypothesis. 
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Findings for all sub-hypotheses were significant at the .01 alpha level. The data suggest 

that among the entire sample of rural pastors, there is a higher likelihood to refer to a 

mental health professional with a same or similar belief system than to a mental health 

professional professing an atheistic or agnostic belief system. There is a significant 

difference between a pastor's willingness to refer to a Christian mental health 

professional, and his or her willingness to refer to a non-Christian. There is also a 

significant difference between a pastor's willingness to refer to a similar believing mental 

health professional and his or her willingness to refer to a non-Christian. There is a 

significant difference between willingness to refer to a Christian mental health 

professional over a similar believing mental health professional despite competency. 

Results suggest that the rural pastor is much more willing to refer to a Christian mental 

health professional than a mental health professional with a different belief system 

despite competency. 

Hypothesis two. This hypothesis proposed that level of education would affect 

the rural pastors willingness to refer to a mental health professional Results partially 

support hypothesis 2. Within the sub-hypotheses, education was determined by years of 

education, recentness of education, and exposure to mental health continuing education. 

No significant relationship was found between referral patterns and recency of education. 

However, years of higher education was significantly correlated with referring to a non-
' 

Christian, atheist or agnostic, and competent atheist or agnostic mental health 

professionals. There were significant correlations between reported participation in 

continuing education and pastors' past history of referrals; as well as significant 
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correlations between participation in continuing education and willingness to refer to an 

atheist or agnostic mental health professional whom the pastor deems competent. 

These results began a trend fowid in the remaining correlations results. While 

amount of education. like other pastoral variables, may indicate a higher willingness to 

refer to a mental health professional with a dissimilar worldview, it was not a predictor of 

willingness to refer to someone of the pa'itor's own or a similar worldview. These results 

may seem to contradict hypothesis l, but upon closer inspection, the significance of these 

results is more statistical than tangible. Since the responses were formed according to a 

likert-type scale, the significant difference was one to two points. For example, those 

pastors with higher levels of education were more likely to circle ·'slightly disagree" 

versus '"strongly disagree." This was a significant difference of responses, but the pastors 

still disagreed with a willingness to refer to a non-Christian, atheist/agnostic, or 

competent atheist/agnostic. Therefore, the statistics represented an increased willingness 

to refer, but not necessarily a willingness to refer. 

Hypothesis three. This hypothesis proposed that a rural pastor would be more 

willing to refer or have referred to a mental health professional after he or she has had 

exposure to a mental health professional. Results from each of the sub-hypotheses 

support hypothesis 3. The pastor's past or current personal counseling was significantly 

correlated with the pastors' past history ofreferring. It was also related to willingness to 

refer to an atheist mental health professional, a competent atheist, and a non-Christian 

mental health professional. Similarly, pa'itor's family member's personal cowiseling 

significantly correlated with history of referring and willingness to refer to atheistic or 

agnostic mental health professionals, competent atheistic or agnostic mental health 
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professionals, competent similarly believing mental health professionals, and non­

Christian mental health professionals. 

Significant correlations were found between both receiving and giving 

consultation and history of referring as well as willingness to refer to both non-Christians 

and competent atheists. There was also a significant correlation between receiving a 

consultation from a mental health professional and willingness to refer to an atheistic 

mental health professional. Receiving a referral from a mental health professional had 

positive correlations with giving prior referrals to a mental health professional, referring 

to a non-Christian. and both referring to atheistic and competent atheistic mental health 

professionals. Knowledge ofa mental health professional in the area correlated 

significantly with a history of referring and willingness to refer to non-Christian, similar­

believing, and competent similar-believing mental health professionals. 

The referral pattern trend found in hypothesis 2 continued and expanded in 

hypothesis 3. Exposure to a mental health professional, like education in general and 

education specifically in mental health, seems to have increased the likelihood of 

referring to a mental health professional with a dissimilar belief system, but did not 

increase the likelihood of referring to a Christian mental health professional. However, 

the statistical significance occurs between two likert-scale degrees, and both degrees are 

on the "disagree" end of the likert-scale continuum. In the hypothesis 3 findings, there 

are statistical significances between "strongly disagree" and "slightly disagree" 

responses. It seems that education and exposure to mental health both influence the 

pastors' willingness to refer, but do not necessarily to change his or her response to a 

complete willingness to refer. 
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An exception to the general correlation pattern was found with the variable 

"pru."tor's family member's experience of personal counseling." This was the only factor 

significantly correlated to willingness to refer to a mental health professional with a 

similar belief system. Thus, this could be a particularly influential factor. It seems that 

when a pastor's family member benefited from counseling, this created an increase in 

willingness to refer to dissimilar and non-descript similar believing mental health 

professionals, and an increased likelihood to have a history ofreferring. This variable 

significantly correlated with 5 of the referral pattern questions - more significant 

correlations than any other pastoral factor. It is possible that when a pastor is exposed to 

a mental health professional via the history ofa family member, he or she is exposed in a 

particularly meaningful way. With this type of exposure, pastors may be more concerned 

about competency and less concerned about a belief system than pastors without this type 

of exposure to mental health. 

Hypothesis four. This hypothesis proposed that pastors from different 

denominations will have statistically different responses to the referral pattern 

questionnaire (willingness to refer or have referred). Results supported this hypothesis, 

but only within the "high church" group. This group consists of Catholic, Anglican, and 

Episcopalian denominations. Pastors from those denominations tended to respond to the 

referral pattern questions differently than pastors from other denominations. Specifically, 

pastors from this denominational e,rroup responded higher to the willingness to refer to a 

non-Christian, atheistic or agnostic, or competent atheistic or agnostic mental health 

professional. This statistic was not extremely strong, and under the more conservative 

measures of an analysis of variance, it was not statistically significant. A more liberal 
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statistical measure was used because this study's purpose was exploratory, and any 

finding could be potentially valuable since the fields of pastoral psychology and rural 

psychology are open to consideration. 

This hypothesis continued the statistical trend in that differences in referral 

patterns are primarily found within those groups that are most dissimilar to the pastor's 

own worldvicw. Pastors in this denominational group were more willing to refer to 

mental health professionals with dissimilar worldvicws than pastors from other 

denominational groups. This continues the trend found in hypothesis 2 and 3. Pastors 

with this denominational background, like pastors who had education or exposure to 

mental health, may be more willing to refer to a mental health professional with a 

dissimilar belief system, but not willing enough to change his or her response completely. 

Hypothesis five. This hypothesis proposed that pastors who are experienced or 

trained in counseling will be more likely to refer or have referred to a mental health 

professional than those who are not. Results supported this hypothesis. A pastor's 

experience counseling a mental health professional significantly correlated with a history 

ofreferring and willingness to refer to non-Christian, atheistic and competent atheistic 

mental health professionals. Similarly, those pastors who received training in psychology 

or mental health fields at some point, were more willing to refer to an atheistic or 

competent atheistic mental health professional, continuing the same correlational trend as 

seen in hypotheses 2, 3, and 4. 

Pastors who endorsed currently counseling laymen significantly correlated with 

willingness to refer to a Christian mental health professional (with or without the term 

"competency") and a competent mental health professional with a similar belief system, 
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unique from the correlation trend in earlier hypotheses. All but thirteen pastors endorsed 

currently counseling laymen, and because of the high frequency, this finding may be 

representative of the entire sample. It is possible that currently counseling laymen was 

more representative of the entire group and therefore, this finding is similar to the 

findings in hypothesis l. It is also possible that there was a particular quality about 

counseling one's own laymen that made the pastor more protective - willing to consider 

competent similar believing mental health professionals and others of a same belief 

system but not those of a dissimilar belief system. 

Qualitative Findings 

The first qualitative question asked pastors to describe reasons for referring to a 

mental health professional. Responses indicated that the pastor seems most likely to 

consider referring when he or she feels unqualified to handle the needs addressed. 

However, the most frequent reason endorsed for not referring to a mental health 

professional was a general or specific distrust of the mental health profession. These 

findings suggest that some pastors are ambivalent about referring. While rural pastors 

generally recognize a need for further mental health treatment for some of their 

parishioners, as a whole, they still distrust the mental health profession. Of interest, 

availability was not as significant an issue in meeting the needs of this rural population as 

expected. Only 25.7% ofrespondents endorsed that they do not know ofa mental health 

professional in the area, and only 6.6% ofpai.1ors mentioned availability in their 

discussion of reasons for not referring to a mental health professional. 
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Implications of this Study 

It is clear that there are two statistical trends in rural pastors' referral patterns. 

The first trend as demonstrated in hypothesis 1 (and possibly sub-hypothesis 5-1) 

suggests that as a whole, rural pastors are more likely to refer to mental health 

professionals with a similar belief system. In fact, in each t-test of hypothesis t, the rural 

pastor was significantly more likely to refer to mental health professionals whose belief 

system was most similar to their own. with or without stated competency. These findings 

were applicable to the entire group and were strongly significant. These research 

findings support those of Chaddock and McMinn (1999) and McMinn et al. (1998) who 

found that pastors value the faith of those. they are referring to above any other 

characteristic. Our findings concluded that pastors consistently expressed a preference to 

refer to a Christian mental health professional over those who profess any other belief 

system, despite competency. It is possible that the single most important factor in rural 

pastor referrals is the mental health professional 's belief system. 

The second trend as exhibited in hypotheses 3 and 4, and sub-hypotheses, 2-1, 2-3, 

and 5-2 suggests that variables of exposure to mental health, training in mental health, 

and education, particularly in mental health, correlate with an increase in willingness to 

refer to those mental health professionals with dissimilar worktviews. This trend is 

particularly evident in Table 7. 

It is possible that the correlations between pastoral variables and the referral pattern 

questions are only demonstrative of statistical anomalies, but it is more likely that 

education, exposure, particular denomination, and experience in mental health do 

iv_ftu.en~ the rural Pll.-5.tQ~' wi.tumro.e?:!s tQ i;;Qnsidei: referri_t1g tQ a ment{l.l health 
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professional with a dissimilar worldview, but do not make such a difference as to change 

the opinion of most pastors from strong disagreement to strong agreement. It is more 

likely to influence the pastors' opinions to change from strong disagreement to slight 

disagreement or possibly slight disagreement to slight agreement. As demonstrated in the 

regression equation discussed in the demographic section, it is possible many variables 

contribute to an increased willingness to refer to a mental health professional with a 

dissimilar belief system, and all oflhese may contribute to increased willingness to refer, 

but do not singularly determine a likelihood to refer. While this trend was seen in our 

entire sample, pastors within the denominational grouping of "high church" (Catholics, 

Anglicans, and Episcopalians) expressed a slightly higher willingness to refer to mental 

health professionals with dissimilar belief systems. 

While both Carpenter (1999) and Keller and Murray (1982) emphasized the 

conservative nature of individuals in rural areas, our findings both supported and 

challenged this view of rural pastors. This research supports theirs in recognizing that 

rural pastors were most willing to refer to those of the same faith, and were thus deemed 

'·conservative'' by some definitions. However, some descriptions of religious rural 

individuals indicated that they were expected to be completely unwilling to consider 

referring to someone in the field of psychology (Carpenter, 1999; Keller & Murray, 1982; 

and Rumberger & Rogers, 1982). Given that the majority of pastors in this study were 

willing to consider referring to mental health professionals at all suggests that they were 

less conservative prior research might suggest. The pastors studied were "open" as 

defined by Carpenter (1999), to consider referrals when they felt they were not competent 

enough. 
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The qualitative data reinforces the finding that pastors are willing to refer for 

issues that they feel under-prepared to address, but they still may have a general distrust 

for the mental health profession. Distrust of the mental health profession was the most 

frequently mentioned reason (22.6%) not to refer to a mental health professional. These 

findings support Carpenter's (1999) research, suggesting that tension exists between 

mental heahh and religious circles. Certainly, some of the responses listed in Chapter 3 

suggested strong animosity. However, 41.6% of the pastors responding indicated that 

they would refer if they were not feeling competent to handle the particular problem. 

Much of the research on rural psychology contained the implications that rural 

areas are expected to be different from urban areas and that research in rural psychology 

should help "paint a picture" of rural life. These research findings helped "paint a 

picture" of rural pastors and their relationship to mental health, and there was an 

expectation that these findings would not completely generalize to urban pastors. Past 

research in rural areas mentioned unavailability ofresources as a reason for its 

underserved status (e.g., Keller & Murray, 1982; Weinhart & Long, 1990). While 

availability was mentioned as a reason for not referring, it was not the most frequently 

mentioned reason. This could be due to the question's phrasing or that it is not as 

significant a hindrance as expected. 

To further distinguish rurality from urban populations, rural pastors can 

reasonably be expected to experience a higher level of distrust, unavailability, and lack of 

experience or exposure to mental health than their urban counterparts due to the greater 

isolation from both education and mental health services (Rumberger & Rogers, 1982). 

Due to the expectation that ruralites are more conservative than urbanites, rural pastors 
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can be expected to be less willing to refer to anyone, and maintain a higher level of 

distrust for the mental health professional (Keller & Murray, 1982). Therefore, while all 

pastors may value belief system of their potential referral source, rural pastors may 

emphasize these with greater intensity or want more specific, detailed, or comparable 

information in determining a like belief system. Lastly, a higher response rate may be 

found in urban communities due to a potentially lower "distrust level" in participating 

with a mental health dissertation (Carpenter, 1999). 

If a rural mental health professional desires pastoral referrals, he or she should 

make attempts to create relationships with pastors and establish competency. Since the 

other pastoral variables are out of the mental health profcssional's ability to impact (i.e., 

education, prior exposure), requesting a consultation, referring to the pastor for spiritual 

counseling, or some other means of establishing relationship is likely to have a positive 

effect. These results were found throughout all denominations; however, the "high 

church" category (Catholic, Anglican, and Episcopalian) was slightly more willing to 

refer to those with dissimilar belief systems than other denominational groups. These 

findings are encouraging in that many pastors expressed a willingness to refer to mental 

health professionals especially when they felt the problem was out of their area of 

expertise. Some attempt at establishing the competence of the mental health professional 

is important for the pastor in order to entrust laymen into their hands. However, our 

research findings indicated that shared worldview is still the most important variable. 

Limitations of this Study 

This study's survey was face valid. and if desired, the responses could be distorted 

from the pastor's true responses. The sample was within three rural northern California 
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counties; while this area was chosen because it seems to be representative, there may be 

specific factors that do not generalize to other rural counties. Likewise, it is possible that 

pastors of these counties may posses certain unique characteristics that would not 

generalize to other rural pastors in different counties. Similarly, the rural pastors who did 

not return the survey may have represented a specific group of pastors who would have 

significantly altered the findings had they provided their responses and demographic 

information. Although significant effort was made to understand each response, it is 

possible that the qualitative responses were interpreted in a manner that the writers did 

not intend. 

Suggestions for Further Research 

The field of rural psychology is wide open for further study. Research in the 

relationship of pastors to mental health is scarce, and further study may produce valuable 

findings. Comparing the referral patterns of urban pastors to rural pastors would be an 

interesting and helpful analysis. Much of the literature notes that those living in rural 

areas tend to be more conservative than urban areas (e.g., Fischer, 1982). Understanding 

the differences between rural and urban pastors may be helpful in meeting the needs of 

both communities. Designing a method to obtain the participation of those pastors who 

are least likely to return a survey or interact with the mental health community may be 

necessary in order to gain a complete picture of rural pastors. For example, presenting a 

survey in person, or conducting a phone interview may provide the opportunity for 

rapport that a mailed survey cannot convey. 

There were several pastors who did not complete the survey, but instead sent in 

letters, sermon notes, tracts, or notes. Many of these letters and tracts were conservative 
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in nature, and it would have been helpful to receive their survey responses. It could be 

that the psychological nature of the survey deterred some respondents whose feedback 

would have been most helpful in understanding more conservative rural pastors. 

Likewise, those pastors who did not return the surveys may have been the same pastors 

who were least willing to consider referring to a mental health professional. After 

reviewing the qualitative responses, and those letters, sermons, and tracts, it is this 

author's assumption that those pastors desired to communicate information. but were 

unwilling to provide the specific feedback requested. These pastors may have responded 

to a personal interaction like a phone call or visit in order to give the information they 

desired to communicate without going through a form. 

Personality variables and pastoral willingness to interact with the mental health 

field may produce helpful findings in determining the most significant factors of referral 

willingness. The qualitative data produced an opportunity to interact with the study, and 

personality styles were evident in the varying responses. Several pastors listed their 

contact information in order to discuss the research topics further. This suggests that the 

pastors' personalities may be significant influences in deciding whether or not to refer. 

Similarly, pastoral leadership styles may influence willingness to refer to mental health 

professionals. Potentially, both areas of research may produce valuable findings. 

While much of the research on rural areas suggests that rural areas are 

underserved and isolated from resources (Jordan & Hargrove, 1987; Keller & Murray, 

1982; DeLeon et al., 1989), our findings did not support this as the most frequently listed 

reason for not referring to a mental health professional. Further research could be done to 
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determine how significant isolation is to those living in rural areas in tenns of receiving 

mental health treatment. 

Conclusion 

As expected, this research found that rural pastors were willing to refer to a mental 

health professional when they felt they were unable to effectively treat the issue at hand, 

however, the belief system of the mental health professional was very important in 

detennining to whom the referral was given. There was still some lingering distrust 

between rural pastors and their views of mental health. If a mental health professional 

holding a similar or same belief system is not available, other criteria including 

relationship, exposure, education, and reception of consultation or referrals are somewhat 

influential in increasing the pastors' willingness to refer. Denomination is less of a 

significant factor, however, Catholics, Episcopalians, and Anglicans seem more willing 

to consider referring to mental health professionals with less similar belief systems. 

Lingering general distrust between the fields hinders only those who are in need of 

help, and does not assist either the clergy or the mental health professional in better 

serving the public or understanding each other. Both fields are in search of truth and 

deeply committed to the ideals of meeting human needs. Restorative work is still 

required to preserve the relationship between those in the professions of helping people. 

Mutual referrals are signs of building bridges for those broken-hearted to walk upon. 



Mental Health Referral Patterns 68 

References 

American Psychological Association. (1999). RuralPsych. [online] Retrieved 10/13/2001 

from http://www.apa.org/rural/. 

Arcury, T., Quandt, S., McDonald, J., & Bell, R. (2000). Faith and health self­

management of rural older adults. Journal of Cross-Cultural Gerontology, 15, 55-

74. 

Bergland, B. (1988). Rural mental health: Report on the national action commission on 

the mental health of rural Americans . .Journal of Rural Community Psychology, 9 

(2), 29-39. 

Brody, G., & Flor, D. ( 1998). Maternal resources, parenting practices, and child 

competence in rural, single-parent African American families. Child Development. 

69 (3), 803-816. 

Brody, G., Stoneman, Z., & Flor, D. (1996). Parental religiosity, family processes, and 

youth competence in rural, two-parent African American families. Developmental 

P~ychology, 32 (./), 696-706. 

Carpenter, D. (1999). Professional Outpatient 1Hental Health Service Delivery to the 

Church: An Analysis of Conservative Evangelical Attitudes in the Pacific 

Northwest United Stales. Unpublished doctoral dissertation, George Fox 

University. 

Chaddock, T., & McMinn, M. (1999). Values affecting collaboration among 

psychologists and evangelical clergy. Journal of Psychology and Theology, 27 (./), 

319-328. 



Mental Health Referral Patterns 69 

DeLeon, P., Wakefield, M., Schultz, A., Williams, J., & VandenBos, G. (1989). Rural 

America: Unique opportunities for health care delivery and health services 

research. American Psychologist 44 (10), 1298-1306. 

