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This interview is the fourth in the Lifetime Achievement in Counseling Series at TPC that presents an annual interview with
a seminal figure who has attained outstanding achievement in counseling over a career. I am honored to present the interview
of Liliana Sznaidman, a professional counselor in North Carolina. Ms. Sznaidman is the second practitioner to be interviewed
for this annual series. Ms. Sznaidman is a licensed professional counselor and supervisor with over 20 years of clinical
experience. She is currently the principal owner of a private practice where she provides counseling, clinical supervision, and
consultation services. Joshua Smith and Dr. Neal Gray graciously accepted the assignment to interview Ms. Sznaidman.
What follows are Ms. Sznaidman’s reflections on her counseling career and its impact on her clients. —J. Scott Hinkle, Editor

Liliana Sznaidman has over 20 years of experience as a licensed
professional counselor (LPC) and licensed professional counselor
supervisor (LPCS) in North Carolina. She currently owns a private
practice where she provides counseling and psychotherapy to adults,
couples, and young adult clients. She also provides clinical supervision
and consultation services to pre-licensed counselors and other mental
health professionals.
Ms. Sznaidman received her master’s degree in counseling at the
University of North Carolina at Greensboro. Prior to her master’s
training, she completed a degree in early childhood education in
Buenos Aires, Argentina. In addition to her LPC and LPCS, Ms.
Sznaidman holds the credentials of National Certified Counselor and
Approved Clinical Supervisor. Additionally, she has completed post-master’s training in clinical
supervision and has received extensive training in psychoanalytic theory and practice.
Before going into private practice, Ms. Sznaidman worked as an outpatient psychotherapist
providing family counseling services and as a bilingual therapist. Ms. Sznaidman has been an
advocate and asset to her community. She has conducted and co-facilitated psychoeducational
groups in Spanish for Latinx adolescents and assisted in providing case management and referrals.
Ms. Sznaidman has demonstrated service to the profession by serving as a field placement supervisor
for master’s-level student interns and provided professional presentations to community agencies.
Ms. Sznaidman is a member of several professional organizations, including the Licensed
Professional Counselors Association of North Carolina (LPCANC), where she was the president
of the board of directors and helped to advocate for the inclusion of LPCs in continuing education
opportunities. She also created the first mentoring program in the association. Ms. Sznaidman is
an active member of the American Mental Health Counselors Association (AMHCA); the Pro Bono
Counseling Network for Durham, Orange, Person, and Chatham Counties; and the Psychoanalytic
Center of the Carolinas. Ms. Sznaidman received both the 2009 Distinguished Practitioner Award
and the 2013 Distinguished Service Award for alumni from the University of North Carolina at
Greensboro, and was named 2014 Mental Health Counselor of the Year by AMHCA.
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In this interview, Ms. Sznaidman shares beneficial insights into her career, her approach to
counseling, growth and changes within the counseling profession, her involvement in professional
organizations, and the future development of the profession.
1. As an LPC and an LPCS in North Carolina, what led you to pursue a degree in counseling
compared to other helping professions?
It was in my late high school years when I began to think about engaging in a helping profession due
to personal experiences receiving such help and becoming increasingly curious about the human mind.
However, political unrest in my country of origin, Argentina, followed by a couple of moves back
and forth to the United States, veered my career in a different direction and affected a delay of my initial
plans. It was after I settled more permanently in the U.S. that a counseling career became a reality.
After examining other specialties within the mental health profession, I decided to pursue
professional counseling due to its predominant academic and practice emphasis on the provision
of services to clients. Other disciplines seemed to divide their focus between this and macro work
in communities, or psychological testing, which was not appealing to me in either the academic or
practice realms.
2. As a bilingual counselor with clinical interests in diversity and cross-cultural counseling,
what have been your perceptions and observations regarding multicultural competency in
counseling?
I recall taking a multicultural course in graduate school and truly appreciating it, based on how
it set the tone for challenging the notion of mainstream cultural values being the guiding principle
for helping clients, and erroneous, stereotypical assumptions about other cultures. Yet, it was quite
surprising to witness thereafter that more emphasis was not placed on postgraduate continuing
education opportunities in multicultural competency.
It seems to me that multiculturalism may be erroneously considered a specialty, particularly
in today’s society where cultural differences are embedded in many client–therapist dyads. If we
conceptualize multicultural nuances in a more expansive manner, even aspects as subtle as having
had an urban upbringing compared to being raised on a farm, it might lend to richer exploration and
meaning making in the context of working with clients.
Our profession and the counseling field overall would benefit from incorporating multicultural
aspects into virtually every realm of training, rather than considering it a separate and unique body
of knowledge. By not doing so, we might shortchange the overall growth of our profession in this
area and limit how we serve our clients.
3. As a licensed counselor for over 20 years, what in your opinion are the biggest changes
within the profession? How have these changes impacted your work as a clinician?
Conversely, what are the biggest barriers facing counselors right now?
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This is a very good topic to explore because it is easy for professional counselors to forget when
there used to be little respect of our profession, despite our graduate training being comparable to
that of others in the mental health field. The mental health professional world and the public at large
knew very little about our training and our professional license. As a result, employers were quite
wary about considering us in their hiring opportunities overall, and particularly while candidates
were still accruing full licensure status. Health insurance companies, including those federally or
state funded, were not accepting our licensed clinicians on their provider panels.
Being fully aware that the nature of our profession’s historical presence may vary from state to
state, I can only speak of it based on my experience practicing in North Carolina. Thanks to the
work of a handful of dedicated colleagues, professional counselors gradually but steadily gained
acknowledgment by prospective employers and attained full third-party reimbursement status from
insurance companies that operate within the state. In North Carolina, we were among the first in the
field to institute distinct formal licensing tiers for associate, fully licensed, and supervisory levels.
This offers a way to clearly reflect differential levels of training within our profession. However, it is
evident that more work needs to be done by our professional associations in educating the public at
large about who we are, how we are trained, and what exactly each of these tiered licensure levels
means.
Nationally, of course we know that Medicare recognition is the next desired achievement, but we
have certainly come a long way as a profession. It behooves us all to look back in gratitude in order
to look forward to new horizons. Lastly, I want to say how encouraging it is to see the impetus of
several national organizations working together toward a more cohesive licensing nomenclature and
criteria, as well as reciprocity across states. Implementing uniformity in licensing standards can only
benefit all of us in attaining increased professional recognition throughout the U.S.
Witnessing the profession evolve and change throughout the years has been both encouraging
and at times concerning. Particularly in private practice, the salient point is the impact of increasing
administrative requirements and treatment barriers placed by insurance companies, while
compensation for counseling services has remaining unchanged or lowered for over 15 years. Over
time, insurers established a fee-for-service model that has resulted in a decline in previously available
salaried employment opportunities, giving way to contract-based type arrangements. This model
may pose many challenges to new graduates who may not feel fully ready to venture on their own
into private practice, while also finding percentage fee-for-service remuneration positions financially
unsustainable. At the state level, we also have seen a significant transformation involving the
transition of publicly funded county mental health clinics to outsourcing management and provision
of all services to large private sector companies. This, too, has impacted the nature of the job market
for counselors.
Overall, we have seen an increase in new graduates starting out in private practice immediately
after graduation, but for some this might be too soon or too daunting. I think that graduate
programs can help pave the way by a two-fold approach: providing students with at least the basics
of practice management skills and impressing upon them the importance of ongoing supervision
and consultation with peers. It is no secret that private practice can at times feel isolating, thus
establishing regular contact with colleagues for support and consultation can make a significant and
positive impact.
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4. I see that you operate from a psychodynamic approach, both as a clinician and as a
supervisor. What does that approach mean to you in each of these roles?
Psychoanalytic psychotherapy operates under the premise that through exploration of the
unconscious, conflicts take place. It also works by utilizing transference and countertransference in
the client–counselor relationship to identify common threads in people’s lives. Analytic therapy is
often criticized in part due to the length of treatment intrinsic to this orientation, misconceptions
about it being solely rooted on antiquated and outdated theory and practice, as well as the therapist’s
role being perceived as less active. However, contrary to many beliefs, there is a significant body of
research in its efficacy and long-term sustained gains, in addition to its well-known years of historical
practice and evolving theoretical contributions.
In my work with clients, I try to guide them to identify common themes, which when brought
to the conscious level, begin to form a cohesive narrative of the person’s life that they may not have
previously realized. In supervision, I attempt to help my supervisees identify themes in their clients,
while also remaining attentive to what emerges within them in the context of that dyadic relationship.
It is meaningful, transforming work that does not focus on presenting symptoms alone, but rather on
the underlying roots most often unbeknownst to the client and on affecting long-lasting change for
self-fulfilling lives.
5. What has been your experience when interacting with national and local counseling
organizations? Do you feel supported by professional organizations and leaders? Has
support changed in the last 20 years?
I was active for many years within professional organizations, including serving on a state
chapter association’s board of directors, LPCANC, for approximately five years. The work of these
organizations is remarkable as are their attainments. I think it was fortunate that my graduate
program placed so much emphasis on involvement in these organizations. It was discussed in classes,
in workshops, and certainly modeled by faculty in the program. I met our regional association
leaders for the first time in one such workshop, and that experience truly made an impression on me
as a student. The learning, networking, and growth opportunities that this involvement affords us is
likely not available in any other aspect of our professional careers and is invaluable.
6. Throughout your years of practice, what has been the role of counselor identity, and has
that changed over time?
It has been interesting to me to witness my own journey within the profession throughout the
years. Certainly, most of us work on getting better at and more experienced in what we are trained
to do. It was interesting to me to see this focus and role expand and morph, venturing in different
directions, such as advocacy and involvement in professional associations, more intensive clinical
training, mentoring and training others via clinical supervision, and combining all of these in my
professional life.
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7. For future counselors, what advice would you have regarding their involvement in
advancement and future development of the profession?
As I mentioned earlier, it was through the work of our dedicated colleagues that we attained the
recognitions we now have, and yet more work always needs to be done. It is important that we as
a profession make inroads in increasing salaried employment opportunities for our new graduates,
as we still witness some hospitals, specific departments, university counseling centers, and the like
that do not include professional counselors in their hiring practices. Counselors can certainly enter
private practice at any juncture in their career, even while under supervision. Yet, based from my
own experience, there is not much better learning than that which takes place when you witness the
day-to-day practice of professionals more senior to you. This in my mind translates into full-time
employment where excellent role models are available.
Another important aspect of advancing in the profession stems from engaging in lifelong learning
and some of the best ways to do so are through continuing education and ongoing supervision. It
is not uncommon for new counselors to experience supervision as such a financially burdensome
mandate throughout their restricted license period that they tend to discontinue it immediately after
full licensure is attained. I see this as depriving themselves from ongoing growth. Clinical supervision
can take many different forms and frequency levels after graduation, but it remains an invaluable
source of ongoing learning. It has been my own personal choice to remain in some form of clinical
supervision throughout the entirety of my 20+ year career thus far, and I have never regretted it.
I would also encourage new counselors to engage in professional associations, volunteering and
advocating from the outset. It may seem daunting to have that responsibility on top of learning their
way as new professionals. However, it is crucial they know there will most likely be someone in those
associations ready to guide them in this endeavor, and as the saying goes, “many hands make light
work.”
This concludes the fourth interview for the annual Lifetime Achievement in Counseling Series. TPC is grateful
to Joshua D. Smith, NCC, and Dr. Neal D. Gray for providing this interview. Joshua Smith is a doctoral
student in counselor education and supervision at the University of North Carolina at Charlotte. Neal D.
Gray is a professor and Chair of the School of Counseling and Human Services at Lenoir-Rhyne University.
Correspondence can be emailed to Joshua Smith at jsmit643@uncc.edu.
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Explanations of compassion fatigue generally consider the client–counselor relationship as the primary source
of challenges to wellness. Because of the nature of the current sociopolitical climate and the increased exposure
through media, the counseling profession should consider expanding the influences on compassion fatigue
related to current events. This article introduces the concept of global compassion fatigue (GCF), a phenomenon
that provides an opportunity for counselor self-awareness. Implications for adopting GCF into the counselor
impairment literature include understanding how global events impact counselor development and clinical
practice as well as the importance of maintaining a wellness lifestyle to protect against its effects. Counselors’
involvement in advocacy and social justice are also explored as contributors to GCF.
Keywords: global compassion fatigue, counselor impairment, advocacy, self-awareness, wellness

Counselors and counselors-in-training (CITs) feel the weight of societal stressors. According to the
ACA Code of Ethics, “promoting social justice” (American Counseling Association [ACA], 2014, p. 3) is a
core value of the counseling profession. Furthermore, because of its impact on the profession, scholars
have declared social justice as the fifth force in counseling (Ratts, 2009; Ratts, D’Andrea, & Arredondo,
2004). Representatives from ACA have acted in accordance by addressing the federal government’s recent
prohibition of specific language associated with diverse populations (Yep, 2017) as well as releasing a
statement of support shortly after the 2016 presidential election calling on all counselors to remain strong
in their beliefs and actively assist those in need (Roland, 2016). Similarly, the closing keynote speaker at
ACA’s Illuminate Symposium on June 10, 2017, Dr. Cheryl Holcomb-McCoy, encouraged attendees to
take action against human rights offenses through vocal opposition in multiple settings, including social
media (Meyers, 2017). These positions demonstrate the desired role of counselors to engage in advocacy
and activism for global issues.
Natural disasters, threats to civil rights, violence, terrorist attacks, and animal welfare concerns are
simply a few of the powerful issues that humans face as highly social and emotional beings. Although
advocacy is one avenue of handling the emotional unrest related to these events, the complex nature of
counselors’ personal and professional identities presents an invitation to consider these sensitive issues
currently faced by society. Professional counselor identity allows counselors to make meaning of their
work during these times of strong emotion (Solomon, 2007). Considering how these events affect
both counselors’ and CITs’ personal lives and clinical practice produces opportunities for counselor
professional development and greater self-awareness. The purpose of this article is to explore global
compassion fatigue (GCF), a phenomenon related to the human condition and how global events impact
professional counselors and other helpers. This article begins with a review of current counselor
impairment concepts as well as the role of wellness in managing these conditions. Then, the reader is
introduced to GCF and how a review of the literature supports the examination of this new concept.
Next, I provide a detailed conceptualization of the phenomenon and implications for the field. Finally,
suggestions for future research are provided.
Ariann Evans Robino, NCC, is an assistant professor at Nova Southeastern University. Correspondence can be addressed to Ariann
Robino, 3301 College Avenue, Maltz Building, Fort Lauderdale, FL 33314, arobino@nova.edu.
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Understanding Compassion Fatigue
Compassion fatigue research spans the literature of multiple disciplines, including nursing, social
work, and counseling (Compton, Todd, & Schoenberg, 2017; Lynch & Lobo, 2012; Sorenson, Bolick,
Wright, & Hamilton, 2016). Counselors typically understand compassion fatigue as an event occurring
as a result of counselor–client interaction. Charles Figley (1995) first defined the concept of compassion
fatigue as “a state of exhaustion and dysfunction—biologically, psychologically, and socially—a result
of prolonged exposure to companion stress and all that it evokes” (p. 253) and conceptualized it as a
response to the emotional demands of hearing and witnessing stories of pain and suffering. Symptoms
of compassion fatigue include re-experiencing the client’s traumatic event, avoidance of reminders of the
event and/or feeling numb to those reminders, and persistent arousal (Figley, 1995). Researchers carefully
note the differences between compassion fatigue, vicarious traumatization, and burnout (Lawson &
Venart, 2005; Meadors, Lamson, Swanson, White, & Sira, 2010). Vicarious traumatization, defined as a
significant altering of cognitive schemas and a disruption of an individual’s sense of identity, worldview,
and meaning, occurs as a result of empathic engagement with the traumatic experiences of a client
(McCann & Pearlman, 1990). Vicarious traumatization symptoms involve a more covert change in
thought and cognitive schema rather than an observable experiencing of symptomatology (Jenkins &
Baird, 2002). Burnout is a process that occurs because of occupational stressors such as high caseloads,
low morale, and minimal support (Maslach & Jackson, 1981). It is associated with emotional exhaustion,
strain, and overload in addition to a reduction in personal accomplishment and job satisfaction (Maslach,
1982). Counselors are more likely to experience compassion fatigue, vicarious traumatization, and
burnout when they have a previous history of personal trauma (Baird & Kracen, 2006), high emotional
involvement with clients (Adams, Boscarino, & Figley, 2006), fewer perceived coping mechanisms
(Baird & Kracen, 2006), and lower self-awareness (P. Clark, 2009). However, the goal of this article is to
expand upon the phenomenon of compassion fatigue as distinguished from these other explanations
of impairment to understand better how global events outside of the counselor–client dyad impact
counselors. Although other impairment concepts hold value and applicability to counselors, compassion
fatigue and its relationship to emotional suffering as a result of a desire to help others most closely aligns
with the concept presented in this article. When considered in the context of counselors, an awareness of
compassion fatigue, its effects, and how to mitigate those effects is vital for client welfare.

