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Matthew C. Fullen

As the number of older adults increases, it is important to understand how attitudes toward aging influence
society, the aging process, and the counseling profession. Ageism —defined as social stigma associated

with old age or older people—has deleterious effects on older adults’” physical health, psychological well-
being, and self-perception. In spite of research indicating that the pervasiveness of ageism is growing, there
are few studies, whether conceptual or empirical, related to the impact of ageism within the practice of
counseling. This article includes an overview of existing literature on the prevalence and impact of ageism,
systemic and practitioner-level consequences of ageism, and specific implications for the counseling
profession. Discussion of how members of the counseling profession can resist ageism within the contexts
of counselor education, gerontological counseling, advocacy, and future research will be addressed.

Keywords: ageism, aging, older adults, gerontological counseling, advocacy

Currently, there are approximately 47.8 million adults age 65 and over living in the United States,
and this number is expected to grow to 98 million—or more than one in five Americans—by 2060
(Administration on Aging, 2017). Much of this growth can be attributed to the aging of the boomer
generation, the age cohort born between 1946 and 1964. Approximately 10,000 boomers turn 65 every
day (Short, 2016). Increases to the average life span also have expanded the number of older Americans,
with a person age 65 now living an average of 19.4 additional years, and many living well beyond
that age (Administration on Aging, 2017). Nonetheless, many misconceptions remain about the aging
process, and recent research demonstrates that the prevalence of ageism is growing (Ng, Allore,
Trentalange, Monin, & Levy, 2015). Ageism —defined here as social stigma related to old age or older
people (Widrick & Raskin, 2010)—is associated with the lack of mental health services available to older
adults (Bartels & Naslund, 2013), and when negative attitudes toward aging are internalized by older
adults, significant consequences to health and well-being may occur (Levy, 2009).

Within the counseling literature, there appears to be a lack of research on ageism and its impact
on older adulthood. A keyword search of leading counseling journals dating back to 1992 results in
a single publication on the topic of ageism within the American Counseling Association’s Journal of
Counseling & Development (Saucier, 2004), as well as a single empirical study in Adultspan Journal
(McBride & Hays, 2012). Therefore, to elucidate the effects of ageism, as well as its role within the field
of professional counseling, this article will provide a review of existing literature on the prevalence of
ageism, its consequences among mental health professionals, and the impact of internalized ageism on
older adults. The article concludes with recommendations for how counselors, counselor educators, and
counseling students can mitigate the effects of ageism and promote positive perceptions of aging.

Prevalence and Impact of Ageism

Prevalence of Ageism
The term “ageism” was first used in the late 1960s to describe discriminatory beliefs or practices
that are predicated on the age of a person or group (Butler, 1969). Like racism or sexism, prejudice
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associated with age is both pernicious and challenging to quantify. Many myths about aging are
assumed to be true without additional consideration, leading to a “commonsense reality” about old
age or older people that is then perpetuated throughout a society (Angus & Reeve, 2006, p. 141).
Moreover, scholars argue that ageism is currently met with less disapproval than racism or sexism
(Cuddy & Fiske, 2002; Nelson, 2016; Palmore, 2005), although more recent empirical research is
needed to substantiate this hypothesis. Nevertheless, research indicates that views about aging are
becoming more negative (Ng et al., 2015). Dominant myths include the notion that older adults are:
(a) lonely and depressed; (b) increasingly similar as they grow old; (c) sick, frail, and dependent;
(d) cognitively and psychologically impaired; (e) sexless and boring; and (f) unable to learn or
change (Thornton, 2002; Whitbourne & Sneed, 2002). These myths persist in spite of research that
demonstrates that older adults are heterogeneous, possess many psychosocial resources, frequently
have high levels of self-rated and objectively measured health, and mostly do not experience
dementia or other forms of cognitive impairment (Whitbourne & Sneed, 2002).

Stereotypes about older adulthood are transmitted throughout society and may lead to detrimental
consequences for the health and well-being of older people. For example, media representations of
older adults are likely to reinforce negative views about older adulthood. Television shows, movies,
and advertising depict older people according to stereotypes about aging—or omit them altogether
(North & Fiske, 2012) —and older people who watch more television over the course of their lives
tend to view aging in a more negative light (Donlon, Ashman, & Levy, 2005). Ageism is transmitted
through social media as well. References to older adults on Facebook are commonly comprised of
references to cognitive or physical debilitation, the infantilization of older people, or suggestions
that older adults be banned from public activities like driving or shopping (Levy, Chung, Bedford, &
Navrazhina, 2014).

Negative stereotypes may lead to age-based discrimination, a phenomenon that experts describe
as both “understudied” and “surprisingly pervasive” (North & Fiske, 2012, p. 983). For example,
Posthuma and Campion (2009) described several workplace-based stereotypes that exist, in spite of a
lack of supporting evidence. These include the notion that older workers have lower levels of ability
and motivation, lower productivity, and greater resistance to change. Within the realm of health care,
physicians may be less likely to offer particular medical treatments to older patients because of a belief
that certain ailments are the inevitable consequences of natural aging (Bowling, 2007). Ageism may result
in elder abuse, both within care facilities and among family members; however, it is underreported
because of a lack of awareness among health and social service providers (Nelson, 2005).

Negative stereotypes about aging develop in a manner that parallels stereotypes like racism or sexism.
Levy’s (2009) stereotype embodiment theory suggests that ageist views may be transmitted culturally
and internalized by older adults, leading to significant changes to health and functioning. Older adults
are first exposed to negative stereotypes about aging when they are young. As individuals age into older
adulthood, their negative beliefs about aging become increasingly salient and self-directed. On the other
hand, if an individual is socialized to hold more positive views toward aging, these viewpoints may
serve as a buffer against internalized ageism (Levy, 2009).

Furthermore, stereotype embodiment theory (Levy, 2009) suggests that when stereotypes are
assimilated from the surrounding culture, they eventually become self-definitions that influence
a person’s functioning and health. Stereotype embodiment theory concludes that: (a) stereotypes
are internalized throughout the life span; (b) they are likely to operate unconsciously; (c) as views
of older age become increasingly relevant to a person’s identity, the age stereotypes become more
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salient; and (d) self-referential views on aging are developed via pathways that may be both top-
down (i.e., societal perspectives are passed on to the individual) and longitudinal (i.e., views on old
age begin in childhood).

Cuddy, Norton, and Fiske (2005) argued that groups within a society are often categorized based
on two traits—warmth and competence —and the authors found that most participants rated older
adults as warm, but incompetent. Contrary to the belief that ageism is only a concern in Western
countries, Cuddy et al. reviewed a large-scale international study that included college students in
Belgium, Costa Rica, Hong Kong, Japan, and South Korea. Across samples, participants viewed older
adults as significantly more warm than competent, non-competitive, and having lower social status.
Within their study, this trend persisted even when looking at cultures and countries that are typically
described as more collectivist (i.e., Hong Kong, Japan, and South Korea).

Research indicates that ageism is prevalent within environments where older adults receive
housing and health care services. In an ethnographic study on the impact of age and illness within a
residential care setting, Dobbs et al. (2008) found that some family members, staff, and residents held
negative attitudes about aging that resulted in an environment affected by ageism. In their study,
examples of negative age bias included neglecting to gather resident input prior to making decisions,
using infantilizing speech with older people, and stigmatizing residents because of dementia or
physical disability. In a similar study completed within a multi-level care setting, Zimmerman et
al. (2016) found that the use of multi-level, stepped care (i.e., adults with differing independence
levels residing within the same setting) reinforced stigma related to age and health, with older adults
differentiating among themselves based on which levels of care were required.

Impact of Social Forces

Scholars posit a wide range of hypotheses to explain the prevalence of ageism, but two systemic
processes—modernization and medicalization —are identified in the literature as the most likely
catalysts of negative attitudes toward aging (Cuddy & Fiske, 2002; Ng et al., 2015). In regard to
modernization theory, Cuddy and Fiske (2002) explained that views of older adulthood have changed
as a result of the shift from an agrarian society to an industrial society. Technological advances,
increased literacy rates among young people, and a trend toward urbanization resulted in greater
competition between young and old generations, as well as weakened intergenerational social ties
between young people and their families of origin. The sum of these social changes led to decreased
status for older people, resulting in the “warm, but incompetent” stereotype that is now associated
with them (Cuddy et al., 2005).

Relatedly, improvements in health care have extended the life span and increased the ratio of
older to younger people. Previous research shows that as the ratio of older adults to younger adults
increases, views about older adulthood become increasingly negative (Ng et al., 2015). Given that the
number of older people will increase markedly in coming years, it is possible that negative attitudes
toward older people will continue to grow unless intervention occurs.

