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The Role of Psychologists

In Rural Community

Mental Health Facilities
This paper reviews the literature regard-
ing role definitions for rural psychologists

Jeanette M. Jerrell in community-based mental health facili-
Jaclyn Herring ties and presents the results of a study
Department of Psychiatry conducted in 20 counties in rural west-

University of Pittsburgh School of Medicine ern Pennsylvania which assessed the per-

sonal attributes, employment and edu-
cational characteristics, caseloads and treatments offered, job functions and
job satisfaction of 59 psychologists delivering services in mental health agen-
cies. Twenty psychologists were doctoral level; 39 were Master’s level. Com-
parisons indicated that there were no significant differences in the types of
services provided or in the types of clients served by the two levels of psycho-
logists; both treated fairly diverse client populations. Doctoral psychologists
more often were part-time staff and reported higher levels of job satisfaction.
The implications of these findings for clinical administration and -training are
discussed.

Periodically issues emerge in a profession that must be addressed to
provide guidance for continued development of the field. One such issue

Parts of this paper were presented at the 1983 Annual Meeting of the American Psychological Association,
August, 1983. Reprints may be obtained from the first author at Cognos Associates, 111 Main Street. Suite
5, Los Altos. California 94022. 3



4 Jerrell and Herring

in community psychology is the need to know more about the
psychologists who are best suited for working in rural settings and to
understand how the roles or rural psychologists differ from those of
psychologists in community mental health centers. Over the last 15 years,
several investigators have examined the roles and functions of community-
based psychologists, providing descriptive information about training level,
primary functions, and training needs: However, these studies have been
broadly aimed and have not yielded information specifically useful in
defining the roles of rural psychologists. Given the limited job market in
most urban and suburban areas today, more psychologists are taking posi-
tions in rural areas, often with little training in or understanding of the ways
in which professional functions differ from those in nonrural settings. As a
result, finer grained analyses of the roles of rural psychologists are needed,
in order to orient new professionals and to train them to enter rural posi-
tions without experiencing increased anxiety or dissatisfaction because of
functional or setting differences (Hargrove, 1982; Keller & Murray, 1982).
Such analyses also can point the way for supports for dealing with poten-
tial problems to be introduced by clinical administrators into the mental
health system.

This paper examines information collected in 20 rural counties of
western Pennsylvania regarding the demographics, employment status,
education, caseload, satisfaction, and job functions of 59 psychologists
delivering services through community-based mental health facilities. First,
we review data from previous studies concerning the proportion of
psychologists trained at both the doctoral and Master’s levels employed in
community mental health centers (CMHCs) and the types of functions and
services they perform. We then compare the findings of the present study
with previous results and discuss their implications for training and clinical
administration.

Throughout the movement toward community-based mental health
service delivery, psychologists have found these settings to be attractive
workplaces. The number of psychologists in CMHCs increased 52% be-
tween 1974 and 1976 (Bass, 1977), while during this same time period
the aggregate number of psychologists increased only 21%. In 1976,
CMHCs were the largest single employer of psychologists, with 32% of the
full-time and 22% of the part-time professionals. In relation to other
CMHC staff, psychologists represented 9.4% in 1976, an increase from
8.3% in 1970 (Levenson & Reff, 1970).

The number of trained psychologists in community-based facilities
varies according to the size, location, and type of agency. Havens, Col-
liver, Dimond, and Wesley (1982) identified a typical staffing pattern in
public mental health facilities nationwide as being four doctoral-level
psychologists to three Master’s-level psychologists, but they did not sum-



The Role of Psychologists 5

marize the proportion of psychologists to total staff. In rural CMHCs,
doctoral-level psychologists were found to comprise less than 10% of the
total staff (Hollingsworth & Hendrix, 1977), but the proportion of
Master’s-level psychologists was not documented. Length of tenure in
public settings also differs according to level of professional training, with
the average tenure for PhDs being 65 months compared to 53 months for
Master’s-level psychologists (Havens et al., 1982). Thus the information
available seems to indicate that, while psychologists have been assuming
positions in community-based mental health facilities, they comprise a
relatively small proportion of the total clinical staff. Furthermore, although
doctoral-level psychologists have played a prominent service delivery role
nationally, there are fewer of them in rural areas and, thus the admixture
of doctoral-level to Master’s-level psychologists might be substantially dif-
ferent from that identified by Havens et al. (1982).