Dillman, D. A. (1978). Increasing mail questionnaire response in large samples of the 

general public. Public Opinion Quarterly, 36(2), 254-257. 

Dohrenwend, B., & Dohrenwend, B. (1974). Social and cultural influences on 

psychopathology. Annual Review of Psychology 25, 417-452. 

Edwards, L. C., Linn, B. R., & McMinn, M. R. (1999). Examples of collaboration 

between psychologists and clergy. Professional Psychology: Research and 

Practice, 30(6), 547-551. 

Fischer, C. (1982). To dwell amongfriends: Personal networks in town and city. 

Chicago: University of Chicago. 

Fox, J., Merwin, E., & Blank, M. (1995). De facto mental health services in the rural 

south. Journal for the Poor and Underserved, 6 (4), 434-468. 

Hargrove, D. (1982). An overview of professional considerations in the rural community. 

In P. Keller (Ed.), Handbook of Rural Community Mental Health (pp. 169-182). 

New York: Human Sciences Press. 

Harvey, C., Bond, J., & Greenwood, L. { 1991 ). Satisfaction, happiness, and self-esteem 

of older rural parents. Canadian Journal of Community Mental Health, 10 (2), 31-

46. 

Jordan, S. & Hargrove, D. ( 1987). Implications of an empirical application of categorical 

definitions of rural. Journal of Rural Community Psychology 8 (2), 14-29. 



Mental Health Referral Patterns 70 

Keller, P., & Murray, J. (1982). Rural mental health: An overview of the issues. In P. 

Keller (Ed.), Handbook of Rural Community Health (pp. 1-19). New York: Human 

Sciences Press. 

King, V., Elder, G., & Whitbeck, L. ( 1997). Religious involvement among rural youth: 

An ecological and life-course perspective. Journal of Research on Adolescence, 

7 (-1), 431-456. 

Lock, S., & Vincent, M. (1995). Sexual decision-making among rural adolescent females. 

Health Values 19 (1), 47-58. 

MacArthur, J., & Mack, W. (I 994). introduction to biblical counseling. Dallas, TX: 

Word Publishing. 

McMinn, M., Chaddock, T., Edwards, L., Linn, B., & Campbell, C. (I 998). 

Psychologists collaborating with clergy: Survey findings and implications. 

Professional P~ychology: Research and Practice, 29. 564-570. 

McMinn, M., Meek, K., Canning, S., & Pozzi, C. (2001). Training psychologists to 

work with religious organizations: The center for church-psychology collaboration. 

Professional Psychology: Research and Practice, 32 (3), 324-328. 

Meylink, W., & Gorsuch, R. (1988). Relationship between clerb'Y and psychologists: The 

empirical data. Journal of hyclwlogy and Christir.mity, 7, 56-72. 

Mitchell, J., & Weatherly, D. (2000). Beyond church attendance: Religiosity and mental 

health among rural older adults. Journal of Cross Cultural Gerontology, I 5, 37-54. 

Morris, E. (Ed.). ( 1997). Practicing psychology in rural settings. Washington D.C: 

American Psychological Association. 



Mental Health Referral Patterns 71 

Mulder, P., & Chang, A (1997). Domestic violence in rural communities: A literature 

review and discussion. The Journal of Rural Community Psychology, El, 1-10. 

Retrieved on 10/15/2001, from http://www.marshall.edu/jrcp. 

Rumberger, D., & Rogers, M. (1982). Pastoral openness to interaction with a private 

Christian counseling service. Journal of PsychologJ-1 and Theology, JO (4), 337-345. 

Sarantakos, S. (2000). Quality of family life on the farm. Journal of Family Studies, 6 

(2), 182-198. 

Seivewright, H., Tyrer, P., Casey, P., & Seivewright, N. (1991). A three-year follow-up 

psychiatric morbidity in urban and rural primary care. Psychological Medicine, 21, 

495-503. 

Srole, L., & Fischer, A (Eds.). (1977). Mental health in the metropolis: The midtown 

Manhattan study. New York: New York University Press. 

Stamm, B. (Ed.). (1995). Caring/or the Rural Community. Washington, D.C.: American 

Psychological Association. 

US Census Bureau. (2000). US 2000 census. Retrieved on 10/13/2001, from 

http://www.census.gov. 

Warnock, S. (1989). Rational-emotive therapy and the Christian client. Journal of 

Rational-Emotive Cognitive Behavioral Therapy, 7 (4), 263-273. 

Weinhart, C., & Long, K. (1990). Rural families and health care: Refining the knowledge 

base. Marriage and Family Review, I 5 (2), 15-75. 



Appendix A 

Letter and Questiormaire 

Mental Health Referral Patterns 72 



Mental Health Referral Patterns 73 

)ear Pastor: 

I am a graduate student in clinical psychology at George Fox University. I am 
=urrently doing a study about rural pastors and patterns of referrals to and :from mental 
llealth professionals. Your church was one of many listed in several rural counties of 
Northern California. The most important part of my study is up to you. I am asking for 
about five minutes of your time to fill out this 30-item survey. There is a self-addressed, 
stamped envelope included that the survey can be returned in, and one dollar as a small 
token of my appreciation for your participation. 

Your participation is voluntary, but I really hope you will return my survey. Your 
responses will be very helpful in trying to gain an accurate picture, and clarifying ways to 
better serve the rural community. This returned survey will be used with many others to 
complete the data and formulate observations in research. I hope to accurately represent 
the rural area you live in, and eventually clarify which resources and obstacles exist. 
This helps to build better working relationships between rural churches and mental health 
services. Your responses are very valuable to me. All information is confidential, and no 
individual responses will be discussed in the research study or publication. By 
completing and returning the survey, you are giving your consent to participate. 

Thank you so much for your time and effort. Should you need any information, 
feel free to contact me or my supervisor at George Fox University. Our phone numbers 
are listed below. If you would like a copy of the study's findings include a self­
addressed, stamped envelope when you return your survey. 

Sincerely, 

Alicia A. Chandler, MA 
(503) 654-7696 
George Fox University 

Supervised by: 
Clark D. Campbell, Ph. D. 
(503) 554-2753 
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- Rural Pastoral Mental Health Referral Questionnaire -
For the following questions, the definition of "mental health professional" is: 

Anyone licensed or certified and practicing in an area related to mental health 
treatment or counseling. This includes but is not limited to: psychologists, psychiatrists, 
marriage and family therapists, licensed professional counselors, social workers, etc. 

Please circle the response that best fits your own experience 

!=strongly disagree 2 =disagree 3 = sligluly disagree 4= sligluly agree 5 =agree 6= strongly agree 

1. I have counseled people since I have been at this church. .............. 1 2 3 4 5 6 

2. I have counseled a mental health professional... ............................. I 2 3 4 5 6 

3. Since I have been at this church, I have visited with a mental health 
professional for consultation or advice about someone 
I am counseling ............................................................................. 1 

4. I have sought help from a mental health 
professional for personal counseling ............................................. 1 

5. Someone in my family has sought help from a mental 
health professional for personal counseling or advice .................... l 

6. Since I have been at this church. I have received a referral 
from a mental health professional .................................................. l 

7. Since I have been at this church, I have referred someone to 
a mental health professional. ......................................................... 1 

8. Since I have been at this church, a mental health professional 
has contacted me for consultation or advice ................................... I 

9. I am friends or acquaintances with a mental health professional .... I 

10. I know ofa mental health professional in the area ........................ I 

l I. I would refer someone who came to me for counseling to a 
non-Christian mental health professional ..................................... I 

12. I would refer someone who came to me for counseling to a 
Christian mental health professional ............................................ I 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

2 3 4 5 6 

J =.strongly disagree ... 6= strang(v agree 
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13. I would refer someone who came to me for counseling to a 
Christian mental health professional, ifl thought he/she 
was competent ............................................................................. l 2 3 4 5 6 

14. I would refer someone to a mental health professional who 
expressed a similar belief system to my own .............................. 1 2 3 4 5 6 

15. I would refer someone who came to me for counseling to a 
mental health professional who expressed a similar belief 
system to my own. ifl thought he/she was competent................. 2 3 4 5 6 

16. I would refer to an agnostic or atheistic mental 
health professional.. ..................................................................... 1 2 3 4 5 6 

17. I would refer someone who came to me for counseling to a 
agnostic or atheistic mental health professional, ifl thought that 
he or she was competent .............................................................. 1 2 3 4 5 6 

18. I attend educational seminars, trainings, or conventions 
about mental health issues or concerns ........................................ 1 2 3 4 5 6 

19. I have had formal training in counseling or psychology ............... l 2 3 4 5 6 

Please answer the following questions 

20. Age in years __ _ 

21. Gender (circle one) M F 

22. Current Marital Status (check one): 

CJ Single 
CJ Married 
CJ Widowed 
CJ Divorced 

23. Which one category most closely represents your ethnicity: {check one) 
CJ African American 
CJ Asian American 
CJ Native American 
CJ Hispanic American 
CJ Caucasian/European American 
CJ Other: 

~--------
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24. Number of years of education after high school ___ _ 

25. Highest degree earned (check one): 

Cl Bachelors 
Cl Masters 
Cl Doctorate 
Cl Other (please specify)-------

26. In what year did you complete your formal education? ___ _ 

27. Denominational or Religious Affiliation: _______________ _ 

28. Approximately how many people attend your current church 
in average weekly attendance? ___ _ 

29. Number of years you have been a pastor of any church? __ _ 

30a. Please describe your reasons for referring to a mental health professional: 

30b. Please describe your reasons for not referring to a mental health professional: 
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Variable Code 

Subject 
QI 
Q2 
Q3 
Q4 
Q5 
Q6 
Q7 
Q8 
Q9 
QIO 
Qll 
Ql3 
Ql4 
Q15 
Ql6 
Ql7 
Ql8 
Ql9 
age 
gender 
marital 
ethnic it 
school 
degree 
degoth 
recented 
yrgrad 
denom 
attend 
yrpast 
coun 
pos_e 

groups 

refcr_aa 

refer_ab 

refer ac 

mefer_aa 

Label 

Subject Number 
Survey Question 1 
Survey Question 2 
Survey Question 3 
Survey Question 4 
Survey Question 5 
Survey Question 6 
Survey Question 7 
Survey Question 8 
Survey Question 9 
Survey Question I 0 
Survey Question 11 
Survey Question 13 
Survey Question 14 
Survey Question 15 
Survey Question 16 
Survey Quei.iion 17 
Survey Question 18 
Survey Question 19 
Respondent's age 
Respondent's gender 
Respondent's marital status 
Respondent's ethnicity 
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Respondent's years o [higher education 
Respondent's highest degree earned 
Respondent's response on "other" category of degree 
Respondent's fast year of education 
Respondent's year of graduation with higher education degree 
Respondent's denomination 
Respondent's reported number of attenders 
Respondent's number of years in the pastorate 
Respondent's answer whether or not he or she counsels laymen 
Recoding of"coun" to determine whether or not the pastor 
answered positively "yes" they do counsel laymen. 
Respondent's denominational group- recoding of denominational 
categories 
Respondent's response on qualitative reasons to refer as coded in 
the "a" group by the author 
Respondent's response on qualitative reasons to refer a~ coded in 
the "b" group by the author 
Respondent's response on qualitative reasons to refer as coded in 
the "c" group by the author 
Respondent's response on qualitative reasons not to refer as coded 
in the "a" group by the author 



nrefer_ab 

nrefer_ac 

nrefer_ad 

nrefer_ae 

nrefer_af 

refer_oa 

refer_ob 

refer_oc 

nrefer_oa 

nrefer_ob 

nrefcr_oc 

nrefer_od 

nrefer_oe 

nrefer_of 

matching 
hyp3_1 

hyp3_lb 
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Respondent's response on qualitative reasons not to refer as coded 
in the "b" group by the author 
Respondent's response on qualitative reasons not to refer as coded 
in the "c" group by the author 
Respondent's response on qualitative reasons not to refer as coded 
in the "d" group by the author 
Respondent's response on qualitative reasons not to refer as coded 
in the "e" group by the author 
Respondent's response on qualitative reasons not to refer as coded 
in the "f' group by the author 
Respondent's response on qualitative reasons to refer as coded 
in the "a" group by the interratcr 
Respondent's response on qualitative reasons to refer as coded 
in the "b" group by the interrater 
Respondent's response on qualitative reasons to refer as coded 
in the "c" group by the interrater 
Respondent's response on qualitative reasons not to refer as coded 
in the "a" group by the interratcr 
Respondent's response on qualitative reasons not to refer as coded 
in the "b" group by the interrater 
Respondent's response on qualitative reasons not to refer as coded 
in the "c" {:,'foup by the interrater 
Respondent's response on qualitative reasons not to refer as coded 
in the "d" group by the interrater 
Respondent's response on qualitative reasons not to refer as coded 
in the "e" group by the interrater 
Respondent's response on qualitative reasons not to refer as coded 
in the "f' group by the interrater 
an unused coding 
Means of pastors responses to whether or not they refer to a 
Christian or similar believing mental health professional 
Means of pastors responses to whether or not they refer to an 
atheistic or agnostic mental health professional 
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41 1.01 1.01 1.0! 1_.0 6.0 1.011.01 1.01 6.01 6.0 1.0 6.0 6.01 4.0 4.0 1.0 1.0 4.00 
c--~. ~01_ 1.0f6.0! ~-0 1.0: 1.0: 1.0! 6.016.0 1.0! 4.0 4.0, 3.0~~_!,Q_~Oi 5.00 

61 6.0, 4.01 6.0 2.01 5.0 6.0. 6.0 5.0 5.0 5.0! 5.01 5.01 5.0 5.0, 5.0 2.0 2.01 4.00 
,____7'J~ 6.01 6.onror--6.o 1.01 6.01 1.0 6.Q 6.o 6.o 1.01 4.01 6.01 6.o 6.o 6.01 6.oo 
~ 2.0 2.0 5.0 2.0 2.0 2.0 2.0 2.0 5.0 2.0 5.01 5.a! 5.0 5.0 2.0 2.0 2.00 

- 9j 5.0 1.0 1.0: 1.01 1.0\ 1.0J 1.0 1.0 1.0_! 4.01 1.01 6.0 5.0i 5.0 1.0 _ 1.0 1.0 2.00 
101 6.0 1.0 1.0i 1.ai 1.0 1.011.01 1.0' 1.01 1.01 1.0 6.0 6.0 6.0 6.0 1.01 1.01 2.00 
11 6.al 6.01 1.0 6.01 6.0 1.0 6.0i 1.0 1.0 1.01 3.0 6.0: 6.0 6.a 6.0! 1.01 5.01 4.00 
12 6.01 6.a1 6.o 1.01 4.0! 4.o 6.0 3.o 5.o: 5.01 1.0 6.a1 6.o, 6.ai 6.o 1.0'1':0~.4~00 

,__ __ -_-_-_-13-·~,~1 1.ol!:_QI 6.0 1.0 4.0 1.0 5.a1 4.0 2.0 6.0 6.01 2.01 3.0 1.0 1.0 2.:_QQ 
14 6.01 1.of5.0· 1.011.0 4.o 6.o 1.Q.,__5.ol 6.o 3.o 5.o 6.o 5.01 6.o 1.0. 1.0 2.00 
15! 6.01 1.01 1.0 1.0' 1.0 1.0: 1.01.o: 1.0 1.0! 1.01 5.o 5.o 6.o 6.a 1.01 1.0 2.00 
16! 4.01 6.0i 6.0 6.01 6.0 1.0! 6.0i 1.01 6.0 6.01 6.0! 6.0 6.0 6.0J 6.0i 2.01 3.0_ 3.00 

-------17_1 5.QT1.01_To=1.o~ ~~=r:a-r-1.01 1,p _1,Q __ 5_:o·t2'-T-s.o,s~o4~or 4.o _1.o_!_:Q1 2.ri<:> 
___ :i.a~Ql__!,QH1.ol_"!_:o _.!.:Q' 1.of 4.01 1.0 s.o.__?,o__1_:0_ 4.ai 5.o 5.o: 5.o 1.0 1.01 3.oo 
--~~~Q,__s_il ___ J_,Qt--~O. .. __!5.q·,_1,o,_5_,011.:<t___5.ol 5.o s.O'._?:OI_ 5.01 5.0: 5.o 5:9 ~~'-_o __ b1.:_QQ 
______ 1,Q~!:_Q 3.Q: ~-Ql __ 2.()[_?,Qi..?-Q~_~Jll ~:_()_i 3.01 4.a 4.0~_±:QL 4.0 4.0 2.0 ?,O 3_:QQ 
___ 21~_6.o '.__~Q!..__?:_Q~6_:Q; __ 6.o [_.!:Q_ §:.OlJ.:.Q~:Q.16,'4__5.o ,_?:Q, 5.01__§_,_Q~Q._. 2.Q~ __ 2.oJ_ 5.oo 

221 6.01 6.01. 5.o. 2.01 6.o: 4.o: 6.o 5.o 6.ora.o: 1.01 6.o: 6.o 2.0 4.01 1.0: 1.0 2.00 
r--~- --- ·- - I --~-···--

---~-i--~:1_§_ill 2.01 1.0 1.0'. 1.0i 6.0 5.0 6.a 6.q_j __ §.Ol_§:Q 6.0_L__?_,OL__6.01 _!Q
1
1_6.01 5.ao 

__ 2_4l__5.:9 _?:_()~Q,_?-O! 2.0. 2.0 2.0 2.0~5.a:__?_:Q_j::_]][ 5.0 5.a: 4.a _-·5.0t~1 2.00 
--~~: 6.a~,_QL.§.a: 6.a; 6.0~QL6.o_ 6.01 6.a' 6.o: 6.a~.o 6.a1 6.a-6:0't6.a1 6.a~ 
_____ 261 5.ai 2.01 2.a1 5.01 5.o 2.01 5.a: 2.a1 5.al._5.o;___~.01 5.o 5.a _~,Q...J&.~' 5.ai~.ao 

21; 6.a1 a.o! 3.al 6.a a.a 1.al 1.01 3.al 5.0I 6.01 6.al 6.a 6.a 1.a 6.0! 5.a: 6.01 2.00 
1---__ 2_a_1_6:2_j__?:_a1 ffl-6~~1:-616.0 6.a1 6.aH.a~~ 3.o 5.ais.o 2.a. 5.o'. 4.a~.ai-5-:00 
~~ 1.aj 1.a 1.0, 1.a 1.a1 1.0 1.01 1.0, 1.01 1.a 1.a 6.a1 5.Q 1.a1 4.01 1.ai 1.0 1.00 

3a 6:0] 1.a 1.0: 1.a 1.0i 1.a 1.a 1.0i 1.0i 1.a 1.a 4.01 4.01 1.a1 1.al1.0 1.a 5.00 
,__ 31. 5.01 2.0 1.a 1.0 1.a 1.a 6.01 2.ai 4.o!4.01":0 6.o 5.01 5.o 4.a 1.a 2.0 1.00 