The second major social force described in the literature is the medicalization of aging, which refers
to associating old age with a person’s physical health or illness, to the detriment of other aspects of
well-being (Ng et al., 2015). The dominance of medical conceptualizations of old age is described as
one of the “master narratives” associated with the modern study of aging (Biggs & Powell, 2001, p. 97).
Although the causes of medicalization are many and complex, they can be summarized by the shift from
viewing old age as a natural part of the life span to the viewpoint that old age, and even death itself,
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are problems that modern medicine may be able to solve (Ng et al., 2015). Past research indicates that
the medicalization of aging predicts negative attitudes toward aging and consequentially leads to “the
objectification of older adults as patients rather than as individuals with interesting life experiences” (Ng
etal, 2015, p. 2).

Consequences of Ageism

Impact on Older Adults” Health and Well-Being

There is a substantial body of research indicating that age stereotypes influence older adults’
health and well-being. For instance, older adults” perceptions of aging are associated with memory
performance (Levy, Zonderman, Slade, & Ferrucci, 2011), hearing decline (Levy, Slade, & Gill, 2006),
developing Alzheimer’s symptoms (Levy et al., 2016), and dying from respiratory or cardiovascular
illnesses (Levy & Myers, 2005). In fact, Levy, Slade, Kunkel, and Kasl (2002) found that even after
controlling for age, gender, socioeconomic status, loneliness, and functional health, older adults
with more positive self-perceptions of aging lived 7.5 years longer than those with less positive self-
perceptions of aging.

Conversely, research indicates that positive perceptions of aging may provide a salutatory effect on
health and well-being. Older adults with positive age stereotypes are 44% more likely to fully recover
from severe disability compared to those with negative age stereotypes (Levy, Slade, Murphy, & Gill,
2012), and older military veterans who resisted negative age stereotypes had significantly lower rates
of mental illness compared to those who fully accepted them (Levy, Pilver, & Pietrzak, 2014). These
positive differences were found for suicidal ideation (5.0% vs. 30.1%), anxiety (3.6% vs. 34.9%), and
PTSD (2.0% vs. 18.5%), even after controlling for age, combat experience, personality, and physical
health. In regard to variables that may influence older adults” self-perceptions of aging, Fullen,
Granello, Richardson, and Granello (in press) found that resilience —the ability to bounce back from
adversity —and multidimensional wellness were significant predictors of positive age perception,
whereas increased age and decreased physical wellness predicted internalized ageism. Furthermore,
resilience appeared to buffer older adults from experiencing internalized ageism as they grew older.
However, older adults may not be exposed to interventions to promote resilience and well-being
because of ageism’s impact on the availability of mental health services among older adults.

Impact on Mental Health Professionals

The gap between the mental health needs of older adults and the number of mental health
professionals with specific training in working with older adults is on the verge of a “crisis” (Institute
of Medicine, 2012, p. ix). Scholars provide a variety of explanations to account for this, including
systemic factors—such as inadequate funding and a lack of training opportunities within academic
programs (Bartels & Naslund, 2013; Gross & Eshbaugh, 2011; Robb, Chen, & Haley, 2002) —and
personal factors, including low interest in working with older adults (Tomko, 2008) and therapeutic
pessimism (Danzinger & Welfel, 2000; Helmes & Gee, 2003).

Systemic ageism. Although older adults consistently report higher life satisfaction than younger or
middle-aged adults (George, 2010), approximately 26% of all Medicare beneficiaries, or more than 13
million Americans, meet the criteria for a mental disorder (Center for Medicare Advocacy, 2013). Yet,
mental health services currently account for only 1% of Medicare expenditures (Bartels & Naslund,
2013). Systemic barriers may be partially responsible for the lack of access to mental health services
among older adults. For example, inadequate reimbursement rates is cited as one reason for the 19.5%
decline in psychiatrists accepting Medicare between 2005-2006 and 2009-2010 (Bishop, Press, Keyhani,
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& Pincus, 2014). Similarly, Medicare payments to psychologists for psychotherapy decreased by 35%
since 2001, after adjusting for inflation (American Psychological Association, 2014). Older adults are
currently unable to use Medicare to access services provided by licensed professional counselors (LPCs)
or marriage and family therapists (MFTs; Fullen, 2016b). This translates to an estimate of 175,000 mental
health professionals who are unavailable to serve as Medicare-eligible providers (American Counseling
Association, n.d.). Clients who age into Medicare coverage after working with these professionals face
discontinuity of care caused by having to change providers.

Professional training barriers among the helping and health professions also may reflect systemic
ageism. Half of the fellowship positions in geriatric medicine and geriatric psychiatry are unfilled
each year, and only 4.2% of psychologists focus on geriatric care in clinical practice (Bartels &
Naslund, 2013). Institutional barriers that inhibit student interest in careers related to work with
older adults include a lack of visibility for multidisciplinary gerontology programs, the absence of
gerontological content within textbooks, few faculty who are trained in gerontology, misconceptions
about employment opportunities (i.e., the assumption that the only aging sector jobs available are
in nursing homes), and a primary focus on the problems associated with old age when later life is
discussed within the classroom (Gross & Eshbaugh, 2011).

Within the counseling profession, scholars describe a mixed commitment to gerontological
counseling. Going back to 1975, Salisbury (1975) and Blake and Kaplan (1975) described counseling
with older adults as an overlooked domain within professional counseling. Twenty years later, Myers
(1995) argued that gerontological counseling had evolved from “forgotten and ignored” (p. 143)
to a sub-discipline within the profession complete with standards and certification. However, the
gerontological counseling specialization that existed between 1992 and 2008 was discontinued in 2009
when only two institutions had applied for accreditation (Bobby, 2013). Perhaps more telling, the 2016
Standards of the Council for Accreditation of Counseling & Related Educational Programs (CACREP)
include zero references to the words old, older, older adults, or ageism; only one reference each to the
words age and aging; and four references to the phrase life span (CACREP, 2015). Nonetheless, Foster,
Kreider, and Waugh (2009) found that many counseling students have interest in topics related to
gerontological counseling, including grief counseling (70%), retirement counseling (43%), family
counseling with aging parents (64%), and counseling caregivers (55%). The same study found that
many respondents were interested in working in a hospice setting (39%), a hospital geriatric unit
(29%), a nursing home (25%), private practice with older adults (43%), and a community setting with
older adults (45%). However, it is unclear whether students who are interested in working with older
adults receive training and employment opportunities within these contexts.

Individual ageism. Research regarding the prevalence of ageism among individual mental health
professionals is equivocal. When mental health professionals” perceptions of clients based on age,
gender, and health variables were studied, some researchers found health bias, but not age bias
(Robb et al., 2002). Others reported that participants rated older clients as having a greater number of
diagnostic problems (Helmes & Gee, 2003) and a worse prognosis than younger clients, in spite of all
relevant information being matched across age groups (Danzinger & Welfel, 2000). Helmes and Gee
(2003) found large differences in how older people were rated on key therapeutic variables. Older
clients were viewed as less able to develop an adequate therapeutic relationship, less appropriate
for therapy, and less likely to recover. Respondents in their study also felt less competent in treating
older people, and they were less willing to accept older people as clients.

To counteract the potential influence of negative age bias on counseling treatment, McBride
and Hays (2012) described the importance of linking work with older adults to multicultural
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competence. The authors surveyed 360 counselors and counselor trainees and found a significant,
negative correlation (r = -.41) between multicultural competence and negative attitude toward aging.
Tomko (2008) found that multicultural competence was associated with improved clinical judgment
when working with older adults; however, it did not predict global attitudes toward aging. In sum,
considerations of both the systemic and individual aspects of ageism have important implications for
the counseling profession.

Implications for the Counseling Profession

The rapid growth of the older adult population will impact members of the counseling profession
in a variety of ways. Shifting age demographics make it imperative that counselors understand how
the pervasiveness of ageism impacts key professional values like diversity, social justice, and client
advocacy. Four domains are outlined in which counselors may dedicate their attention to generating
positive views of aging. These domains include counselor education, advocacy, research, and
counseling practice.

Counteracting Ageism Within Counselor Education

Within counselor training programs, resistance to ageism begins with incorporating discussions
about aging and older adulthood into the counselor education curriculum. Therefore, it is important
that professional accreditation standards like CACREP adequately reflect the mental health needs
of older adults and their families. In its current form, the omission of keywords like aging, older
adulthood, and ageism from these standards may send a mixed signal to counselor training programs
and their students about social justice and multicultural competencies as they relate to older adults.