Counselor Impairment and Wellness
According to the ACA Code of Ethics, counselors should “monitor themselves for signs of impairment
from their own physical, mental, or emotional problems” (ACA, 2014, p. 9). The ACA Code of Ethics
dedicates an entire section to counselor impairment (C.2.g.), which states that, in the interest of client
protection, counselors should cease providing services while impaired, seek assistance to solve issues of
impairment, and assist colleagues and supervisors in recognizing and rectifying their own impairment
(ACA, 2014). When counselors are impaired, it can result in significant harm to clients through an
interference with the counseling process, trust violations, and ethical breaches (Lawson, Venart, Hazler, &
Kottler, 2007). Adopting an alternative lens for viewing the impairment literature presents an opportunity
for counselors to monitor themselves and others for potential issues as indicated by the ACA Code of
Ethics (ACA, 2014). In addition, the ACA Code of Ethics guides counselors to “engage in self-care activities
to maintain and promote their own emotional, physical, mental, and spiritual well-being to meet their
professional responsibilities” (ACA, 2014, p. 8). As self-advocacy for wellness can promote better
professional practice within the counseling community (Dang & Sangganjanavanich, 2015), counselors
are encouraged to avoid and rectify issues of impairment through positive, health-promoting strategies.
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Recognizing this area of need within the profession, ACA established the Taskforce on Counselor
Wellness and Impairment in 2003 to address the needs of impaired counselors (Lawson & Venart, 2005).
The taskforce identified goals for education for counselors on impairment and how to prevent it, securing
treatment for impaired counselors, teaching self-care strategies, and advocating within the organization
and at both the state and national levels to address issues associated with impairment. Although the
taskforce focused on the broader topic of impairment, compassion fatigue remains a component of
this experience. The creation, cultivation, and maintenance of a wellness lifestyle is a primary means of
addressing and rectifying counselor impairment and compassion fatigue (Lawson & Venart, 2005).
Wellness is defined as “a way of life oriented toward optimal health and well-being in which body,
mind, and spirit are integrated by the individual to live life more fully” (Myers, Sweeney, & Witmer, 2000,
p. 252). Wellness and prevention are core components of counselors’ professional identities (Mellin, Hunt,
& Nichols, 2011). As a result, researchers have studied the benefits of wellness strategies for counselors
(Cummins, Massey, & Jones, 2007), counselor educators (Wester, Trepal, & Myers, 2009), and CITs (Yager
& Tovar-Blank, 2007). Additionally, Figley (1995) specifically identified poor self-care as a primary risk
factor for experiencing compassion fatigue, and Chi Sigma Iota’s (CSI; n.d.) advocacy themes, specifically
Theme 6, outline the need for advocacy related to prevention and wellness for clients and counselors (Lee,
2012). The development of a taskforce, the extensive literature associated with compassion fatigue and
wellness, and CSI’s identification of wellness as an area of advocacy indicate a clear relationship between
counselor experience and counselor practice. Based on previous research, ACA’s stance on counselor selfcare, and humans’ innate desire to engage in complex processes to achieve optimal functioning and wellbeing, it is beneficial for counselors to consider a new phenomenon related to their consistent exposure to
global issues through media and social media. Counselors currently conceptualize compassion fatigue as
a linear process occurring as a result of the cumulative direct exposure to clients’ distressing experiences.
This article presents an expanded perspective on counselor compassion fatigue occurring as a result of
exposure to current events and issues. Furthermore, this article offers a language for this experience as
well as a conceptualization of the phenomenon.
GCF
I suggest the term global compassion fatigue to describe the process by which an individual
experiences extreme preoccupation and tension as a result of concern for those affected by global
events without direct exposure to their traumas through clinical intervention. GCF requires
examining compassion fatigue outside of client-specific experiences and within a larger context. This
invites counselors and CITs to explore how they are human and existing in a conflicted, polarized,
and oftentimes troubling world.
Figure 1 provides a visual depiction of these constructs. After exposure to a traumatic global event,
humans experience an acute stress-related psychological response (Holman, Garfin, & Silver, 2013);
for counselors this may manifest as GCF because of their foundational helping skills rooted in the
ability to feel and exhibit empathy for the issues faced by others (A. J. Clark, 2010). Once this response
occurs, counselors can utilize wellness and self-care strategies and engage in social justice advocacy
efforts as deterrents to GCF. If they bypass these methods, they might experience the extreme
preoccupation and tension that are indicators of GCF. However, counselors can interrupt and manage
their GCF by moving to wellness and advocacy strategies.
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Figure 1. Process of GCF. After media exposure to a global event and engaging in an emotional response,
counselors can immediately experience GCF. Wellness and advocacy are two methods of either addressing GCF
after experiencing it or through prevention to deter the experience.

GCF differs from vicarious traumatization in that it does not denote permanent change in cognitive
schema; rather, a counselor can experience GCF transiently and in response to significant global and
communal events. Counselors experiencing GCF do so outside of clients’ presenting problems. Although
no current counseling literature describes this phenomenon, Stebnicki (2007) proposed the concept of
empathy fatigue, which “results from a state of emotional, mental, physical, and occupational exhaustion
that occurs as the counselors’ own wounds are continually revisited by their clients’ life stories of chronic
illness, disability, trauma, grief and loss” (p. 318). Whereas GCF does bear similarity to empathy fatigue,
empathy fatigue remains related to an occurrence resulting from direct clinical exposure (Stebnicki, 2007),
and GCF involves counselor introspection unrelated to session content. Relatedly, Bayne and Hays (2017)
recently conducted a study to conceptualize the conditions of empathy within the counseling process.
They developed an exploratory model of counselor empathy that acknowledges the multidimensionality
of the empathic process, including the variables associated with counselor impairment. GCF proposes
that counselors’ intense emotional experiences related to global concerns are associated with empathy
and a desire to help those directly affected. Current events that may cause a counselor to experience GCF
include politics, natural disasters, violence (including mass shootings), terrorist attacks, threats to human
rights, and animal abuse.
Compassion fatigue research is the best point of reference when considering the experience of
GCF. Compassion fatigue manifests through physical, psychological, spiritual, and social symptoms
(Lynch & Lobo, 2012), and counselors experiencing GCF also can exhibit these symptoms. However,
counselors must consider the source of their feelings of fatigue. For example, Coetzee and Klopper
(2010) noted, “compassion fatigue is caused by the prolonged, intense, and continuous care of patients,
use of self, and exposure to stress” (p. 239). I suggest that GCF involves a similar experience, although
as a result of continuous concern for other beings, a desire to help recover from or solve the issues
affecting those beings, and repeated exposure to current events harming individuals on a large scale.
Additionally, ACA’s Advocacy Competencies call for professional counselors to engage in systemic
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and sociopolitical advocacy on a continuum ranging from the microlevel (i.e., the individual) to the
macrolevel (i.e., the public; Lewis, Arnold, House, & Toporek, 2003). Therefore, it is a counselor’s
duty to remain aware of systemic, environmental, and political factors impacting clients in addition
to immersing themselves in advocacy and mechanisms for change. Such actions may leave counselors
susceptible to impairment in response to global issues, although moving from awareness to action also
can help prevent or mitigate GCF.
Researchers have explored the effects of distressing events on helping professionals. Early research
described the relationship between clergy members’ compassion fatigue and their time spent with
trauma victims following the September 11th terrorist attacks (Flannelly, Roberts, & Weaver, 2005).
Counselors responding after a natural disaster (Lambert & Lawson, 2013) and trauma counselors
(Sansbury, Graves, & Scott, 2015) are populations often researched in the compassion fatigue literature.
For example, Day, Lawson, and Burge (2017) reported the results of a qualitative research study
exploring compassion fatigue and shared trauma in clinicians providing services after the shootings at
Virginia Tech in 2007. Day et al. raised an interesting point between a counselor’s direct and indirect
exposure to global events as well as the level of impairment resulting from the experience. Given
the possibility that unresolved trauma can cause issues in functioning, direct exposure to an event
removes the possibility that a counselor is experiencing GCF. This shared trauma may result in similar
symptomatology, but these symptoms are attributed to the commonality of the trauma experience
(Figley Institute, 2012).
From a different framework, researchers have explored the experiences of non-counselors when
exposed indirectly to traumatic global events. Although many Americans were not in New York
at the time of the September 11th attacks, nor were they likely to have known someone associated
with the attacks, the stress of the event was felt across the country in the form of trauma symptoms
(Schuster et al., 2001). Individuals living in Britain also experienced psychological changes as a result
of the vicarious media exposure to these terror attacks on America (Linley, Joseph, Cooper, Harris,
& Meyer, 2003). Similarly, college students at a separate university described an increase in acute
stress symptoms as they learned about the shootings at Virginia Tech on television (Fallahi & Lesik,
2009). This research indicates that individuals can experience emotional duress in response to indirect
exposure to global or national issues. Ultimately, it is important to remember that, despite extensive
training and experience, counselors are humans navigating a society that can upset them in various
ways. GCF awareness furthers counselor insight and promotes opportunities for evaluating self-care,
wellness, and efficacy under these conditions. Such awareness requires an understanding of the role
media plays in individuals’ experiencing of traumatic global events.
The Impact of Media
Previous researchers evaluated the impact of television viewing on an individual’s stress symptoms
and levels of vicarious exposure (Fallahi & Lesik, 2009; Linley et al., 2003), suggesting that the role of
technology can significantly affect a counselor’s ability to create boundaries and step away from the
tragic circumstances occurring in the world around them. With 62% of adults obtaining their news
from social media sites in 2016, an increase from 49% in 2012 (Gottfried & Shearer, 2016), it is clear that
regular social media use can result in high levels of exposure to distressing news content. Additionally,
four out of five adults in the United States reported constantly “checking” their cellular phones for
emails, text messages, and social media (American Psychological Association, 2017). This same survey
also described higher stress levels in the “constant checker” population than those using technology
less frequently.

276

The Professional Counselor | Volume 9, Issue 4

Researchers have discovered a link between emotional well-being and use of television media.
Schlenger et al. (2002) found a statistically significant relationship between the levels of posttraumatic stress disorder symptoms and the numbers of hours spent watching television coverage
of the September 11th terrorist attacks when assessing the psychological reactions of 2,273 adults
residing in major metropolitan cities in the United States one to two months after the attacks. Fallahi
and Lesik (2009) also identified a problematic association between indirect exposure to a tragic event
through news media sources and symptoms of acute stress disorder.
Therefore, if a counselor or CIT is particularly sensitive to the content to which they are exposed
through the media, they increase their risk of experiencing GCF. Conversely, social media also
might provide an opportunity for community and connection in the face of global issues. The
idea of community is no longer constrained within the bounds of physical associations; rather, the
internet provides access to distant communities and relationships (Gruzd, Wellman, & Takhteyev,
2011). Supporters and activists involved in the Black Lives Matter movement are an example of
such a community. Black Lives Matter erupted on social media as a Twitter hashtag created to raise
awareness for and demonstrate protest against police brutality on members of the Black community
(Petersen-Smith, 2015). Through this online movement, individuals were able to exhibit solidarity
and take a stand against racism toward Black people with their use of social media (Schuschke &
Tynes, 2016). Similarly, the #MeToo internet-based movement brought attention to women’s rights
and sexual violence (Hostler & O’Neil, 2018), and social media platforms also provide a method of
addressing the stigma of mental health and addiction (de la Cretaz, 2017).
ACA has an active social media presence through online pages and forums on their website, Facebook,
Twitter, and LinkedIn (ACA, 2017). The ACA Code of Ethics (ACA, 2014) states that counselors will use
social media only when it is in the best interest of the client while protecting their identity and well-being
(Section H). This is another example in which a position is based on a situation specifically involving the
client and counselor. Although researchers have explored the role of social media in counselor education
(Tillman, Dinsmore, Chasek, & Hof, 2013) and recommendations have been made for using social
media ethically in clinical practice (Giota & Kleftaras, 2014), researchers have yet to explore how social
media affects practicing counselors on an emotional level. Adopting GCF into the counselor impairment
literature would suggest a need for ACA to also establish recommendations for counselors’ social media
use and how excessive exposure to global events can affect their work as counselors.
A New Perspective
As social beings dependent upon one another for survival, humans have an evolutionary and
biological drive to feel connected and invested in others. Specifically, humans are interested in the welfare
of others on a neurological level (Lieberman, 2013). Counselors and CITs can feel a need to help others
based on evolutionary compulsions rooted in social psychology. However, they also can feel this drive
to an amplified extent because of their consistent demonstration and use of empathy, a foundational
helping skill that allows counselors to “enter the client’s phenomenal world, to experience the client’s
world as it were your own without ever losing the ‘as if’ quality” (Rogers, 1961, p. 284). Although all
humans are susceptible to experiencing fatigue as a result of high exposure to global issues through
media, not all humans work in a helping profession based in the empathic experience. Therefore, similar
to the need for counselors to monitor themselves for impairment as a result of direct engagement with
clients’ presenting issues, counselors also need to monitor for impairment from global issues. Regardless
of continuous exposure to distressing global events, counselors continue to help others on a consistent
basis. This indicates a critical need for counselors to understand their relationship to social media and the
global events to which they experience an emotional response.
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Symptoms of GCF can manifest similarly to traditional compassion fatigue. These symptoms can
include emotional and physical exhaustion associated with care for others, desensitization to stories
and experiences, poorer quality of care, feelings of depression or anxiety, increased stress, difficulty
concentrating, and preoccupation (Figley Institute, 2012). Ultimately, it is the responsibility of the
counselor to understand the source of these symptoms. Unlike counselors’ direct work with clients
in which there may be greater opportunities to assist in managing or addressing a pain-inducing
problem, emotional and cognitive responses to global issues present a different type of challenge.
Managing issues in which a person may perceive little control and direct influence can cause responses
such as rumination (Nolen-Hoeksma, Wisco, & Lyubomirsky, 2008) and fear (Pain & Smith, 2008).
Although counselors can experience these feelings regarding clients (Sansbury et al., 2015), there are
greater opportunities for direct interaction with the client needing assistance. In most cases, counselors
are unable to directly impact the people involved in the global events to which they are continuously
exposed through media and social media. Optimal human functioning involves integration of the
mind, body, and spirit (Myers et al., 2000). GCF can impact this integration when counselors are
unable to live fully through the exhaustion of exposure to global events. Wellness strategies and forms
of advocacy can prevent or rectify these experiences. Myers et al. (2000) acknowledged that “global
events, whether of natural (e.g., floods, famines) or human (e.g., wars) origin, have an impact on the
life forces and life tasks depicted in [wellness models]” (p. 252). In addition, advocacy in the wake
of social events can provide feelings of efficacy and social connection (Scott & Maryman, 2016). This
new perspective provides implications for the profession of counseling, including recommendations,
cultural considerations, and areas of future research.