As Keller and Prutsman (1982) found, there has been little attention
given to defining roles of rural psychologists and discussing the implica-
tions of these functions for adequate service delivery in rural areas. Their
analysis highlights several assumptions regarding the role of rural
psychologists, such as the generalist nature of their functioning, the lack of
a wide range of service resources and fiscal support for specialized ser-
vices, their need to serve a broad range of client needs and to provide
clinical services without consultation from psychiatrists or other specialists,
and their provision of consultation to community caregivers such as physi-
cians, school personnel, or ministers, thus encouraging the development
of natural networks and the community’s resources. No empirical data
have been advanced to support these assumptions or to assess the impact
of these conditions on psychologists serving in rural agencies, although
comparative information on the clinical functions of psychologists in
nonrural settings is available.

For example, Glasscote and Gudeman (1969) analyzed the functions
performed by various professional staff in eight CMHCs. Their analysis of
the activities of 44 psychologists demonstrated that 50% of the psycholo-
gists’ time was spent in direct patient care activities, including about 5% in
intake and assessment, and 5% in client support activities. Administrative
duties and staff meetings represented 7% and 16% of their time, respec-
tively. Finally, consultation and teaching consumed about 13% of their
time.

In a survey of 51 CMHCs, Bloom and Parad (1978) found that 66%
of the psychologists’ time was spent in providing clinical services, and
another 19% in consultation and education, with the balance devoted to
program administration, development, evaluation, and research. Doc-
toral-level psychologists, by virtue of their training in research methodol-
ogy, were thought to be prime candidates for program evaluation respon-
sibilities as well, but Bloom and Parad found that, except for a few respon-
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dents who were involved extensively in these activities, psychologists spent
minimal time in them. By contrast, Hollingsworth and Hendrix (1977)
found that rural psychologists at the Master’s level delivered more in-
dividual and group therapy than the PhDs, while the doctoral-level
psychologists had considerably greater administrative responsibility (e.g.,
staff supervision or program direction and planning).

Despite its sketchy nature, the emerging picture of the psychologists’
role indicates that both Master’s-level and doctoral-level staff devote a
substantial proportion of time to direct clinical service and indirect con-
sultative service. Doctoral-level staff also have more administrative respon-
sibility. However, given the limited sample employed by Hollingworth and
Hendrix (1977) and the lack of data to support many of the other common
assumptions regarding rural clinical roles {e.g., their generalist nature, the
importance of consultation to external community caregivers, and the lack
of specialized expertise), further examination of the psychologist’s role is
warranted.

The impact of these conditions on community psychologists’ at-
titudes, tenture, and views of continuing professional development have
not been systematically explored either. Anecdotal information from an
earlier study by Glasscote and Gudeman (1969) indicated that clinical staff
with higher levels of professional training will be more satistied with their
jobs and Jerrell (in press) confirmed this trend, but no efforts have been
made to examine the relationship of attitudes and job functions among
rural psychologists.

Method

Information for this study was collected as part of a broader analysis of
the human resources delivering services in community-based mental
health agencies in western Pennsylvania. Center directors in 20 county
mental health programs were contacted and asked to distribute the ques-
tionnaires to all staff and to describe the study in staff meetings. All publicly
funded mental health agencies were involved and a 90% response rate
was obtained. Completed questionnaires were returned directly to the
University of Pittsburgh for analysis and planning of continuing education
programs. The survey questionnaire contained items about personal
background, current employement status, educational background,
caseload and professional functions, and job satisfaction. Copies of the in-
strument are available from the first author.