Once ageism is identified by a counselor education program as a priority, counselor educators
need to develop strategies for incorporating this focus in the existing curriculum. For instance, a life
span development course provides ample opportunities to discuss issues such as shifting population
demographics, multigenerational families, and how an aging population will impact the counseling
profession. Assessing students’ current thoughts about the aging process, including both their
own aging and that of family members, may create greater empathy for the needs of older adults.
Similarly, when instructing social and cultural diversity courses, counselor educators should consider
introducing topics such as ageism and age privilege and juxtaposing these constructs alongside
dialogue about diversity and intersectionality (Black & Stone, 2005). Furthermore, when developing
practicum or internship sites, counselor educators could make a point of developing placements
in which older clients will be served. Identifying potential site supervisors who have experience
in working with older adults is an important step, as it ensures that trainees are given adequate
opportunities to reflect on their own perspectives on aging, disability, advocacy, and related issues.

Counteracting Ageism Through Advocacy

In regard to advocacy, counselors should resist ageism at national, state, and local levels. At the
national level, the omission of counselors as approved Medicare providers limits the availability
of mental health services for older adults and reflects the assumption that older adults” needs are
primarily physiological. This issue creates challenges for members of the counseling profession who
are interested in providing services across the life span. Mental health advocacy on behalf of older
adults includes educating lawmakers about the importance of Medicare reimbursement as a means of
creating mental health service access (Fullen, 2016b). Professional organizations continue to support
grassroots advocacy, as well as lobbying efforts, to influence Medicare policy on behalf of counselors.
In fact, as of this writing there are bills in each chamber of the United States Congress (i.e., S. 1879;
H.R. 3032), and a federal advisory group (i.e., the President’s Interdepartmental Serious Mental
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[llness Coordinating Committee; ISMICC) recently recommended inclusion of counselors within
Medicare (National Board for Certified Counselors, n.d.).

At the state and local level, members of the counseling profession should forge partnerships
with gerontology professionals. For example, advocacy occurs when professional counselors and
counselor educators make connections with members of the local area agency on aging, directors
of local assisted living or skilled nursing facilities, or state policymakers who are responsible for
budgetary and policy decisions related to aging. These partnerships are mutually beneficial; they
provide members of the counseling profession with increased exposure to the diverse needs of older
adults in their communities, and they educate local gerontology professionals about the range of
mental health services that counselors provide. Additionally, building interprofessional connections
may lead to research opportunities that can improve the care received by older adults.

Counteracting Ageism Through Research

In spite of the numerous studies indicating that ageism has detrimental effects on older adults,
there are currently very few studies that demonstrate the prevalence and impact of ageism within
the counseling profession. For instance, research on in-session dynamics between counselors and
much older clients could shed light on the ways in which age is broached in a counseling session.
Additionally, research could focus on the benefits of professional counseling for older adult clients,
as well as the effectiveness of novel interventions that are grounded in counseling theories or
wellness (Fullen & Gorby, 2016; Fullen et al., in press). For instance, the development and validation
of a wellness-based approach to counseling older adults might mitigate mental health issues or
internalized ageism among older clients (Myers & Sweeney, 2005), and it would serve as additional
evidence for the necessity of adding counselors as Medicare providers.

At the institutional level, more research is needed to understand the extent to which counselor
training programs address ageism, and in which curricular contexts. It is important to understand
which pedagogical strategies are most effective, whether these impacts persist over time, and how
well training programs make inroads with local agencies that work with older adults. Research into
advocacy efforts related to Medicare reimbursement may also advance the profession. Although
Medicare reimbursement is described as a priority for the counseling profession, there is currently
little research on counselors” knowledge about Medicare or participation in Medicare advocacy.

Counteracting Ageism Through Counseling Practice

Finally, it is important to consider how counselors might resist ageism within their counseling
practice. Because of the heterogeneity of older adults, counseling services should be tailored to the
unique needs of each client. Given that ageism has the potential to influence how older clients are
conceptualized by counselors, it is important for counselors to reflect on their own beliefs about aging
as well as their assumptions about the ability of older clients to grow and change. Many counselors
are not familiar with the wide range of mental health interventions that have been empirically
validated with older adults (Myers & Harper, 2004). For example, the SAMHSA-HRSA Center for
Integrated Health Solutions (n.d.) provides numerous resources related to providing behavioral
health services to older adults. These resources address issues such as evidence-based treatments for
late life depression, preventing suicide in older adults, screening for substance misuse, and assessing
cognitive functioning.

Given the growing interest in wellness-oriented services for older adults, SAMHSA also provides
evidence-based resources related to health promotion and integrated care. Programs that focus on
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cultivating holistic wellness or resilience are relatively new, but they also may be worth considering
as a means of countering ageism within the practice of counseling. Because the wellness approach
incorporates multiple dimensions of functioning, older clients who are experiencing deficits in a
particular domain (e.g., limited mobility influencing ability to drive) may find that they can use
alternative domains as a means of compensating (e.g., greater reliance on social network to carpool
to events; Fullen, 2016a). Similarly, discussion of how older clients have used strengths to navigate
loss, overcome adversity, and resist ageism in their own lives may prove to be key ingredients in
the therapeutic process. Furthermore, incorporating resilience into an older client’s treatment plan
may create a buffer against internalized ageism (Fullen et al., in press), as well as an opportunity to
highlight older adults” abilities to adapt in the face of adversity (Fullen & Gorby, 2016).

Conclusion

As the number of older adults grows, members of the counseling profession are increasingly likely
to encounter older people who seek to benefit from counseling services. A review of existing research
demonstrates that there are numerous causes of ageism, detrimental consequences associated with
internalizing negative age stereotypes, and gaps in research related to how the counseling profession
should respond. In light of the counseling profession’s commitment to diversity, social justice, and
advocacy, it is important to better understand the broad impact of ageism. By combating ageism
in the domains of public policy, research, teaching, and direct service with clients, members of the
counseling profession have the opportunity to counteract ageism’s deleterious effects and promote
more positive perceptions of growing older.
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Studies from allied professions suggest that intentional nondisclosure in clinical supervision is common;
however, the types of intentional nondisclosure and reasons for nondisclosure have yet to be examined in
an adequate sample of counselors-in-training (CITs). The current study examined intentional nondisclosure
by CITs during their onsite supervision experience. We utilized content analysis to examine examples

of intentional nondisclosure. Sixty-six participants provided examples of intentionally withholding
information from their supervisors they perceived as significant. The most common types of information
withheld were negative reactions to supervisors, general client observations, and clinical mistakes. The
most common reasons cited were impression management, perceived unimportance, negative feelings, and
supervisor incompetence. We offer implications for both supervisees and supervisors on how they might
mitigate intentional nondisclosure; for example, we present strategies to address ineffective or harmful
supervision, discuss techniques to openly address intentional nondisclosure, and explore ways to integrate
training on best practices in clinical supervision.

Keywords: intentional nondisclosure, counselors-in-training, supervision, content analysis, best practices in
clinical supervision

Counselors-in-training (CITs) in programs accredited by the Council for Accreditation of Counseling
& Related Educational Programs (CACREP) are required to complete two supervised onsite field
experiences (i.e., practicum and internship) in their area of interest (e.g., clinical mental health, school,
rehabilitation; CACREP, 2015). The purpose of this onsite field experience is for CITs to learn the roles
and responsibilities of being a professional counselor by applying what they learn in their training
programs to their work in a counseling setting (CACREP, 2015). Given CITs’ limited clinical experience,
onsite supervisors provide weekly supervision to aid CITs in their professional development (Borders et
al., 2011; Borders et al., 2014). Although supervision is a unique opportunity, CITs receive problematic
mixed messages about the expectations of the supervisory process (Borders, 2009). CITs are encouraged
to discuss the topics and concerns that are the most important to their professional growth (Bordin,
1983), but the information shared is then used by their supervisors to evaluate their clinical performance
(Bernard & Goodyear, 2014). These evaluations have a definitive impact on CITs” ability to pass a
practicum or internship course or graduate (CACREP, 2015) and subsequently secure employment in
the counseling field. Thus, it is not surprising that studies in allied professions (e.g., clinical psychology,
counseling psychology, social work) have shown that trainees commonly withhold potentially
unflattering information from their supervisors (Hess et al., 2008; Ladany, Hill, Corbett, & Nutt, 1996;
Mehr, Ladany, & Caskie, 2010, 2015; Pisani, 2005). While CITs" concern to maintain a favorable image
in the eyes of their supervisor is understandable, withholding information can result in missed learning
opportunities for CITs and negatively impact their clients (Hess et al., 2008).