32: a.01 1.a_ 1.01 1.01 6.a 1.a 6.o1 1.016.016.0 1.aL6.a_ 6.a 6.o __§,Q,_!:_Q.L!.:Q 6:00 
33i 5.01 2.0: 4.a 4.a: 1.0 1.01 4.a' 1.a1 4.a 4.o 1.a1 6.a1 6.a 4.a 4.o 1.a1 1.0 4.aa 
34: 1.a1 6.a_i 6.a 6.0i 6.a 6.a! 1.al 6.01 6.0 6.a 1.a1 1.01 1.a: 1.0_ 1.0J 6.a 6.a 6.00 
35; 6.a 4.a 3.a 3.a 2.0 4.013.ai 6.0 6.a 6.a 1.a 5.0i 5.al 5.al 5.0 1.a 1.a1 5.00 
~I~ 6.o 6.o 6.a 6.a 6.o 6.a1 6.a 6.o 6.a 4.o 4.or 6.01 4.o 6.o 3.a 3.ai 6.oo 

- ~~~41]) 5.a 4.0 4~]]_ 4.a~:~ _ _1_:Q__6.a! 6.0; 4.a 4.a 1.0 1.ai 5.00 
381 6.a 1.a 1.a1 1.0\ 1.al 1.a 1.a 1.o_1 1.0i 1.0\ 1.a 6.a\ -6.0\ 6.0 6.0 5.0 s.a\_1.00 
39 6.0 1.0 1.al 1.0: 1.a1 1.0 1.0 1.a1 1.a1 6.01 5.a! 6.cif6:a1 6.a o.a 0.0 a.oro.oo 
40 6.0, 1.0 1.0 1.01 1.0 1.011.0 1.0 6.01 6.0! 3.0i 5.0 5.0 5.0 5.0 1.0, 1.0, 5.00 
41 5.01 2.0i 3.0 1.0f 1.0 3.0 4.01 1.0 4.ci15~01 2.0! 6.0! 5.0 5.0 6.0 1.0 2.0! 4.00 

_ 42 5.01 2.01 2.0 2.01 2.a 2.a5.0ls-:O s.ars.01 s.o1 5.01 6.o 5.o 6.o 2.a 2.01 5.oo 

----~ ~'.Z-~:Zl--~~z,-~-~t-+~--~~ t§ -rn tz+~'.z1-+g --~:% ~:~1 ~:~~6~~g +§ --~:~ 
, ___ 45_,_6.0I 1.0 1.0, 1.0 1.a 1.0 1:0 1.0. UJ1 3.6rf.~ 3.o 4.o 4.0 4.o 1.01 1.0 1.00 
, ___ 46=!--6.ot 2.0, 2.01 1.01 2.0 4.o, 3.o. 2.01 1.01 1.01 1.01 6.o 6.o 6.a 6.o 1.01 1.0 1.00 

47! 6.0! 1.01 1.01 1.01 1.0 1.0 1.0 1.0 1.01 1.01 1.0! 4.0 4.0 4.0 4.0 1.0 1.0 1.00 
_____ 48\~~-:!>L 3_0 2.0 1.0 4.o 5.01 4.o 5.o 6.o 1.0 5.o 6.o 5.o 5.01 1.0 2.01 2.00 

·491 6.01 1.01 1.0 1.0 1.0 1.0 1.01 1.0 4.0 4.0 1.0 6.01 6.0 4.01 4.0 1.0 1.0 6.00 
50 6.0! 4.0 4.0. 2.0 5.0 2.0 4.0 2.a 4.c:i 5.0 5.0 5.0 5.01 4.01 5.0 4.0 5.0 5.00 
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# 01 02 03 104 05 Q6 07 08 09 010 011 012 013 014 015 016 017 018 
51 6.0 1.0 1.0 1.0 6.0 1.0 1.0 1.0 1.0 1.0 1.0 5.0 6.0 5.0 5.0 1.0 1.0 4.00 
52 6.0 6.0 6.0 1.0 1.0 1.0 4.0 1.0 5.0 5.0 2.0 5.0 5.0 5.0 5.0 2.0 2.0 3.00 
53 6.0 4.0 4.0 3.0 2.0 2.0 2.0 2.0 4.0 4.0 2.0 4.0 5.0 5.0, 4.0 2.0 3.0 4.00 
54 6.0 6.0 6.0 1.0 1.0 6.0 6.0 6.0 6.0 6.0 6.0 6.0 6.0 6.0 6.0 6.0 6.0 6.00 
55 6.0 0.0 6.0 6.0 1.0 6.0 6.0 4.0 6.0 6.0 4.0 6.0 6.0' 6.0 6.0 3.0 4.0 6.00 
56 6.0 2.0 2.0 2.0 2.0 2.0 2~0 2.0 2.0 5.0 2.0 5.0 5.0 5.0 5.0 ·2.0 2.01 2.00 
57 5.0 4.0 3.0 4.0 5.0 2.0 4.0 1.0 1.0 3.0 3.0 5.0 5.0 4.0 5.0 1.0 2.0 2.00 
58 6.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 5.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 5.00 
59 1.0, 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 6.0 6.0 6.0 6.0 1.01 1.0 1.00 
60 6.0' 1.0 1.0 1.0 1.0 6.0 1.0\ 4.0 6.0 6.0 1.0 4.0 4.0 5.0 5.01 1.0 1.0 4.00 
61 6.0 6.0 6.0 1.0 1.0 1.0 6.0 1.0 6.0 6.0 3.0 6.0 6.0 6.0 6.0\ 1.0 1.0 6.00 
62 5.0 3.0 2.0 3.0 5.0 4.0 1.0 1.0 1.0 1.0 1.0 6.0 6.0 5.0 5.0 1.0 1.0 4.00 
63 6.0 2.0 1.0 1.0 1.0 2.0 1.0 2.0 1.0 4.0 1.0 5.0 5.0 5.0 5.0 1.0 1.0 4.00 
64 6.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 3.0 1.0 1.01 1.0 1.0 1.0 1.0 1.0 1.00 
65 5.0 2.0 2.0 2.0 2.01 2.0 5.0 2.0 2.0 5.0 2.0 5.0 6.0 6.0 6.0 1.0 2.0 2.00 
66 6.0 4.0 4.0 1.0 5.0 1.0 4.0 1.0\ 3.0 3.0 1.0 6.0 6.0 6.0 6.0 6.0, 3.0 1.00 
67 6.0 1.0 1.0 1.0 6.0 1.0 1.0 1.0 6.0 6.0 1.0 6.0 6.0 3.0 4.0 1.01 1.0 6.00 
68 5.0 1.0 1.0 1.0 2.0 1.0 1.0 1.0 1.0 3.0 3.0 6.0 6.0 6.0 6.0 3.0i 3.0 3.00 
69 6.0 4.0 1.01 4.0 1.0 4.0 3.0 4.0 5.0 6.0 3.0 4.0 6.0 6.0 6.0 1.0 2.0 2.00 
70 6.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 6.0 6.0 1.0 6.0 6.0 6.0 6.0 1.0 1.0 6.00 
71 6.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 6.0 1.0 1.0 1.0 6.0 1.0 6.0 1.0 1.0 1.00 
72 5.0 1.5 1.0 1.0 1.0 1.0 2.0 1.0 2.0 4.0 2.0 5.0 5.0 5.0 5.0 1.0 2.0 4.00 
73 6.0 6.0 6.0 6.0 5.0 5.0 6.0 6.0 6.0 6.0 3.0 6.0 5.0 5.0J 6.0 4.0 3.01 6.00 

-74 5.0 5.0 5.0 3.0 2.0 2.0 6.0 1.0 5.0 5.0 4.0 5.0 5.01 5.0 5.0 3.0 4.0 5.00 
75 5.0 3.0 4.0 1.0 2.0 1.0 2.0 1.0 5.0 5.0 1.0 5.0 5.0 5.0 5.0 1.0 1.0 4.00 
76 6.0 3.0 3.0 1.0 1.0 2.0 2.0 1.0 2.0 2.0 1.0 5.0 6.0 5.0 5.0 1.0 1.01 4.00 
n 6.0 6.0 6.0 4.0 5.0 5.0 5.0 5.0 2.0 5.0 1.0 5.0 5.0 6.0 6.0 1.0 1.0 2.00 
78 6.01 6.0 2.0 2.0 6.0 0.0 1.0 1.0 6.0 6.0 4.0 6.0 6.0 5.0 6.0 4.0 5.0 6.00 
79 6.0' 6.0 1.0 6.0 6.0 1.0 1.0 1.0 6.0 1.0 5.0 6.0 6.0 3.0 6.0 3.0 5.0 6.00 
80 6.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 6.0 6.0 4.0 6.0 6.0 6.0 6.0 1.0 4.0 2.00 
81 2.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 6.0 1.0 1.0 6.0 6.0 6.0 6.0 1.0 2.0 1.00 
82 5.0 1.0 1.0 6.0 6.0 1.0 5.0 1.0 6.0 6.0 4.0 6.0 6.0 6.0 6.0 1.0 1.0 1.00 
83 6.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0, 1.0 2.0 4.0 6.0 6.0 6.0• 6.0 1.0 1.0 2.00 
84 6.0 5.0 2.0 1.0 1.0 1.0 6.0 1.0 1.0 5.0 4.0 6.0 6.0 6.0 6.0 2.0 2.0 1.00 
85! 6.0 6.0 1.0 6.0 4.0 2.0 6.0 2.0 5.0 5.0 5.0 6.0 6.0 5.0 5.0 4.0 3.0, 4.00 
86 6.0 5.0 6.0 6.0 6.0 5.0 4.0 6.0 6.0 6.0 5.0 6.0 6.0 6.0 6.0 1.0 2.0 5.00 
87 5.0 5.0 2.0 2.0 2.0 2.0 5.0 2.0 2.0 2.0 2.0 5.0 5.0 5.0 5.0 2.0 3.0 2.00 
88 3.0 2.0 1.0 4.0 5.0 1.0 5.0 1.0 1.0 5.0 4.0 5.0 6.01 5.0 6.0 2.0 3.0/ 1.00 
89 6.0 1.0 1.0 1.0 6.0 1.0 1.0 1.0 1.0 1.0 1.0 6.0 6.0 6.0 6.0 1.0 1.0 1.00 
90 6.0 0.0 5.0 2.0 5.0 2.0 5.0 5.0 5.0 5.0 2.0 5.0 5.0 5.0 5.0 2.0 2.0 5.00 
91' 6.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.00 
92 6.0 4.0 3.0 3.0 1.0 3.0 1.0 3.0 5.0 6.0 1.0 5.0 5.0 5.0 3.0 1.0 1.0 0.00 
93 6.0 6.0 6.0 6.0 6.0 3.0 6.0 5.0 6.0 6.0 4.0 4.0 6.0 4.0 6.0 1.0 2.0 5.00 
94 5.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 4.0 6.0 1.0 5.0 5.0 3.5 '4.6 ·-1-.0 -rn -5.00 
95 5.0 1.0 5.0 1.0 1.0 1.0 5.0 1.0 5.0 5.0 1.0 6.0 6.0 4.0 3.0 1.0 0.0 0.00 
96 6.0 3.0 4.0 1.0 6.0 1.0 6.0 1.0 6.0 6.0 1.0 6.0 6.0 6.0 6.0 1.0 1.0 4.00 
97 6.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 6.0 6.0 1.0 6.0 6.0 6.0 6.0 1.0 1.0 4.00 
98 5.0 5.0 2.0 1.0 1.0 5.0 5.0 1.0 4.0 5.0 2.0 5.0, 5.0 5.0 5.0 1.0 1.01 2.00 
99 4.0 4.0 3.0 3.0 4.0 3.0 3.0 3.0 2.0 2.0 1.0 5.0 4.0 6.0 4.0 4.0 4.0 4.00 

100 5.0 2.0 2.0 1.0 2.0 2.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.00 
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Subject# /01 02 03 :04 05 Q6 07 QB 109 !010 011 012 1013 Q14 !015 016 0171018 
101\ 1.0 6.0 1.0 6.0 6.0 1.0 1.0 1.0 1.0 6.0 5.0 1.0 4.0/ 6.0 6.0 5.0 5.0 1.00 
1021 5.01 5.0! 6.0 5.01 5.0. 2.0 6.01 2.0 5.0 6.0/ 4.0i 6.0 6.0 6.0 6.0 1.0 1.0 3.00 
1031 2.0 1.0i 1.0 1.0 1.01 1.0 5.0 1.0 5.01_ 6.0' 3.01 6.0 6.0 3.0 5.0 2.0 2.0i 4.00 
104 6.o 6.o 1.01 5.o 6.01 1.0 4.0 6.0 6.o! 0.0 6.0 0.0 6.o 0.0 6.o 6.0 6.01 4.oo 

------ 105 5.0 5.0 5.0 5.0 5.0 5.0 5.0 5.0 6.01 6.0 2.0 5.0 6.01 5.0 5.0 2.0 2.0 4.00 
1061 0.0 0.0 0.01 0.0 0.01 0.0 0.0 0.01 0.0! 0.0 5.0 6.0 6.0 1.0 1.0 1.01 1.0 1.00 
1071 4.0 3.0 2.0 3.0 2.0 2.0 1.0 3.0 5.0i 3.0 5.0 5.0 5.0 5.0 5.01 2.01 3.0 4.00 
108 6.0 5.01 1.0 3.0 1.0 1.01 4.01 1.0 1.0 4.0 3.0 5.0 6.0 6.0 5.0i 1.01 1.0 1.00 
109 6.0 6.0' 6.0 2.0 2.0 4.0 5.0 3.0 6.0 6.0 4.0 5.0j 6.0 4.01 5.01 2.0 2.0 4.00 
110 1.0 1.0 4.0 6.0 6.0 6.0 2.0 6.0 4.01 4.0 6.0 1.0 1.0 2.01 1.0 6.0 6.0 4.00 
111 6.01 5.0 5.01 1.0 1.0 1.0 1.01 2.0! 5.0 6.0 2.0 6.0 6.0 4.0 4.0 1.0 2.0 5.00 
112! 6.01 1.0 1.0 6.0: 1.0 6.0 6.01 1.01 6.0 6.0 6.0! 6.01 6.0 6.0 6.0 6.0 6.0 6.00 
1131 5.0 5.01 6.0 6.0 1.0 1.0i 6.01 1.01 5.0 5.0i 2.0 5.01 5.0 5.0i 5.0 2.0 4.0 5.00 

~- 114 5.0 5.0 4.0 3.0 4.0 5.0 5.0 5.0 6.0 6.0 2.0 6.01 5.01 4.01 5.0 1.0 1.0 5.00 
115 6.0 5.0 2.0 3.0 6.01 1.0 1.0 1.0 4.0 6.0 1.0! 6.01 6.0i 6.0 6.0 1.0 1.0 6.00 
116j 6.0 1.0 1.0: 1.0 6.0 1.0 6.0 1.01 6.0i 6.01 4.0 1.0 6.0! 6.0 6.0 1.0 1.0 3.00 
1111 6.0 6.0 5.0, 3.0, 6.0, 1.0I 5.01 1.0 6.0 6.0i 6.01 6.0 6.0 6.0 6.0 2.0 3.01 6.00 
118 6.0i 6.01 1.0 6.01 6.0 1.0 6.0' 1.0 6.0 6.0i 1.01 6.0 6.0 6.0. 6.0 1.0 4.01 5.00 
119 5.o 5.01 4.o! 5.01 5.01 5.0 5.o 1.0 5.o, 6.o 5.cll3.o §.o; 3.01 6.0 5.0 5.o 4.oo 
120 3.01 1.0 1.0 1.011.0 2.0 2.0 2.0 6.01 6.0[ 6.01 6.0 6.01 1.0 6.0 1.0 6.0 6.00 
121: 4.0: 1.01 1.0' 2.0 1 1.0 1.0. 5.01 1.0i 1.0! 6.0i O.Oi 0.0 5.0 3.0 4.01 1.0 1.0 5.00 

=-1~i 5.01 2.6 2.01 2.~ _2..:01_4.0! 2.0 5.01 5.o 5.o 5.o 5.0J 2.01 5.01 5.o 5.0; 3.oo 
f--------1.~U:.D_I 1.:.9._!:_0l__1_._D_I ~,_1Jl.L~OI 1.0! 1.0~.o 3.o 6.0i 6.ol 6.or 6.01 _1-:.Q~Q_1-~-oo 

1241 6.0[6.o 6.o; 2.oT 6.016.016.016.oi 6.o! 6.o 1.0 6.oj 6.o: e.o1 6.0T 2.0, 4.o 5.oo 
,_____ 1·25=.-6.~j 1.0: 1.01 1.01 6.o 1.oi6~66.of 6.o: 1.01 6.o, 0.01 0.01.E2. 1.01 1.oi6.0ci 
____ 1_2§:.__t).01 1.0L._1.0~_!.:.0: 1.0 1.0: 1.01 1.0~6.:Q~9J_~QI 5.0 5.01 5.0! 5.01 1.01 1.0 5.00 
__ 127l~QH_:_Q' _ _!3,_Q__1-:_0f_6,Q'._CQL60

1
_60 6.0 6.0 1 1.or 6.0• 6.0: 6~~ 6.0 1.0i 1.0! 6.00 

--~;~:-~g,_~:~r~Jtf.~-+~~,]-~~!_1~~tJ~:-~-~L~~~8~~1~~-~~~ -~~~=i~.l~l_l~ 
130; 5.0

1 

1._o_~_1.o: 2.0 1.0 .?.2~2_:0.~:1.:.D_.L.~:.Ql_Lo_~_ 3.o 4.o: 5.o 5.0
1 

5.o~_ 1.01 3.0i 1.oo_ 
131 5.0. 2.Q'__ __ !:9J--'1..:.0 __ _!_:_0_!._()1_2__,_Q1_!:D_l_?_-_Q_~~1-:_Q_ -~_QI 6.01 5.0: 6.0, ~:_9L_1_:9 _4.00 

______ 1_~2-l_6.Q_l_§_,01 6.o'. 1.01 1._0 __ 1_1 . .Q_1~*-~o~_!?·o: __E?-D_~_1.:0 _6.:Q_§.Ot 6.01 6.o 1.011.0 4.oo 
~-.....!.~f-§:.0:__1_:_0/__1_.0. 1-:_Ql_§.:Q_.J.:ilf 6.0 1.0 6.01 6.0 !.2~~-Q___§,_Q_l_§.:.~§.:.D_! 1.0! 1.o_ _ 1.00 

134-1 6.0: 4.0L_i]l?_.Q_1_1,0 1.0 6.()_1 1.0 4.01 2.0. 1_0(}_~()___§.0! 2.0L_1_,_Ql_JJl.r_T."01 5.00 
135 6.0! 5.o: 3.0f 5.0,l_5.0 2.01 5.0 ~Oi 3.0 5.0i 3.01 5.0: 5.0: 4.0i 6.0j 2.Q~.;_ 4.00 

____ J_~i.__1..:.Q -~o_ 1 __ 1.01 1.01 2.0 1.01 1.0 1._Ql..§:Q~~QL 1_,0J__6.o: 6.0• 3_0, 3-.or1.o 0.0;__1.Q() 
1311 5_0 5.o: 2~0!5.o 50, 2.01 5.o, 4.ol 5_0 5.ol5.oT 5.0i 5.o 2.01 4.o 5.o 5.01 2.00 
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t# 019 AGE GENDER MARITAL ETHNIC IT SCHOOL !DEGREE DE GOTH RECENTED 
1 4.0 49.0 1.0 2.0 5.0 6.0 1.0 no 0.00 
2 3.0 61.0 2.0 2.0 5.0 2.0 4.0 coun 1.00 
3 1.0 71.0 1.0 3.0 5.0 6.0 4.0 d.c. 1.00 
4 3.0 45.0 1.0 2.0 4.0 0.0 6.0 node 0.00 
5 6.0 47.0 2.0 2.0 5.0 14.0 2.0 3ma's 5.00 
6 5.0 59.0 2.0 1.0 5.0 14.0 2.0 2ma's 4.00 
7 6.0 56.0 2.0 2.0 3.01 0.0 3.0 no 3.00 
8 2.0 48.0 1.0 2.0 5.0 7.0 1.0 no 4.00 
9 2.0 65.0 1.0 2.0 5.0 6.0 2.0 no 3.00 

10 2.0 57.0 1.0 2.0 1.0 8.0 2.0 no 5.00 
11 6.0 52.0 1.0 2.0 5.0 10.0 2.0 no 3.00 
12 6.0 55.0 1.0 2.0 5.0 8.0 0.0 no 0.00 
13 6.0 60.0 1.0 2.0 5.0 7.0 2.0 no 3.00 
14 2.0 70.0 1.0 2.0 5.0 3.0 0.0 no 4.00 
15 4.0 37.0 1.0 2.0 5.0 8.0 2.0 no 5.00 
16 6.0 51.0 2.0 2.0 5.0 8.0 1.0 bsm 4.00 
17 2.0 42.0 1.0 2.0 5.0 1.0 5.0 no 0.00 
18 6.0 64.0 1.0 2.0 5.0 5.0 1.0 no 3.00 
19 6.0 60.0 1.0 2.0 5.0 9.0 2.0 no 2.00 
20 5.0 58.0 1.0 1.0 6.0 7.0 4.0 no 2.00 
21 2.0 51.0 2.0 2.0 5.0 8.0 2.0 ordai 5.00 
22 3.0 48.0 1.0 2.0 5.0 9.0 3.0 no 5.00 
23 5.0 38.0 1.0 2.0 5.0 2.0 4.0 min. 5.00 
24 5.0 74.0 1.0 2.0 5.0 4.0 1.0 no 1.00 
25 6.0 44.0 1.0 2.0 5.0 8.0 2.0 no 4.00 
26 3.0 56.0 1.0 1.0 5.0 10.0 2.0 no 4.00 
27 5.0 66.0 1.0 1.0 5.0 15.0 3.0 2ba2m 4.00 
28 1.0 52.0 2.0 2.0 5.0 8.0 2.0 no 5.00 
29 1.0 68.0 1.0 2.0 5.0 10.0 1.0 62-99 5.00 
30 4.0 51.0 1.0 2.0 5.0 4.0 1.0 no 5.00 
31 1.0 50.0. 1.0 2.0 5.0 0.0 0.01no 0.00 
32 5.0 64.0 1.0 2.0 5.0 2.0 4.0 life 1.00 
33 4.01 48.0 1.0 2.0 5.0 0.0 4.0 30+gl 5.00 
34 6.01 50.0 1.0 2.0/ 5.0 4.0 4.0 lie. 0.00 
35 6.01 42.0 1.0 2.0 5.0 6.0 1.01credc 5.00 
36 6.0 55.0 1.0 2.0 5.0 9.01 2.012 5.00 
37 4.0 49.0 1.0 2.0 3.0 4.0 1.0 no 5.00 
38 4.0 54.0 1.0 1.0 5.0 7.0 1.0 no 3.00 
39 0.0 72.0 1.0 3.0 5.0 8.0 2.0 no 5.00 
40 4.0 -57.0 1.0 2.0 5.0 7.0 2.0 3.00 no 
41 5.0 53.0 1.0 2.0 5.0 5.0t 1.0 exta 3.00 
42 2.0 40.0 1.0 2.0 5.0 12.0 2.0 curre I 5.00 
43 1.0 68.0 1.0 2.0 5.0 2.0 4.0 AA 3.00 
44 5.0 55.0 1.0 2.0 s.o --·--· -

2.0 
··-·-· 

0.0 
--- ---- ------·yoo no 

45 6.0 79.0 1.0 2.0 5.0 10.0 2.0 no 3.00 
46 1.0 56.0 1.0 2.0 3.0 0.0 0.0 no ------0:-00 
47 1.0 46.0 1.0 2.0 5.0 0.0 0.0 no 0.00 
48 5.0 42.0 1.0 2.0 5.0 7.0 2.0 no 4.00 
49 6.0 39.0 1.0 2.0 5.0 4.0 1.0 no 5.00 
50 5.0 48.0 1.0 2.0 5.0 13.0 4.0 no 5.00 
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Subject# !019 !AGE GENDERiMARITAL !ETHNICIT SCHOOL DEGREE DEGOTH :RECENTED 
51 ! 1.0i 72.0 1.0 2.0 5.0 5.5 0.0 no 3.00 

--szrs.01 47.0! 1.0 2.0 5.0 8.0 2.0lno 3.00 
53 3.0, 70.01 1.0 2.0 5.01 2.0 4.6\Certi 3.00 

t-------=54='1_6_.~0 47.0! 1.0 2.0 5.0i 12.0I 3.0!Phdp& 4.00 
551 4.01 51.0I 1.0 2.0 5.0 4.01 1.0 no 4.00 
56! 5.01 47.0 1.0, 2.0 5.0 6.0 5.0 2yrin 3.00 
57 2.0 63.0 1.0 2.01 5.0 3.0 4.0 inspr 0.00 
58 5.0 73.0 1.0 2.0 5.0i 3.0 2.0 no 4.00 
59 1.0 55.01 1.0[ 2.0 6.01 4.0 5.0 no I 3.00 
00; 1.0 34.o 1.0;-- 2.01 5.01 4.5 4.o cert I 4.oo 
61 I 6.01 47.o 1.01 2.01 5.01 5.0 1.o~~w 4]j(j 

1 
____ 6_2~ 4.o 80.0 1.01 2.0

1 
s.m== 4.0 1.0 1_ri~---+ 5.oo 

63 _5.oi. ~.o_l~-- 2.0 6.o. 4.0. 1.0.no , 4.0o 
64 1.01 37.01 ~- 1.0 3.0' 1.01 O.Olno 1 4.00 
65! 4.01 49.ol 1.o.-·---2.0··---5.0~-----s:o1 1.o[rijipe ; 3.00 

__ - 660.o~ 50.:Q __ 1_.0j_ __ 1_.Qt-__ 5.o 8.o 2.Q(~ 4.0Q 
___ 6_7l-§.01 57.0. 1.0! 2.Q_~ __ §_,_Q 8.0] 3.0_i_rio ___ >---~Q 
-----~~l-1~QH.?.:2l..._-1:.0. ____ W~--.....§:2, ___ 0~ ____ 4.o:ordai o.oo 

691 6.0
1 

48.0j 1.0 ____ 2.0t---.§:2j ___ ~5 1.0ino 3.00 
701 6.0' 63.0 1 0 2.01 5.0! 8.0! ~ I 2.00 =- 1TQJ>· -~7.0 __ :L_o1 

___ .1:._Q ___ ~j----2:ql--~:~!~ble 4:00 
72 3.01 53.0 1.01 2.0 5.0 3.0! 0.0 no I 0.00 

---~_____§_.()_ _6~.Q1 __ !:..~t---2Q: ____ ~:.O) 11.0! iot~@___-~ ___ ·i:_O_Q 
74 5.o 53.0I 2.01 2.ot_ _5:_01 8.01 z.:oi!1o 1 4.oo_ 

1 
___ 75 1.0 48.ol 1.ol 2.or- 5.o 1.0 4.0~yrc 3.oo 
1-------=75=';~1~.0l_ 57.QL___J_.OI ?.O 5.0 2.0 o.6 no i 2.Q_O 
_ _I!_: 2.0i 44.0\ 1.01 2.0! 5.0 5.0 1.0 no i 4.00 
-~~ 6.0~.o; 1.0 2.01 5.0 7.0 2.o;no 3:()_Q 
,___ __ 79_;•_6_.0~1 56.0: 1.0 2.0 6.0, 11.0, 2.0,no 4.00 

80: 1.0:3.0: 1.0 2.0 5.0J 2.0[ 4.0:curr I o.oo 
,___ __ 8_1._1_.o ---~-Oi 1.0 2.0 5.01 4.0! 1.0tno ! 2.00 

821 1.01 48.01 1.0 2.0 5.0 8.0L_ 2.0[no 5.00 
83! 1.0[ 42.01 1.0 2.0 3.0 -S:O[ 1.0 no 4.00 
841 1.01 45.0 1.01 2.0 5.0 -~ 4.0l1yrc 3.00 
85: 5.o 42.0 1.0 1.or 5.01 10.01 2.oino 5.oo 
aa 4.0 60.0l 1.0 _ 2.oi 5.o!

1 
9.0

1 5
2 .. 

0
oinn

0
o __ ·--- 3

1
.-
0
0
0
Q 

87 2.0 72.0! 1.0 2.0 5.0, 3.0 
88. 1.0 60.0, 1.0 2.0 5.o 1 8.o 1.0-no 4.oo 

•::__-~.---=8=9["4.0r64.o 1.0
1 

2.0 5.0j 7.0 2.0 no 2.00 
--~l-56.0 __ 1_.~ __ 2:0 5.0 4.0 1.0 no i 5.00 

91 1.01 67.0 1.0: 2.or--5.0 6.0 1.0 no 3.00 
92 4.0 70.0 1.0! 2.0 5.0 7.0 2.0 no 3.00 
93 4.0 42.0 1.0[ 2.0 5.01 6.5 1.01no I 4.00 
94 0.01 o.o o.o o.o o.o 0.0 1.01c:er:te:·---1·------51Xl" 

~--- 95. 0.01 40.0i 1.0. 2.0 5.0 8.01 o.o no o.oo 
96[ 1.0[ 57.0 2.01 2.0 5.0 o.o 0.0 somec 3.00 
97[ 6.0[ 49.0 1.01 2.0 5.0 15.0 3.0 no 5.00 
98 3.0 54.6-- 1.ol 2.0 5.0 2.0[ __ O.Olrio 2.00 
99 4.0 40.0 1.0 2.0 2.0, 6.0 1.0~ 5.00 

100 2.0 51.0 1.0 2.0 2.0i 0.0 O.Olno 3.00 
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# 019 AGE GENDER MARITAL ETHNICIT SCHOOL DEGREE DEGOTH IRECENTED 
01 1.0 68.0 2.0 2.0 5.0 7.0 2.0 no 3.00 
02 3.0 48.0 1.0 2.0 5.0 2.0 0.0 no 3.00 
03 4.0 54.0 2.0 2.0 5.0 9.0 2.0 no - ----5.00 

104 1.0 38.0 2.0 1.0 5.0 8.0 2.0 no 5.00 
105 2.0 49.0 1.0 2.0 5.0 7.0 2.0 no 0.00 
106 1.0 64.0 1.0 1.0 5.0 6.0 0.0 no 2.00 
107 4.0 48.0 1.0 2.0 6.0 4.0 2.0 no 4.00 
108 2.0 60.0 1.0 2.0 5.0 5.0 4.0 -3cre 2.00 
109 5.o. 56.0 1.0 2.0 5.0 7.0 2.0 no 2.00 
110 4.0 51.0 1.0 2.0 5.0 4.0 1.0 no 3.00 
111 5.0 51.0 1.0 2.0 5.0 5.0 1.0 no 3.00 
112 6.0 48.0 1.0 2.0 5.0 7.0 i:o no 3.00 
113 5.0 42.0 1.0 1.0 5.0 8.0 2.0 no 4.00 
114 6.0 64.0 1.0 4.0 5.0 6.0 2.0 no 4.00 
115 6.0 76.0 2.0 3.0 1.0 8.0 1.0 cert. 0.00 
116 6.0 55.0 1.0 2.0 5.0 12.0 3.0 no 5.00 
117 6.0 36.0 1.0 2.0 5.0 6.5 2.0 no 5.00 
118 0.01 64.0 1.0 2.0 5.0 2.0 6.0 no 0.00 
119 6.0 68.0 1.0 2.0 5.0 9.0 3.0 no 2.00 
120 6.0 59.0 1.0 3.0 5.0 8.0 3.0lphdPr 3.00 
121 5.0 86.0 1.0 2.0 6.0 7.0 2.0 babsm 2.00 
122 3.0 46.0 1.0 2.0 5.0 8.0 2.0 no 4.00 
123 1.0 58.0 1.0 2.0 5.0 0.0 5.0 no 0.00 
124 5.0 62.0 1.0 2.0 5.0 5.0 1.0 no 4.00 
125 5.0 64.0 1.0 2.0 5.0 2.0 0.0 lifem 1.00 
1261 4.0 57.0 1.0 2.0 5.0 7.0 2.0 no 3.00 
127 6.0 58.0 1.0 2.0 5.0 6.0 2.0 no 3.00 
128 3.0 56.0 1.0 2.0 5.0 8.0 1.0 no 3.00 
129 1.0 39.0 1.0 2.0 5.0 7.0 2.0 no 4.00 
130 5.0 46.0 1.0 2.0 5.0 2.5 0.0 no 0.00 
131 2.0 53.0 1.0 2.0 5.0 5.0 1.0 no 3.00 
132 6.0 37.0 1.0 2.0 3.0 4.0 4.0 carr 5.00 
133 1.0 42.0 1.0 2.0 5.0 3.5 4.0 AA 0.00 
134 5.0 55.0 1.0 2.0 5.0 7.0 2.0 no 5.00 
135 4.0 46.0 1.0 2.0 5.0 10.0 2.0 X2 5.00 
136 1.0 47.0 2.0 2.0 5.0 7.0 0.0 no 3.00 -137 5.0 69.0 1.0 1.01 5.0 7.0 2.0 no 1.00 
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~£!:ci# !YRGRAD iDENOM ATIEND IYRPAST COUNSEL IPOS_EXP !GROUPS !REFER~ 
_ 11 o.o 26.0I 10.0 10.0 2.001 1.001 1.001 2.0( 

2 1,959.0 1.0i 30.0 2.0 2.00 2.001 1.001 1.0C 
3 1,958.0 9.0 275.0 2.0 2.00 1.00 11.00 ! 2.0( 
4 0.0 10.0 100.0 15.0 1.001 2.00 2.00 2.0I 
5 1,998.0I 11.0 23.o 3.5 2.001 2.00 5.ooi 2.0< 
6 1,982.0! 9.0 45.0 1.6 ----- 2.00 2.00 11.00 2.0< 
71 1,978.0I 12.0 60.0 26.0, 2.00 2.001 7.oo 1.0< 
8 1,980.0 13.0 35.0 7.01 2.00 1.00 8.00 2.0< 
9 1,975.0 13.o 65.0 33.0I 2.00 1.00 8.oo 2.oc 

10 1,999.0 11.0 50.0 3.0 2.00 1.00 5.00 2.0C 
111 1,976.0j 1.0 250.0, 26.0 2.001 1.00 1.001 2.0( 
121 0.0 4.0 30.0 16.0 2.00 2.00! 1.00 1.0( 
13 1,980.0 4.0 80.0 3.0! 2.00 2.001 1.00 2.0( 
14 1,982.0 2.0 10.0 1.0 2.00 2.00 2.00 1.0C 

_ 15 1,991.0 14.0 135.01 11.0 2.00 1.00 9.0o 2.0C 
16 1,981.0 15.0 30.0 0.0 2.00 2.00 13.001 2.0C 
171 0.0 16.01 0.0 5.0 2.00 1.00 7.00 2.0C 
18 1,976.0 10.0j 70.0 3.0, 2.00 2.00 2.00 2.0C 
19 1,968.0 11.0l 20.0 34.0i 2.00 2.00 5.00 2.0C 

- ~~: ~::~:g, 1!:g1 1~g:g1 ~:gt=-~~r--~-----1~~%1===~ 
221 2,002.01 5.0 150.0I 17.0, 2.001 2.001 13.00! 1.00 
231 1,993.01 1.01 61:ol--- 8.01 2.ooj 2.ooi 1.00~ 2.00 

--241f950-:or- 11.0: 40.01 fo.01 2.00.---2.0QI - 10:00. -2.ao 
e---- 251 1,984.ol 18.0 100.01 12.01 2.001 2.001 11.00 2.00 

26! 1.984.o 9.o 600.0! 14.01 2.00: 2.oor------:i-:r:olf---2:00 
21; 1,988.0I 9.o 600.0i 40.0 2.001 2.00 11.00 2.00 --
281 2,000.01 19.0 0.0! 6.0i 2.001 2.00 6.001 2.00 

------- 291 1,999.o 19.o~ 40.01 9.o: t.001 1.001·-----s:oor· ------2.00 

----~r=- 1 ~]~~ - _-_-
2 
__ ~_]-_,_i-_-_1_~-~-:-~_l _____ -l'.~~---------------~l~l=---=-----~~~~~~-!_---~~~~E~----f: 

32 1,958.0 17.0 30.0i 10.0 ---~()! 2.00_;, ___ 1_0,()_D_~------~-00 
33i 2,001.0i 1.01 40.0i 3.0 2.00 2.00: 1.00i 2.00 

--34-r--------0-:0~_ 1:.CJC?s~ot.__i:2.L __ _t.oo______ 2.001 foor·---~_J.:.CJQ 
35! 1,996.0i 16.0j 45.0j 2.0' 2.00 2.001 7.00 1.00 
36 1.994.o 11.01 5o.o~ 9.o: 2.oo~---=~QQ.:=::_s.o. 6 ____ 1.00 
37 1,990:_D_L 1.0 20.0, s.01 2.00, 2.00 ___ 1-c_O_Q.. ____ _1_,_o_o 
38i 1,974.0l 9.q~5o.o: 8.01 2.00! ___ 1~--.!..1.:_QOJ___ ____ ~:.Cl() 
39j 1,994.01 9.0: 180.~6.0_J-. __ J.00J___ ___ 1_,Q_0·1 11.00: 2.00 
40 1,977.0' 10.0i 10.01 2.5; 2.001 2.001 2.001 1.00 

-~f--1":972-:0- 1.0J 105-:oi~.01 2.001 2.00: 1.00 2.60 
42 1.998.o 14.or----1-80.ol 4.o 2.001 i.oo s.001 1.00 

----