Implications for Counselors
In a “plugged-in” society, it is possible to become overwhelmed with the daily stream of news and
information. Additionally, counselors can be at higher risk of experiencing impairment because of
their empathic nature (Figley, 1995) and ethical duty to engage in social justice for causes that improve
equity for individuals and groups (ACA, 2014). As leaders and advocates, GCF may be present in
counselors’ daily clinical work. Licensed counselors in private practice may not be receiving ongoing
supervision (Bernard & Goodyear; 2014); therefore, no external individual is monitoring how they are
managing GCF and its effects. Counselors outside of supervision must exercise great care to practice
self-awareness and approach others for assistance. Furthermore, counselors in high-volume settings
often work with large caseloads that present with complex issues (Belling et al., 2011; Lombardo, 2018),
and it may be easy for them to ignore their own needs while addressing the needs of others. Given the
critical period of counselor development, GCF also must be considered within the context of counselor
education. GCF during the formative period of graduate-level education in counseling can impede
overall skill development. As new counselors find themselves more likely to experience compassion
fatigue (Figley, 1995), the same may hold true for GCF. GCF may result in a type of developmental
stalling in which counseling students feel an “empathy overload.” Such an overload of empathic
emotions may impede the student’s transformation into a counselor. This provides implications for
counselor education programs to measure students’ responses to emotionally distressing stimuli
(O’Brien & Haaga, 2015) of both clinical and global nature as well as openly and unashamedly discuss
signs and symptoms of impairment (Merriman, 2015).
I propose that counselors can manage GCF similarly to compassion fatigue because of the possibility
of the two phenomena appearing symptomatically similar. However, GCF requires a greater level
of self-awareness, recognition, and acceptance in order to address it. Counselors must learn how to
distinguish between the two concepts and understand the possibility for overlap. A number of tools used
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to manage compassion fatigue can be used for GCF. Supervision, personal counseling, and consultation
are all avenues of accountability, monitoring, and fidelity to the profession (Bernard & Goodyear, 2014).
Although advocacy can be another tangible method of preventing or mitigating GCF, activism can cause
emotional, mental, and physical exhaustion (Chen & Gorski, 2015); therefore, advocacy paired with
careful attention to wellness can allow counselors to be most effective in helping to address global issues
(Roysircar, 2009). Self-care practices and a wellness lifestyle may also act as protective factors to GCF.
Myers et al. (2000) noted, “If one’s spirituality is healthy . . . [it] provides a firm foundation and core
for the rest of the components of wellness” (p. 258). This indicates counselors developing an optimistic
outlook in response to global events creates greater buffering or management of GCF. Similarly, these
authors also state that self-direction allows a person to “move smoothly through time and space”
(p. 258). The cumulative pressure of global stressors necessitates firm self-direction to maintain focus
in the chaos of present time and space. Wellness is cumulative and enhances longevity for professional
practice (Myers et al., 2000). Ultimately, counselors are ethically responsible for ensuring they practice
healthy boundaries and work within their competencies (ACA, 2014). An open dialogue with colleagues,
self-awareness of strong responses to global events, pursuing systemic change through advocacy, and
cultivating personal wellness encourage management of GCF (Robino & Pignato, 2017).
GCF holds particular relevance for counselors of color. Individuals from historically marginalized
populations must understand, identify, and address their experiences and the effects of systemic
and individualized racism as well as the psychological trauma of oppression and marginalization
(Carter, 2007). The number of publicized events that occur in relation to civil rights issues and social
justice concerns warrant additional consideration of GCF in specific populations. For example, police
brutality against Black males can cause GCF in many counselors, particularly in counselors of color
because of the negative psychological health outcomes for communities of color that stem from
racism and discrimination (Carter & Forsyth, 2009; Comas-Díaz, 2016). Furthermore, violence (e.g.,
the Charleston, South Carolina, shooting targeting a specific religious group consisting of people
of color and the Charlottesville, Virginia, protests that resulted in the death of a counter-protester)
and localized natural disasters (e.g., fires in Tennessee and the Western United States that affected
entire communities and hurricanes like Harvey, Irma, and Maria that caused devastation in the
Southern United States and Puerto Rico) also increase the risk of GCF in counselors indirectly or
somewhat directly exposed to these events. At the time of this writing, the president of the United
States has signed an Immigration Executive Order (Executive Order No. 13,769, 2017) that calls for
banning residents of certain Middle Eastern countries from entering the United States. In addition,
the public expressed outrage at the removal of children from families seeking asylum at the U.S.–
Mexico border (Goldstein, 2018). Such traumatic events become a systemic, multi-level public health
issue (Magruder, McLaughlin, & Elmore Borbon, 2017) and increase the possibility of GCF among
concerned individuals, including counselors and counseling students.
The emergence of this concept paves the way for a broad range of research avenues. First, I
recommend the study of GCF in counselor education programs. With CITs particularly sensitive to
the nuances of the counseling profession (Bernard & Goodyear, 2014), the critical period of graduate
education requires an examination into how GCF can affect counselor development. Second, the
management of GCF calls for greater practice of self-care and exercising of insight. For example,
researchers could explore the use of mindfulness and reflexivity in assessing how to treat counselors
impacted by global events. Additionally, future research could explore the relationship of counselors’
social media use and GCF experiences. Statistics indicating the increase of social media as a news
source (Gottfried & Shearer, 2016) raise questions of how counselors are impacted by their own
internet activity. Researchers also could investigate counselor advocacy on social media. Although
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this article proposes that counselors may experience frustrations that contribute to GCF as a result
of social media exposure to distressing global events, Dr. Holcomb-McCoy described social media
as a tool for advocacy (Meyers, 2017), which may help in mitigating GCF. Such studies may assist
counselors in delineating between GCF and other phenomena of impairment.
Finally, greater research is needed to assess and measure GCF. No accurate measurement yet exists
for the phenomenon of GCF. Compassion fatigue measurements assess the negative aspects of helping
others through direct contact (Figley, 1996). For GCF, this does not address the negative aspects of
compassion for indirect exposure to global events. The Impact of Events Scale-Revised (IES-R; Weiss,
2007) measures the subjective distress associated with a traumatic event. However, the IES-R measures
symptoms associated with post-traumatic stress disorder. Although it captures the experience of an
external global event, it does not capture the transient, yet profound, emotional experience of GCF.
The answer to assessing GCF may lie in the development of an instrument that combines compassion
fatigue assessments and the IES-R to measure GCF symptoms as it relates to global events.

Conclusion
This article introduces the concept of GCF into the counseling literature. By expanding the
literature on other explanations of impairment, we broaden opportunities for self-awareness and
professional development. Previously researched impairment concepts require an expansion into this
new perspective by incorporating the effects of exposure to current events. This new phenomenon
also contributes to counselor wellness research and the importance of maintaining a healthy wellness
lifestyle as a deterrent to GCF. Adopting this concept and language into the literature on impairment
and wellness encourages further consideration of counselor health, counselors’ management of
distressing global events, and how this may impact both counselors and clients as humans.
As counselors become competent in their roles as advocates for social justice, their involvement in
critical global events necessitates attention to the cumulative toll such a role may entail. In addition,
consistent exposure to emotionally debilitating global events through social media places counselors
in a peculiar position in which they must balance their need to remain informed of events and their
need to remain healthy and well. Counselors carry the extra responsibility of remaining present and
empathic with their clients while also protecting the empathy they experience for the world around
them. Counselors’ marginalized and impacted cultural identities also factor into their experiences of
GCF. In this regard, wellness becomes not simply an ethical duty, but also a professional imperative
in the interest of both counselor and client welfare.
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Nesime Can, Joshua C. Watson
Scholars have described compassion fatigue as the result of chronic exposure to clients’ suffering and traumatic
stories. Counselors can struggle when they experience compassion fatigue because of various reasons. As such,
an exploration of factors predictive of compassion fatigue may help counselors and supervisors buffer adverse
effects. Utilizing a hierarchical linear regression analysis, we examined the association between wellness,
resilience, supervisory working alliance, empathy, and compassion fatigue among 86 counselors-in-training
(CITs). The research findings revealed that resilience and wellness were significant predictors of compassion
fatigue among CITs, whereas empathy and supervisory working alliance were not. Based on our findings,
counselor educators might consider enhancing their current training programs by including discussion topics
about wellness and resilience, while supervisors consider practicing wellness and resilience strategies in
supervision and developing interventions designed to prevent compassion fatigue.
Keywords: compassion fatigue, counselors-in-training, wellness, resilience, supervisory working alliance

Balancing self-care and client care can be a challenge for many counselors. When counselors
neglect self-care, they can become vulnerable to several issues, including increased anxiety,
distress, burnout, and compassion fatigue (Ray, Wong, White, & Heaslip, 2013). Counselors might
be especially prone to experiencing compassion fatigue because they repeatedly hear traumatic
stories and clients’ suffering in sessions (Skovholt & Trotter-Mathison, 2016). This phenomenon is
likely pronounced among counselors-in-training (CITs), as lack of experience, skillset, knowledge,
and support can lead to struggles when working with clients (Skovholt & Trotter-Mathison, 2016).
Coupled with the increased anxiety, distress, and disappointment, CITs can experience compassion
fatigue early in their career development, which can lead to exhaustion, disengagement, and a decline
in therapeutic effectiveness (Rønnestad & Skovholt, 2013). At this developmental stage, negative
experiences can lead to feelings of doubt and a lack of confidence among CITs and potentially lead
to career dissatisfaction. Therefore, it is essential and necessary to better understand the predictive
factors of compassion fatigue among CITs to prevent its early onset.

Compassion Fatigue in Counseling
Counselors listening to their clients’ fear, pain, and suffering can feel similar emotions. Figley
(1995) defined this experience as compassion fatigue; it also can be defined as the cost of caring (Figley,
2002). Whether working in mental health agencies, schools, or hospital settings, counselors experience
compassion fatigue because of exposure to large caseloads, painful stories, and lack of support
and resources (Skovholt & Trotter-Mathison, 2016). Despite this exposure, counselors are expected
to place their personal feelings aside and provide the best treatment possible in response to the
presenting issues and needs of their clients (Figley, 2002; Ray et al., 2013; Turgoose, Glover, Barker,
Nesime Can is an instructor at Ankara University in Turkey. Joshua C. Watson, NCC, is a professor and department chair at Texas A&M
University–Corpus Christi. Correspondence can be addressed to Nesime Can, Ankara University Faculty of Educational Sciences,
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nesime.can@ankara.edu.tr.

285

The Professional Counselor | Volume 9, Issue 4

& Maddox, 2017). Maintaining this sense of detached professionalism has its costs, as a number of
counselors find themselves at risk for experiencing physical, mental, and emotional exhaustion,
as well as feelings of helplessness, isolation, and confusion—a situation collectively referred to as
compassion fatigue (Eastwood & Ecklund, 2008; Thompson, Amatea, & Thompson, 2014).
Merriman (2015b) stated that ongoing compassion fatigue negatively impacts counselors’ health as
well as their relationships with others. Additionally, compassion fatigue can lead to a lack of empathy
toward clients, decrease in motivation, and performance drop in effectiveness, making even the
smallest tasks seem overwhelming (Merriman, 2015b). When this occurs, counselors can project their
anger on others, develop trust issues, and experience feelings of loneliness (Harr, 2013). Therefore,
the demands of the counseling profession can affect many counselors’ wellness and potentially could
hurt the quality of client care provided (Lawson, Venart, Hazler, & Kottler, 2007; Merriman, 2015a).
Further, counselors experiencing compassion fatigue might have difficulties making effective clinical
decisions and potentially be at risk for harming clients (Eastwood & Ecklund, 2008). Consequently,
scholars appear to agree that compassion fatigue is an occupational hazard that mental health care
professionals need to address (Figley, 2002; Merriman, 2015a).

Factors Associated With Compassion Fatigue
Many researchers have studied the relationships between compassion fatigue and various constructs,
such as empathy, gender, mindfulness, support, and wellness (e.g., Beaumont, Durkin, Martin, & Carson,
2016; Caringi et al., 2016; Ray et al., 2013; Sprang, Clark, & Whitt-Woosley, 2007; Turgoose et al., 2017).
Researchers conducted most of these studies among novice and veteran mental health professionals.
Scant research among CITs exists. Our research attempts to fill this gap by exploring factors affecting
CITs given their unique position as both students and emerging professionals. The following review of
the literature supports the inclusion of predictor variables used in this study.
Empathy and Compassion Fatigue
One of the most widely studied concepts across various cultures is empathy, as it has been
determined to be one of the major precipitants of compassion fatigue (Figley, 1995). However, findings
in the literature regarding the association between compassion fatigue and empathy remain mixed
(e.g., MacRitchie & Leibowitz, 2010; O’Brien & Haaga, 2015; Wagaman, Geiger, Shockley, & Segal,
2015). For instance, O’Brien and Haaga (2015) compared trait empathy and empathic accuracy with
compassion fatigue after showing a videotaped trauma self-disclosure among therapist trainees (a
combined group of advanced and novice graduate students) and non-therapists. The results indicated
that there was no significant association between participants’ levels of compassion fatigue and
empathy scores. However, MacRitchie and Leibowitz (2010) found a significant relationship between
compassion fatigue and empathy after exploring the relation of these variables on trauma workers
whose clients were survivors of violent crimes. The mixed results of these previous studies suggest
further research is needed to understand better the relationship between empathy and compassion
fatigue and how this relationship impacts counseling practice.
Supervisory Working Alliance and Compassion Fatigue
Although reviewed literature addressed studies suggesting supervision and support are related
factors to compassion fatigue, research on this relationship is still insufficient. Kapoulitsas and
Corcoran (2015) conducted a study and found that a positive supervisory relationship has a significant
role in developing resilience and reducing compassion fatigue among counselors. Knight (2010) also
found that students uncomfortable talking with their supervisor reported a higher risk for developing
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compassion fatigue. Additionally, organizational support appears to reduce compassion fatigue,
whereas an absence of support increases practitioners’ and interns’ risk of developing compassion
fatigue symptoms (Bride, Jones, & MacMaster, 2007). Given the intense need for support and guidance
CITs need during their initial work with clients, it is expected that those students who do not actively
work with their supervisors can struggle and be more vulnerable for compassion fatigue.
Wellness, Resilience, and Compassion Fatigue
Although counselors are encouraged to practice self-care activities to continue to enhance personal
well-being (American Counseling Association [ACA], 2014; Coaston, 2017; H. L. Smith, Robinson, &
Young, 2008), not all CITs can balance caring for self and others. When CITs do not receive training in
the protective factors for compassion fatigue, they risk becoming more vulnerable to violating the ACA
code of ethics (Merriman, 2015a; Merriman, 2015b). Kapoulitsas and Corcoran (2015) and Skovholt and
Trotter-Mathison (2016) highlighted the importance of resilience and self-care activities as protective
factors for compassion fatigue. Wood et al. (2017) evaluated the effectiveness of a mobile application
called Provider Resilience to reduce compassion fatigue scores of mental health professionals. After
a month of utilization, the results indicated that the application was effective in reducing compassion
fatigue. Additionally, Lawson and Myers (2011) conducted a study with professional counselors to
examine counselor wellness about compassion fatigue and found a negative correlation between total
wellness scores and compassion fatigue scores. As CITs balance academic, family, and work demands,
the probability of decreased wellness and a corresponding increase in compassion fatigue exists.

Compassion Fatigue Among CITs
Most CITs are often unable to master all counselor competencies (Rønnestad & Skovholt, 2013),
and therefore they might not know how to deal with possible stressors and the emotional burden of
their work (Star, 2013). Although they are learning counseling skills to provide the best care possible
to clients, CITs may find themselves working with seriously troubled or traumatized clients without
obtaining quality supervision and support (Skovholt & Trotter-Mathison, 2016). Lack of skills and
resources increases the likelihood of CITs developing compassion fatigue (Merriman, 2015b). However,
there is a lack of focus in compassion fatigue education on preparing CITs to manage compassion
fatigue symptoms (Merriman, 2015a). Although scholars have examined compassion fatigue among
counselors, there is still a dearth of studies investigating the level of compassion fatigue among CITs
and addressing its protective factors within this population (Beaumont et al., 2016; Blount, Bjornsen,
& Moore, 2018; Thompson et al., 2014). Subsequently, further research is needed to understand better
potential protective factors that can be enhanced to offset the negative impact of compassion fatigue on
CITs and the counseling process. Thus, with this study, we aimed at assessing the relationship between
resilience, wellness, supervisory working alliance, empathy, and compassion fatigue among CITs in
the United States. To accomplish this goal, we sought to answer the following research questions: (1)
What is the prevalence of compassion fatigue among CITs? and (2) Do empathy, supervisory working
alliance, resilience, and wellness significantly predict levels of compassion fatigue among CITs?