To date, only two studies have examined supervisee intentional nondisclosure in a sample of
counselor education students (Cook & Welfare, 2018; Lonn & Juhnke, 2017). However, neither study
examined specific examples of the types and reasons of CIT nondisclosure during onsite supervision.
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Counselors submit to a unique training model, with specific requirements and goals for master’s-level
counselors (e.g.,, CACREP, 2015). CITs enrolled in CACREP-accredited programs can specialize in one
of seven tracks: (a) addictions counseling; (b) career counseling; (c) clinical mental health counseling;
(d) clinical rehabilitation counseling; (e) college counseling and student affairs; (f) marriage, couple,
and family counseling; (g) school counseling; and (h) rehabilitation counseling. As a result, CITs work
in diverse settings with a wide variety of responsibilities that are unique to the counseling profession
(CACREP, 2015; Lawson, 2016). Without a study focused on CITs’ experiences in onsite supervision,
CITs and supervisors must rely on findings from allied professions that may or may not reflect the
counseling training model. Thus, in the current study we aimed to examine the types of intentional
nondisclosure and the reasons for the nondisclosure during CITs” supervised onsite field experience.

Supervised Onsite Field Experience in CACREP-Accredited Programs

Given the growing importance of attending a CACREP-accredited program as an educational
requirement for professional counselors (Lawson, 2016), we chose to specifically target intentional
nondisclosure by CITs enrolled in CACREP-accredited training programs. State licensure boards
are encouraging or mandating that those pursuing professional licensure as counselors must have
a degree from a CACREP-accredited program (Lawson, 2016). Additionally, as of January 1, 2022,
those applying to be National Certified Counselors (NCCs) will need to graduate from a CACREP-
accredited program (National Board for Certified Counselors, 2014). Thus, the standards for onsite
field experiences outlined in the 2016 CACREP Standards provide clear guidelines for counselor
training. Furthermore, the activities during the onsite field experience are designed to mimic those of
a professional counselor in the field (CACREP, 2015). Exploring CIT intentional nondisclosure within
the CACREP educational structure can help to inform best practices in counselor training.

Intentional Nondisclosure in Clinical Supervision

The supervision process is reliant on CITs to self-identify important information to share with their
supervisors (Ladany et al., 1996); however, identifying this important information is not always clear
to CITs given the intricacies of the client-counselor relationship (Farber, 2006; Knox, 2015). Farber
(2006) suggested that some nondisclosure “is normative and unavoidable in supervision” (p. 181). Yet,
there are instances in which CITs purposefully withhold information they know is relevant because of
concerns for what could happen if they shared the information with their supervisor (Hess et al., 2008;
Yourman & Farber, 1996).

So why would CITs, who are held to the same ethical standards as practicing counselors (American
Counseling Association [ACA], 2014), knowingly choose to withhold information that could be harmful
to their professional development or their clients’ treatment? During an onsite field experience, CITs
learn the day-to-day tasks of being a professional counselor (e.g., establishing rapport, planning
treatment, managing paperwork), but they also must meet the demands of their graduate training
programs. Most CITs want to perform counselor functions at a high level, if not perfectly (Rennestad &
Skovholt, 2003). Avoiding clinical mistakes is a dubious belief that CITs hold for themselves (Knox, 2015).
These high expectations create a reasonable desire to present oneself favorably to their supervisors, even
though supervisors know that perfection is impossible (Farber, 2006). Moreover, CITs are told to share
information that is most salient to their personal and professional development with their supervisors,
but disclosing information that may be potentially unflattering or embarrassing can then be used by
supervisors to evaluate performance (Borders, 2009).

Types and Reasons for Intentional Nondisclosure
In a seminal study on intentional nondisclosure, Ladany et al. (1996) investigated the types and
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reasons for nondisclosure in a sample of clinical and counseling psychology trainees. Participants
were asked to identify instances in which they withheld information from their supervisors and then
provide a rationale for why they failed to share that information. The authors found that 97.2% of the
participants withheld information from their supervisors.

Through categorizing the content of the nondisclosures, Ladany et al. identified 13 types of
nondisclosure, providing definitions and examples of each type: (a) negative reactions to supervisor
(e.g., unfavorable thoughts or feelings about supervisors or their actions); (b) personal issues (e.g.,
information about an individual’s personal life that may not be relevant); (c) clinical mistakes (e.g., an
error made by a counselor); (d) evaluation concerns (e.g., worry about the supervisor’s evaluation);

(e) general client observations (e.g., reactions about the client or client treatment); (f) negative reactions
to client (e.g., unfavorable thoughts or feelings about clients or clients” actions); (g) countertransference
(e.g., seeing oneself as similar to the client); (h) client-counselor attraction issues (e.g., sexual attraction
between client and counselor); (i) positive reactions to supervisor (e.g., favorable thoughts or feelings
about supervisors or their actions); (j) supervision setting concerns (e.g., concerns about the placement
or tasks required at placement); (k) supervisor appearance (e.g., reactions to supervisor’s outward
appearance); (1) supervisee—supervisor attraction issues (e.g., sexual attraction between supervisee and
supervisor); and (m) positive reactions to client (e.g., favorable thoughts or feelings about clients or
their actions).

They also identified 11 reasons for intentional nondisclosure: (a) perceived unimportance (e.g.,
information not worth discussing with supervisor); (b) too personal (e.g., information about one’s
personal life that is private); (c) negative feelings (e.g., embarrassment, shame, anxiety); (d) poor alliance
with supervisor (e.g., poor working relationship with supervisor); (e) deference (e.g., inappropriate for
a counselor to bring up because of their role as intern or supervisee); (f) impression management (e.g.,
desire to be perceived favorably by supervisor); (g) supervisor agenda (e.g., supervisor’s views, roles,
and beliefs that guide supervisor’s actions or reactions to supervisee); (h) political suicide (e.g., fear
that the disclosure will be disruptive in the workplace and lead to the supervisee being unwelcome or
unsupported); (i) pointlessness (e.g., addressing the issue would not influence change); (j) supervisor not
competent (e.g., supervisor is inaccessible or unfit for supervisory role); and (k) unclear (e.g., researchers
unable to read participants' statements). The most common types of intentional nondisclosure in the
study by Ladany et al. (1996) were negative reactions to supervisor, CITs" personal issues, clinical
mistakes, and evaluation concerns, while the most common reasons for the nondisclosures were
perceived unimportance, too personal, negative feelings, and a poor alliance with the supervisor.

Subsequent studies, also from allied professions (e.g., social work, clinical psychology), have found
similar results in regard to the types and reasons for intentional nondisclosure (Hess et al., 2008; Mehr
et al., 2010; Pisani, 2005). Mehr and colleagues (2010) found 84.2% of psychology trainees reported
withholding information from their supervisors, and the most common types of nondisclosures were
negative perception of supervision, personal life concerns, and negative perception of the supervisor,
while the most common reasons for nondisclosure were impression management, deference, and
fear of negative consequences. Additionally, Pisani (2005) found the most commonly withheld
information for social work trainees included supervisor—supervisee attraction issues, negative
reactions to supervisor, and supervision setting concerns. Finally, in a qualitative study, Hess et al.
(2008) explored the differences in a single example of intentional nondisclosure based on psychology
trainees’ perceptions of the quality of the supervisory relationship —for example, good (i.e., only one
instance of a problem in the supervisory relationship) versus problematic supervisory relationships
(i.e., ongoing issues in the supervisory relationship). They found that supervisees in both good and



/ The Professional Counselor | Volume 8, Issue 2

problematic supervisory relationships withheld information about client-related issues. However,
supervisees in problematic relationships more commonly withheld supervision-related concerns
(e.g., negative reactions to supervisor) compared to supervisees in good relationships. The findings
described above provide empirical evidence that nondisclosure in allied professions is common.

The Current Study

Although there is evidence that supervisees from allied professions withhold information, there is
currently a dearth of literature regarding intentional nondisclosure by CITs in the field of counseling.
Cook and Welfare (2018) found that the quality of the supervisory working alliance and supervisee
avoidant attachment style predicted supervisee nondisclosure. In a qualitative study, Lonn and Juhnke
(2017) examined supervisee nondisclosure in triadic supervision. They found that the supervisee’s
perception of their relationships, the presence of a peer, and opportunity to share were important
to whether supervisees withheld information. However, these studies failed to examine the types of
information being withheld by CITs as well as their reason for withholding information. Considering that
professional counselors have a unique training model (CACREP, 2015), professional identity (Lawson,
2016), and code of ethics (ACA, 2014), the purpose of the current study was to examine the types and
reasons of intentional nondisclosure by CITs during their supervised onsite internship experience.

Method

We utilized content analysis (Hsieh & Shannon, 2005) to examine the examples of intentional
nondisclosures provided by CITs that occurred in supervision with their onsite internship supervisors.
Hsieh and Shannon (2005) defined qualitative content analysis as “a research method for the subjective
interpretation of the content of text data through the systematic classification process of coding and
identifying themes or patterns” (p. 1278). Our analysis was guided by the findings from Ladany et
al. (1996), which allowed us to compare the findings from the current study with those from allied
professions while also examining how the phenomenon of intentional nondisclosure might present
uniquely in the counseling profession (Hsieh & Shannon, 2005). The current study was designed to
answer two research questions: (a) What are the types of information that CITs intentionally withhold
from their supervisors during their internship’s onsite supervision? and (b) What are the reasons for
their nondisclosure?