-~----1~_zs.o__z,0J 260.0: 3.5 2.001 2.00 3.0QJ _____ ___±:oo 
44 1,969.0 7.01 75.0! 3.0 2.00 2.00! 3.00'1 2.00 

·-~~1.0 11.0: 33.0 6.0. 2.00 1.00 5.00! 2.00 
46 0.0 12.0i 60.0 6.0! 2.00 1.00 7.00 1.00 
47 0.0 2.0: 55.0 9.51 2.00 1.00 2.00 2.06 
48 1,988.0 12.0i 500.01 16.0 2.001 2.00 7.001 2.00 

---------49. -·--1~005.0- 21.0 90.o a.o 2.oof 2.00 1.00
1

1 2.00 
50; 1,994.01 8.0 45.01 21.0! 2.00! 2.001 4.00 2.00 
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t# YR GRAD DEN OM ATTEND YRPAST COUNSEL POS_EXP GROUPS REFER AA 
51 1,977.0 2.0 60.01 17.0 2.00 1.00 2.00 2.00 
52 1,980.0 2.0 150.0 8.5 2.00 2.00 2.00 2.00 
53 1,977.0 10.0 35.0 25.0 2.00 2.00 2.00 2.00 
54 1,981.0 22.0 100.0 2.0 2.00 2.00 12.00 1.00 
55 1,997.0 12.0 150.0 12.0 2.00 2.00 7.00 2.00 
56 1,976.0 4.0 65.0 25.0 2.00 1.00 1.00 1.00 
57 0.0 8.0 15.0 40.0 2.00 1.00 4.00 1.00 
58 1,982.0 12.0 70.0 19.0 2.00 1.00 7.00 2.00 
59 1,979.0 12.0 25.0 22.0 1.00 1.00 7.00 2.00 
60 1,987.0 12.0 50.01 3.0 2.00 2.00 7.00 1.00 
61 1,982.0 2.0 90.0 2.0 2.00 2.00 2.00 2.00 
62 1,991.0 2.0 35.0 7.0 2.00 1.00 2.00 2.00 
63 1,983.0 4.0 105.0 24.0 2.00 1.00 1.00 2.00 
64 1,984.0 12.0 15.0 1.0 2.00 1.00 7.00 2.00 
65 1,974.0 1.0 10.0 15.0 2.00 1.00 1.00 2.00 
66 1,981.0 9.0 200.0 20.0 2.00 1.00 11.00 1.00 
67 1,975.0 23.0 80.0 35.0 2.00 2.00 1.00 2.00 
68 0.0 24.0 12.0 3.0 2.00 1.00 1.00 2.00 
69 1,976.0 12.0 40.0 20.0 2.00 2.00 7.00 2.00 
70 1,965.0 17.0 150.0 35.0 2.00 2.00 10.00 2.00 
711 1,983.0 24.0 70.0 12.0 2.00 2.00 1.00 1.00 
721 0.0 1.0 40.0 9.0 2.00 1.00 1.00 1.00 
73 1,988.0 7.0 98.0 5.0 2.00 2.00 3.00 1.00 
74 1,982.0 19.0 100.0 20.0 2.00 2.00 6.00 2.00 
75 1,973.0 17.0 25.0 2.5 2.00 2.00 10.00 2.00 
76 1,970.0 12.0 70.0 2.0 2.00 1.00 7.00 2.00 
77 1,981.0 20.0 150.0 20.0 2.00 1.00 12.00 2.00 
78 1,979.0 25.0 40.0 11.0 2.00 2.00 1.001 2.00 
79 1,988.0 0.0 35.0 14.0 2.00 2.00 2.00 -- 2.00 

80 0.0 16.0 78.0 3.5 2.00 2.00 7.00 2.00 
81 1,970.0 8.0 12.0 0.0 1.00 2.00 4.00 2.00 
82 1,995.0 12.0' 30.0 30.0 2.00 2.00 7.00 1.00 
831 1,986.0 8.0 50.0 16.0 2.00 1.00 4.00 2.00 
841 1,975.0 7.0 130.0 3.0 2.00 1.00 3.00 2.00 
85 1,993.0 9.0 200.0 5.0 2.00 2.00 11.00 1.00 
86 1,980.0 13.0 130.0 21.0 2.00 2.00 8.00 2.00 
87 1,959.0 7.0 64.0 4.5 2.00 1.00 3.00 2.00 
88 1,985.0 13.0 50.0 19.0 1.00 1.00 8.00 

-----
2.00 

89 1,962.0 20.0 35.0 32.0 2.00 1.00 12.00 2.00 
90 2,000.0 26.0 200.0 22.0 2.00 2.00 1.00 1.00 
91 1,979.0 12.0 50.0 23.0 2.00 1.00 7.00 2.00 
92 1,973.0 3.01 39.0 39.0 2.00 2.00 2.00 2.00 
93 1,988.0 17.0 65.0 12.0 2.00 2.00 10.00 2.00 -
94 2,001.0 12.0 20.0 7.0 2.00 2.00 7.00J 2.00 
95 0.0 0.0 0.0 0.0 2.00 2.00 0.00 2.00 
96 1,980.0 2.0 50.0 20.0 2.00 2.00 2.00 2.00 
97 1,994.0 22.0 120.0 18.0 2.00 2.00 12.00 2.00 
98 1,970.0 24.0 80.0 27.0 2.00 2.00 1.00 1.00 
99 1,995.0 22.01 180.0 10.0 ··-·2.00 1.00 12.00 1.00 

100 1,975.0 22.0 83.0 27.0 2.00 1.00 12.00 2.00 
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Subject# ;YRGRAD DENOM ATTEND YRPAST !COUNSEL_ POS_EXP GROUPS REFER AA 
,__ __ 10_1_1---}en.o 21.0 40.0 0.01 1.00 1.00 13.oo 2.00 

102i 1,974.0 12.0 120.01 13.01 2.00 2.00 7.00 2.00 
103. 1,996.0, 19.0 85.0, 6.0 1.00 2.00 6.001 2.00 
104/ 1,991.0 18.0 120.0i 8.0 2.0ai 2.aa 11.00i 1.aa 

-·---ms a.a 11.0 1so.o 23.01 2.001 2.001 s.001 o.oo 
106 1,964.a 9.ai 200.0 34.ai O.OOL o.oo\ 11.00 2.00 
107 1,982.a 19.0 65.0 10.a· 2.ao1 2.ao 6.00 11 2.00 
1a8 1,967.0 2.a 50.0 33.0 2.00 1.oa 2.00 2.00 
109 1,97a.a 19.a 60.0! 32.0 2.001 2.0at 6.0a! 2.00 
110 1,973.0 1.0 8a.o 23.0 1.001 2.001. 1.ao 1.0a 

1--....,1_111 1,975.al 1.01 85.a 30.al 2.00 2.001 1.00 2.0a 
1121-1.97w--2-.0!50o.o 23.al 2.aa 2.ao 2.00 2.00 
1131 1,989.a 14.01 21.0 12.a~ 2.oo-~o 9.oo 2.ao 

t----~11~4! 1,989.a 14.aj so.a: 14.0r-- 2.Q_Q~ 2.oa
1 

9.Qa~l __ _!,Cl.9' 
__ 11s_ a.a1 28.aJ 22.a, 10.0. 2.aa. 2.ao, 4.aal 2.00 
1----....,1~1s1 2.oa1.a1 2.a! so.al 2s.a' 2.aa~~! 2.aoj . 2.aa 

1
111871 1,997.a: 8.a1 110.aJ_ 12.a 2.oa~-- 2.aa1 4.aai __ l:QQ 
..:.:+ a.ar-11.a 2aa.a1 1a.a1 2.aa, 2.0a

1 
10.00: 2.00 

--1191 1,969.al 19.a sa.a1 22.a1 2.aa1 2.aa: 6.aa• 2.00 
120: 1.975.oT-29."o ---o~o~ 2a.aJ 1.00: 2.ao· 11.00:---2.00 

--12--fl-(964J)'! a.o 45.a1 _l~]_i---=:_2.c.@: _ __'IJ)_O a.OOi 2.aa 
122 1,982.a 14.a, 2rm= 2a.01 __ 2.aa.1_ 2.0011 9.aa1 2.ao 
123! a.a1 12.aj 65.0, 15.al 1]01 1.00. 7.00. 2.aa 
1241 1,98s.oL - =!&__19.a: 11.a 2.aol----2~0: 2.00, 1.00 
1251 1,958.a: 11.01 sa.ol 1a.o; 2.00 2.001 10.ao 2.ag_ 

·--n~r--1,976.~j::__, 2J)1_ __ 35.a __±§,Q)___~Q_()__ 2.00 2.00 r __ _ul_Q 
12il1,975.a1 12.a 2aa.a 22.a1 2.ao 2.00 7.aa 2.aa 

-- 128 1,971.a a.a 1sa.a\ 3a.a 2.ao 2.00 a.oo, 2.aa 
129! 1,989.0I 11.a 6a.ai 12.a 1.aa! 1.ao, s.aoi 2.aa 

~30 a.o -1.0 2aa.a 12.ai 2.aa 1.ao1 1.aa 2.aa 
-- 131 1,972.a 13.0, 25.a 6.01 2.aa 1.ao 8.00 2.00 

132 2,001.a 12.a 2ao.a 3.a 2.oa. 2.ao 7.001 1.ao 
133

1 
o.a 24.o 1sa.o! rn.a 2.00 2.001 1.001 Too 

- 1341 1,998.ai 12.0 55.a 7.0. 2.00 2.00' 7.00: 1.00 
1351 1,994.a 5.01 180.0 6.51 2.00 1.00 13.00I 1.00 
136 1,972.a 30.a 12.a 6.0! 1.ao 2.00 13.0a) 2.00 

---- --1371 1,957.a! 18.0 20.a, 40.a 1.ao. ·-- 1.ao 11.00! 1.0a 
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#!REFER AB IREFER_AC NREFE_AA NREFE_AB NREFE_AC NREFE_AD NREFE AE 
1 2.00 2.00 2.00. 2.00 1.00 2.00 1.00 
2 2.001 2.00 2.00J 2.00 2.00 2.00 2.00 
3 2.00 2.00 2.001 2.00 2.00 2.00 2.00 
4 2.00 1.001 2.00 2.00 2.00 1.00 2.00 
5 
>--· 

1.00 2.00 2.00 2.00 2.00 2.00 2.00 -· 
6 2.00 1.00 2.00 2.00 2.00 1.00 2.00 
7 2.00 2.00 2.001 2.00 2.00 1.00 1.00 
8 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
9 2.00 2.00 2.00 2.00i 2.00 2.00 2.00 

1o 1.00 2.00 2.00 1.00 2.00 2.00 2.00 
11 1.00 2.00 2.00 2.00 2.00 1.00 2.00 
12 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
13 2.001 2.00 2.00 2.00 2.00 2.00 2.00 
14 2.00 2.00 2.00 2.00 2.00 2.00 1.00 
15 1.00 2.00 2.00 2.001 2.00 1.00 2.00 
16 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
171 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
18 2.00 1.00 2.001 1.00 2.00 2.00 2.00 
19 1.00 1.00 2.00 1.00 2.00 1.00 2.00 
20 2.00 1.00 1.00 1.00 2.00 2.00 2.00 
21 2.00 2.00 1.00 1.00 2.00 2.00 1.00 -
22 1.00 2.00 2.00 2.00 2.00 1.00 1.00 
23 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
24 1.00 2.00 1.00 1.00 2.00 2.00 2.00 
25 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
26 1.00 2.00 2.00 2.00 2.00 2.00 3.00 
27 1.00 2.00 2.00 2.00 2.001 2.00 2.00 
28 1.00 2.00 2.00 2.00 2.00 1.00 2.00 
29 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
30 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
31 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
32 2.00 1.00 2.00 2.00 2.00 2.00 2.00 

33 2.00 1.00 2.00 2.00 2.00 2.00 1.00 
341 2.00 2.00 2.00 1.00 2.00 2.00 2.00 --· 35 2.00 2.00 2.00 2.00 2.00 1.00 1.00 
36 1.00 2.00 2.00 2.001 2.00 1.00 2.00 
37 2.00 2.00 2.00 2.00 1 2.00 2.00 2.00 
38 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
39 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
40 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
41 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
42 1.00 2.00 2.00 2.00 2.00 1.00 2.00 
43 1.00 2.00 2.00 2.00 2.00 2.00 2.00 ·-------2~00 2.00 2.00 2.00 - ·2.00 2.00 2.00 44 
45 2.00 1.00 2.00 2.00 1.00 2.00 2.00 _,_ 
46 2.00 2.00 1.00 2.00 2.00 2.00 2.00 
47 2.00 2.00 2.00 2.00 2.00 2.00 2.00 -
48 1.00 2.00 2.00 2.00 2.00 1.00 2.00 
49 -Too f--·-~-- 2.00 2.00 2.00 2.00 2.00 1.00 
50 1.00 2.00 2.00 2.00 2.00 1.00 2.00 
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Subject# !REFER AB REFER AC NREFE_AA NREFE AB NREFE AC NREFE AD 1NREFE AE 
51 1.00 2.00 2.001 2.00 2.00 2.00 2.00 
52 2.00 2.001 2.00' 2.00 2.00 2.00 2.00 
53 2.00 1.00 2.00 2.00 3.00 3.00 2.00 

>--- 54 2.00 2.00 2.00 1.00 2.00 2.00 2.00 
55 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
561 2.00i 2.00 2.00 2.00 2.00 2.00 2.00 
57 2.00 2.00 2.00 2.001 3.00 2.00 2.00 
58 2.00 2.00 1.00 2.00 2.00 2.00 2.00 
59! 2.001 2.00 2.00 2.00 2.00 2.00 2.00 
601 2.001 2.00 1.001 2.00 2.00 1.00 2.00 
61 1.001 2.001 2.00 2.00 2.00 1.00 2.00 

-· 621 2.00 2.001 2.00 2.00 2.00 2.00 2.00 
63 2.00 2.00\ 1.00 22.00 2.00 2.00 2.00 
64! 2.00 2.00 2.00i 2.00 2.001 2.00 2.00 
651 1.00' 2.00 2.001 2.00 2.00 2.00 2.00 
66 1.00 1.001 2.00 2.00! 2.00 2.00 1.00 
67 2.00 2.00 2.00 2.00 2.00 1.00 2.00 
68 2.00 2.00 2.00 2.00 1.001 1.00\ 2.00 
69 2.00 2.00 2,QQL 2.00 2.001 2.00! 2.00 

,_. 70L_2.00I 2.00 2.00 2.001 2.001 2.00il 2.00 
----71-1 iOol 2.00 ... 1.00 2.0C>_! 2.00E 2.00 2.00 

72 1.00 2.001 1.00 2.00 2.00 - 2.00 2.00 
~-___]}~', ___ 2.0Q! 2.Q_C!j_ 1.00, 1.00 ---2-:001- 2.~-J__ 2.00 
___ __z~ 2.001 2.~ 2.00i 1.00 2.00 1.00 2.00 

75 2.00 2.00i 2.00t' 2.00 2.00 2.00 2.00 
76 2.00 2.001---2--:--cf() ---~Q..Cl_L_-~:00 2.00 __ _2_00 
77 1.00 2.00 2.00! 2.00_1 __ 2.00 ___ ~:_D_Cl_ _ __2Q{l 

__ __78! ______ _!.oo-'-__ .?_:C>_o ____ 2,QQ! 2.oor= 2.QQ_'. __ __:1_:.QQL_ __ 2.:.oo 
79, 2.00l_ ___ 'l_:Cl_Q ____ 2.00 __ 1 ___ ~QO. :.r-- 1.001 2.00f ___ 2,QQ 

,___~i-- 2.001 100. 2001----~0Q~--~.QI_ 2.oof 1.00 
~ ____ 13_1J_ ____ ?.:.O_D .. --~--__.?_:QQ . 1.00" 2.00L ____ 2._Qo. 2:()() 

82! 2.00i 2..:Q!l.!_ __ 2.00 __ _?~1 ___ 2.00; __ _±_,g_q:___ 2.00 
·--~- 2.00:, 2.:.QQJ 2.00 2.00_j---2.Cl_OJ__ ____ ~.QQ'._ ___ _1.00 

84' 1.00: 1.00 2.00! 2.00 2.001 2.00: 2.00 
i----·----. -----~------1-------- ' ---

85: 2.00: 2.00f ____ 1..:.°-9L_~~---?·OO 2.001 2.Cl_O 
861 1.001 2.00, 1.001 2.oo_1 2.00_ . 2.00 2~00 

, ___ 87 1.001 2.oo_1 2.00L __ 2_.QQL ___ 2_.()()L 2.00 2:00 
~--~l._____gl.9._i 2.00[ 2.001_ 2.00l 2.00: 1.00; 2.00 

891 1.001 2.00t 1.001 2.00f 2.001 2.00 2.00 
f--9<f--1.oo' 2.00. 2.00: 2.00: 2.01r

1

-- 2.00 2.00 
91 2.00 2.001 1.00i 1.001 2.00 2.00 2.00 

--··92>---1-:-oo--2.00-1--2.001---T.i5o' 2.001 1.00 2.00 

93 tsi __ o __ _i_qo,~2.ooL__?_:_~f __ 2-:-ooj__ __ 2.:.00 ______ 1.00 
94 2.00 2.00 2.00i 2.001 1.001 1.001 2.00 
95j 2.00, 2.00 2.00 2.00 2.00 2.00 2.00 
96 2.GO 2.00 ---2.oo 2.00. 2.00 -- 2.00 2.00 

---~ 1.00 1.001 2.00 2.00 2.001 1.00 2.00 
98! 2.CQ 1.00 2.00L__ 2.00 2.001 2.001--· 1.00 
99 2.00 2.00 2.00! 2.00 2.00 2.00 3.00 

100 2.00 2.00: 2.001 2.00 2.00 2.00 2.00 
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# REFER AB REFER AC NREFE_AA NREFE AB NREFE_AC NREFE AD NREFE_AE 
01 1.00 1.00 2.00 2.00 1.00 2.00 2.00 
02 1.00 2.00 2.00, 2.00 2.00 2.00 2.00 
03 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
04 1.00 2.00 1.00 1.00 2.00 2.00 2.00 
05 1.00 2.00 2.00 2.00 2.00 1.00 2.00 
06 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
.07 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
108 1.00 2.00 2.00, 2.00 2.00 1.00 2.00 
109 1.00 2.00 2.001 2.00 2.00 2.00 2.00 
110 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
111 1.00 1.00 2.00 2.00 2.00 1.00 2.00 
112 1.00 2.00 2.00 1.001 1.00. 2.00 1.00 
113 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
114 2.00 2.00 1.00 2.00 2.00 2.00 2.00 
115 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
116 1.00 2.00 2.00 2.00 2.00 1.00 2.00 
117 2.00 1.00 2.00 2.00 2.00 1.00 2.00 
118 2.00 1.00 2.00 2.00 2.oo 2.00 2.00 
119 2.00 1.00 2.00 2.00 2.00i 1.00 2.00 
120 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
121 2.00 2.00 2.00 1.00 2.00 2.00 2.00 
122 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
123 2.00 2.00 2.00 2.001 2.00 2.00 1.00 
124 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
125 2.00 1.00 2.00 2.00 2.00 2.00 2.00 
126 2.00 1.00 2.00 1.00 2.00 2.00 2.00 - -127 1.00 2.00 2.00 1.00 2.00 2.00 2.00 
128 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
129 1.00 1.00 1.00 1.00 2.00 1.00 2.00 
130 2.00 1.00 1.00. 2.00 1.00 2.00 2.00 
131 1.00 2.00 2.00 2.00 2.00 2.00 2.00 
132 2.00 2.00 2.00 2.00 2.00 2.00 2.00 ----133 1.00 2.00 2.00 2.00 2.00 1.00 2.00 
134 2.00 1.001 2.00 2.oo 2.00 2.00 1.'00 
135 1.00 2.00 2.00 1.00 2.00 2.00 2.00 
136 2.00 2.00 2.001 2.00 2.00 2.00 2.00 
137 1.00 2.00 2.001 2.00 1.00 2.00 2.00 
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Subject# NREFE AF REFER OA REFER OB IREFER OC !NREFE~OA NREFE 08 NREFE OC 
1, 2.00 2.00 2.00, 2.00 0.00 0.00 1.00 
21 2.00! 1.00 2.00! 2.00 2.001 2.001 2.00 
3! 2.001 2.00 2.001 2.00 2.001 2.00 2.00 
41 2.001 o.oo o.6o 1.00 1.00 2.00 - 2.00 

____ 51 2.00 0.0()_1 1.00 0.001 2.00 2.00~ 2.00 
6 2.00 0.00 1.00 0.001 2.00 2.00 2.00 
7 2.00 1.001 0.00 0.001 2.00 2.00 2.00 
8 2.00 2.00 2.001 2.00 2.00. 2.00 2.00 
91 2.00 2.00 2.00j 2.o6 2.001 2.001 2.00 

f--- 10! 2.001 0.00 1.001___ 0.00 2.00 1.00 2.00 
11: 2.00i 0.00 1.00i 0.00 2.00 2.00 2.00 

,__ 1
1
2
3

: 2
2

.00
00

: 
2
1.0

00
01 0.00

00
1 o

2
.oo

1 

2
2

.00
00 

2
2

.0
00

0 2
2

.00
00 I . J . ! 2. _ .00 . . . 

_-__ 11~5_L ____ ±_2 .. 0000·_ 1.00; 0.001 0.00[ 2.00 0.00 ---z:oo 
L__ 0.00[ 1.00, 1.001 2.00 2.00 2.00 

16! 2.00 0.00i 1.001 1.00 2.001 1.00 2.00 
11: 2.00 2.00 2.ooi 2.00 2.oor---2:oot------2~00 
181 2.001 0.00 o.oo: 1.00---2.001·-- 1.00! 2.00 
19\ 2.00i 0.00 1.00 1.00i 2.00j 1~001-------2.00 
20' 2001 _____ 1.001___ 1.00[ 1.00! 1.00 1.00l _____ ~t~ 
21 1.00· 1.00: 1.00i O.OQ_l.__ __ 1_.0QI 1.00 __ _3.00 

---22r-----2.00- 1.00 1
• 1.001 0.00 1 2.00: 2.001 1.00 

____ 
2
2
4
3 

2
2_.

00
00 2.001 -----~Q_°-L-------~~o.9l 2.00: 2.00' 2.00 

___ ,__ ___ o.oo 1.001 1.001 1.00 1 1.00 1 2.00 
----gr-2.00 2.00 1 :oo: - 0.06\ __ 20.0..; _____ 2.00: 2.00 

26i 2.001 o.oo 1.001 o:~ 2.001 2.001 2.00 
--21r---z:oo1 o.oo 1.001 1.001 2.00 2.00' 2.00 
---~J 2.00 2.00 1.00 2.00l 2.00 2.00 1.00 

291 2.00 2.00! 2.00 2.001 2.001 2.00 2.00 
30, 2.00 1.00! 2.00 2.00 2.00 2.00, 2.00 
31: 2.00 2.001 2.00 2.00 2.001 2.oo 2.00 
32! 2.00 2.001 2.00 1.00 2.001 2.001 2.00 

---33i 2.00 2.oor 2.00 1.00 1.001 2.00 2.00 
341 2.001 1.00 2.00, 2.00 2.00 1.00 z:oo 
35i 2.001 1.00 2.00; 2.00 1.00 2.00 2.00 
36 2.00 1.00 1.001 1.00 200 2.00 2.00 

~ ~:: ~:~~: ----}~-----------;~g&t-··----~ ;:~ ;:~ 
39 2.00 2.00! 2.00 2.00 2.00 2.00 2.00 
40 2.00 1.00 2.00 2.00 2.00 2.00 1.00 
41 2.00 2.00 2.001 2.00\ 2.00 2.00 2:0o 
42 2.00 1.00 1.00i 2.001 2.001 2.00 2.00 
43 1.00 2.00 1.00 2.00 2.001 2.001 2.00 
441 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
451 2.001 2.00 2.00 1.00 2.00 2.00 1.00 

--46T 2.00· 1.00 2.00 2.001 1.oo 2.00 2.00 
47 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
48 2.00 2.001 1.00 2.001 2.001 2.00 2.00 
491 2.00 2.00 1.00 2.00 2.00 2.00 2.00 
50, 2.001 1.00 1.00, 2.00 2.001 2.00 2.00 
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"' NREFE AF REFER OA REFER OB REFER OC NREFE OA NREFE OB NREFE OC - ____... 
51 2.00 2.00 1.00 2.00 2.00 2.00 2.00 
52 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
53 2.00 1.00 2.00 2.00 2.00 2.00 2.00 
54 2.00 1.00 2.00 2.00 2.00 1.00 2.00 
55 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
56 1.00 1.00 1.00 2.00 1.00 2.00 2.00 
57 2.00 1.00 2.00 2.00 2.00 2.00 2.00 
58 2.00 2.00 2.00 2.00 1.00 2.00 2.00 
59 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
60 2.00 1.00 2.00' 2.00 1.00 2.00 2.00 
61 2.00 1.00 2.00 2.00 2.00 2.00 2.00 
62 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
63 2.00 2.00 2.00 2.00 1.00 2.00 2.00 --
64! 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
65\ 2.00 0.00 1.00 2.00 2.00 2.00 2.00 
66 1.00 1.00 1.00 2.00 2.00 1.00 2.00 
67 2.00 2.00 1.00 2.00 2.001 2.00 2.00 
68 2.00 2.00 2.00 2.00 2.00 2.00 1.00 
69 2.00 2.00 2.00 2.00 2.00, 2.00 2.00 
70 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
71 2.00 1.00 2.00 2.00 1.00 2.00 2.00 
72 2.00 1.00 2.00 2.00 1.00 2.00 2.00 
73 2.00 1.00 1.00 2.00 1.00 2.00 2.00 
74 2.00 1.00 2.00 2.00 1.00 2.00 2.00 
75 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
76 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
77 2.00 1.00 2.00 2.00 1.00 2.00 2.00 
78 2.00 2.00 1.00 2.00 2.00 2.00 1.00 
79 2.00 2.00 2.00 1.00 2.00 2.00 1.00 
BO 2.00 2.00 2.00 1.00 2.00 2.00 2.00 
81 2.00 2.00 2.00 2.00 1.00 2.00 2.00 
82 2.00 1.00 0.00 2.00 2.00 2.00 2.00 
83 2.00 2.00 2.00 2.00 2.00 2.00 2.00 --
84 2.00 2.00 1.00 1.00 2.00 2.00 2.00 
85 2.00 1.00 2.00 2.00 1.00 2.00 2.00 
86 2.00 2.00 1.00 2.00 1.00 2.00 2.00 
87 2.00 2.00 1.00 2.00 2.00 1.00 2.00 
88 2.00 2.00 1.00 2.00 2.00 2.00 2.00 
89 2.00 2.00 1.001 2.00 1.00 2.00 2.00 
90 2.00 1.00 1.00 1.00 2.00 2.00 2.00 
91 2.00 2.00 2.00 2.00 1.00 2.00 2.00 
92 2.00 2.00 1.00 2.00 2.00 2.00 2.00 
93 1.00 2.00 1.00 2.00 2.00 ·-2.00 1.00 ----. 
94 2.00 2.00 2.00 2.00 2~00 2.oci ·z:oo 
95 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
96 2.00 2.00 2.00 2.00 2.00 2.00 2.00 
97 2.00 2.00 ---Too 1.00 2.00 2.00 2.00 
98 2.00 1.00 1.00 1.00\ 2.00 2.00 2.00 
99 2.00 1.00 2.00 2.00 2.00 2.00 ----- 2.00 

100 2.00 2.00 2.00 2.00 2.00 1.00 2.00 
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Subiect # !NREFE AF REFER OA REFER 08 REFER OC 1NREFE OA NREFE OB \NREFE_OC 
101 i 2.00 2.00 1.00 2.00 2.001 ~--·2.00 
1021 2.00 2.00 2.00 1.00 2.00 2.00 2.00 
103i 2.00 2.00 1.00 2.00 2.00 2.00 2.00 
104 2.00 1.00 1.00 2.00 1.00 1.00 2.00 - ---
1051 2.00 2.00 1.00 1.00 2.00 2.00 2.00 

1---~1~00="' -- 2.00 2.00 1.oo 2.00 2.00 2.00 2.00 
107 2.00 2.00 1.00 1.00 2.00 2.00 2.00 
108 2.00 2.00 1.00\ 2.00 2.00 2.001 2.00 
109i 2.00 2.00 1.00 2.00 2.00 1.00 2.00 
110 2.00 1.00 1.00 2.00 2.00 2.00 2.00 
111 2.00 12.00 1.00 1.00 2.001 2.00 2.00 
1121 1.00 2.00 1.00; 2.00 2.00 2_:QQ] 2.00 
1131 2.00\ 2.00 2.00i 2.00 2.00 2.00 2.00 
114 2.00: 1.001 2.00 2.00 1.00 2.00 2.00 
115 1.00 2.00! 1.00 2.00 2.00 2.00 2.00 
1161 2.00! 2.00 1.001 2.00 2.001 2.00 2.00 =- 1171 2.00 2.00 1.001 2.00 2.001 2.00 2.00 
118 2.00\ 2.001 2.00! 1.00[ 2.00 2.00 2.00 
119 2.00 2.001 2.001 1.001 2.001 2.001 1.00 
120 2.00 2.00 1.ooi 2.001 2.00: 2.00 2.00 

- 121; 2.00 2.00 2.001 2.00 2.001 1.00i 2.00 
122! 1.001 1.00 1.00 2.001 2.001 2.00 1.00 

__ __g_~~ 2.001 2.00 2.00 ___ ?.00i 2.~+---- 2.00 2.00 
124, 2.00 1.ooL 1.00 2.00 2.00. 1.00 2.00 
125i 2.001 2.001 2.00 1.00 2.00i 2.00! 2.00 
1251 2.00! 1.ooj 2.oor---1:-00----um' 1.00 2.60 

~--~:=-r:1 }JJ: ~ !~1 ;~,- ;~.-~~--- -~~ 
__ 1 ?~ -__ _1_,QQ ___ _±_~ ____ 1.QO ..L. 1.00i 1.001- 1.00 ...__ __ 1_..9Q 
___ 13Q,_ 2.00~2.oo 1.00; ___ 1-:QQL 1_.001 2.99~ ___ 1_.~ 

131 ! 2.001 2.00 1.001 2-:QQ.l_ 2.00! 2.001 2.00 

~~J;-~ll ;:~~; ~:g~=---=f~~f= ;:~~+-- ~~~~F ;:~91---=--J.~ 
134 2.00! 1.00! 1.00 2.001 2.001 2.00! 1.00 
135: __ -~_oor--1.oor _f~ _.:_ ___ 1,9..Q,~ 2.00~--1~00'- ---~ 