Method
Participants
Participants recruited for this study consisted of master’s-level counseling students who are at least
18 years of age and enrolled in an internship course in the United States through mostly professional
listservs (e.g., Counselor Education and Supervision Network Listserv [CESNET-L], Texas Association
for Counselor Education and Supervision Network Listserv [TACESNET-L], Counseling Graduate
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Student Network [COUNSGRADS]). Because of the impossibility of knowing how many individuals
received the email invitation, we were unable to calculate and determine a response rate. Accordingly, a
total of 114 CITs initially agreed to participate in this study. Before data analysis, we inspected the data
set for possible entry errors and missing data. After the inspection, we excluded 28 participants from
all subsequent data analyses resulting in the reduced sample of 86 CITs used to address our research
questions. Overall, the sample consisted of 78 female (90.7%) and eight male (9.3%) participants, and
the mean age of the participants was 32.89 years (SD = 9.72) with participants’ ages ranging between 21
and 62 years. Participants were from diverse ethnic and racial backgrounds, with the sample consisting
of White (n = 48, 55.8%), Hispanic/Latino (n = 18, 20.9%), Black/African American (n = 12, 14.0%), and
Asian (n = 5, 5.8%) CITs. Three participants (3.5%) listed their ethnicities as “other” when providing
demographic information. Participants reported their program enrollment as follows: clinical mental
health counseling program (n = 47, 54.7%); school counseling program (n = 23, 26.7%); marriage, couple,
and family counseling program (n = 4, 4.7%); college counseling and student affairs program (n = 3,
3.5%); addiction counseling program (n = 2, 2.3%); and other programs (n = 7, 8.1%). Additionally,
most of the participants (n = 73, 84.9%) reported enrollment in a CACREP-accredited program with the
remaining participants (n = 13, 15.1%) enrolled in a non–CACREP-accredited program.
Procedure
Upon receiving institutional review board approval, we recruited participants from different
institutions with the primary researcher contacting professional colleagues at various departments to
disseminate the online survey link to potential participants during the 2017 summer and fall semesters.
We also recruited participants through professional listservs (e.g., CESNET-L, TACESNET-L,
COUNSGRAD), with listserv participants being provided the same informed consent and survey link
through a secure website. The survey completion process took approximately 15–20 minutes.
Measures
We used the following self-administered survey questionnaires and a separate demographic data
sheet in our data collection.
Professional Quality of Life Scale (ProQOL). This scale is designed to measure the mental and
emotional consequences of working with individuals who experienced trauma or painful events (Stamm,
2010). The ProQOL includes two main traits, Compassion Satisfaction (positive) and Compassion Fatigue
(negative). Compassion Satisfaction is related to the joy individuals develop when they do their work
well (Stamm, 2010). Compassion Fatigue consists of two subscales: Secondary Traumatic Stress (STS)
and Burnout. Scholars have defined STS as an emotional state that occurs when an individual becomes
upset or traumatized as a result of their exposure to victim experiences (Figley, 2002). The second part
of Compassion Fatigue is Burnout, which is a multidimensional syndrome related to the social work
environment. Burnout could be related to work overload, lack of control, insufficient rewards, unfairness,
and value conflict at a workplace (Skovholt & Trotter-Mathison, 2016).
The ProQOL is a 30-item Likert-type self-report assessment with responses of never, rarely, sometimes,
often, and very often for each item. A sample item is “I feel depressed because of the traumatic experiences
of the people I [help].” This assessment has 10 questions per each of three main scales measuring
separate constructs. However, the Compassion Fatigue scale includes two of these constructs, which are
the Burnout and the STS scales. According to Stamm (2010), the ProQOL has good construct validity, as
researchers have noted its efficacy in over 200 published articles. Finally, alpha coefficient values for the
Burnout and STS scales were .75 and .81, respectively (Stamm, 2010), and are similar (.72 and .79) to the
Cronbach’s alpha values from the current study presented in Table 1.
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Table 1
Descriptive Statistics of the Study Variables (N = 86)
Range
Variable
Compassion Fatigue
BO
STS
Empathy
Supervisory Working Alliance
CF
R
Resilience
Wellness

M
41.48
21.34
20.14
21.86
5.82
6.65
5.80
3.43
47.58

SD
8.03
4.38
4.96
4.12
.97
1.30
.96
.79
6.23

Min
22
12
10
9
2.16
2.17
2.33
1
27

Max
60
32
38
28
7
8.17
7
4.67
56

Skew
.19
-.51
1.26
-.74
-1.39

α
.72
.79
.80
.90
.93
.89
.86

Note. BO = Burnout; STS = Secondary Traumatic Stress; CF = Client Focus; R = Rapport

Interpersonal Reactivity Index (IRI). Davis (1983) developed the IRI to measure the reactions
of a person to other individuals’ observed experiences. The 28-item instrument has four subscales:
Empathic Concern, Perspective Taking, Fantasy, and Personal Distress (Davis, 1983). Researchers
report separate subscale scores, as a total score for the instrument has not been recommended (Davis,
1983). In this study, we only used the Empathic Concern subscale to collect data regarding empathy
scores of CITs.
Davis (1983) described empathic concern as an emotional response, such as compassion and
sympathy, to someone else in need. The 7-item subscale is a self-report assessment with a 5-point
Likert-type scale, ranging from Does not describe me well to Describes me very well. A sample item is “I
am often quite touched by things that I see happen.” An alpha coefficient of .77 has been reported for
the Empathic Concern subscale (Péloquin & Lafontaine, 2010), while the Cronbach’s alpha value of
the IRI in the current study was .80.
Supervisory Working Alliance Inventory: Trainee Form (SWAI-T). Efstation, Patton, and
Kardash (1990) developed this inventory to measure supervisees’ perceptions about the effectiveness
of the working relationship with their supervisors, and we used the SWAI-T to measure the construct
of the supervisory working alliance. With a total of 19 items, the self-report assessment includes a
7-point Likert-type scale with responses ranging from almost never to almost always. A sample item
is “When correcting my errors with the client, my supervisor offers alternative ways of intervening
with the client.” The SWAI-T has two subscales—Client Focus and Rapport—and the Cronbach alpha
coefficients of these scales were .77 and .90, respectively (Efstation et al., 1990). For the current study,
we calculated Cronbach alpha values of .90 for the Client Focus subscale and .93 for the Rapport
subscale. Because some researchers have found high correlations between these two subscales, they
decided to combine them in their studies (e.g., Ganske, 2007; White & Queener, 2003). Therefore, in
this study, after conducting a correlation analysis with the subscale scores, we also chose to combine
subscales as the results of subscale scores were highly correlated.
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Brief Resilience Scale (BRS). The BRS was developed to measure a person’s ability to recover
from stress and cope with challenging situations (B. W. Smith et al., 2008). The BRS is used to
measure the construct of resilience. As a 6-item self-report assessment, the BRS includes a 5-point
Likert-type scale with responses ranging from strongly disagree to strongly agree. A sample item is “I
usually come through difficult times with little trouble.” B. W. Smith and colleagues (2008) reported
that the Cronbach’s alpha values of the BRS range from .80 to .91, and we calculated a Cronbach
alpha of .89 for the current study.
Flourishing Scale (FS). The FS was designed to measure individuals’ self-perceived success in
areas like optimism and relationships (Diener et al., 2010) and used to measure the construct of
wellness in this study. The FS is an 8-item self-report assessment with a 7-point Likert-type scale with
responses ranging from strongly disagree to strongly agree (Diener et al., 2010). A sample item is “I lead
a purposeful and meaningful life.” Diener and colleagues (2010) reported moderately high reliability
with a .87 Cronbach’s alpha coefficient, and in the current study, the FS had a Cronbach alpha of .86.
Data Analysis
Statistical power analysis. We used an a priori type of the G*Power to set the minimum number
of participants needed to detect statistical power for this research design. Based on an alpha of .05,
a power level of .90, and four predictors (Faul, Erdfelder, Buchner, & Lang, 2009), the computation
results suggested that a minimum of 73 participants was required to detect statistical significance
with at least a moderate size effect (.15). We had 86 participants, suggesting adequate power.
Preliminary analyses. We analyzed all data using the Statistical Package for the Social Sciences,
Version 20 (SPSS; IBM Corporation, 2011). Before addressing our stated research questions, we
cleaned the dataset and addressed missing data. We did not observe any pattern between missing
data points. Therefore, the type of missing data was completely random, which was addressed using
the series of mean function within the SPSS. Next, we calculated descriptive statistics and alpha
coefficients for each scale used in the study (see Table 1). Before performing hierarchical regression
analyses, we tested all associated model assumptions. First, we examined study variables based on
their types and concluded each utilized a continuous scale. We then assessed normality with the
Shapiro-Wilk test of normality (W > .05), indicating data was normally distributed for the dependent
variable. To identify outliers, we examined boxplots. Although there were a few mild outliers, no
extreme scores were detected. We assessed linearity and homoscedasticity through inspection of
standardized residual plots. To assess for the assumption of multicollinearity, we examined the
correlation matrix of study variables to determine if any correlated highly. According to Field (2013),
correlations above .80 are considered high and may indicate the presence of multicollinearity. In the
present study, none of the correlation coefficients were above .50 (see Table 2). Collectively, these
findings indicated no evidence suggesting any of the model assumptions had been violated. As a
result, the dataset was deemed appropriate for analysis using a hierarchical regression design.
Primary analysis. Descriptive statistics were calculated to organize the data by producing means,
mode, median, standard deviations, and minimum and maximum scores for the study variables
(Field, 2013). Individually, we reviewed descriptive statistics for the compassion fatigue variable,
and results were reported to address the first research question. Next, we performed a three-step
hierarchical linear regression to address the second research question.

290

The Professional Counselor | Volume 9, Issue 4

Table 2
Intercorrelations for Scores on the Study Variables
1.
2.
3.
4.
5.

Variable
ProQOL-CF
SWAIT-T
IRI-EC
BRS
FS

1
.04
-.06
-.47**
-.45**

2

3

4

5

.04
-.09
.12

-.11
.25*

.35**

-

Note. N = 86; ProQOL = Professional Quality of Life (Compassion Fatigue [CF] subscale score is presented); IRI =
Interpersonal Reactivity Index (Empathic Concern [EC] subscale score is presented); SWAI-T = Supervisory Working
Alliance Inventory: Trainee Form; BRS = Brief Resilience Scale; FS = Flourishing Scale.
*p < .05. **p < .01.

Results
Compassion fatigue scores of CITs represent the sum of scores of all items on the STS and Burnout
subscales. According to the ProQOL administration manual (Stamm, 2010), individuals scoring below
22 may indicate little or no issues with Burnout and STS, while scores between 23 and 41 indicate
moderate levels of Burnout and STS, and scores above 42 indicate higher levels of Burnout and STS.
For this sample, participants’ Burnout scores ranged from 12 to 32 with a mean of 21.34 (SD = 4.38),
and STS scores ranged from 10 to 38 with a mean of 20.14 (SD = 4.96). These results indicated a low
risk of both Burnout and STS among CITs.
To address the second research question, we performed a three-step hierarchical linear regression
analysis. With this analysis, we aimed to assess the association between resilience, wellness, supervisory
working alliance, empathy, and compassion fatigue. We chose to implement a hierarchical multiple
regression analysis because scholars previously have highlighted the essential relationship between
empathy, supervision, and compassion fatigue (Figley, 2002; MacRitchie & Leibowitz, 2010). In the first
step, empathy scores entered the model as a predictor variable, as Figley (1995) stated that empathy is
one of the main factors contributing to compassion fatigue. However, among this sample, we found that
empathy was not a significant predictor of compassion fatigue: F(1, 84) = .2, p = .66 , R2 = .002 (adjusted
R2 = -.01). Then, we added supervisory working alliance scores to the model in the second step, as both
Knight (2010) and Miller and Sprang (2017) emphasized the importance of supervisory support for
mental health practitioners. Results revealed that the supervisory working alliance variable also was
not a significant predictor of compassion fatigue: F(2, 83) = .16, p = .85, R2 = .004 (adjusted R2 = -.02). In
the third step, resilience and wellness scores were entered into the model to determine whether these
variables significantly improved the amount of explained variance in compassion fatigue. Results
showed that this combination of variables significantly predicted 26% of the variance in compassion
fatigue: F(4, 81) = 8.57, p < .001, R2 = .30. Therefore, it was concluded that CITs with greater wellness and
resilience reported developing less compassion fatigue (see Table 3).
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Table 3
Hierarchical Regression Analysis Results for Variables Predicting Compassion Fatigue
Variables
Step 1
Empathy

B

SEB

β

-.09

.21

-.05

Step 2
Empathy
SWA

-.10
.33

.21
.91

-.03
.36
-.39
-3.66

.19
.78
.14
1.05

ΔR2
-.01

.004

-.02

.30*

.26

-.05
.04

Step 3
Empathy
SWA
Wellness
Resilience

R2
.002

-.02
.04
-.30*
-.36*

Note. SWA = Supervisory Working Alliance
*p < .05.

Discussion
In this study, CITs reported having a low risk of compassion fatigue. When we examined the
Burnout and STS scores separately, the main contributors of compassion fatigue (Stamm, 2010), both
subscale scores indicated participants having a low risk for STS and Burnout. This finding is similar to
results found by Beaumont and colleagues (2016) in their study of compassion fatigue, burnout, selfcompassion, and well-being relationships among student counselors and student cognitive behavioral
psychotherapists. According to their research findings, a total of 54 student participants reported high
scores on self-compassion and well-being and reported less compassion fatigue and burnout (Beaumont
et al., 2016).
One of the goals of this study was to seek understanding of whether wellness and resilience
explain a statistically significant amount of variance in compassion fatigue among CITs after
accounting for empathy and supervisory working alliance. The results indicated that empathy and
supervisory working alliance were not significant predictors of compassion fatigue. Regarding
empathy and compassion fatigue relation results, the findings of this study did not support Figley’s
(1995) assumption of empathy as one of the main contributors to compassion fatigue. This result
also is inconsistent with Wagaman and colleagues’ (2015) results indicating a significant association
between empathy and compassion fatigue among social workers. However, current results aligned
with those studies that found no correlation between empathy and compassion fatigue (e.g., O’Brien
& Haaga, 2015; Thomas & Otis, 2010). An explanation of the variability between this inquiry and
previous studies might lie with the difference between participants’ field of study and measurement
differences. Also, none of the previous studies used CITs solely as their sample, nor used a similar
way to measure the construct of empathy. Additionally, CITs would have less experience working
with clients compared to experienced counselors, and thus less time for feelings of compassion
fatigue to build.
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Although scholars addressed the importance of supervision and supervisory working alliance
to help prevent compassion fatigue (Kapoulitsas & Corcoran, 2015; Merriman, 2015a), this study’s
results indicated supervisory working alliance was not a significant predictor of compassion fatigue
among CITs. Like current results, Ivicic and Motta (2017) and Williams, Helm, and Clemens (2012)
found no statistically significant association between supervisory working alliance and compassion
fatigue among mental health practitioners. It is noteworthy that these studies highlighting the
importance of supervision and the supervisory relationship are qualitative in design, and participants
did not consist solely of CITs. Additionally, their results emphasized the importance of supervision
as support to counter the negative impact of trauma exposure (Kapoulitsas & Corcoran, 2015; Ling,
Hunter, & Maple, 2014). According to the current study results, CITs did not report experiencing a
high level of compassion fatigue. This finding could be interpreted as CITs not yet feeling the need for
supervisory support to help with compassion fatigue.
Results also indicated that resilience and wellness were significant predictors of compassion fatigue
among CITs. In other words, when reflecting on both the regression and correlation results, CITs with
greater resilience and wellness reported lower scores of compassion fatigue and these results were
consistent with Tosone, Minami, Bettmann, and Jasperson’s (2010) research findings. Regarding a
wellness and compassion fatigue relationship, Beaumont and colleagues (2016) conducted a study with
student counselors and student cognitive behavioral psychotherapists. The results of Beaumont et al.’s
study revealed that individuals with high scores of self-compassion and well-being reported having less
compassion fatigue and burnout. Thomas and Morris (2017) also highlighted the significance of selfcare and well-being not only for preventing and helping to manage the potentially damaging impact of
practice, but also for facilitating the counselor’s personal and professional growth.