Research Team

Our research team included three members. The first and third authors served as coders while
the second author served as a peer reviewer. The first and second authors are counselor educators at
different universities in the Southeast United States, and the third author was a doctoral student at
the same institution as the first author. We all have experience as professional counselors, supervisees,
supervisors, and researchers; consequently, we have experienced all parts of the nondisclosure cycle.
Prior to the analysis process, we discussed how our previous experiences might impact the analysis.
Likewise, we intentionally discussed and bracketed potential influences of bias throughout the project.
We also employed triangulation (e.g., multiple coders), utilized frequent peer debriefs, and employed
a peer reviewer (Creswell, 2013). Our items also were reviewed by four consultants with counseling,
supervision, and research experience to minimize bias and maximize clarity.

Recruitment Procedure and Participants

After securing IRB approval, we recruited participants currently enrolled in internship for the current
study through the assistance of counselor education faculty at CACREP-accredited institutions. Fifteen
counselor educators at 14 institutions offered paper-and-pencil instrument packets to CITs during one
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of their class periods. As indicated by the key informants, 152 of the 173 CITs present in class on the
day the packets were offered agreed to participate in the study. This resulted in an in-class response
rate of 87.86%.

Participants were CITs currently enrolled in internship in a CACREP-accredited program and
receiving supervision at their internship sites. The age of the participants ranged from 22 to 60 years
old (M =28.13, SD =7.43, n =107). Eighty-eight participants identified as female (80%), 17 participants
identified as male (15.5%), three participants identified as nonbinary (gender identity not male and
not female, 2.7%), and two participants indicated that they did not want to disclose their gender
(1.8%). Regarding race, the majority of participants identified as White (non-Hispanic; n =71, 64.5%),
while 23 participants identified as African American (20.9%), four participants identified as Asian/
Pacific Islander (3.6%), three participants identified as Hispanic/Latinx (2.7%), three participants
identified as multiracial (2.7%), one participant identified as Native American (0.9%), one participant
responded “none of the above categories” (0.9%), and four participants responded that they preferred
not to disclose (3.6%). Regarding CACREP track, 64 participants were enrolled in a clinical mental
health counseling track (58.2%), 32 participants were enrolled in a school counseling track (29.1%),
nine were enrolled in a college counseling and students affairs track (8.2%), and five were enrolled in
a marriage, couples, and family track (4.5%).

Instrument

The instrument was designed to gather information about participants” experiences with their
current onsite internship supervisors. Two items were the focus of this study: (a) “Describe a
time when you decided not to share something you thought was significant with your current
onsite internship supervisor” and (b) “What brought you to that decision to not share it with your
current onsite internship supervisor?” In addition, the questionnaire included 15 items to collect
demographic information about the participants and their current onsite internship supervisors. Of
the 152 participants who began participation, 42 participants (27.6%) were removed from the analysis
as they did not complete the open-ended questions, resulting in a final sample of 110 participants. We
utilized the demographic variables to check for evidence of nonresponse bias using Chi-square tests
of independence and independent t-tests. We did not find evidence of response bias when comparing
those who answered the open-ended questions and those who did not.

Data Analysis

We analyzed participants” responses to the open-ended questions utilizing content analysis. We
categorized the types of intentional nondisclosure and the reasons for nondisclosure into categories as
recommended by Hsieh and Shannon (2005). For our analysis, we utilized the types of nondisclosure
and the reasons for nondisclosure originally identified by Ladany et al. (1996). To reiterate, Ladany
et al. identified 13 types of intentional nondisclosure and 11 reasons for nondisclosure (1996). Also,
as recommended by Hsieh and Shannon (2005), we allowed for new categories to emerge that did
not fit within the categories from Ladany et al. The rationale for this approach was two-fold. First,
we could best understand the phenomenon of intentional nondisclosure by comparing our findings
to that of previous research from allied professions, while also generating new knowledge of how
nondisclosure might uniquely manifest in the counseling profession (Lawson, 2016). Second, utilizing
previous research provided structure to our coding procedures and informed the researchers’
interpretation of participant responses (Hsieh & Shannon, 2005).

Coding process. The first and third authors coded the responses of 110 participants for (a) whether
or not the participant identified an incident of intentional nondisclosure and (b) to categorize the
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participant responses that indicated intentional nondisclosure by the type and reasons for the
nondisclosure. Each response was coded into one category of type of nondisclosure and one category
of reason for the nondisclosure. First, the two coders selected 10 participant responses and coded
them as a team. Next, the two coders selected an additional 10 participant responses and coded them
independently of each other. They then came together to reach a consensus on the categorization of
participant responses. The remaining 90 participant responses were coded independently, and the two
coders regularly engaged in peer debriefings throughout the process to ensure consistency (Creswell,
2013). After all 110 participant responses were analyzed, the first and third authors met to finalize the
categorization of participant responses and to generate names for the new categories that emerged
during the analysis (Hsieh & Shannon, 2005). Regarding the categorization of participant responses

in terms of the participant-identified incident of intentional nondisclosure, the coders” agreement was
100%. Regarding the types and reasons for the nondisclosure, the coders initially disagreed on 15
types of intentional nondisclosure and 23 reasons for the nondisclosure. The two coders established
consensus through discussion, resulting in an agreement of 100% (Creswell, 2013). Finally, the second
author, serving as a peer reviewer, evaluated the entire coding process. She was chosen based on her
expertise with supervision delivery (e.g., protocol, practice) and the topic of intentional nondisclosure.
She did not recommend any changes to the categorization of participant responses; however, she
recommended renaming two of the new categories for the types of nondisclosures that emerged from
the data to better reflect the content of participant responses. Eleven types of intentional nondisclosure
and 13 reasons emerged from our analysis.

Results

Forty-four (40%) participants reported that they had never withheld something significant from their
current onsite internship supervisors, while 66 (60%) reported that they had. Examples of responses
coded as never having withheld something significant from their onsite supervisors include “N/A,” “At
this time, I have not withheld any information that I felt was significant with my supervisor,” and “I
don’t think there has been one.” For the responses that included an example of intentional nondisclosure
(n=66), 11 types of intentional nondisclosure and 13 reasons for withholding information emerged from
the data. The types of intentional nondisclosure included eight types of nondisclosure that were from
Ladany et al.’s (1996) research on nondisclosure and three new types of intentional nondisclosure that
emerged in this data set: (a) CIT professional developmental needs, (b) a peer’s significant issue, and
(c) experiencing sexual harassment. Regarding the reasons for the intentional nondisclosures, 10 reasons
mirrored the findings from Ladany et al. and three reasons were unique to the current study: (a) did not
want to harm client or confidentiality concerns, (b) consulted with another supervisor, and (c) issue with
other professional in supervision setting.

The Types and Reasons for Intentional Nondisclosures

The most common type of intentional nondisclosures identified by the researchers in the current
study were negative reactions to supervisor (1 = 18, 27.3%), general client observations (n = 16, 24.2%),
and clinical mistakes (n =15, 22.7%). The most common reasons for intentional nondisclosures were
impression management (1 =12, 18.2%), perceived unimportant (n =8, 12.1%), negative feelings, (n =
8, 12.1%), and supervisor not competent (n =8, 12.1%). Complete results of the coding and category
frequencies of the types of nondisclosures are presented in Table 1, and the final coding and category
frequencies of the reasons for nondisclosure are presented in Table 2.
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Table 1
Types of Intentional Nondisclosure

Type of Intentional 1 (%) Examples
Nondisclosure

1. Negative Reactionsto 18 (27.3%)  When my supervisor asked if there is anything that is hindering
Supervisor our relationship, I lied and said that there wasn’t
anything and the relationship is fine.

I feel that I am not getting feedback about my counseling from
my supervisor in the supervision meetings. Instead I am
only getting suggestions of how the supervisor would
have handled the client.

Made a comment behind my back. My onsite supervisor is
new and so I don’t share too much because he’s easily

overwhelmed.
2. General Client 16 (24.2%)  1gave [clients] more chances to skip/miss an appointment than
Observations [my supervisor] would allow so sometimes don’t let her

know when people cancel or no show.
When a client disclosed personal family issues; client’s past
trauma.

3. Clinical Mistakes 15 (22.7%)  Iput a client in danger by a lack of knowledge and being new in
a position.
Too much self-disclosure in a session; getting behind on case
notes/paperwork.
Having a chronically suicidal client and . . . not assessing for SI in
a session and feeling as if when assessed it was not done

so well.
4. Client—-Counselor 4 (6.1%) I felt attracted to an assessment client.
Attraction Issues During a session, a client told me that he liked how I looked

in my pants. He then told me that he got excited at the
sound of my voice.