~~~, ~:~ ~:~I ~:~~i--t.661----~:~r--~~-. --·- ~:~ 
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# NREFE OD NREFE_OE NREFE OF MATCHING HYP3 1 HYP3 18 
1 0.00 1.00 0.00 2.00 5.75 1.67 
2 2.00 2.00 2.00 1.00 5.25 2.33 
3 2.00 2.00 2.00 2.00 6.00 1.00 
4 1.00 2.00 2.00 2.00 5.00 1.00 
5 2.00 2.00 2.00 2.00 3.25 1.00 
6 1.00 2.00 2.00 2.00 5.00 3.00 
7 2.00 1.00 2.00 2.00 4.25 6.00 
8 2.00 2.00 2.00 2.00 5.00 2.00 
9 2.00 2.00 2.00 2.00 4.25 1.00 

10 2.00 2.00 2.00 2.00 6.00 1.00 
11 1.00 2.00 2.00 2.00 6.00 3.00 
12i 2.00 2.00 2.001 2.00 6.00 1.00 
13 2.001 2.00 2.00 2.00 4.25 --133 
14 2.00 1.00 2.00 2.00 5.50 1.67 
15 1.00 2.00 2.00 2.00 5.50 1.00 
16, 2.00 2.00 2.00 2.00 6.00 3.67 
17 2.00 2.00 2.00 2.00 4.75 --u3 
18 2.00 2.00 2.00 2.00 4.75 1.00 
19 1.00 2.00 2.00 2.00 5.00 5.00 ---20 2.00 2.00 2.00 2.00 4.00 2.67 
21 2.00 1.00 1.00 2.00 5.001 3.00 
22 1.00 1.00 2.00 2.00 4.50 1.00 
23 2.00 2.00 2.00 2.00 6.00 5.33 
24 2.00 2.00 2.00 2.00 4.75 2.33 
25 2.00 2.00 2.00 2.00 6.00 6.00 
26 2.00 2.00 2.00 2.00 4.75 5.00 
27 2.00 2.00 2.00 2.00 4.75 5.67 
28 2.00 2.00 2.00 2.00 4.50 4.33 
29 2.00 2.00 2.00 2.00 4.00 1.00 
30 2.00 2.00 2.00 2.00 2.50 1.00 
31 2.00 2.00 2.00 2.00 5.00 1.33 
32 2.00 2.00 2.00 2.00 6.00 1.00 
33 1.001 2.00 2.001 2.00 5.00 ---{Oo 
34 2.00 2.00 2.00 2.00 1.00 4.33 
35 1.00 1.00 2.00 2.00 5.00 1.00 
36 1.00 2.00 2.00 2.00 5.00 3.33 
37 2.00 2.00 2.00 2.00 5.001 1.00 
381 2.00 2.00 2.00 2.00 6.00 3.67 
391 2.00 2.00 2.001 2.00 0.00 0.00 
40! 2.00 2.00 2.00 2.00 5.00 1.67 
41' 2.00 2.00 2.00 2.00 5.50 1.67 
42 1.00 2.00 2.00 2.00 5.50 3.00 
43 2.00 2.00 1_,QQ 2.00 3.50 --1:00 
44 2.00 2.00 2.00 f-----2:00 .---- .... - s.oo --------,.-00 
451 2.00 2.00 2.00 2.00 3.75 2.00 
46 2.00 2.00 1.00 2.00 6.00 1.00 
47 2.00 2.00 2.00 2.00 4.00 1.00 .. 
48 1.00 2.001 2.00 2.00 5.25 1.33 
49 2.00 1.00 0.00 2.00 5.00 -- 1.00 
50 1.00 2.00 2.00 2.00 4.75 4.67 
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Subject# NREFE OD NREFE OE NREFE OF [MATCHING !HYP3=1 HYP3 18 
51 2.00 2.00 2.001 2.00 5.25 1.00 