Results

Demographics and Employment Siatus

Of the psychologists responding to this questionnaire, 20 were doc-
toral level and 39 were Master’s level. The doctoral-level psychologists
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were older, on the average (40 years), than the Master’s-level staff (31
years) and had lived in the local community longer. Doctoral-level
psychologists also had significantly longer tenure in their agencies (84
months) and in their positions (52 months) than Master’s-level respon-
dents (42 and 24 months, respectively). Eighty percent of the doctoral-
level psychologists were male, while those with Master’s degrees evenly
were split. More Master’s-level psychologists had been born in the com-
munity in which they now worked or in Pennsylvania, but almost half of
the doctoral-level psychologists were from rural areas in other states.
Forty-two percent of the PhDs and 36% of the MAs indicated that they
had been born in rural communities. These data confirm anecdotal reports
that doctoral staff are more likely to have migrated into the rural areas, but
their average tenure in their agencies is longer. By contrast, Master’s-level
psychologists are more likely to be indigenous and are newer to these
agencies, but they outnumber the doctoral staff by almost 2 to 1.

On items concerning employment status, more PhDs reported job
titles at the supervisory and administrative levels (40%). Furthermore,
more PhDs were part-time or contractual employees (50%), whereas
Master’s-level psychologists were overwhelmingly full-time, regular staff
(92%). As expected, PhDs reported higher salaries: calculated in terms of
full-time equivalents, PhDs earn approximately $25,763 a year, whereas
MAs are paid, on the average, $16,278 a year. Compared with national
figures gathered by the American Psychological Association (Stapp &
Fulcher, 1981), salaries for both groups were not significantly different
from the national average for clinical psychologists who worked in direct
service in MCHC:s for the same length of time. The majority of PhDs were
licensed as psychologists (74%), whereas only 15% of those with Master’s
degrees were. Almost half of the Master’s-level psychologists reported that
they were working toward an advanced degree. Overall, psychologists
represented 9.9% of the total number of clinicians responding to the
survey; doctoral-level psychologists comprised 3.4% of the total clinical
staff and Master’s-level psychologists 6.5%. In contrast to the reports of
others, more of these doctoral psychologists were part time and held ad-
ministrative positions. Thus the majority of the clinical service functions to
the Master’s-level psychologists who, for the most part, were not lensed
and were newer to their positions.

Service Activities

Nearly all of the psychologist’s time was accounted for by 7 of the 12
service categories. The mean number of hours worked per week in each of
these services in shown in Table 1. Both PhDs and MAs spent the largest
amount of time in outpatient service, followed by administration for the
PhDs, and intake and assessment for the MAs. Doctoral staff spent very lit-
tle time in intake and assessment. Partial hospitalization, inpatient, and
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consultation and education services received very little time from either
level of psychologist. No significant differences in the number of hours

spent in each type of service were indicated, despite the fact that many of
the doctoral-level staff were employed part time.

Table 1

Time Spent Per Type of Service by Level of Training

Type of Service Mean hours | Mean hours
Intake and Emergency 4.1 8.5
Outpatient ’ 13.7 15.2
Partial Hospitalization 1.3 1.9
Inpatient 19 3.2
Consultation and Education 0.6 1.4
Administration 7.1 29

To examine these job functions more closely, psychologists’ role ac-
tivities were compared across the two levels of training and in relation to
date from two previous studies (see Table 2). Master’s-level psychologists
in this cohort spent slightly less time in diagnostic and assessment activities
(12.7%) than psychologists did in 1977 (17.5%) or in 1969 (18.1%),
while doctoral-level psychologists spent almost twice their time in these ac-
tivities (39.9%). Treatment consumes the largest proportion of the
psychologist’s time and has remained relatively constant over the last
twelve years (about 44 to 47%). Time spent in client support activities has
increased over time, but psychologists devote very little of their effort to it.
Doctoral psychologists actually devote less time to administrative services
than those reporting in 1969. Contrary to popular assumptions, however,
psychologists spend very little of their time in consultation activities or in
providing staff training.