5. Countertransference 3 (4.5%) A client reminded me of my late mother.
Early in internship, I had strong countertransference with a
client.
6. Supervision Setting 3 (4.5%) I was concerned if I was going to have to find another site to
Concerns finish hours.
Frustration with internship duties.
7. DPersonal Issues 2 (3.0%) I did not tell my supervisor that I chose to cut it off with a
potential romantic partner.
8. CIT Developmental 2 (3.0%) When I was first starting out I had a hard time letting my
Need supervisor know when I needed something extra from

them whether it be time or information.

9. Negative Reactions to 1 (1.5%) Anger toward a student

Client

10. A Peer’s Significant 1(1.5%) A client wrote a letter to my co-intern about his sexual desires
Issue and love for her.

11 Experiencing Sexual 1(1:5%) When I felt sexually harassed by a colleague.
Harassment

Note. Not all types of intentional nondisclosure from Ladany et al. (1996) were present in this sample, and three new types
emerged: (a) CIT developmental need, (b) a peer’s significant issue, and (c) experiencing sexual harassment.
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Reasons n (%) Examples
1. Impression 13 (19.7%) Concerned about evaluations by those who supervise my supervisors.
Management Fear of looking bad or being perceived as not being a good counselor.
[Supervisor] might pass judgment because I can’t possibly know what
I'm talking about being only an intern.
I worried she will think I'm unprofessional or not trust me with future
clients.
2. Negative Feelings 8 (12.1%) Poor self-confidence.
Fear of rejection.
Embarrassment, inferiority felt with supervisor.
3. Supervisor Not 8 (12.1%) I see the way she counsels clients and I know she thinks taking time to
Competent establish rapport and positive therapeutic relationships is not
always necessary.
Everyone in the office says she is burnt-out and I want to be more
compassionate.
4. Perceived 8 (12.1%) Idid not feel it was necessary.
Unimportant I was running late to class and I didn’t consult with her because she was
in a session with a client so I figured I'd tell her the next day.
5. Deference 6 (9.1%) 1did not feel like it would be taken well, and that I am only an intern
and should not correct her.
Didn’t want to hurt/upset her or burn a professional relationship.
6. Poor Alliance with 5(7.6%) The power differential.
Supervisor She berated me in supervision to the point of tears. I feel unsafe with
her and our clinical styles contrast.
I knew she would make me feel inferior.
7. Supervisor Agenda 4 (6.1%) Ithought he would immediately notify people in charge.
Knowing my supervisor would want to tell [client’s] mother.
8. Political Suicide 4 (6.1%) Iwant to get hired where I'm working and I don’t feel . . . safe during
supervision.
It's a small practice and I have to share a wall with this offender every
day.
9. Did Not Want to 4 (6.1%) Ididn’t want to put client in a bad situation.
Harm Client or That student was not positive of her status and was not in any danger.
Confidentiality Revealing her secret at that point would have damaged the
Concerns relationship.
Confidentiality issues.
10. Too Personal 3 (4.5%) It was too personal.
I didn’t want to talk about my grief.
11. Pointlessness 1(1.5%) Thought that was between student and personal physician.
12. Consulted with 1 (1.5%)
Another Other supervisor suggestions.
Supervisor
13. Issues with Other 1 (1.5%)

Professionals in
Supervision Setting

The teacher expressed frustration. Hopes to prevent future conflict.

Note. Not all categories and reasons from Ladany et al. (1996) were present in this sample, and three new reasons emerged: (a) did
not want to harm client or confidentiality concerns, (b) consulted with another supervisor, and (c) issues with other professionals in
supervision setting.
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Specific Examples of the Types and Reasons for Intentional Nondisclosure

To provide a more complete picture of the phenomenon of intentional nondisclosure (Hsieh &
Shannon, 2005), this section is presented to highlight specific examples provided by participants for
each type of nondisclosure and the reasons they withheld the information. Our coded reason for
the type of intentional nondisclosure is included in parentheses below (e.g., deference, impression
management, political suicide).

Negative reactions to supervisor. One participant stated that she did not disclose that her supervisor
“was not helpful during a time that I needed her to be” because the participant “did not want to . . . upset
her or burn a professional relationship” (deference). Another participant did not tell her supervisor at
her school internship that she disapproved of the way the supervisor addressed a student: “I felt she
was being too harsh on a student and not considering other factors.” This participant did not want her
supervisor to perceive her as “being wrong” (impression management). A participant stated that even
though her supervisor sits in on all of her sessions at her internship site, she still withheld that she is not
satisfied with the quality of their relationship and did not share how she felt “in the relationship with
her.” She added that she did not disclose this information because “I am afraid she’ll be angry and it will
damage the relationship we do have” (negative feelings). Finally, for a clinical mental health CIT, even
her supervisor directly asking if she had concerns about the supervisory relationship was not enough
to encourage her disclosure: “When my supervisor asked if there is anything that is hindering our
relationships I lied and said that there wasn’t anything and the relationship is fine.” The CIT stated she
lied because “the power differential, being videotaped, and concerns with confidentiality . . . stopped me
from being completely honest about my comfort with our relationship” (poor alliance with supervisor).

General client observations. General client observations differed from clinical mistakes because
participants did not self-identify that they perceived the specific examples they provided to be
mistakes. Rather, participants indicated that the examples they provided were relevant; however,
they failed to disclose this significant information to their supervisors. One school counseling CIT
stated that she did not share with her supervisor that she was having trouble “breaking the ice
with a client” because she “knew my [supervisor] would make me feel inferior” (poor alliance with
supervisor). Another school counseling CIT shared that she failed to disclose that one of her clients
was “drinking alcohol on campus” because she thought her supervisor would “immediately notify
people in charge of discipline rather than talking to the student first” (supervisor agenda). Finally,
another school counseling CIT stated that a client told her she was pregnant, but she failed to notify
her supervisor because “that student was not positive of her status and was not in any danger.
Revealing her secret at that point would have damaged the relationship” (did not want to harm
client; confidentiality concerns).

Clinical mistakes. Participants reported a range of clinical mistakes, from minor clerical errors to
potentially more problematic mistakes such as failure to assess for client risk. One clinical mental
health CIT did not share that she was “behind on my case notes” because she “did not feel it was
necessary” and she “caught up quickly” (perceived unimportant). A student affairs CIT stated that he
did not let his supervisor know that he “lacked confidence in theories” because he felt “inadequate”
and “embarrassed” (negative feelings). A clinical mental health CIT shared that she failed to disclose
something in supervision that her supervisor had previously told her not to do: “My supervisor had
previously verbalized that she would be upset.” She withheld this information because “I didn’t want
to seem . . . incompetent and I respected her and want her to think I'm doing my best” (impression
management). Multiple participants provided specific examples of intentional nondisclosures related
to failing to adequately assess for client risk or failing to notify their supervisors that a client was
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engaging in risk-related behavior. A school counseling CIT shared that she did not discuss with her
supervisor that “a client (minor on a school campus) was engaging in [non-suicidal self-injury] again”
because “we discussed before how she is obligated to pass that info to school principal who tells
parents” (supervisor agenda). This participant added that she decided not to share this information
with her supervisor because she perceived the self-injury to be non-life threatening and she wanted
to “save rapport” with the client (did not want to harm client; confidentiality concerns). Finally, a
school counseling CIT stated that she withheld from her supervisor that she “put a client in danger
by my lack of knowledge and being new in my position.” This CIT did not discuss this with her
supervisor because “my supervisor wasn’t available” (supervisor not competent).

Client-counselor attraction issues. One clinical mental health counseling CIT stated that her client
“told me that he liked how I looked in my pants. He then told me that he got excited at the sound
of my voice.” She stated that she did not disclose this information to her supervisor because “I told
myself that I did not understand how he meant the comment and I thought he would stop the flirting
if I ignored him” (perceived unimportant). Two participants indicated that they experienced sexual
attraction to a client but failed to share it with their supervisor. One student affairs CIT stated that she
felt “embarrassed” (negative feelings), while a clinical mental health counseling CIT shared that he
“did not want anyone to find out and I felt like I handled it fine” (impression management).

Countertransference. One marriage, couples, and family CIT stated that she did not disclose
to her supervisor that a client “reminded me of [my] late mother” because she “did not want to
talk about [my] grief” (too personal). A clinical mental health counseling CIT echoed the previous
participant’s thinking process. She stated she did not tell her supervisor she was experiencing
“countertransference” with a client because “it was too personal” (too personal). Finally,
another marriage, couples, and family CIT stated that early in her internship she had “strong
countertransference with a client” as a result of a personal grieving process. She shared that she did
not tell her supervisor because she wasn’t sure “how much I trusted her with this information as it
was only several weeks into internship” (poor alliance with supervisor).