-- 82! 2.00 2.00!1 2.00 _2.0011 6.001 2.00 
83i 2.001 2.00 - . 2.0() -· 2.00 6.001 2.00 

_ 841 2.00! 2.ooi 2.oof---- 2.00 6.ool-W 
851 2.001 2.00 2.qQ_J 2.00 5.50 4.00 
86i 2.00· 2.00 2.001 2.00 6.00 2.67 
87i 2.00! 2.00i 2.00 2.00 5.00 2.33 
88 1.00' 2.001 2.00 2.00 5.50 3.00 
89 2.00 2.001 2.00 2.001 6.00 1.00 
90 2.00 2.001 2.00 2.001 5.00 2.00 
911 1.00 2.00! 2.00, 2.00 1.00 1.00 
921 2.00 2.001 2.001 2.00 4.50! 1.00 

-----t1--1~~-r----~ ----- .. }ggj- ----- --~~~-----+~\---+~ 
- 95 2.00 - 2.00) 2.00 2.001 4.75 0.00 

96 2.00 2.001 2.00 2.00[ 6.00 1.00 
97 1.00 2.001 2.00 2.001 6.00i 1.00 
98i 2.00 1.00 2.001 2.00 5.001 1.33 
99 2.00 2.00 2.00 2.00 4.75 3.00 

100! 2.001 2.00 2.00 2.00 1.00 1.00 
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~ 'NREFE OD NREFE OE NREFE OF MATCHING HYP3_ 1 HYP3_ 1B 
1 2.00 2.00 -1.00 2.00 4.25 5.00 
12 2.00 2.00 2.00 2.00 6.00 2.00 
13 2.00 2.00 2.00 2.00 5.00 2.33 
14 2.00 2.00 2.00 2.00 6.00 6.00 
15 1.00 2.00 2.00 2.00 5.25 2.00 -··--
l6 2.00 2.00 2.00 2.00 3.50 5.67 
17 2.00 2.00 2.00 2.00 5.00 3.33 
18 1.00 2.00 2.00 2.00 5.50 1.67 
l9 2.00 2.00 2.00 2.00 5.00 2.67 
10 2.00 2.00 1.00 2.00 1.25 6.00 
11 1.00 2.00 2.00 2.00 5.00 1.67 
12 0.00 1.00 1.00 2.00 6.00 6.00 
13 2.00 2.00 2.00 2.00 5.00 2.67 
14 2.00 2.00 2.00 2.00 5.00 1.33 
15 2.00 2.00 1.00 2.00 6.00 1.00 
16 2.00 2.00 2.00 2.00 4.75 2.00 
171 1.00 2.00 2.00 2.00 6.00 "3.67 
18 2.00 2.00, 2.00 2.00 6.00 2.00 
19 2.00 2.00 2.00 2.00 4.50 5.00 
201 2.00 2.00 2.00 2.00 4.75 4.33 
z.rr- 2.00 2.00 2.00 2.00 0.00 0.00 

·-· -
22 2.00 2.00 1.00 2.00 4.25 5.00 
23 2.00 1.00 2.00 2.00 6.00 1.67 
24 2.00 2.00 2.00 2.00 6.00 2.33 
25 2.00 2.00 2.00 2.00 6.00 1.00 
26 2.00 2.00 2.00 2.00 5.00 1.33 
27 2.00 2.00 2.00 2.001 6.00 1.00 
28 2.00 2.00 2.00 2.00 4.00 1.33 
29 2.00 2.00 2.00 2.00 5.50 3.67 
30 2.00 2.00 2.00 2.00 4.75 2.33 
31 2.00 2.00 2.00 2.00 5.75 1.00 
32 2.00 2.00 2.00 ·- 2.00 6.00 1.00 
33 f oo 2.00 2.00 2.00 6.00 1.00 
134 2.00 1.00 2.00 2.00 4.50 1.00 
135 2.00 2.00 2.00 2.00 5.00 2.33 
136 2.00 2.00 2.00 2.00 4.50 2.67 
137 2.00 2.00 2.00 2.00 4.00 5.00 
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Appendix C 

Qualitative Raw Data 
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Qualitative Raw Data 

"his section contains each pastor's responses exactly as they were written to the last 
1ualitative question listed on the survey. Each pastor's response was given a number, 
111d the response to the first question was titled "a." The response to the second question 
vas titled "b." The pastor could respond to either or both parts. The question reads, 
30a. Please describe your reasons for referring to a mental health professional:" and 
'30b. Please describe your reasons for not referring to a mental health professional:" 

b. We live 80 miles from closest Christian Mental health proressionals. People hcr-c who are most in need 
or emotional and mental health COWiseling can not afford a private Christian mental health professional. 

:a. People often need differ-en! kinds of help. In this area addiction recovery is a big issue. 

>a. To~ist 
ib. lDlnecessary 

la. I cannot recall ever referring someone to non.christian counseling. If someone I am colDlseling is 
11ready meeting with a nm-Christian C0W1selor, I do not dissuade them but do my part in lheir life as well. 
recognize that people Oii! gain practical help from non-Christian counselors. 

lb. I personally struggle over the differences in worldview described by the Bible of the characta and 
1ature of humanity with its Biblical solutions as the wocldview of the modem mental health institulions 
mo rely heavily on theories from men like Freud and JlDlg rather than Jesus, Paul and others within the 
:ontext of Christianity. I recognize that Today many Christian counselors also study and implement these 
nen 's teaching (Freud and Jung) but I am vcr-y uncomfortable with the differences between my Christian 
1Vorldview and the worldview of the majority of mental health professionals. 

)a. I am only trained to do 3 sessions with someone and then its time to refer 

>a. To help people resolve their issues and for help from someone outside the local area. Confidentiality is 
1 problem in such a small and close oommunity. 
>b. Don't trust them or they abuse their profession. 

7a. Jn marriage and family affairs - for 3rd party "objective" opinions. Symptoms of extreme psychosis; 
:!rugs and alcohol abuse, child and/oc spousal abuse. Harm to themselves and/or others. 
7b. I. High cost fees. That NO ONE CAN AFFORD! 2. the "medicate and release" syndrome that is 
:ic:rvasive in mental health - 3. Drug lhem up but don't deal with the real issues and problems; also no 
1isclosures on the terrible "side effects" of so-called "legal" drugs. 

I Oa. My inability to cope with the person being counseled. 
I Ob. Person does not seem (appear) to have any mental disabilities. 

I la. I. needed foc long-tenn (more than 2-3 sessions)2. specialiudneed beyond my competence 
11 b. lack of similar or even supportive belief system. 

12 Note: as a pastor, not a licensed counselor, we arc only able lo coach not counsel, so please every time 
you have counsel it means coach to me. 
12a. for possible chemical imbalance. 