Thus, while direct treatment functions prevail, administrative and
supervisory responsibilities are prominent as well, not only for doctoral-
level psychologists, who are more likely to have formal administrative
roles, but also for Master’s-level staff. Master’s-level psychologists reported
spending a greater percentage of their time in these functions than did
similar staff in any previous studies, especially in supervision and program
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Table 2

Comparison of Role Activities for Psychologists 1969 to 1982
(Percentage of time)

Function 1969 1977 1982 1982
MA PhD
Diagnostic, Assessment Service 18.1 17.5 12.7 39.9
Treatment Service 46.2 44 .8 46.1 47 .4
Client Support Service 51 56 9.0 6.8
Administrative Support Service 11.6 21.1 19.0 89
Consultation & Education 8.4 12.1 1.5 29
N = 44 .0 211.0 18.0 12.0
of Psychologists
Table 3

Type of Caseload by Level of Training

Percentage of Caseload PhD level MA level
that is Mean percentage | Mean percentage

Chronically Mentally [l -20.2% 22.3%
Acutely Mentally Il 36.8 41.5
Abuse Drugs/Alcohol 35 6.3
Not Mentally Il 16.4 17.8
Mentally Retarded 2.5 6.9
MR and Mentally Ill 3.5 6.1
Developmentally Disabled 1.8 6.8
Children 12.8% 18.2%
Adolescents 15.6 21.0
Young Adults 37.2 32.2
Middle Aged Adults 17.0 16.8
Elderly 2.5 5.1

In Crisis Intervention Therapy 8.9% 10.3%
In Short-term Therapy 35.3 50.1

In Long-term Therapy 25.4 29.3
On Psychiatric Medications 38.3 42.6
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review/evaluation. Contrary to popular assumptions, however, psycholo-
gists in these public mental health agencies spent almost no time in con-
sultation activities or in providing staff training. Community development
activities were left primarily to Master’s-level social workers.

Caseload

No significant differences were found in the types of clients treated by the
two levels of psychologists, mostly and acutely ill; however, Master's-level
staff reported higher percentages of their caseloads in each disability
category (Table 3). In general, psychologists in these agencies also treated
large numbers of young adults and almost no elderly clients. Master’s-level
staff reported higher numbers of children and adolescents in their
caseloads. These clients were treated primarily on a short-term basis.
These data tend to confirm many commonly held assumptions that rural
professionals are generalists and treat clients on a time-limited basis.
Master’s-level psychologists probably treat somewhat more diverse client
groups because they are full-time employees.

These psychologists also indicated the extent to which they served a
variety of age groups. At both training levels, young adults accounted for

the largest percentage of their caseload (37.2% for PhDs and 32.2% for
MAs), and elderly patients accounted for the smallest (2.5% for PhDs and
5.1% for MAs). Master’s-level psychologists reported treating a larger
percentage of children and adolescents, while both levels treated approx-
imately the same percentage of middle-aged adults.

Similar results were demonstrated regarding length of client treat-
ment; no statistically significant differences were found between the two
levels of psychologists. Although most clients were seen on a short-term
basis, MAs (50%) treated a somewhat larger percentage of their caseload
in this manner than PhDs (35%). Long-term therapy clients represented
less than 30% of each of the psychologists’ caseload, and crisis interven-
tion represented less than 10%.

When asked to indicate the primary aims of their treatment, approx-
imately 65% of each of the two groups rated changing the client’s behavior
as most predominant. Giving insight into the nature of the client’s problem
and resolving crises were viewed as less salient. The largest difference be-
tween the two groups was in the area of offering counsel, advice, and sup-
port: 38.5% of Master’s-level psychologists perceived this to be a primary
aim, while only 15% of the PhDs did. A majority of Master’s-level
(79.5%) and doctoral-level (60.0%) psychologists saw their primary
therapeutic orientation as behavioral.

Many of the commonly held assumptions summarized by Keller and
Prutsman (1982) regarding clinical psychology functions in rural areas
were supported by these data. Besides being generalists in the sense of ser-