Supervision setting concerns. A clinical mental health counseling CIT stated that she did not
express her “frustration with internship duties” to her supervisor because “he was unavailable”
(supervisor not competent). Another clinical mental health counseling CIT was concerned that she
“would need to find another site to finish [internship] hours,” but did not tell her supervisor because
“I did not choose to add to stress [of my] site supervisor by posing my concern” (deference).

Personal issues. One participant enrolled in a clinical mental health counseling program withheld
from the supervisor that “sad and depressed” feelings because of a “fear of rejection” (negative
feelings) arose during supervision. A school counseling CIT did not disclose to her supervisor that
she had recently ended a relationship “with a potential romantic partner” even though it was causing
her to “feel drained and emotional during the day at her internship” because “I felt that it would
be silly to and I thought I did a good enough job ignoring the feelings while with students” (too
personal).

CIT developmental need. One clinical mental health counseling CIT shared that she had a difficult
time “letting my supervisor know when I needed something extra from them whether it be time or
information” because she “felt nervous about [her] position as ‘just an intern” (negative feelings).
Another clinical mental health counseling CIT stated that she failed to let her supervisor know that

124



The Professional Counselor | Volume 8, Issue 2

she is “concerned about being in an individual session with a male client” because she is fearful that
her supervisor would think she is “unprofessional or not trust me with future clients” (impression
management).

Negative reactions to client. Only one participant indicated that she failed to disclose a negative
reaction to a client with her supervisor. This student affairs CIT stated that she did not disclose her
“anger towards a client” because she “did not think it was important enough to share” (perceived
unimportant).

A peer’s significant issue. One clinical mental health counseling CIT noted that there was a failure
to disclose to the supervisor that “a client wrote a letter to my co-intern about his sexual desires and
love for her.” This CIT stated that the co-intern did not want this information shared and that the
participant “did not think it was my place” (deference).

Experiencing sexual harassment. A clinical mental health counseling CIT stated that she was
“sexually harassed by a colleague,” but failed to disclose to her supervisor because “it’s a small
practice and I have to share space with this offender every day” (political suicide).

Discussion

The current investigation was designed to examine the types of and reasons for intentional
nondisclosure by CITs during their onsite supervision. Sixty percent of the participants provided an
example of withholding something significant from their onsite internship supervisors, suggesting
that, similar to allied professions, intentional nondisclosure by counseling CITs is common (Ladany
et al., 1996; Pisani, 2005; Yourman & Farber, 1996). Participants also provided detailed examples of
the types of intentional nondisclosures as well as the reasons they withheld the information. These
findings provide insight into the experiences of CITs at their internship placement. In this section, we
will connect our findings to those from previous research as well as offer implications for counselors,
supervisors, and counselor training programs.

The Types of Intentional Nondisclosure and Reasons for Nondisclosure

Overall, the types of intentional nondisclosure and the reasons for these nondisclosures are
comparable to the findings of previous studies in allied professions. There were four categories of the
types of intentional nondisclosure that emerged in the study by Ladany et al. (1996) that were not present
in the current study: (a) positive reactions to supervisor, (b) supervisor appearance, (c) supervisee—
supervisor attraction issues, and (d) positive reactions to client. The category of “unclear” in regard to
the reasons for nondisclosure also was not found in the current study, as all participant responses in the
current study were legible. Participants of differing CACREP tracks all provided examples of intentional
nondisclosure to their supervisors in regard to their field placement. These findings suggest that despite
the differences in training models (CACREP, 2015) and professional identities (Lawson, 2016), CITs
experience many of the same situations that result in intentional nondisclosure as those from allied
professions. The most commonly withheld information in the current study was negative reactions to
supervisor, which also was true for psychology trainees in the study by Ladany et al. Supervisees appear
most hesitant to discuss their concerns about their supervisor or supervision experience (Hess et al., 2008;
Mehr et al., 2010; Pisani, 2005). In addition, CITs also commonly withheld general observations about
clients and clinical mistakes similar to allied professions (Hess et al., 2008; Ladany et al., 1996; Mehr et al.,

2010; Pisani, 2005).
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The CITs in the current study provided many reasons for their intentional nondisclosure, but
some reasons were more commonly reported than others. Like the findings from Mehr et al. (2010),
participants in the current study most commonly withheld information in order to make a favorable
impression on their supervisors. Others reported they withheld because of negative feelings such as
“shame” or “embarrassment.” Farber (2006) suggested that internalized negative feelings are often a
reason for nondisclosure. Consistent with findings from allied professions (Hess et al., 2008; Ladany
et al., 1996), CITs also withheld because (a) they believed a supervisor was not competent, (b) they
believed information was not quite important enough to disclose, and (c) they wanted to perform
perfectly in their new roles.

Novel Findings Regarding Types and Reasons for Intentional Nondisclosure

An important aspect of content analysis is discussing findings that may extend existing knowledge
of a given phenomenon (Hsieh & Shannon, 2005). The current study is the first to examine the types of
intentional nondisclosure and reasons for nondisclosure in a sample of CITs. As such, there are several
novel findings that warrant discussion. For example, two participants indicated that they did not discuss
their professional development needs with their onsite supervisor. This is particularly interesting,
given a central function of clinical supervision is to facilitate CIT professional development (Bernard &
Goodyear, 2014). CITs who internalize their professional developmental needs as a flaw or who desire to
hide these needs for fear of their supervisors’ reactions also may desire to perform perfectly (Rennestad
& Skovholt, 2003). Discussing opportunities for growth as a CIT can be difficult (Mehr et al., 2010); thus,
supervisors may need to prompt their supervisees to discuss their needs more directly.

Another novel finding is that one participant indicated that she withheld from her supervisor about
her peer’s ethical dilemma (the client letter revealing romantic interest). This participant explained
that she did not feel it was her place to share her peer’s information, but all counselors and CITs share
some responsibility to address ethical concerns. Ladany et al. (1996) found that 53% of those who
withheld information from their supervisors told a peer in the field about their concern. Therefore, it
seems likely that other CITs may be placed in a similar position as the participant in the current study.
Knowing one’s ethical responsibility to disclose unethical behavior, as in the situation germane to this
study, could be prudent (ACA, 2014). Finally, one participant indicated that she was being sexually
harassed by a colleague. This report of intentional nondisclosure is particularly concerning given
the increased attention to Title IX and attempts to mitigate sexual harassment and sexual assault in
university and workplace settings (Welfare, Wagstaff, & Haynes, 2017). This participant’s willingness
to share her trauma through the data collection process in this study presents an opportunity for
counselor educators and supervisors to explore strategies to prevent these experiences for future CITs.

Regarding the reasons for intentional nondisclosure, there also were novel findings because three
new reasons emerged in the current study. First, five participants did not disclose information to
their supervisor because they did not want to harm their clients or violate a client’s confidentiality.
However, the sharing of information with a supervisor would never violate client confidentiality
(ACA, 2014). Perhaps the supervisees” confusion about the parameters of confidentiality or
misdirected efforts to protect clients from the actions of a supervisor they perceived as incompetent
led to this decision. A second novel reason for intentional nondisclosure was evidenced by one
participant who reported consulting with a supervisor who was not her site supervisor. Ladany et
al. (1996) found that 15% of psychology trainees consulted with “another supervisor” outside their
primary supervisor (p. 16). Ladany et al. did not ask their participants to clarify the role of another
supervisor; however, this finding is relevant to the current study and the training of CITs. Throughout
a CIT’s internship experience, they have two supervisors: one onsite supervisor and one university
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supervisor (CACREP, 2015). It is unclear if the supervisor with whom the participant discussed their
concern was another supervisor at the site or the university supervisor. However, this could be an
inherent challenge for CITs to identify who to share information with, particularly if there are issues
in one of the two relationships. Finally, one school counseling CIT indicated that she had an issue
with a teacher and addressed this issue with the teacher directly. Counselors work in diverse settings
(ACA, 2014; CACREP, 2015) and may often work with persons outside the counseling profession.
Counseling programs and supervisors may need to better prepare students to work with other
professionals in their specific setting.

Implications for CITs

The findings from the current study provide empirical evidence that, when faced with the
decision to share in clinical supervision, CITs sometimes chose to withhold information from their
supervisors despite knowing its relevance. CITs of all CACREP tracks will likely be faced with this
difficult decision. We hope that these findings, which offer insights into the experience of intentional
nondisclosure, help to normalize the challenges that CITs face and identify strategies to prevent
nondisclosure.