Implications for Counselor Educators and Supervisors
The research findings provide data-driven results regarding compassion fatigue among CITs that
have meaningful implications for counselor educators and supervisors. Present study results revealed
that CITs indicated experiencing a low risk of compassion fatigue. However, raising awareness on
this issue may still help CITs as a preventative measure to cope with possible compassion fatigue
experience in the future. To address this issue, counselor educators may consider raising awareness on
this topic by reviewing current counseling program curricula to add discussion questions related to
compassion fatigue and its empirically predictive factors—wellness and resilience. Roach and Young
(2007) stated that students in counseling programs reported group counseling, counseling techniques,
legal and ethical issues, practicum, and wellness courses as contributing most to their knowledge and
skills regarding wellness. Therefore, counselor educators might use different assignments, including
group discussions, projects, and role-playing exercises, to open a discussion about the compassion
fatigue phenomenon and the relation with its predictive factors and these courses. Counselor educators
may also use the ProQOL scale as an assignment in an assessment and testing course to inform CITs
about how to use this instrument as a self-monitoring aid. For example, professional counselors may
feel overwhelmed because of working with trauma survivors after graduation and start noticing
compassion fatigue symptoms in themselves. These individuals may self-administer the ProQOL scale
to determine whether they have developed compassion fatigue. Additionally, in a practicum or an
internship course, CITs may fill out the ProQOL as part of their continuing personal wellness plan by
comparing personal results over time and sharing their thoughts and reflections about the results.
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Supervisors need to find ways to raise awareness of compassion fatigue and its protective factors
with CITs. For instance, during internship experience, supervisors may develop a site training
including compassion fatigue awareness for CITs, as CITs should be prepared for the possible
emotional and psychological consequences in working with trauma survivors. Student counselors
also should be encouraged to advocate for themselves when they notice symptoms of compassion
fatigue. Supervisors might consider the administration of the ProQOL scale regularly to assess both
organizational and individual risks (Newell & MacNeil, 2010). Additionally, supervisors can use the
ProQOL scale with their supervisees to start a conversation about compassion fatigue. Although the
ProQOL is not a diagnostic test, the 30-item self-report scale can be utilized readily as a conversation
starter in supervision sessions.
The results suggested that empathy and supervisory working alliance did not predict CITs’
compassion fatigue level. However, wellness and resilience are significantly related to contributing
to it. Therefore, both counselor educators and supervisors might consider enhancing CITs’ resilience
and wellness a worthwhile endeavor. For example, Miller and Sprang (2017) developed a componentbased practice and supervision model to reduce compassion fatigue for use in training, supervision,
and clinical practice. A tool like this one can be added to existing training curricula and supervision
practice to improve CITs’ resilience and wellness.
Limitations
The results of this study aim to provide greater clarity regarding the predictive factors of compassion
fatigue among CITs. However, interpretation of results should take into consideration the limitations that
emerged because of uncontrollable influences and choices we made. The study was limited in its ability
to represent all CITs throughout the United States, as we utilized a convenience sampling approach.
Additionally, we gathered data through self-report questionnaires, which introduce the possibility of
response bias in the findings. Although we assumed participants answered each question honestly,
they might not have been honest in their responses because of the fear of being perceived as weak or
less competent. It is important to note that being in an internship class might also increase participants’
interest in the profession as they currently are engaged in the practice of counseling. Therefore,
participants might have had a higher level of enthusiasm and reported less compassion fatigue. Also,
individuals who suffer from compassion fatigue might have preferred not to respond to these items.
Finally, although participants were enrolled in an internship class, each participant may have different
numbers of hours of client experience.
Future Directions for Research
Additional research should be conducted to expand and clarify the current research findings of
compassion fatigue among CITs. A phenomenological study using a qualitative research method is
recommended to expand the findings of this current study. Future researchers may use the ProQOL
scale to assess CITs’ level of compassion fatigue and then conduct interviews with the volunteer
participants reporting a higher level of compassion fatigue to better understand CITs’ experience
with compassion fatigue and its contributing factors. The data collected through a qualitative study
may provide greater insight into the phenomenon of compassion fatigue among CITs. Additionally,
researchers can replicate the present study with early-career counselors who have recently graduated,
because of the noted intensity of those first years after graduation (Skovholt & Trotter-Mathison,
2016). Therefore, future researchers exploring novice counselors’ experiences with compassion
fatigue will help counselor educators and supervisors better understand when counselors may start
developing compassion fatigue symptoms, as well as how they cope with the symptoms.
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Conclusion
CITs may struggle when they continuously hear painful stories of clients because of a lack of
experience, skillset, or support (Skovholt & Trotter-Mathison, 2016). Researchers have described this
experience as compassion fatigue. With this study, we aimed to provide a better understanding of the
predictive factors of compassion fatigue among CITs. Using data-driven research results to determine
ways to work with CITs on compassion fatigue and its predictive factors can be beneficial in preventing
compassion fatigue symptoms from an early onset. CITs may take precautionary measures to ensure
they remain enthusiastic and energized by the work they do. Further, implications of the current study
may help CITs start their professional careers better prepared to provide their clients with the optimal
care needed throughout the counseling relationship by minimizing compassion fatigue.
Conflict of Interest and Funding Disclosure
The authors reported no conflict of interest
or funding contributions for the development
of this manuscript.

References
American Counseling Association. (2014). ACA code of ethics. Alexandria, VA: Author.
Beaumont, E., Durkin, M., Martin, C. J. H., & Carson, J. (2016). Measuring relationships between self‐
compassion, compassion fatigue, burnout and well‐being in student counsellors and student cognitive
behavioural psychotherapists: A quantitative survey. Counselling & Psychotherapy Research, 16, 15–23.
doi:10.1002/capr.12054
Blount, A. J., Bjornsen, A. L., & Moore, M. M. (2018). Work values, occupational engagement, and professional
quality of life in counselors-in-training: Assessments in a constructivist-based career counseling course.
The Professional Counselor, 8, 60–72. doi:10.15241/ajb.8.1.60
Bride, B. E., Jones, J. L., & MacMaster, S.A. (2007). Correlates of secondary traumatic stress in child protective
services workers. Journal of Evidence-Based Social Work, 4(3/4), 69–80. doi:10.1300/J394v04n03_05
Caringi, J. C., Hardiman, E. R., Weldon, P., Fletcher, S., Devlin, M., & Stanick, C. (2017). Secondary traumatic
stress and licensed clinical social workers. Traumatology, 23(2), 186–195. doi:10.1037/trm0000061
Coaston, S. C. (2017). Self-care through self-compassion: A balm for burnout. The Professional Counselor, 7, 285–
297. doi:10.15241/scc.7.3.285
Davis, M. H. (1983). Measuring individual differences in empathy: Evidence for a multidimensional approach.
Journal of Personality and Social Psychology, 44, 113–126. doi:10.1037/0022-3514.44.1.113
Diener, E., Wirtz, D., Tov, W., Kim-Prieto, C., Choi, D., Oishi, S., & Biswas-Diener, R. (2010). New measures
of well-being: Flourishing and positive and negative feelings. Social Indicators Research, 39, 247–266.
doi:10.1007/978-90-481-2354-4_12
Eastwood, C. D., & Ecklund, K. (2008). Compassion fatigue risk and self-care practices among residential
treatment center childcare workers. Residential Treatment for Children & Youth, 25, 103–122.
doi:10.1080/08865710802309972
Efstation, J. F., Patton, M. J., & Kardash, C. M. (1990). Measuring the working alliance in counselor supervision.
Journal of Counseling Psychology, 37, 322–329. doi:10.1037/0022-0167.37.3.322
Faul, F., Erdfelder, E., Buchner, A., & Lang, A.-G. (2009). Statistical power analyses using G*Power 3.1: Tests for
correlation and regression analyses. Behavior Research Methods, 41, 1149–1160. doi:10.3758/brm.41.4.1149
Field, A. (2013). Discovering statistics using IBM SPSS statistics (4th ed.). Thousand Oaks, CA: SAGE.
Figley, C. R. (Ed.). (1995). Compassion fatigue: Coping with secondary traumatic stress disorder in those who treat the
traumatized. New York, NY: Routledge.

295

The Professional Counselor | Volume 9, Issue 4

Figley, C. R. (Ed.). (2002). Treating compassion fatigue. New York, NY: Brunner-Routledge.
Ganske, K. H. (2007). The relationship between counselor trainee perfectionism and working alliance with supervisor
and client. (Doctoral dissertation). Retrieved from ProQuest Dissertations and Theses database. (UMI
No. 3377933)
Harr, C. (2013). Promoting workplace health by diminishing the negative impact of compassion fatigue and
increasing compassion satisfaction. Social Work & Christianity, 40, 71–88.
IBM Corporation. (2011). IBM SPSS Statistics for Windows, Version 20.0. Armonk, NY: Author.
Ivicic, R., & Motta, R. (2017). Variables associated with secondary traumatic stress among mental health
professionals. Traumatology, 23, 196–204. doi:10.1037/trm0000065
Kapoulitsas, M., & Corcoran, T. (2015). Compassion fatigue and resilience: A qualitative analysis of social work
practice. Qualitative Social Work: Research and Practice, 14, 86–101. doi:10.1177/1473325014528526
Knight, C. (2010). Indirect trauma in the field practicum: Secondary traumatic stress, vicarious trauma, and
compassion fatigue among social work students and their field instructors. The Journal of Baccalaureate
Social Work, 15, 31–52.
Lawson, G., & Myers, J. E. (2011). Wellness, professional quality of life, and career-sustaining behaviors: What
keeps us well? Journal of Counseling & Development, 89, 163–171. doi:10.1002/j.1556-6678.2011.tb00074.x
Lawson, G., Venart, E., Hazler, R. J., & Kottler, J. A. (2007). Toward a culture of counselor wellness. The Journal
of Humanistic Counseling, Education and Development, 46, 5–19. doi:10.1002/j.2161-1939.2007.tb00022.x
Ling, J., Hunter, S. V., & Maple, M. (2014). Navigating the challenges of trauma counselling: How counsellors
thrive and sustain their engagement. Australian Social Work, 67, 297–310.
doi:10.1080/0312407X.2013.837188
MacRitchie, V., & Leibowitz, S. (2010). Secondary traumatic stress, level of exposure, empathy and social
support in trauma workers. South African Journal of Psychology, 40, 149–158.
doi:10.1177/008124631004000204
Merriman, J. (2015a). Enhancing counselor supervision through compassion fatigue education. Journal of
Counseling & Development, 93, 370–378. doi:10.1002/jcad.12035
Merriman, J. (2015b). Prevention-based training for licensed professional counselor interns. Journal of
Professional Counseling: Practice, Theory & Research, 42, 40–53.
Miller, B., & Sprang, G. (2017). A components-based practice and supervision model for reducing compassion
fatigue by affecting clinician experience. Traumatology, 23, 153–164. doi:10.1037/trm0000058
Newell, J. M., & MacNeil, G. A. (2010). Professional burnout, vicarious trauma, secondary traumatic stress, and
compassion fatigue: A review of theoretical terms, risk factors, and preventive methods for clinicians
and researchers. Best Practices in Mental Health: An International Journal, 6, 57–68.
O’Brien, J. L., & Haaga, D. A. F. (2015). Empathic accuracy and compassion fatigue among therapist trainees.
Professional Psychology: Research and Practice, 46, 414–420. doi:10.1037/pro0000037
Péloquin, K., & Lafontaine, M. (2010). Measuring empathy in couples: Validity and reliability of the
Interpersonal Reactivity Index for couples. Journal of Personality Assessment, 92, 146–157.
doi:10.1080/00223890903510399
Ray, S. L., Wong, C., White, D., & Heaslip, K. (2013). Compassion satisfaction, compassion fatigue, work life
conditions, and burnout among frontline mental health care professionals. Traumatology, 19, 255–267.
doi:10.1177/1534765612471144
Roach, L. F., & Young, M. E. (2007). Do counselor education programs promote wellness in their students?
Counselor Education & Supervision, 47, 29–45. doi:10.1002/j.1556-6978.2007.tb00036.x
Rønnestad, M. H., & Skovholt, T. M. (2013). The developing practitioner: Growth and stagnation of therapists and
counselors. New York, NY: Routledge.
Skovholt, T. M., & Trotter-Mathison, M. (2016). The resilient practitioner: Burnout and compassion fatigue prevention
and self-care strategies for the helping professions (3rd ed.). New York, NY: Routledge.
Smith, B. W., Dalen, J., Wiggins, K., Tooley, E., Christopher, P., & Bernard, J. (2008). The Brief Resilience
Scale: Assessing the ability to bounce back. International Journal of Behavioral Medicine, 15, 194–200.
doi:10.1080/10705500802222972
Smith, H. L., Robinson, E. H. M., III, & Young, M. E. (2008). The relationship among wellness, psychological
distress, and social desirability of entering master’s-level counselor trainees. Counselor Education &
Supervision, 47, 96–109. doi:10.1002/j.1556-6978.2007.tb00041.x

296

The Professional Counselor | Volume 9, Issue 4

Sprang, G., Clark, J. J., & Whitt-Woosley, A. (2007). Compassion fatigue, compassion satisfaction, and
burnout: Factors impacting a professional’s quality of life. Journal of Loss and Trauma, 12, 259–280.
doi:10.1080/15325020701238093
Stamm, B. H. (2010). The concise ProQOL manual (2nd ed.). Pocatello, ID: ProQOL.org.
Star, K. L. (2013). The relationship between self-care practices, burnout, compassion fatigue, and compassion satisfaction
among professional counselors and counselors-in-training. (Doctoral dissertation). Retrieved from ProQuest
Dissertations and Theses database. (UMI No. 3618924)
Thomas, D. A., & Morris, M. H. (2017). Creative counselor self-care. In Ideas and research you can use: VISTAS
2017. Retrieved from https://www.counseling.org/docs/default-source/vistas/creative-counselor-selfcare.pdf?sfvrsn=4
Thomas, J. T., & Otis, M. D. (2010). Intrapsychic correlates of professional quality of life: Mindfulness,
empathy, and emotional separation. Journal of the Society for Social Work and Research, 1(2), 83–98.
doi:10.5243/jsswr.2010.7
Thompson, I. A., Amatea, E. S., & Thompson, E. S. (2014). Personal and contextual predictors of mental
health counselors’ compassion fatigue and burnout. Journal of Mental Health Counseling, 36, 58–77.
doi:10.17744/mehc.36.1.p61m73373m4617r3
Tosone, C., Bettmann, J. E., Minami, T., & Jasperson, R. A. (2010). New York City social workers after 9/11:
Their attachment, resiliency, and compassion fatigue. International Journal of Emergency Mental Health,
12(2), 103–116.
Turgoose, D., Glover, N., Barker, C., & Maddox, L. (2017). Empathy, compassion fatigue, and burnout in police
officers working with rape victims. Traumatology, 23, 205–213. doi:10.1037/trm0000118
Wagaman, M. A., Geiger, J. M., Shockley, C., & Segal, E. A. (2015). The role of empathy in burnout, compassion
satisfaction, and secondary traumatic stress among social workers. Social Work, 60, 201–209.
doi:10.1093/sw/swv014
White, V. E., & Queener, J. (2003). Supervisor and supervisee attachments and social provisions related to the
supervisory working alliance. Counselor Education and Supervision, 42, 203–218.
doi:10.1002/j.1556-6978.2003.tb01812.x
Williams, A., Helm, H., & Clemens, E. V. (2012). The effect of childhood trauma, personal wellness, supervisory
working alliance, and organizational factors on vicarious traumatization. Journal of Mental Health
Counseling, 34, 133–153. doi:10.17744/mehc.34.2.j3l62k872325h583
Wood, A. E., Prins, A., Bush, N. E., Hsia, J. F., Bourn, L. E., Earley, M. D., . . . Ruzek, J. (2017). Reduction of
burnout in mental health care providers using the Provider Resilience mobile application. Community
Mental Health Journal, 53, 452–459. doi:10.1007/s10597-016-0076-5

297

Promoting Doctoral Student Researcher
Development Through Positive
Research Training Environments Using
Self-Concept Theory

The Professional Counselor
Volume 9, Issue 4, Pages 298–309
http://tpcjournal.nbcc.org
© 2019 NBCC, Inc. and Affiliates
doi:10.15241/mrl.9.4.298