14a. Drug and alcohol is very relevant in this area -also too much "fly by night" religious practitioners 
ilave spread distrust before leaving the area. 
l 4b. Overworked mental health staff. 
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I Sa. Although we received some training in counseling at our seminary, I am not an expert in the field by 
any means. If I perceive that a church member has a condition that requires medical attention or extensive 
counseling I will refer them to a Christian counselor or psychiatrist. 
!Sb. I wouldn't refer anyone to a non-Christian counselor. My cxp<."rience has been that non-Christian 
therapists tend to make light of Christian teachings, and can instill doubts in the minds ofChri~1ian people. 
Sometimes they have counseled members to get a divorce, for example, even though I as a pastor, have 
tried to keep the marriage together. Obviously, atheist5 aren't interested in doing what is pleasing to God, 
so that's a problem. 

I 6a. mental health professionals can help when an individual needs to feel that confidentiality is paramount 
(privacy even including from pastor of a church). Mental health professionals have medical background, 
often necessary. 

I 8a. I will and have referred troubled individuals to psychiatric ca.re when it appears thCTe is a need for 
treatment with medications which ooly a doctor can provide. 
18b. It is not my belief that a psychologist can provide any significant service that I am not able to provide. 
The pastor of this church recently passed away. I have only been this pastor for this coogregation for a 
short period of time. I am sorry for the delay in response but there was no pastor hcre to respond for two 
months. 

19a. 1. People who do things all the time tend to be better than people who are part-time. 2. Objectivity 
may be better. 3. ability to prescribe medications. 
19b. Does not appear to be severe or organic problem. 2. Would not send a person to a health professional 
who saw faith as a part oflhe problem rather than part of the support system. 

20a. Some cases need medications for severe d~"Prcssion, and some people need professional assistance 
and counseling will not be sufficient alone. 
20b. Some cases just need spiritual guidance, counseling about marriage problems, or just someone to talk 
to and need a good listener who is not judgmental and is patient and caring enough. Some just nL'Cd 
someone to help them to pray, encourage them, or reassure them. 

21 a. - When significant depression exists 
- When requested by the parish ion er to do so 
- In the case of eating disorders 
- When I think there arc also medical (i.e. honnonal) issues involved 
21 b. -When the person's issue(s) are spiritual 
- When the problem (s) are not too complex and can be handled in 1-3 sessions by myself 
- When the parishioner is not amenable to it or doesn 'I have any insurance or other fimds or pay. 

22a. A person's anxiety level, the complexity of their issues, time and energy eonstraint5 of my own, 
severity of crisis. There are certain areas of counseling I am not comfortable and/or not competent to 
handle. 
22b. Lack of resources and skill sets in available counselors skepticism of pharmacology-based 
approaches. Biblical values and commibnent of the available COW1selors. As C0W1selors might be 
sk<..-ptical of ministers rt--garding their counseling skills or training, the reverse is also true. 

24a. Some people need specific help which 1 am not qualified or able to give. 
24b. Some people simply need assurance that God loves them and that there are other people who care for 
them. 

25a. Because of need for on-going support and COWJseling 
25b. In cases where c .. is prohibitive, or where pastoral counseling is unwanted 

26a. I'll always make a referral if someone comes to be with a problem beyond my competence. Thought 
I've taken counseling classes I have no counseling-related degree. I make no pretense about knowing all 
the answers. 
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b. see30a 

a. when 1 recognize that the "client" needs help that I cannot provide, I would (and do) readily refer that 
rson to an MH. professional for their well-being. 

:a. I have no formal training when it comes to dealing with mental health issues, I believe that competent 
~Ip is essential. 1 believe that to attempt things l know nothing about d<lCS much more hmm than good. 
:b. Only ifl know the mental health professional to be professionally incompetent. 

la. After mucll prayer, if the Lord would lead me in this direction. First I would II)' applying God's 
ord. 

ta. need for skilled professional assessment and answers 

!a. I have had a couple situations which I need professional Christian counseling for individuals in need 
f help I have a Pastor in a neighboring town with a license in counseling and that is who I have used for 
elp. 
3b. Secular mental health professionals come from a directions that helps people very little at all. Most 
1at I have any experience with have hwt patients more than help them, by enforcing selfishness and self­
::nteredness, rather than teaching them to treat others as they would want tot be treated. Christ really does 
ilange people and set them free of bondages, if people will make a total commitment to him. 

4a. If the person is hearing voices of receiving perceived rationale from irrational sources 
4b. If the person engages in rational thoughts and actions 

Sa. Almost all referrals are to experienced counselors in the area of parenting skills concerning child 
iscipline tecltniques. Other referrals related to drug and alcohol depcndcru:y. 
Sb. Many are highly educated incompetents. Poor people skills. Excessive Costs. Many are irreligious. 
~ew Christian counselors counsel like Christ is the solution. 

'6a. 1 would refer people with Axis II dx, particularly Borderlines, etc. Chronic and severe depression 
cquiring medication, e..g. Bipolars, major depressives and suicidal ideation, because of litigation in 
:xtrc:me circumstances I'm uncomfortable counseling women unless I know them, so would refer to a 
emale therapist. 
~6b. Incompetence, poor reputation, inexperience. 

17a. I sought a professional who could help bring truth into a situation where a lie was believed. Many 
lllttle within their minds with lies Satan brings and need help finding the truth which sets them free. Since 
lesus is truth, he is the one to bring truth {lhe light)_ into a dark situation. 

!9a. as needed based on a counseling session. 

i0a. Someone with serious mental problems 
40b. may not have spiritual backgrOWlcl 

42a. I have referred to mental health professional when I have encountered issues in counseling that are 
ootside of my training as a pastor. I view my role in counseling primarily as one of providing spiritual 
comfort to those in distress and spiritual guidance. When I believe I am encountering mental illnes..., I refer 
to a mental health professional as they are better trained to treat such illness. When I encounter behavioral 
problems that seem entrenched in someone's life, I refer to a mental health professional. Whenever I 
encounter a problem that is beyond my training/ability, I refer elsewhere. 
b. I would not refer to a mental health professional when I believed was incompetent or trustworthy. This 
has h&ppelled once during my ministry. Thus for questions 12 and 14, I am assuming competence, or 1 
would answer 2 instead of S. I would avoid non-Christian agnostic, or atheistic professionals if only I 
believed their belief system was a part of their treatment program. Thus far, I have only referred to openly 
Christian mental health professionals. 



43a. problems beyond my expertise 
43b. objections from fumily 

45a. the availability of a mental health profossional. 
45b. the lack of availability. 

46a. if there was unstable activity in their lives or were suicidal. 
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46b. I believe in the health and deliverance ministry of Jesus Christ of Nazareth. Sometimes, though, 
people don't want to change themselves or their ways, if they are unwilling to change then they need 
professional help. 

48a. - for reasons of confidentiality 
for reasons that a m.h.p. has more experience handling a particular area of counseling 
for reasons that a party paying a m.h.p. may be more able lo follow through on commitments 
48b. lack of competence due to a non-xian belief system 
focus of m.h.p. as self-centered approach to counseling vs. a God-centered approach 
nu that a m.h.p. rather than °• a married couple to come together would further complicate the 
relationship 

49a. when a situation is ovt.'T my head or my area of expertise. 
49b. if cost is an issue. 

50a. I. if the persons problems are more of a mental health issue than a spiritual issue. 
the amount of time required. With my other responsibilities., short-term counseling is something I can 
realistically offer 
If the person of I think that we won't make a good "lit." (so that the person can best benefit from the work 
involved). 
If I feel that I am "over my head" in tcm1s of the issues involved 

50b. l. If the professional is antagonistic to religion. 
If the professional is only professional uml not personally caring. 
If the professional is. in my judgment, incompetent. 
If the professional has a clear pattern of personally being unable to live what heishe is counseling otht.Ts to 
do. 
51 a. I have limited counseling training and/or experience except for premarital. 

5Ja. In doing foster care some 14 yrs. Many times it took us several days to get the kids settled down and 
back up Lo the point !here were before, so we used Christian ones as often as possible and that helped a lot. 
5 3 b. Part A of above. 

54a. Specialized issues such as eating disorders, entrenched personality disorders, acute psychosis, 
psychosis not yet maintained by medication, sexual disorders, etc. 
54b. If the individual is a member of our d1urch and it is an issue I feel competent to deal with effectively. 

56a. If! could see in the course of counseling that the person had other probkms such as physical that had 
a bearing on a mental need. 
56b. Either no confidence in the professional or the pcrsnn secs the problCTll and the Biblical solution but is 
unwilling to do anything about it, (not unable). 

57a. Depression and marital problems. 
57b. Have no reasons not to. 

58a. As a Christian pastor, I would not 
58b. For the Christian, God has given us everything we need in his Word, the Bible, 2 Peter I :3 
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Oa. The only time I would do that is if the said person was look at by a physician and proved to have 
erious mental or physiological problems that could only be helped by medication. r have found tliat many 
eople on prozack, paxil, etc. really have no emotional problems, but are tmwilling to deal with life's 
1roblems or difficulties. However, people with previous drug abuse I have fotmd to have damage to parts 
if their brains because of that abuse. Those people l have noticed benefit from these drugs and help. 
nose forementioned usually suffer more than they had to begin with. 

iOb. Most deal with head problems and not heart problems! I.e. "ere you abused as a childT' -what to 
~em is abuse? Taking out lhe trash, going to bed at 9:00 pm, etc. The door is too wide. The real problem 
llday is that people don't want to obey the Lord. Story- a lady came to a Pastor suffering from depression 
1e prayed with her, but still suffered. She jownalled all of her prayers to lhe Lord. Finally convinced by a 
riend to take prozack, she felt great - however, she realized after I year of being on meds, she had stopped 
ITT1ying, journaling, and caring about the things of the Lord. So she slowly quit taking them and though she 
ICgll1I to feel the depression come again she was also on her knees in prayer. Jesus is the Great physician, 
111d he has a plan for each of us we just need to be OBEDIENT to he and his word. He will bake our paths 
might. Thank you, pastor ••n•. 

; la. Related issues are beyond my scope and ability. Long-term prognosis may require more time or 
:ommitmcnt than I can give. 

i I b. MH professional has voiced or demonstrated a disdain or lack of appreciation of spiritual things. The 
>ible says we are body, souls and spirit, Secular therapy treats only 2/3 or the Christian, whose spirit is 
ilive in Christ. I cor 5:17, Hebrews 4:12. 

)Jb. Mental health, is, in many cases, a spiritual matter that needs to be addressed with prayer and 
:hanging of habitual patterns. It is not always the answer-to medicate er to counsel apart from God's 
nvolvement in our lives through the Holy Spirit. 

)5a. 1 would refer to a mental health professional with the client I am working with is agreeable and 
requires counseling/advice I am tmable to provide. 

56a. When I realize that the personality problems are not rooted in sin, guilt, and shame, but rather are 
irrational or paranoia I refer them to someone who is qualified to handle these problems. We have 
l>nmches of Catholic social Secvices in our divorces and I refer the person to them for help, especially when 
their financial resources are limited. 

66b. Iftheperson can't afford it 
The person has a bad attitude and won't take the advice. 
The person is looking for attentioo and doesn't want to face reality. 

67a. Only if person docs not want Biblical counseling. 
fi7b. I believe secular cotmseling is a filrce. 

68b. After wife died, needed someone to talk to. Specific counselor involved (only one in the instance 
available) was pro-homosexual. 

71 b. The majority of problems in a persons life is a result of a persons spiritual relationship with God. 
There are times when medication can help because of chemical imbalances. 

72a. mental illness. 
72b. many times things assumed to be mental illness are in fact spiritual problems. 

73a. If there is a suspected chemical imbalance I refer for a second opinioo. Certain issues such as eating 
disorders and some forms of dom~'tic violence need expertise beyond my capability. 

73b. Most moral and ethical issues are best addressed by myself because they involve doctrine. 
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74a. I refer when someone clearly is showing suicidal tendencies. Also ifa person seems out of touch with 
reality. 

74b. When the issue is about spiritual struggle and growth issues and there are none of the above 
tendencies. 

75b. I don"t run into the situation very often. 

77a. Problems too severe or needing long term care. 

77b. Concern about values/Christianity. 

78a. I will refer for reasons: 
I. If problem is beyond my scope or ability. 
2. If I lack the lime to treat. 
3. For reasons to maintain objectivity in my pastoral role 

78b. I will not refi:r to men cal health professionals who are antagooistic to Christian values, or to 
counselors who I <lo not lind to be competent to treat people effectively. 

79ab. A good practitioner can be effective in his/her field of treatment as a good physici!lll is in theirs. 
When I refer to mental health professionals, I always a~k the person r~eiving treatment to sign a waiver 
giving me access to their clinical data. I want to continue pastoral -spiritual care alongside their therapy. 
One difficulty - I have recently come to 2 small isolated communities where good mental health care is 
hardly available without a long drive. 

80a. !fit was something that after prayer and ~'OUnseling on my own, I would seek advice from a mental 
health professional. 

80b. I would try at first to solve the problem in my house. Many people don't have the fimds. Health 
professional have too many cases to be personal . 

81 b. No one in this congregation has any training in counseling, also there is a liability issue. Everyone 
has problems to deal with but I have not met anyone at church who required professional help. Should 
such a situation arise, we would inquire locally for assistance. I would definitely favor a Christian 
counselor, but would not totally rule out a non-Christian. 

82a. Marital/family c0unseling 
Sexual/Physical abuse issues 
Substance/Alcohol Abuse counseling 

8Ja. I have not referred as of yet, but if I had a better relationship with practicing mhp, I would probably 
refer more serious cases. 
83b. Don't know them or for privacy reasons. 

84a. When the challenges that people face exceed my own experience. IN the church, we have our own 
mental health professionals who also undersl3nd and can counsel individuals who share common belie!S. 
There is more to life than what is understood by most mental health professionals. 

84b. If there was a need I wouldn't hesitate. 

85a. Not sure I understand what you mean.) Psychiatric problems/disorders 
Marriage counseling 
Grief counseling 
Family/Child counseling 
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b. Strictly religious /spiritual issues 

a. For issues and factors beyond my educational or training expertise. 

1b. Sometimes I am able to discern that the problem is primarily spiritual. 

'a. I am not qualified to handle it. 

'b. We have out own system of psychologists within our church for help to the members. 

~a. My skills are limited. I'm a good listener but not a mental health expert. 

lb. I would only refuse if I had no confidence in the mental health professional 

hi. I would refer a person to a mental health professional if I felt the person was beyond my ability to 
'Ip. 

~b. If I felt the persons problem was primarily of a spiritual nature, I would not be quick to refer the 
~to a mental health professional. 

i)a. Areas outside my own competency i.e. child cutting themselves. I referred this ooe out to a Christian 
sychologist. 

I a. I do not refer to them. 

I b. I believe in the Bible as the only counseling tool. God's word is sufficient. Psychiatry/Psychology 
re flawed in that every model is based on a theistic method and not matter how many Bible verses are 
lckcd on, it is still an anti-Cluistian ~)'Stem. 

2a. I would have to be sure they need more professional help than I could provide. 

12b. "mental health professionals" are in many ways like "pastors" in that ooe the surface you do not 
eally know what they have been exposed to in their training. We have mental health professionals who are 
ruly Christians. On lhe other hand we have CHRISTlAN mental health professiooals. I would not be 
eally interested in sending someone to a "Christian" mental health professional who was not biblically 
1ualified to serve as an elder I Timothy 3:1-7 & Titus 1:7-9. 

~3a. If they are beyond my ability 
Time-if I have enough 
If I have done all I could 
If they request it. 

>3b. No one to refer to for what they need. 
They don't want it 
They don't have the money - I still suggest they try to work something out. 

)4b. Most are steeped in non-Biblically based belief systems and either purfl<lSCfully or ignorantly practice 
:iaganism or witchaalt. 

na. lfl would do this, It would be cases that required loog-term care 

97b. Not sure of competency of Biblical beliefS. 

FYI: We are opening a Christian counseling center here at lhe church. I have a MFFCC degree but I am 
referring more people to our counseling center. 
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98a. There are times when a person has a chemical imbalance and needs professional care with medication. 
l seek out care-givers who use medication in a very restrictive environment. 

98b. The logic of the hour in many areas of mental heal is to simply medicate, medicate, medicate. 

99a. Really have mental health problems. 

99b. Have other problems relate. 

IOOa. none. 

I OOb. because not any mmtal people in my church Pastor****. 

!Ola. I. Concern for well being of person 
2. Lack of expertise 
3. Positive personal experience with marriage counselor 

10 I b. Lack of a broad knowledge of people (prolS) available. 
Probably wouldn't be approached by a member for this purpose. 

102a. They have the training and tools as well as the time to work with people with certain difficulties. 

I03a. I will counsel people in spiritual matters and in an emergency setting but will refer pt:rsons needing 
on-going profossional help to a trained counselor. I have had basic and aisis counseling training but it is 
not my field. 

I 03b. I would refer because I am not trained for on-going counseling, I havt.'ll 't the time and I don't want 
lo risk being sued. 

I 04a. If someone has an obvious· clinical problem. 
I someone needs more than I have training for. 
I fthere is an any kind of abuse, drug, violence, or any issue that society would consider the venue 

of the health professional. 

104b. I flhe problem is spiritual. 
I f thef'e person just n=ls a friend or a shouldt:r to cry on. 
If the problem is pastoral or life-cycle related (birth, marriage, kids, teens, death, divorce, etc.) 

I 05a. Mental health professionals have training and cxpcrit.'Tlce that I do not. When I meet with persons, I 
tell them that I offer pastoral care but am not trained as a counselor. Mental health professionals are also 
prepared (set up) to do long-term work with a client if that is needed. I also think that the financial 
investment made to am mental health professional ofien causes a client to take more seriously the work the 
my put in to their recovery. 

105b. My only reason for not rcft.Tring would be if I am suspect of a particular mental health professionals 
core belielS or values or ethics. 

!06a. I do not counsel mental health. I counsel spiritual health. 

l 07a. If I feel it is beyond my ability to handle it, I would refer people to a professional based on 
competency- but if a Christian and a non-Christian have the same level of competency and training and 
ethical practice, I would choose a Christian. 

I 08a. l would refer for areas I feel are beyond my ability to handle or where time would prevent proper 
care lo meet the needs of the person. Understand: Counseling is not by streni,>th, but something that is trust 
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pon me by nature of my position. Even then, it is mostly premarital counseling. Spiritual counsel for life 
irection is more one on one. not someone wanting "counseling" In my office. 

08b. Some of the people I have met in !he professional mental health occupation impress me as 
•anipulative and unstable themselves. Event !heir appearance turns people away. But these are the 
icception. Many mean well and impress me as capable people. 

09a. When a person whom I am counseling has problems and/or needs beyond my capabilities, I will 
efer to whatever professional expertise that person needs. Sometimes a mental health professional. 

09b. If the persons problems and or needs are within my scope of expertise and capabilities, I do not 
~rer. 

I Oa. I refer often because I feel unqualified to deal with deeper emotional issues. I have referred for 
exual dysfunction, irreconcilable marriage issues. I do not counsel often. Much of my pulpit ministry 
ddress inner spiritual and emotional need from a biblical foundation. Many of those needs are also met 
vhen people actively pursue vial relationships in the body of Quist. 

I Ob. I don't refer when people seem unwilling to pursue their healing by fulfilling basic "homework" 
iSSignments I have !hem. I also do not continue until they make such commitments. 

1 la. I would refer to a mental health professional if the individual is a Christian, and if I have confidence 
n them. These might be mental or emotional problems out of my realm of expertise. 

i 1 lb. I do not agree with many of the anti-scriptural humanistic philosophies perpetrated by mental health 
;ystems and groups. lf I know and trust the individual, which you are able to do in rwal areas, I may go 
lhead. 

l 12a. Whm counselee needs more specialized help than I have provide. 

l 12b. Unavailable/too expensive 
Counselee won't go. 