Some of the participants described harmful supervision experiences in which they were berated
by their supervisors, feared fallout if they were to disclose illegal sexual harassment by another site
employee, were concerned about a supervisor’s clinical competence, or did not feel safe to share even
blatantly inappropriate client behaviors. Harmful supervision such as this has also been described
by Ellis et al. (2014) and is a major concern for counseling and related professions. CITs who find
themselves in harmful supervision situations can consider seeking support from another professional,
a peer, or a professional association ethics consultant who might help rectify these issues.

Even for those CITs who are not enduring harmful supervision, there are costs to nondisclosure
such as stalled development, safety concerns, and ethical or legal violations. Ultimately, the decision
to withhold information from one’s clinical supervisor rests with the CIT (Murphy & Wright, 2005).
Advocating for a safe and productive supervisory experience may result in a change that serves
as a catalyst for supervisee growth or prevents client harm. No supervisee needs to be concerned
about burdening a supervisor with disclosures about training issues or ethics; it is the supervisor’s
responsibility to address supervisee needs, no matter how burdensome. Relatedly, supervisees who
are reluctant to discuss their observations of clients or clinical mistakes for fear of being evaluated
poorly or perceived as unqualified should consider ways to demonstrate quality work in order to
balance the areas for growth. Making mistakes is expected for all CITs, but it is important to use
supervision to learn from these mistakes (Pearson, 2001). In fact, reflecting on previous experiences —
and learning from those experiences—is key to becoming a skilled and seasoned counselor (Rennestad
& Skovholt, 2003). CITs also might find it helpful to pursue their own personal counseling as another
strategy to facilitate personal and professional growth (Oden, Miner-Holden, & Balkin, 2009).

Several CITs shared their hesitancy in disclosing information to their supervisor for fear
of violating their clients’” confidentiality or harming the therapeutic alliance. Although client
confidentially is critical, disclosing information to one’s supervisor would not violate a client’s
confidentiality (ACA, 2014). In fact, some of the concerns expressed seemed to be more about the
limits of confidentiality in the setting more broadly (e.g., high school rules), rather than with the
supervisor specifically. Counselors are encouraged to not tell a client that the information shared
during the counseling process will remain absolutely confidential. Rather, counselors are encouraged
to include a passage in their informed consent about the boundaries of client confidentiality and
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discuss this information with their clients (ACA, 2014). Finally, predicting when ethical or legal
issues will occur may be impossible. Counselors should regularly consult with supervisors to discuss
treatment options and legal and ethical issues (ACA, 2014).

Implications for Supervisors and Counselor Education Training Programs

Supervisors and counselor educators play a central role in reducing CIT intentional nondisclosures.
The findings from the current study suggest there is a wide range of topics that CITs are reluctant to
discuss with their supervisors and a wide range of reasons for withholding. The varying nature of
intentional nondisclosures highlights the necessity of individualized interventions. Broadly speaking,
supervisors are encouraged to facilitate an open and safe environment that invites disclosure (Bordin,
1983). This might also mean supervisors must be willing to purposefully solicit feedback from their
supervisees (Murphy & Wright, 2005). Additionally, supervisors must be proactive in utilizing the
knowledge gained from studies like this one to normalize the experiences of their supervisees. Perhaps
by discussing each of the types of nondisclosure described above with CITs, supervisors can reduce the
pressures associated with performing perfectly (Rennestad & Skovholt, 2003) or diminish the negative
emotions (e.g., shame, embarrassment) associated with making mistakes (Farber, 2006; Knox, 2015).

Finally, some of the experiences described by the participants in the current study are deeply
troubling, as they shared specific examples of ineffective and harmful supervision. The burden of
providing evidence and reporting instances of harmful supervision is often placed on the CIT (Ellis,
Taylor, Corp, Hutman, & Kangos, 2017). We outlined some strategies for CITs in case they were to
experience harmful supervision; however, the findings from the current study suggest that CITs are
withholding this information for any number of reasons. The participants in this study are not unlike
those from other allied professions who have similar supervision experiences (for specific examples
of harmful supervision, see Ellis, 2017). Thus, supervisors and counselor education programs must
work to prevent CITs from experiencing the damaging effects of ineffective or harmful supervision.
We encourage counselor education programs to be proactive by reviewing the signs of ineffective
and harmful supervision practices with students before they begin their internships and to regularly
check in with students about the supervision experience. Counselor education programs may find it
beneficial to solicit student feedback about their practicum/internship site at the end of each term —
specifically targeting concerns related to ineffective and harmful supervision.

Encouraging students to disclose their experiences with ineffective or harmful supervision
while they are in the process of graded program work might not be possible because of the reasons
described above; however, preventing similar experiences for future students may be. Finally,
CACREP (2015) requires that all site supervisors receive supervision training prior to serving in this
capacity. Accidental instances of ineffective or harmful supervision may be prevented by adding
training for site supervisors in this content area (Ellis et al., 2017).

Limitations and Future Research

The current study has limitations that create opportunities for future research. First, we utilized
the categories originally identified in the study conducted by Ladany et al. (1996). Although we
allowed for the creation of new categories, it is possible that selecting a different study to guide our
investigation would have yielded different findings (Hsieh & Shannon, 2005). Also, prompting for
a single example of significant intentional nondisclosure may have influenced the findings. Future
studies should include the opportunity to provide multiple examples, which could result in different
findings. Finally, participants were asked to provide examples of intentional nondisclosure with
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their onsite supervisors during their internship. These participants were receiving supervision from a
university supervisor (CACREP, 2015), meaning the information withheld from the onsite supervisor
may have been discussed with the university supervisor. It is also plausible that supervisees withheld
the information from both the onsite and university supervisors. Site supervisors and university
supervisors might have conflicting agendas, presenting a burden on supervisees to decide what to
disclose to whom. Future studies should examine how supervisees decide what to disclose when they
have multiple supervisors at one time. Finally, participants in the current study reported they were
most hesitant to disclose their negative reactions about their supervisors. Future research should
explore how supervisors can better monitor their supervisees’ reactions to them.

Conclusion

Although previous research from allied professions provides evidence of how nondisclosure
manifests within those professions, the findings from this study provide empirical evidence of how
CIT intentional nondisclosure presents during onsite supervision. These findings provide valuable
insights into the types of information that CITs withhold as well as the reasons for their nondisclosure
during their onsite supervision. Given that the counseling profession has a unique training model
(CACREP, 2015) and professional identity (Lawson, 2016), these findings can be used by CITs, onsite
supervisors, and counselor educators to generate targeted solutions to address this critical issue.
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The Council for Accreditation of Counseling & Related Educational Programs (CACREP) database of
institutions revealed that as of March 2018 there were 36 CACREP-accredited institutions offering 64 online
degree programs. As the number of online programs with CACREP accreditation continues to grow, there
is an expanding body of research supporting best practices in digital remote instruction that refutes the
ongoing perception that online or remote instruction is inherently inferior to residential programming,.
The purpose of this article is to explore the current literature, outline the features of current online
programs and report the survey results of 31 online counselor educators describing their distance education
experience to include the challenges they face and the methods they use to ensure student success.

Keywords: online, distance education, remote instruction, counselor education, CACREP

Counselor education programs are being increasingly offered via distance education, or what is
commonly referred to as distance learning or online education. Growth in online counselor education
has followed a similar trend to that in higher education in general (Allen & Seaman, 2016). Adult
learners prefer varied methods of obtaining education, which is especially important in counselor
education among students who work full-time, have families, and prefer the flexibility of distance
learning (Renfro-Michel, O’Halloran, & Delaney, 2010). Students choose online counselor education
programs for many reasons, including geographic isolation, student immobility, time-intensive work
commitments, childcare responsibilities, and physical limitations (The College Atlas, 2017). Others
may choose online learning simply because it fits their learning style (Renfro-Michel, O'Halloran, &
Delaney, 2010). Additionally, education and training for underserved and marginalized populations
may benefit from the flexibility and accessibility of online counselor education.

The Council for Accreditation of Counseling & Related Educational Programs (CACREP; 2015)
accredits online programs and has determined that these programs meet the same standards as
residential programs. Consequently, counselor education needs a greater awareness of how online
programs deliver instruction and actually meet CACREP standards. Specifically, existing online
programs will benefit from the experience of other online programs by learning how to exceed and
surpass minimum accreditation expectations by utilizing the newest technologies and pedagogical
approaches (Furlonger & Gencic, 2014). The current study provides information regarding the current
state of online counselor education in the United States by exploring faculty’s descriptions of their
online programs, including their current technologies, student and program community building
approaches, and challenges faced.

Distance Education Defined
Despite its common usage throughout higher education, the U.S. Department of Education

(DOE) does not use the terms distance learning, online learning, or online education; rather, it has
adopted the term distance education (DOE, 2012). However, in practice, the terms distance education,
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