Margaret R. Lamar, Elysia Clemens, Adria Shipp Dunbar
Conceptualizing doctoral training programs as research training environments (RTEs) allows for the
exploration of theory to help counselor educators facilitate doctoral students’ development from practitioners
toward counseling researchers. Researchers have proposed self-concept theory as a way to understand
identity development. In this article, the authors applied self-concept theory to understand how researcher
identity may develop in a counseling RTE. Organizational theory also is described, as it provides insight for
how doctoral students are socialized to the profession. Suggestions are made for how counselor education
programs can utilize self-concept theory and organizational theory to create positive RTEs designed to
facilitate researcher development.
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Conceptualizing doctoral training programs as research training environments (RTEs) allows
for the exploration of theories to help counselor educators facilitate doctoral students’ development
from having an identity primarily focused on being a helper toward a research identity (Gelso,
2006). Gelso (2006) defined RTEs as all “forces in graduate training programs . . . that reflect attitudes
toward research and science” (p. 6). The RTE includes formal coursework; interactions with faculty,
other students, and staff; informal mentoring experiences; and institutional culture that promotes or
devalues research. However, there is little information about how counselor educators can practically
develop a systematic approach to creating positive RTEs that facilitate the development of counselor
education and supervision (CES) doctoral student researchers.
It is important to attend to the RTE because it has an impact on the researcher’s identity, researcher
self-efficacy, research interest, and scholarly productivity of CES doctoral students (Borders, Wester,
Fickling, & Adamson, 2014; Gelso, 2006; Gelso, Baumann, Chui, & Savela, 2013; Kuo, Woo, & Bang,
2017; Lamar & Helm, 2017; Lambie, Hayes, Griffith, Limberg, & Mullen, 2014; Lambie & Vaccaro,
2011). Researchers have found that CES doctoral student research self-efficacy and research interest
were related to productivity (Kuo et al., 2017; Lambie & Vaccaro, 2011). Research self-efficacy is
defined as the belief one has in their ability to engage in research tasks (Bishop & Bieschke, 1998).
A related but separate construct, research interest is the desire to learn more about research. Lambie
and Vaccaro (2011) found that doctoral students with scholarly publications had higher research
self-efficacy and research interest, while Kuo et al. (2017) found that scholarly productivity can be
predicted by research self-efficacy and intrinsic research motivation. Given that most CES doctoral
students enter their programs with little research experience (Borders et al., 2014), the RTE likely
contributes to a doctoral student’s ability to gain research and publication experience. However,
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much of the early exposure to research in counselor education rests primarily on research coursework,
not extracurricular experiences, such as working on a manuscript with a faculty member (Borders
et al., 2014). Though some programs provide systematic extracurricular non-dissertation research
experiences, about half of the CES programs surveyed by Borders et al. (2014) offered no structured
research experiences early in the program sequence or relied on doctoral students to create their own
opportunities. Lamar and Helm (2017) found that the RTE, including faculty mentoring and research
experiences, was an essential part of CES doctoral student researcher identity development. Given
prior findings (Borders et al., 2014; Kuo et al., 2017; Lamar & Helm, 2017; Lambie & Vaccaro, 2011),
it seems crucial for CES doctoral faculty to systematically create an RTE that is conducive to CES
doctoral student researcher identity, research self-efficacy, and research interest development.
Leadership in the counseling field has stressed the importance of research in furthering the profession
by stating that “expanding and promoting our research base is essential to the efficacy of professional
counselors and to the public perception of the profession” (Kaplan & Gladding, 2011, p. 372). Therefore, it
is essential to strengthen the training of future researchers so they are successful at achieving this vision.
Thus, there are two primary purposes of this manuscript: 1) propose that the state of research in the field
of counselor education is a reflection, in part, of an RTE issue; and 2) provide practical ways for programs
to facilitate researcher development among doctoral students. The authors provide insight on how
self-concept theory and organizational development theory may be a useful means for conceptualizing
researcher development and facilitating change in RTEs.

Self-Concept Theory
Self-concept theory provides a framework for conceptualizing the way a person organizes beliefs
about themselves. Purkey and Schmidt (1996) defined self-concept theory as “the totality of a complex
and dynamic system of learned beliefs that an individual holds to be true about their personal
experience” (p. 31). Learned beliefs are subjective and not necessarily based on reality but instead are
reflections of individuals’ perceptions of themselves. These perceptions are related to past experiences
and expectations about future goals. Purkey and Schmidt (1996) suggested conceptualizing the selfconcept using the following categories: (a) organized, (b) learned, (c) dynamic, and (d) consistent.
Discussions of each of these categories are presented in the context of applying self-concept theory to
researcher development.
Current counselor training literature has discussed the development of student professional
counselor identity (e.g., Prosek & Hurt, 2014); however, until recently (e.g., Jorgensen & Duncan,
2015; Lamar & Helm, 2017), counseling professional identity literature has not included a focus on
how research is integrated into a student’s identity. Self-concept theory can be used to conceptualize
the inclusion of researcher identity into the professional identity of CES doctoral students.
Organization of the Self-Concept
Purkey and Schmidt (1996) used a spiral as a visual representation of how the self is organized
(Figure 1). They referred to the sense of self, or overarching view of who you are, as the central I, and
placed it at the very center of the spiral. In addition, people also have other specific identities, or what
Purkey and Schmidt termed me’s, that inform their global identity. These multiple identities can be
considered hierarchical, meaning that one of the me identities might be more important to a person
than another aspect of their identity and is placed more proximal to the central I on the spiral than
more distal me’s. Developmentally, it makes sense that a beginning CES doctoral student, for example,
may have a stronger counselor me (located closer to their central I), whereas their researcher me might
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be located closer to the periphery of the spiral. This is confirmed through previous research findings
suggesting that CES students enter doctoral programs with stronger helper identities and integrate
research into their self-concept throughout their academic experience (Gelso, 2006; Lamar & Helm,
2017; Lambie & Vaccaro, 2011). It would be expected that these me’s would be more likely to shift
throughout the course of a doctoral program with greater exposure to a positive RTE. The relative
importance of these identities to a doctoral student’s professional identity is illustrated for exemplary
purposes in Figure 1. Faculty have a significant role in creating positive RTEs so that a doctoral
student’s researcher me can be strengthened and become more fully integrated into their self-concept.

∆ To Change:
Researcher me
Supervisor me
* To Stay:
Counselor me
Parent me
Teacher me
Writer me
Artist me
+ To Add:
Administrator me
Triathalete me

Figure 1. Self-Concept Spiral

Learning for a Lifetime
Developing the self-concept is a task that takes a lifetime of learning (Purkey & Schmidt, 1996). Selfconcept learning occurs in three ways: (a) exciting or devastating events, (b) professional helping
relationships, and (c) everyday experiences. Individually, and in combination, these experiences can
reorganize and shape a person’s self-concept. For example, receiving a first decision letter from an editor
can be an exciting or devastating event that influences a doctoral student’s self-concept. Faculty members
can process and contextualize the experience so a doctoral student’s researcher self-concept is positively
promoted (e.g., a lengthy revise and resubmit letter can feel overwhelming but is a fantastic outcome;
Gelso, 2006; Lamar & Helm, 2017). Similarly, the counseling RTE can promote positive research attitudes
for doctoral students on a daily basis (e.g., displaying examples of student and faculty research).
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Dynamic and Consistent Self-Concept Processes
Self-concept is dynamic; it is constantly changing and has the potential to propel doctoral student
researchers forward (Purkey & Schmidt, 1996). Change occurs when a doctoral student incorporates
new beliefs into existing ones. When new information is presented to the doctoral student, contrary
to what they currently believe about themselves (e.g., ability to understand the methods section of
an article), they are challenged to merge the new information with their current beliefs (e.g., “I’m a
clinician,” and skip to the implications section). As they revise their belief system, they may be able to
behave in new ways (e.g., making connections between the methods section and clinical application or
engaging in critical discussions of research). However, reconciling new beliefs about their self-concept
and demonstrating new research skills can be challenging. Consistency is highly valued by doctoral
students faced with a need to adopt new ideas into their self-concept (Purkey & Schmidt, 1996). A
doctoral student may experience what is commonly known as imposter syndrome, which occurs when
a student is unable to internalize their accomplishments and attributes their success to good luck
(Parkman, 2016). As CES doctoral students become proficient in research pursuits, they may still have
difficulty seeing themselves as researchers (e.g., articulating hesitancy to share findings with peers or
at professional conferences). They might tell others they are a counselor, a teacher, or a supervisor and
they also conduct research, thus distancing that identity from the core of their self-concept (Lamar &
Helm, 2017). They may need to repeatedly have their new researcher identity confirmed by faculty and
their own personal experiences before they can communicate a fully integrated self-concept to others.
As learning occurs, the self-concept reorganizes toward a more stable professional identity.
Incorporation of a researcher identity into their self-concept is likely to be dynamic, with consistency
increasing throughout the doctoral students’ academic program. As CES doctoral students move into
new stages of their career, their researcher identity is likely to become a more fixed aspect of their
self-concept.
Development of the self-concept occurs in a CES doctoral program, which exists within the
larger academic culture. Doctoral students are initially presented with the challenge of navigating
a new culture. The culture of academe has its own processes, language, and roles. In addition to
development of their researcher self-concept, doctoral students also must integrate their roles within
higher education into their self-concept.

Organizational Development
A primary goal of doctoral education is to prepare and acculturate doctoral students to their future
professional life as counselor educators (Austin, 2002; Johnson, Ward, & Gardner, 2017; Weidman &
Stein, 2003). Many doctoral students in CES programs will pursue a CES faculty position within higher
education organizations. Higher education organizations demonstrate various forms of culture and
socialization processes (Tierney, 1997). University cultural norms include expectations for how to act,
what to strive for, and how to define success and failure. Graduate education literature has included
discussions on helping doctoral students transition into faculty life and university organizational
culture (e.g., Austin, 2002; Austin & McDaniels, 2006). This socialization process has not been
extensively discussed in the counselor training literature, yet there is potential for it to be useful in
creating positive RTEs.
Socialization Into the Academy
Socialization is the process by which doctoral students learn the culture of an institution, including
both the spoken and unspoken rules (Johnson et al., 2017). The process of socializing doctoral
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students to graduate school is a part of a greater socialization to higher education (Gardner & Barnes,
2007). Weidman, Twale, and Stein (2001) described four stages and characterized three elements
of socialization—knowledge acquisition, investment, and involvement—that are experienced over
the four stages. These stages provide insight for doctoral programs looking to provide intentional
support for their students acclimating to the RTE within higher education.
Anticipatory stage. Doctoral students begin developing an understanding of the organizational
culture even before they start a program of study (Clarke, Hyde, & Drennan, 2013; Weidman et al.,
2001). During recruitment and introduction to the program, doctoral students gather information
about the program (knowledge acquisition), decide to enroll (investment), and begin to make sense
of organizational norms, expectations, and roles (involvement). CES doctoral students are, therefore,
entering counseling programs with preconceived ideas about their roles as students, including their
function as student researchers.
Formal and informal stages. The formal and informal stages co-occur but are differentiated in that
the formal stage is more faculty or program driven, whereas the informal stage is peer socialization
(Gardner, 2008; Weidman et al., 2001). Some of the formal stage methods of socialization can include
classroom instruction, faculty direction, and focused observation. Courses grounded in the 2016 Council
for Accreditation of Counseling and Related Educational Programs (CACREP) standards related to
doctoral professional identity or research are part of the formal socialization process. Out-of-classroom
conversations with faculty and other university staff orient doctoral students to the value of research in
the program and university. Doctoral students learn through faculty direction and observation about
networking at conferences, publishing, and what types of research are considered valuable in the
field. Students also observe faculty working around obstacles to keep their own research active. These
examples are all consistent with knowledge acquisition.
Informal socialization happens as new doctoral students observe and learn how more advanced
students and incoming cohorts define norms (Gardner, 2008). This stage has many parallels to
existing research about how faculty acculturate to new organizations. Tierney and Rhoads (1994)
proposed new faculty members learn the culture of the organization in mostly informal ways. As
they observe the established tenured faculty, new faculty learn what is important to the department
and develop understanding about the institution’s priorities. This acculturation process is important
because it is likely to impact the RTE faculty create for doctoral students.
Similarly, doctoral students learning about culture, investment, and involvement in research are likely
guided by the knowledge they acquire through observing and engaging with more advanced doctoral
students in their programs of study (Gardner, 2008; Gelso, 2006). Acquisition of knowledge, occurring
“through exposure to the opinions and practices of others also working in the same context” (Mathews &
Candy, 1999, p. 49), creates norms among doctoral students. Norms regarding participation in research,
such as whether it is done only to meet degree requirements or with more intrinsic motivation, may
be conveyed across cohorts. Lamar and Helm (2017) found CES doctoral students were intrinsically
motivated by their research when it was connected to their counselor identity and they could see how
their research would help their clients. Jorgensen and Duncan (2015) identified external facilitators, such
as faculty, coursework, and program expectations, that shaped the researcher identity development
of master’s counseling students. Faculty communicated the culture of the institution and indirectly
communicated their own intrinsic motivation, or lack of it, through their research activity. New students
also gain insight from advanced doctoral students about the degree to which research should be aligned
with faculty members and the more subtle messages about departmental expectations. For example, is
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qualitative research supported and valued as much as quantitative? Are certain research methodologies
prioritized by faculty or the institution? The combination of formal and informal socialization leads to an
understanding of the academic organization and counselor education profession.
Personal stage. During this final stage, doctoral students internalize and act upon the role they have
taken within their organization (Gardner, 2008; Weidman et al., 2001). They solidify their professional
identity at the student level and have, perhaps, begun to integrate their researcher identity into their
self-concept. They also can use the knowledge they have acquired to make purposeful decisions about
investment and involvement in research. Doctoral students make decisions about their course of
study and the amount of time dedicated to developing as a researcher compared to other aspects of
counselor education such as teaching, supervision, and service. In this stage, it is important for faculty
to attend to whether doctoral students feel caught in the role they occupy within the program. Some
doctoral students might more quickly adopt research into their self-concept and find opportunities
to engage in research, while others take longer to develop their researcher identity and might not
find themselves with as many options to get involved in faculty research projects. Additionally, those
students’ strong helper identities might make them valuable doctoral-level supervisors or clinicians
that programs can lean on to train master’s-level students. They may feel stuck in their clinical roles
and miss out on opportunities to gain informal research experience. This is not to diminish doctoral
students who are primarily interested in a CES degree with the goal of strengthening their clinical
work. It is the position of these authors that scholarship is an integral part of all clinical work and,
therefore, programs should provide equitable opportunities for all doctoral students, regardless of
their professional goals, to engage in the research process.