I 14a. In areas of sexual abuse, where there has been much childhood trauma, and I feel victim should be 
iCCll by a professional. 

I 14b. If presenting problem deals with spiritual issues, l will work with the person. 

I 15a. If! cannot help someone I refer them to someone who can. 

I I Sb. Only if my Biblical counseling goes unheeded. 

1 l6a. I. If it (lhe problem) is out of my expertise (training and experience) thm I refer. 
2. If the person is too "close" to me and it would be more comfortable to them oc me to talk to 

someone else. 

1 I 6b. I. Different "worldviews" 
2. Some are really incompetent. 

I 17a. ff I felt it was beyond my scope of practice or beyond resources i.e. crisis requiring psychiatric 
hospitalization, wanting evaluation for psychotropic medication. 

l I 7b. Not familiar with therapist or mental health clinic. If mental heallh therapist promotes divorce. 

11 Sa. Most of them have insights and a few simple questions and observations that can help pin-point the 
basic issues quickly. 
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I 19a. [have had clinical training working toward a ph. D. in psychology. [ lirrnly believe in the value of 
therapy with a competent therapist who is also gifted. 

1I9b. In my opinion, many are not compt,'lcnt or gilled. 

120a. !fl am consulted by a believer with emotional or psychological problems that go beyond issues ofa 
purely religious kind, I always suggest that he or she contact a competent counselor, psychologist, or 
psychiatrist. 

120b. None. Anyone needing counseling should consult a competent mental health professional, in my 
opinion. 

121 a. a social worker helped a particular problem. 

l21b. Few cases needed mental health therapy. 

122a. If I feel the person lam in conversation with is in need of care outside of my ability and if l felt that 
person would help my convt.TSation partner, then I would have no reason to delay in referring. 

122b. If, however, the person I am in conversation with is not ready/willing/able and especially if the 
mental health professional is not competent then I would be more hesitant. 

123a. Identification with problem for relative cure; social, mental, physical, spiritual 

I 23b. Drug pushers. 

124a. drug and alcohol abuse 
instances beyond my abilities 
ch ildrcn needing help 
specialized needs 
some abusive relationships 
those which I don't seem to be helping or who aren't making progress 

124b. those willing to work and respond 
those growing with the counseling offered 
those without specific specialized problems 

125a. need for skilled professional assessment and answers. 

126a. As well as serving as a pastor, I am also serving a.~ a law enforcement chaplain. I would refer a 
person to counseling if I thought they needed to be evaluated for a mental illness. Those who have been 
diagnosed with a mental illness and show<..'11 signs of being violent, I would also refer to a specialist. 

126b. I feel confident in my ability to give Biblical counsel to my church members and other counsel to 
members of the community as well. The church has been counseling people long before mental health 
professionals. Spiritual counseling is still valid for people of fuith. Most mental health counseling is 
secular. I believe if people are going to improve thanselves they need two things: l) Believe is someone 
bigger than themselves (God) and 2) They need to be involved in helping others (ministry). 

l 27a. Cases where I felt an individual needed a professionally trained person. When I had cases that I felt 
went "over my head." 

I 27b. When it was situations I felt were not of a serious nature and I felt competent to help. 

129a. Ifa person needs help that is beyond limited experience 
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!fa person needs help that is not obviously just of a spiritual (rather than psychological) nature 
If that mental health professional will work with , rather than against, the Christian fuith 

.9b. lfa person needs only simple help. 
If a person needs roly spiritual advice 
If available mental health professional are antagonistic towards Christian faith. 

iOa. If individual was not willing or able to receive the ministry of our church. 
If I know of a competent person. 

IOb. Belief in God's power to transform lives. 
New to this pastorate and l do not know a mental health professional 

11 a. Because I am not qualified to help persons beyond premarital, marital (to a point) or normal pastoral 
)IJ11seling 

l2a. Mental health issues 

Ba. If they wouldn't accept Biblical principles to overcome issues 

33b. Secular humanism that has infiltrated the counseling profession 

34a. When counseling is obviously a mental illness or requires medication. Most of my counseling is 
1arital or family relationship problems. 

34b. See above. Also, because there are few Christian counselors who arc reasonable in cost. 

35a. Problems that are oul of my scope of ability to deal with e.g. eating disorders, psychoses, etc. 
Family situations requiring long-term close attention 
If I have confidence that the counselor will be able to deal with them differently 

35b. Temporary interruptions in an olherwise stable situation. 
Unbelievers tend ID be all over !he board in to-ms of values. Believers are hard enough to figw-e 

llll 

37a. More technical and up to date skills than I have 
Certain areas of mental health in which I do not feel competent 
i.e. child abuse or extreme mental illness 

37b. None imless none competent in area 
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ALICIA ANN CLARK, M.A. 
135 Fox Point Loop Rd. 

Evanston, WY 82930 
(307) 789-2675 or e-mail: aachandl@georgefox.edu 

[. Education 

~00 I-Present 

1999-2001 

Clinical Psychology Preintcrn, Psy.D. expected 2005 
Graduate School of Clinical Psychology, APA accredited 
George Fox University 
Newberg, OR 

2002 Richter Scholars Grant 
2002 Ministerial Service Award 

Master of Arts in Clinical Psychology 
Graduate School of Clinical Psychology, APA accredited 
George Fox University 
Newberg, OR 

1999 (May - June) Archeology Expedition: Israel Department of Antiquities 
Hardin-Simmons University (by affiliation) 
Kuriat Shernona, Northern Galilee, Israel, Tel Banias 

1995-1999 Bachelor of Arts: Biblical Studies, Magna Cum Laude 
Hardin-Simmons University's Logsdon School of Theology 
Abilene, Texas 

2000 Outstanding Achievement in Old Testament Sludies 
1996-1999 Presidenr List Scholarship 
1999 Dean's List Scholarship 
1995-1999 ACT Academic Scholarship 

II. Clinical Experience 

Sept 2003- The Children's Center 
Present Pre-intern student therapist at preschooler's attachment clinic 

Provide individual play therapy, parent-child, therapy, and testing 
• Develop treatment plans, therapy, observation, and testing 
• Weekly individual supervision with Doug Goldsmith, Ph.D. 

Aug 2002- Tualatin Valley Mental Health, APA accredited 
May 2003 Pre-intern student therapist at a large community mental health 

• Provided individual adult therapy, co-lead girl's art group for 
traumatized 8-10 year-olds, and couples therapy 

• Intakes, treatment planning, consultation to a multidisciplinary team 
• Specialized training in DBT and alcohol and drug treatment 
• Weekly individual supervision with Ken lhli, Ph.D. and group 

supervision with James Gurule, M.A. 



Sept 2002-
May 2003 

Sept 2001-
Dec 2001 

Sept 2001-
May 2002 

Aug 2001-
May 2002 

Feb 2000-
June 2001 
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Oregon Psychoanalytic lnstitute's Foundation Clinic 
Pre-intern and volunteer therapist at adult outpatient clinic 

• Provided twice weekly long-term psychotherapy for low-income clients 
3Y, hours of bi-monthly supervision with analyst Betsy launnacello, 
LCSW and analyst Harold Boverman, M.D. 

ParentCare 
Practicum II student and co-facilitator of outpatient group 

• Lead psychoeducational groups for parents of children ages 0-4 years, 
facilitated personality testing 
Weekly supervision by Terry Bennick Ph.D. 

Newberg Independent School District 
Practicum JI studentffesting clinician 

Conducted assessments of children in grades K-12 for the diagnosis and 
treatment planning of learning disabilities 

• Presented assessment findings to teachers and parents 
Weekly supervision with school psychologist Dionne Bradley, M.A. 

George Fox University: Health and Counseling Center 
Practicum IT student therapist at a university counseling center 

Provided intakes, reports, testing, treatment planning, and weekly 
therapy with undergraduate adults and couples 
Weekly group and individual supervision with Bill Buhrow, Jr., Psy.D. 

Pacific Gateway Hospital 
Practicum I student and Mental Health Professional for an inpatient, acute and 
sub-acute mental health hospital for adolescents, adults, and geriatric 

• Provided individual, process and psyehoeducational group therapy, 
intakes and biopsychosocial reports, treatment planning, milieu therapy 
Weekly and bi-monthly supervision by Art Kowitch, Ph.D. and George 
Howard, Psy.D. 

Ill. Relevant Clinical Training and Work Experience 

Sept 2003-
Present 

Aug2002-
May 2003 

Children's Trauma Team Network West Wyoming Division 
Mental Health Practitioner serving in lhc community 

Participate in national training and outreach organizations 
Bi-monthly meeting attendance with local and regional members 
Semi-annual conference gatherings 

George Fox University Graduate School of Clinical Psychology 
Pre-intern Overseer 

Monitored clinical skills of graduate students by providing weekly 
supervision and consultation, reviewing cases, and regular evaluations 

• Received weekly supervision with Nancy Thurston, Psy.D. and Carol 
Dell'Oliver, Ph.D. 
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Sept 2002 - Psycbodynamic Group Seminar 
May 2003 Co-lead monthly psychodynamic seminar for graduate students 

• Focused on application of object relations theories to clinical cases 
• Joined by Kurt Free, Ph.D. 

Sept 2002 Senicc Extemship to California: "We Care Crescent Qty" 
• Directed and organized a group of graduate students on an externship 
• Intended to provide low-income, underserved individuals with basic 

psychoeducational materials and resources and group follow-up 
Upon a tragedy, provided crisis debriefing and acute stress management 

• Joined by Clark Campbell, Ph.D. 

July 2002 - American Psychoanalytic Society: Mentoring Program 
May 2003 Graduate student mentee of the American Psychoanalytic Society 

• Bi-monthly meetings of case supervision, literature review, education, 
and professional development with a certified training analyst 

• Mentored by analyst Lee Shershow, M.D. 

July 2001- Mental Health Partners 
April 2003 Qualified Mental Health Professional with four inpatient hospitals 

• Intakes, psychosocial reports, individual and group therapy, crisis 
management; milieu management 

• Promoted to Team Lead, on-call 
Supervised individual shifts, reorganized group system 

• Supervision with Kay Endures, M.A. 

April 2001- Stanford-Binet Restandardi7Jltion Technician 
May 2002 Testing clinician for the national standardiu.tion of the Stanford-Binet V 

• Gave the Stanford-Binet IV and Bender-Gestalt Ill to people aged 2-80, 
matching the 2001 United States census demographics 

• Supervised by Gale Roid, Ph.D. and Rachele Floyd, M.A. 

Jan 1997- Hendrick Medical Hospital 
May 1997 Critical/Intensive Care Attendant for medical hospital PICU unit 

• Provided support for family members experiencing crises 
• Consulted with multidisciplinary medical, nursing. and chaplain 

treatment team 

III. Administrative Employment 
July 1999-
Feb 2000 

Oct 1997-
June 1999 

Warnaco, Calvin Klein Incorporated 
Key Managed Calvin Klein outlet retail store 

• Supervise and train employees in retail procedures, manage store profits 
and maintain accounting/book-keeping duties, open and close store 

Stage Stores Incorporated 
Customer and service sales representative 

• Maintain register and floor sales, manage customer service desk, conduct 
opening and closing procedures for the store 
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V. Publications and Presentations 

Clark, A. (2003). Mental Health Referral Pallerns of Rural Pastors. Richter 
Scholars Presentation: Newberg, OR 

Chandler, A. (2003). We care Crescent City: Outreach and ministerial service 
and crisis debriefing. George Fox University's Graduate School of Clinical Psychology: 
Newberg, OR. 

Campbell, C. D., Gordon, M. C., & Chandler, A. A. (2002). Wide open spaces: 
Meeting mental health needs in undcrserved rural areas. Journal of Psychology and 
Christianity, 21,325-332. 

Chandler, A. (2002). Ba"iers to benefits: Religion as a resource for the rural 
woman. National Rural Woman's Health Conference: Washington, DC. 

VI. Research Experience 

"Mental Health Rererr-.al Patterns of Rural Pastors" Doctoral Dissertation 
Committee: Clark Campbell, Ph.D., Rodger Bufford, Ph.D., Bill Buhrows, Psy.D. 
Preliminary Oral: February, 2002 Final Defense: May 15, 2003 
Current Standing: Full Pass Newberg, OR 

Research Vertical Team at George Fox University 
Participation in faculty-led team of students researching social responsibility, marital and 
family systems, and rural psychology. Supervised by Clark Campbell, Ph.D. 
2000-2003 Newberg, OR 

YI. Teaching Experience 

fall 2002- Graduate Assistant 
Spring 2003 Introduction to Counseling 

Taught classes in basic clinical skills, supervised lab, graded courses, upper-level 
undergraduate course in counseling and psychotherapy 

Fall 2002 Guest Lecturer 
Personality Theory 
"Freud and Psychoanalysis" for graduate students in clinical psychology 

Fall 2001 Guest Lecturer 
Theories of P~ychology 
"Existential therapy and Rollo May" for upper-level undergraduate students 

Fall 2000- Regular Guest Lecturer 
Spring 2001 General Clinical Psychology 

"The Practice of Psychotherapy" for undergraduate students at public university 
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:all 2001 Guest Lecturer 
Introduction to Psychology 
"Leaming and Memory" for undergraduate psychology students 

ipring 2000 Guest Lecturer 
Introduction to Psychology 
"The Application of Psychology to Everyday Life" for undergraduate students 

VII. Additional Clinical Training 

":rt Annual Child Trauma Treatment Network - Intermountain West Conference" 
"Working together to improve the treatment for abused children" September, 2003 
Hosted by: National Child Trauma Treatment Network Snowbird, UT 

"HJPPA Compliance" 
Speaker: Rodger Bufford, Ph.D. 

"Eating Disorders: Awareness and Treatment" 
Hosted by: University of Virginia Counseling and Psychological 

"The Intergenerational Transmission of Trauma" 
Speaker: Stephen Seligman, M.D. 

"Contemporary Psychodynamic Treatment of Eating Disorders" 
Speaker: Katherine Zerbe, M.D 

"Integration of Religion and Psychotherapy: Explicit, Implicit, or What? 
Speaker: Robert Lovinger, Ph.D., ABPP 

"Assessment and Treatment of Traumatized Children" 
Speaker: Sophie Lovinger, Ph.D., ABPP 

April, 2003 
Newberg, OR 

February, 2003 
Charlottesville, VA 

February, 2003 
Portland, OR 

January, 2003 
Portland, OR 

October 2002 
Newberg, OR 

October 2002 
Newberg, OR 

"Attachment Disorder, Posttraumatic Stress, and Intergenerational Trauma: Etiological 
Implications for Brain Functioning in Tribal/Native Behavioral Health Treatments" 
Speaker: Joseph B. Stone, Ph.D., CAC III, lCEADC April 2002 

Newberg., OR 

"Prevalence Rates of Full and Partial PTSD in Lifetime Trauma in a Sample of Adult Members 
of an American Indian Tribe" April, 2002 
Speaker: Thomas J. Ball, Ph.D. Newberg, OR 

National Rural Women's Health Conference (3 day conference) 
Hosted by: Pennsylvania State University 

"Contemporary Psychoanalytic Diagnosis and Treatment Implications. " 
Nancy McWilliams, Ph.D. 

September, 2002 
Washington, D.C. 

March, 2002 
Seattle, WA 
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"Age Specific Interventions for Inpatient and Outpatient Clients" & "Treatment Considerations 
for a Chemically Dependent Patient in an Inpatient Selling" April. 200 I 
Michael Brashears, Ph.D. Portland, OR 

"'Substance Abuse Disorders: Diagnosis, Trea1ment. and Co-morbidity" 
Speaker: Shayne Hayden, Ph.D. 

"Finding God in Prozac" 
Speaker: Michael Bovin, Ph.D. 

"'Neuroscience and Memory: Contemporary Studies" 
Speaker: James L. McGaugh, Ph.D. 

"Shalom: Entering God's Rest in a Restless World" 
Presented by: CAPS West Conference 

"'Integration in the Peace Church Tradition" 
Speaker: Hendrika VandeKamp, Ph.D. 

"Considerations for Treatment with African American Clients" 
Speaker: Kumea Gooden. Ph.D. 

"P.1ychotherapy with Geriatric Patients" 
Speaker: Cliff Singer, Ph.D 

Xlll. Professional Affiliations 

Children's Trauma Team Network 
West Wyoming active team member 

American Psychological Association, b'Taduate student affiliate 

March, 2001 
Newberg, OR 

February, 2001 
Newberg, OR 

October, 2000 
OMS!, Portland 

September, 2000 
S. Valley, CA 

March, 2000 
Newberg. OR 

January, 2000 
Newberg, OR 

August, 1999 
Newberg, OR 

Christian Association for Psychological Studies, graduate student affiliate 
Sigma Alpha Iota, alumni affiliate 

Rose and Honors Chair 
Alpha Iota Omega, alumni atliliate 

Chaplain, Social Chair, Special Events Chair 
George Fox University- Peer Mentor, Chapel Worship Leader 
Mazamas Mountaineering Club 

IX. Testing Log 
ADULT ASSESSMENT Loe 

Name ofTest 
Bender Gestalt 
California Verbal Leaming Test 
Complex Fi&'Ure Drawing 
Halstead-Reitan Neuropsychological Battery (portions) 
Hooper Visual Organization Test 

# Administered 
and Scored 
15 
3 
3 
2 
l 

#of Reports 
Written 
2 
5 
I 
I 
I 



Millon Clinical Multi-Axial Inventory Ill (MCMI) 
Minnesota Multiphasic Personality Inventory II (MMPI) 
Myers-Briggs Type Indicator I (MBl) 
Personality Assessment Inventory (PAI) 
Projective Sentences 
Projective Drawings 
Purdue Peg Board 
Reitan-Indiana Aphasia Screening Test 
Rorschach (scoring system: Exner) 
Self-report measures of symptoms I disorders 
Stanford-Binet 5 
Structured Diagnostic Interviews 
Thematic Apperception Test (TAT) 
Trail Making Test A & B 
Wechsler Adult Intelligence Scale lll (WAIS) 
Wechsler Memory Scale III (WMS) 
Wisconsin Card Sort 
W (WIAT) 
Wide Range Achievement Test (WRA T) 
16 Personality Factor (16PF) 

CHILD AND ADOLESCENT AssESSMENT LOG 

California Verbal Leaming Test 
Child Appcrception Test (CAT) 
Connors Scales (ADD assessment) 
Diagnostic Interviews 
Hooper Visual Organi:zation Test 
Incomplete Sentences Tests 
Minnesota Multiphasic Personality Inventory A (MMPl) 
Parent Report Measures 
Projective Drawing Tests 
Reitan-Indiana Aphasia Screening Test 
Rorschach (scoring system: Exner) 
Stanford-Binet 5 
Weschler Intelligence Scale for Children III (WISC) 
W eschler Preschool Population Scale of lntelligcncc R 

(WPPSI) 
Wide Range Achievement Test (WRAT) 
Wide Range Assessment of Memory and Leaming 

(WRAML) 
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5 
8 
2 
4 
5 
3 
3 
I 
7 
18 
6 
7 
2 
4 
14 
2 
3 
IO 
2 
3 

I 
3 
2 
19 
1 
4 
5 
5 
10 
I 
3 
3 
23 
4 

2 
3 

6 
JO 
I 
2 
3 
5 
2 
1 
9 
20 
I 
9 
2 
6 
17 
2 
I 
II 
5 
3 

2 
I 
19 
2 
3 
2 
4 
12 
I 
2 
I 
24 
4 

3 
2 
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