Implications for Counselor Education RTEs
Thinking about CES programs as RTEs allows for a programmatic approach to researcher identity
that can be informed by self-concept identity theory and organizational development literature.
Specifically, there are implications for the RTE connected to fostering researcher identity, increasing
both research self-efficacy and research interest, and attending to the process of socializing doctoral
students to academia (Gelso et al., 2013). The strategies presented in this section are written with the
goal of integrating self-concept identity theory and organizational development theory. They are
designed based on the assumption that programs want to train researchers and celebrate that aspect
of counselor education identity.
Transparency Regarding Identity Development
Formal socialization of doctoral students to the program should include intentional conversations
about identity development (Lamar & Helm, 2017; Prosek & Hurt, 2014). Programs can choose to be
transparent about the expectation that part of the transition from counseling to counselor education
is strengthening their researcher identity. Attending to doctoral student development and class-based
activities can be part of monitoring this transition.
Much like counselor educators assess and address the identity development of master’s students
through student learning outcomes (CACREP, 2015), programs might choose to intentionally include
researcher development in the systematic review of doctoral students’ progress. This could be
accomplished through advising conversations, faculty feedback forms, and standardized instruments
such as the Interest in Research Questionnaire (Bishop & Bieschke, 1998), Research Identity Scale
(Jorgensen & Schweinle, 2018), or the Research Self-Efficacy Scale (Bieschke, Bishop, & Garcia,
1996). Considering this information at the program level, in addition to individual student level, can
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provide insight into opportunities to improve the RTE for program-level assessment and to impact
the broader professional understanding of doctoral research education (e.g., does research interest or
research self-efficacy consistently shift at identifiable points in a CES doctoral program?).
One class-based strategy is to use Purkey and Schmidt’s (1996) self-concept spiral to raise doctoral
students’ awareness of professional identity transition. Counselor educators can consider asking students
as a class to brainstorm all of the me’s that are part of counselor education. Individually, doctoral students
can then create a list of me’s that are part of their identity in general (e.g., parent, musician). Once the
counselor education and personal identity lists are generated, invite doctoral students to depict on the
spiral the me’s from both lists that apply to their identity today and organize them relative to the central
I (or center of the spiral). Next, encourage students to indicate with a star or asterisk aspects of their
identity they want to remain stable throughout their doctoral program. Use a triangle, which symbolizes
delta or change, to identify aspects of their identity they would like to shift as they progress through
their doctoral program. Doctoral students might want to indicate in a space near the spiral counselor
education me’s that are not currently part of their identity but that they would like to incorporate.
Figure 1 is an example of a completed self-concept spiral. This spiral helps doctoral students visualize
how their researcher identity relates to their other professional and personal identities. Faculty can
facilitate conversation with doctoral students about their hopes, fears, concerns, and anticipation around
their researcher identities. It would be even more valuable for doctoral students to hear their faculty’s
researcher development using the spiral (e.g., draw one representing their years as a student and draw
one where they see themselves now or at other points in their professional development).
Counselor educators can consider assigning research articles that address different aspects of
counselor researcher development. Students can read about CES doctoral student researcher identity
development (e.g., Jorgensen & Duncan, 2015; Lamar & Helm, 2017), RTEs (e.g., Borders et al., 2014;
Gelso, 2006; Gelso et al., 2013), research self-efficacy and research interest (e.g., Kuo et al., 2017;
Lambie & Vaccaro, 2011), and counseling research competencies (Wester & Borders, 2014). These
articles provide insight for a doctoral student’s individual development and also demonstrate the
applicability of research in the profession.
Sequencing of Research Experiences
Most incoming CES doctoral students have little or no research experience, which means their
research self-efficacy and research interest is likely to be low and vary substantially (Borders et al.,
2014; Gelso at al., 2013; Lambie & Vaccaro, 2011). This makes the sequencing of coursework and
extracurricular research experiences important to consider (Borders et al., 2014; Gelso et al., 2013).
Students on the extreme ends of research self-efficacy and research interest may see a quicker
transition into a stable identity. Those with a higher research self-efficacy and research interest might
more quickly identify as a researcher, while those with a lower research self-efficacy and research
interest can move away from research toward other areas of focus. It is important, therefore, to
sequence research experiences that can help doctoral students with higher levels of both research selfefficacy and research interest capitalize on that momentum without further disenfranchising students
with lower research self-efficacy and research interest. The strategies presented in this section
are described with the modifiers of higher and lower self-efficacy and interest for clarity purposes;
however, individual doctoral student’s research self-efficacy and research interest could be anywhere
on the continuum from very high to very low.
Determining a doctoral student’s sequence of research coursework or experiences can be
accomplished through advising with the student (Kuo et al., 2017). A positive RTE is one in which
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care is taken to create developmentally appropriate research opportunities for all doctoral students
(Borders et al., 2014; Kuo et al., 2017). Students with higher research self-efficacy and research interest
might be ready to engage in a statistics sequence at the start of their program and then transition
quickly into conducting independent research or engaging in data analysis. Doctoral students with
lower research self-efficacy and research interest might benefit by first being exposed to research in
a conceptual rather than technical environment, such as a counseling research seminar. Focusing on
developing research ideas and reviewing the literature might be a better introduction to research for
lower self-efficacy or interest doctoral students than a statistics course (Gelso, 2006). Kuo et al. (2017)
found that it was important for CES programs to offer research opportunities that presented a small
risk to doctoral students in order to foster researcher development.
For the optimal researcher development, it is important to provide doctoral students research
experiences outside of their coursework (Borders et al., 2014; Kuo et al., 2017; Lamar & Helm, 2017).
Providing doctoral students with opportunities to do “minimally threatening” research early in their
program is consistent with a positive RTE (Gelso, 2006, p. 6). What each student might consider to be
minimally intimidating research is likely connected to research self-efficacy (Kuo et al., 2017). Engaging
in conversations with doctoral students about what might be a good first research experience is a way
to help students intentionally sequence their experiences. Faculty can take an active role in connecting
doctoral students with opportunities that are developmentally appropriate (Borders et al., 2014; Kuo et
al., 2017; Lamar & Helm, 2017; Lambie & Vaccaro, 2011). Lambie and Vaccaro (2011) found that doctoral
students with published work had higher levels of research self-efficacy than those who did not. This is
an important finding for faculty to consider when creating research opportunities for doctoral students.
One possible explanation for this result could be that doctoral students with a published work already
have higher levels of research self-efficacy prior to their publication. If this is the case, it is important for
researchers to investigate what other factors are contributing to their research self-efficacy. Nevertheless,
an RTE that facilitates doctoral student confidence around research, regardless of their pre-existing
research self-efficacy, is one where faculty are helping students publish, either on their own or in
or in partnership with faculty actively engaged in research (Gelso, 2006; Kuo et al., 2017; Lambie &
Vaccaro, 2011).
It is important to consider a doctoral student’s level of autonomy when planning sequencing of
research experiences. Early experiences might be more positive if there is a community or social aspect
to the research experience, rather than independent research projects, which can be isolating (Gelso
et al., 2013). Additionally, Cornér, Löfström, and Pyhältö (2017) found that having an increased sense
of a scholarly community helps doctoral students feel supported during their dissertations. Love,
Bahner, Jones, and Nilsson (2007) found positive social interactions in research teams could positively
influence research self-efficacy. Additionally, Kuo et al. (2017) found that the advisory relationship
was instrumental in a doctoral student’s engagement in research, suggesting that faculty can make
research a fun, social process in which students want to continually engage. It is evident that doctoral
students can benefit from experiencing research as a social activity throughout their studies. Therefore,
faculty might consider structuring research opportunities that encourage research as a social activity
throughout the doctoral program. For example, first-year doctoral students can be encouraged to
join research groups that are already in place or join a faculty member working on a manuscript for
publication, while students working on a dissertation might create a weekly writing group.
Faculty should be intentionally thoughtful of doctoral student dynamics, including individual
student need, research self-efficacy, and research interest, when designing research partnerships.
Research partnerships can take the form of class research projects, informal research dyads, or
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research mentorships (Lamar & Helm, 2017; Lambie & Vaccaro, 2011). When deciding class research
groups, faculty can connect doctoral students who can create a positive research group environment
for each other (Love et al., 2007). Groups may be based on research interests or personality variables.
Advisors might have insight into certain doctoral student characteristics that would negatively
impact a research partnership. Negative group experiences, such as group conflict, do not contribute
positively to research self-efficacy (Love et al., 2007). However, it is important for faculty to balance
letting research groups form organically with formal assignment of such partnerships.
Attending to Subtle Messages About Research
Socialization to a doctoral program occurs formally through faculty- and program-driven
processes and informally through interactions with peers (Gardner, 2008; Weidman et al., 2001).
Neither formal nor informal socialization is synonymous with intentional socialization. There are
likely subtle messages occurring through the socialization processes that contribute to the RTE and
impact researcher development (Gelso, 2006). It is important to point out that program faculty and
administrators might also send messages about research that are not subtle. These messages (e.g., a
good dissertation is a done dissertation, or just get through your stats classes) are likely sent with the best
of intention to help a student complete their degree successfully, but communicate values around
research that can damage a doctoral student’s researcher identity development, research self-efficacy,
and research interest. Recognizing and intentionally attending to all messages sent by students,
faculty, and the program are part of shaping the RTE.
Student messages. Individual doctoral student and cohort dynamics may impact students’
research identity development both positively and negatively (Lamar & Helm, 2017). Different
career aspirations among cohort individuals can also impact the RTE. For example, doctoral students
who are interested in pursuing academic careers might have a higher level of motivation to involve
themselves in research early in their graduate program. Students who plan to pursue other careers
and do not have a strong interest in research might receive subtle messages from their peers or
faculty about a hierarchy within the doctoral student body of “researchers” versus “practitioners.”
It is important for faculty to encourage positive interactions regarding research and to intervene
should negative messages damage the RTE (Gelso, 2006; Lamar & Helm, 2017). Continuing with the
above example, faculty can facilitate doctoral student discussions around the science–practitioner
model. Focusing on the importance of integrating research into practice (and vice versa) can motivate
all doctoral students in their research endeavors. The majority of students enter their doctoral
program with their identities structured around helping others (Borders et al., 2014; Gelso, 2006). This
value can be reinforced throughout the research process (Wachter Morris, Wester, Vaishnav, & Austin,
2018). For instance, faculty can facilitate discussion about how a doctoral student’s research can
impact practitioners’ work and, ultimately, a client’s life. Additionally, faculty can reinforce subtle
messages that contribute to the development of a positive RTE. For example, intentionally developing
a culture of supportive inquiry, talking with each other about idea development, and celebrating each
other’s research achievements can be encouraged and lauded (Gelso et al., 2013).
Faculty messages. Subtle messages faculty send about doctoral students’ abilities may influence
students’ research self-efficacy and researcher identity development (Gelso, 2006; Lamar & Helm,
2017). Reflecting on the patterns of how research opportunities are provided to doctoral students
may yield opportunities to improve the RTE. Consider if the culture to disseminate research-related
opportunities includes all doctoral students or if opportunities are offered more frequently to a
subset of students. If the latter proves to be true, faculty can send a subtle and unintentional message.
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Borders et al. (2014) found that doctoral students in many CES programs get involved in research
opportunities by coincidence rather than by program intentionality. Students can receive a subtle
message that not all doctoral students are welcome to participate in research or that faculty do not
engage in research themselves. Similarly, messages about research ability can come in the form of
differential faculty responses to doctoral students’ research-related work. Heightening awareness
around the balance of feedback that is given to doctoral students when discussing their research ideas
can contribute to an improved RTE. In addition, reflection on the rigor of the discussion helps faculty
become more intentional about the messages they are sending.
Program messages. While programs often tout research-related accomplishments, faculty can
contextualize those celebrations by talking about their process, not just the final products (Gelso,
2006; Gelso et al., 2013; Lamar & Helm, 2017). Orienting doctoral students to the substantial amount
of time it takes to conduct research and to write for publication is part of intentionally socializing
students to academia. Making the process more visible can be as simple as having a research project
list visible in faculty offices or indicating blocks of time on office hour sign-ups that are set aside
for writing. These are subtle messages that are designed to indicate that research takes dedicated
time and that productivity is more than one manuscript at a time but having a variety of projects at
different points in the pipeline. Similarly, Gelso (2006) recommended faculty share their failures as
well as successes, as this sends doctoral students a message that research is a process. When faculty
are transparent about research outcomes, both good and bad, and still maintain positive attitudes,
they communicate subtle but important messages about the process of research (Gelso, 2006; Gelso et
al., 2013; Lamar & Helm, 2017).

Directions for Future Research
Researchers (Gelso et al., 2013; Lambie et al., 2014; Lambie & Vaccaro, 2011) to date have focused
primarily on identifying constructs that relate to research engagement and productivity of CES doctoral
students. Increasing attention to understanding doctoral student researcher developmental processes
and connecting those investigations to theory are important next steps. This could come in the form
of investigations that explore experiences of doctoral students in the context of their RTEs. It also is
important to increase understanding about how counseling master’s-level students and practitioners
develop as researchers, specifically around the constructs of researcher identity, research self-efficacy,
and research interest, as they provide important information about the state of researchers in the
field and of doctoral students entering CES programs. As mentioned above, it would be valuable to
understand if researcher identity, research self-efficacy, or research interest develops at specific points in
a doctoral program or if certain doctoral benchmarks (e.g., comprehensive exams, dissertation proposal)
contribute to the development of those variables. Researchers can look at educational interventions
designed to increase research self-efficacy, research interests, and researcher identity for both doctoral
and master’s counseling students. This is valuable for program evaluation and for informing the
profession at large. Researchers also can test the relevance of the theoretical frameworks applied in this
manuscript to the outcomes of the research competencies suggested by Wester and Borders (2014).

Conclusion
Counselor education doctoral programs as RTEs are the foundation for creating a programmatic
climate that fosters the development of strong researchers. Faculty members are encouraged to take an
intentional approach to promoting the development of researcher identity and research self-efficacy
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of doctoral students. This intentionality includes assessing the formal and informal socialization
that occurs in a doctoral program. Program faculty can actively engage in the research identity
development of doctoral students through the use of interventions, including attending to subtle
messages, sequencing developmentally appropriate research experiences, and encouraging research
as a social activity. Additionally, program faculty should be transparent about the research identity
development process and attend to research self-efficacy beliefs through providing interventions
designed to boost research self-efficacy and research interest.
Conflict of Interest and Funding Disclosure
The authors reported no conflict of interest
or funding contributions for the development
of this manuscript.

References
Austin, A. E. (2002). Preparing the next generation of faculty: Graduate school as socialization to the academic
career. The Journal of Higher Education, 73, 94–122. doi:10.1353/jhe.2002.0001
Austin, A. E., & McDaniels, M. (2006). Using doctoral education to prepare faculty to work within Boyer’s four
domains of scholarship. New Directions for Institutional Research, 2006(129), 51–65. doi:10.1002/ir.171
Bieschke, K. J., Bishop, R. M., & Garcia, V. L. (1996). The utility of the Research Self-Efficacy Scale. Journal of
Career Assessment, 4, 59–75. doi:10.1177/106907279600400104
Bishop, R. M., & Bieschke, K. J. (1998). Applying social cognitive theory to interest in research among
counseling psychology doctoral students: A path analysis. Journal of Counseling Psychology, 45, 182–188.
doi:10.1037/0022-0167.45.2.182
Borders, L. D., Wester, K. L., Fickling, M. J., & Adamson, N. A. (2014). Researching training in doctoral
programs accredited by the Council for Accreditation of Counseling and Related Educational
Programs. Counselor Education and Supervision, 53, 145–160. doi:10.1002/j.1556-6978.2014.00054.x
Clarke, M., Hyde, A., & Drennan, J. (2013). Professional identity in higher education. In B. M. Kehm & U.
Teichler (Eds.), The academic profession in Europe: New tasks and new challenges (pp. 7–22). Dordrecht,
Netherlands: Springer.
Cornér, S., Löfström, E., & Pyhältö, K. (2017). The relationship between doctoral students’ perceptions of
supervision and burnout. International Journal of Doctoral Studies, 12, 91–106. doi:10.28945/3754
Council for Accreditation of Counseling and Related Educational Programs. (2015). 2016 CACREP
standards. Retrieved from http://www.cacrep.org/wp-content/uploads/2018/05/2016-Standards-withGlossary-5.3.2018.pdf
Gardner, S. K. (2008). Fitting the mold of graduate school: A qualitative study of socialization in doctoral
education. Innovative Higher Education, 33, 125–138. doi:10.1007/s10755-008-9068-x
Gardner, S. K., & Barnes, B. J. (2007). Graduate student involvement: Socialization for the professional role.
Journal of College Student Development, 48, 369–387.
Gelso, C. J. (2006). On the making of a scientist–practitioner: A theory of research training in professional
psychology. Training and Education in Professional Psychology, S(1), 3–16. doi:10.1037/1931-3918.S.1.3
Gelso, C. J., Baumann, E. C., Chui, H. T., & Savela, A. E. (2013). The making of a scientist–psychotherapist: The
research training environment and the psychotherapist. Psychotherapy, 50(2), 139–149. doi:10.1037/a0028257
Johnson, C. M., Ward, K. A., & Gardner, S. K. (2017). Doctoral student socialization. In J. Shin & P. Teixeira (Eds.),
Encyclopedia of international higher education systems and institutions. Dordrecht, Netherlands: Springer.
Jorgensen, M. F., & Duncan, K. (2015). A grounded theory of master’s‐level counselor research identity.
Counselor Education and Supervision, 54, 17–31. doi:10.1002/j.1556-6978.2015.00067.x

308

The Professional Counselor | Volume 9, Issue 4

Jorgensen, M. F., & Schweinle, W. E. (2018). The Research Identity Scale: Psychometric analyses and scale
refinement. The Professional Counselor, 8, 21–28. doi:10.15241/mfj.8.1.21
Kaplan, D. M., & Gladding, S. T. (2011). A vision for the future of counseling: The 20/20 principles for unifying
and strengthening the profession. Journal of Counseling & Development, 89, 367–372.
doi:10.1002/j.1556-6678.2011.tb00101.x
Kuo, P. B., Woo, H., & Bang, N. M. (2017). Advisory relationship as a moderator between research self-efficacy,
motivation, and productivity among counselor education doctoral students. Counselor Education and
Supervision, 56(2), 130–144. doi:10.1002/ceas.12067
Lamar, M. R., & Helm, H. M. (2017). Understanding the researcher identity development of counselor
education and supervision doctoral students. Counselor Education and Supervision, 56, 2–18.
doi:10.1002/ceas.12056
Lambie, G. W., Hayes, B. G., Griffith, C., Limberg, D., & Mullen, P. R. (2014). An exploratory investigation of
the research self-efficacy, interest in research, and research knowledge of Ph.D. in education students.
Innovative Higher Education, 39, 139–153. doi:10.1007/s10755-013-9264-1
Lambie, G. W., & Vaccaro, N. (2011). Doctoral counselor education students’ level of research self-efficacy,
perceptions of the research training environment, and interest in research. Counselor Education and
Supervision, 50, 243–258. doi:10.1002/j.1556-6978.2011.tb00122.x
Love, K. M., Bahner, A. D., Jones, L. N., & Nilsson, J. E. (2007). An investigation of early research experience
and research self-efficacy. Professional Psychology: Research and Practice, 38, 314–320.
doi:10.1037/0735-7028.38.3.314
Mathews, J. H., & Candy, P. C. (1999). New dimensions in the dynamics of knowledge and learning. In D.
Boud & J. Garrick (Eds.), Understanding learning at work (pp. 47–64). London, UK: Routledge.
Parkman, A. W. (2016). The imposter phenomenon in higher education: Incidence and impact. Journal of Higher
Education Theory and Practice, 16, 51–60.
Prosek, E. A., & Hurt, K. M. (2014). Measuring professional identity development among counselor trainees.
Counselor Education and Supervision, 53, 284–293. doi:10.1002/j.1556-6978.2014.00063.x
Purkey, W. W., & Schmidt, J. J. (1996). Invitational counseling: A self-concept approach to professional practice.
Pacific Grove, CA: Brooks Cole.
Tierney, W. G. (1997). Organizational socialization in higher education. The Journal of Higher Education, 68, 1–16.
doi:10.1080/00221546.1997.11778975
Tierney, W. G., & Rhoads, R. A. (1994). Faculty socialization as cultural process: A mirror of institutional commitment
(ASHE-ERIC Higher Education Report No. 93-6). Washington, DC: The George Washington University
School of Education and Human Development.
Wachter Morris, C. A., Wester, K. L., Vaishnav, S., & Austin, J. L. (2018). Introduction. In C. A. Wachter Morris
& K. L. Wester (Eds.), Making research relevant: Applied research designs for the mental health practitioner
(pp. 1–13). New York, NY: Routledge.
Weidman, J. C., & Stein, E. L. (2003). Socialization of doctoral students to academic norms. Research in Higher
Education, 44, 641–656. doi:10.1023/A:1026123508335
Weidman, J. C., Twale, D. J., & Stein, E. L. (2001). Socialization of graduate and professional students in higher
education: A perilous passage? (ASHE-ERIC Higher Education Report, 28, No. 3). San Francisco, CA:
Jossey-Bass.
Wester, K. L., & Borders, L. D. (2014). Research competencies in counseling: A Delphi study. Journal of
Counseling & Development, 92, 447–458. doi:10.1002/j.1556-6676.2014.00171.x
Wester, K. L., Borders, L. D., Boul, S., & Horton, E. (2013). Research quality: Critique of quantitative articles in
the Journal of Counseling & Development. Journal of Counseling & Development, 91, 280–290.
doi:10.1002/j.1556-6676.2013.00096.x

309

The Medicare Mental Health Coverage Gap:
How Licensed Professional Counselors
Navigate Medicare-Ineligible Provider Status

The Professional Counselor
Volume 9, Issue 4, Pages 310–323
http://tpcjournal.nbcc.org
© 2019 NBCC, Inc. and Affiliates
doi:10.15241/mcf.9.4.310

Matthew C. Fullen, Jonathan D. Wiley, Amy A. Morgan
This interpretative phenomenological analysis explored licensed professional counselors’ experiences of
turning away Medicare beneficiaries because of the current Medicare mental health policy. Researchers used
semi-structured interviews to explore the client-level barriers created by federal legislation that determines
professional counselors as Medicare-ineligible providers. An in-depth presentation of one superordinate
theme, ineffectual policy, along with the emergent themes confounding regulations, programmatic
inconsistencies, and impediment to care, illustrates the proximal barriers Medicare beneficiaries experience
when actively seeking out licensed professional counselors for mental health care. Licensed professional
counselors’ experiences indicate that current Medicare provider regulations interfere with mental health care
accessibility and availability for Medicare-insured populations. Implications for advocacy are discussed.
Keywords: Medicare, interpretative phenomenological analysis, mental health, advocacy, federal legislation

Medicare is the primary source of health insurance for 60 million Americans, including adults 65
years and over and younger individuals with a long-term disability; the number of beneficiaries is
expected to surpass 80 million by 2030 (Kaiser Family Foundation, 2019; Medicare Payment Advisory
Commission, 2015). According to the Center for Medicare Advocacy (2013), approximately 26% of
all Medicare beneficiaries experience some form of mental health disorder, including depression and
anxiety, mild and major neurocognitive disorder, and serious mental illness such as bipolar disorder
and schizophrenia. Among older adults specifically, nearly one in five meets the criteria for a mental
health or substance use condition, and if left unaddressed, these issues may lead to consequences
such as impaired physical health, hospitalization, and even suicide (Institute of Medicine, 2012).
Past research demonstrates that Medicare-eligible populations respond appropriately to counseling
(Roseborough, Luptak, McLeod, & Bradshaw, 2012). Federal agencies such as the Substance Abuse and
Mental Health Services Administration (SAMHSA) publish entire guides on how to use counseling
to treat depression and related conditions in older adults (SAMHSA, 2011). However, researchers
have noted specific challenges that Medicare-eligible populations, such as older adults, face when
trying to access mental health services. Stewart, Jameson, and Curtin (2015) described acceptability,
accessibility, and availability as three intersecting dimensions that may influence whether an older
adult in need of help is able to access care. In contrast to acceptability, which focuses on whether older
individuals are willing to participate in specific mental health services, accessibility and availability are
both supply-side issues that impede older adults’ engagement with mental health services. Accessibility
refers to factors like funding for mental health services and providing transportation support to attend
appointments. Availability is used to describe the number of mental health professionals who provide
services to older adults within a particular community.
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Stewart et al.’s (2015) framework is useful when examining current Medicare policy and its
impact on beneficiaries’ ability to participate in mental health treatment when needed. Experts have
criticized Medicare for its relative inattention to mental health care (Bartels & Naslund, 2013), noting
a remarkably low percentage of its total budget is spent on mental health (1% or $2.4 billion; Institute
of Medicine, 2012), as well as a lack of emphasis on prevention services. In terms of accessibility,
Congress has made efforts to remove restrictions to using one’s health insurance to access mental
health treatment. For example, mental health parity laws were passed in 2008 to ensure that Medicare
coverage for mental illness is not more restrictive than coverage for physical health concerns (Medicare
Improvements for Patients and Providers Act of 2008, 2008). Yet current Medicare policy may restrict
the availability of services at the mental health provider level. For example, the Medicare program has
not updated its mental health provider licensure standards since 1989, when licensed clinical social
workers were added as independent mental health providers and restrictions on services provided by
psychologists were removed (H.R. Rep. No. 101-386, 1989). Although counseling is only one mental
health care modality available to Medicare beneficiaries, counselors can play a prominent role in the
mental health treatment of older adults and people with long-term disabilities.
Meanwhile, there are references in the literature to a provider gap that may influence the ability
of Medicare beneficiaries, including older adults, to access mental health services. A 2012 Institute
of Medicine report described the lack of mental health providers as a crisis, and experts on geriatric
mental health care have decried the lack of mental health professionals who focus their work on older
adults (Bartels & Naslund, 2013). Despite these concerns, relatively little attention has been given to
the influence of Medicare provider regulations in limiting the number of available providers. Scholars
have noted that a significant proportion of graduate-level mental health professionals are currently
excluded from Medicare regulations, despite providing a substantial ratio of community-based
mental health services (Christenson & Crane, 2004; Field, 2017; Fullen, 2016; Goodman, Morgan,
Hodgson, & Caldwell, 2018). Licensed professional counselors (LPCs) and licensed marriage and
family therapists (LMFTs) jointly comprise approximately 200,000 providers (Medicare Mental Health
Workforce Coalition, 2019), which means that approximately half of all master’s-level providers are
not available to provide services under Medicare. Since their recognition as independent mental
health providers by Congress in 1989, only licensed clinical social workers and advanced practice
psychiatric nurses have constituted the proportion of master’s-level providers eligible to provide
mental health services through Medicare.
Despite current Medicare reimbursement restrictions, Medicare beneficiaries are likely to seek
out services from LPCs. Fullen, Lawson, and Sharma (in press-a) found that over 50% of practicing
counselors had turned away Medicare-insured individuals who sought counseling services, 40% had
used pro bono or sliding scale approaches to provide services, and 39% were forced to refer existing
clients once those clients became Medicare-eligible. When this occurs, the Medicare mental health
coverage gap (MMHCG) impacts providers and beneficiaries in several distinct ways. First, some
beneficiaries may begin treatment only to have services interrupted or stopped altogether once the
provider is no longer able to be reimbursed by Medicare. This can occur because of confusion about
whether a particular patient’s insurance coverage authorizes treatment by a particular provider type,
or when beneficiaries who have successfully used one type of coverage to pay for services transition
to Medicare coverage because of advancing age or qualifying for long-term disability.
Most Medicare beneficiaries (81%; Kaiser Family Foundation, 2019) have supplemental insurance,
including 22% who have both Medicare and Medicaid. Medicare beneficiaries who are dually eligible
for Medicaid may be particularly vulnerable to the MMHCG. In most states, Medicaid authorizes
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LPCs to provide counseling services; however, in certain cases when these individuals also qualify
for Medicare, the inconsistency in provider regulations between these programs can interfere with
client care. A similar problem occurs when the Medicare-insured attempt to use supplemental plans
(e.g., private insurance, Medigap) because of Medicare functioning as a primary source of insurance,
and supplemental plans requiring documentation that a Medicare claim has been denied. Regardless
of the reason for having to terminate treatment prematurely, early withdrawal from mental health
treatment has been described as inefficient and harmful to both clients and mental health providers
(Barrett et al., 2008).
The MMHCG also can interfere with clients’ ability to access services because of a lack of Medicareeligible providers in a particular geographical region. For example, beneficiaries who reside in rural
localities can have more difficulty finding mental health providers because of a general shortage of
providers in these areas (Larson, Patterson, Garberson, & Andrilla, 2016). Larson et al. (2016) found that
rural communities were less likely to have licensed mental health professionals overall, although these
localities were more likely to have a counseling professional than a clinical social worker, psychiatric
nurse practitioner, or psychiatrist. Historically, older adults from rural and urban localities experience a
comparable prevalence of mental health disorders (Center for Behavioral Health Statistics and Quality,
2018). However, studies consistently describe low rates of mental health services accessibility and
availability within rural communities (Smalley & Warren, 2012). Establishing counselors as Medicareeligible providers can reduce the disparities of mental health services accessibility and availability
experienced by older adults in rural communities.
Although it is known that LPCs are currently excluded from Medicare coverage, it is not well
understood what sort of impact this has on mental health providers and the Medicare beneficiaries
who seek their services. Recent efforts to raise awareness of this issue have emerged in the literature
(Field, 2017; Fullen, 2016; Goodman et al., 2018), but there has not yet been an investigation into the
phenomenological experiences of mental health providers who are directly impacted by existing
Medicare policy. The purpose of this study was to explore the lived experiences of mental health
professionals who have turned away clients because of their status as Medicare-ineligible providers.
The primary research question for this study was: How do Medicare-ineligible providers make sense
of their experiences turning away Medicare beneficiaries and their inability to serve these clients?

Research Design and Methods
This study was executed using interpretive phenomenological analysis (IPA) to guide both data
collection and analysis. The study focused on the experiences of Medicare-ineligible mental health
professionals as they navigated interactions with Medicare beneficiaries who sought mental health
care from them. By using a hermeneutic approach to understand their unique perspectives on
this phenomenon, we aimed to remain consistent with the philosophical approach of IPA, which
is idiographic in nature (Smith, Flowers, & Larkin, 2009). This study received approval from the
Western Institutional Review Board.
IPA focuses on the personal meaning-making of participants who share a particular experience
within a specific context (Smith et al., 2009). We determined IPA to be the most appropriate method
to answer our research question because of the personal impact on LPCs of turning away Medicare
beneficiaries because of Medicare-ineligible provider status. Nationally, LPCs share the experience
of being unable to serve Medicare beneficiaries because of the current Medicare mental health
policy that establishes these licensed mental health professionals as Medicare-ineligible. IPA also is
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appropriate for this study because of the positionality of the researchers. The research team consisted
of two LPCs and one LMFT who have denied services or had to refer clients because of the current
Medicare mental health policy and have engaged in prior research and advocacy related to the
professional and clinical implications of the current Medicare mental health policy. We selected IPA
for this study because of the shared experience between the researchers and participants as Medicareineligible providers. A distinguishing feature of IPA, a variation of hermeneutic phenomenology, is
the acknowledgment of a double-interpretative, analytical process: The researchers make sense of
how the participants make sense of a shared phenomenon (Smith et al., 2009).
Participants
Participants were screened based on the inclusion criteria of having direct experience with turning
away or referring Medicare beneficiaries and holding a mental health license as an LPC. Because states
grant licenses to health care providers, we limited participation to LPCs who were practicing in a
specific state in the Mid-Atlantic region. This allowed for consistency in licensure requirements, training
provided, and current scope of practice across all participants. The nine participants interviewed all
held the highest professional counseling license in this state, which allows these individuals to practice
independent of supervision after completing 4,000 hours of supervised training. Post-license experience
ranged from 6 months to 17 years, and participants practiced in both rural and non-rural settings.
Pseudonyms were assigned by the research team (see Table 1 for participant information).
Table 1
Participant Information
Participant

License Type

Rural Statusa

Years of Licensed Experience

Michelle

LPC

Rural

4 years

Cecelia

LPC

Non-rural

5 years

Mary

LPC

Non-rural

17 years

Roger

LPC

Non-rural

2 years

Aubrey

LPC

Rural

4 years

Donna

LPC

Rural

4 years

April

LPC

Non-rural

0.5 years

Robert

LPC/LMFT

Non-rural

Brandon

LPC

Rural

22 years
5 years

The table displays rural status as designated by the U.S. Department of Health and Human Services Health Resources
and Services Administration (2016) according to the practice location of the participant. Non-rural includes metropolitan
and micropolitan areas. Rural indicates any locality that is neither metropolitan or micropolitan.
a

Most participants were identified because of having completed a national survey of mental health
providers unable to serve Medicare beneficiaries (Fullen et al., in press-a). Participants in the national
survey were provided with a question in which they were able to indicate their openness to participating
in follow-up individual interviews regarding their experiences with turning away clients as a result of
Medicare policy. Two additional participants had not completed the national survey but were identified
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locally because of their unique experiences with the phenomenon under investigation. We selected nine
participants in accordance with IPA participant selection and data saturation guidelines (Smith et al.,
2009). Although the current Medicare policy excludes both LPCs and LMFTs, we chose to focus on the
experiences of LPCs to ensure a purposive and homogeneous sample (Smith et al., 2009).
Data Collection
Semi-structured, in-depth interviews of the nine participants were conducted by the research team.
All research team members are LPCs or LMFTs. Individual interviews were conducted by a single
member of the team who digitally recorded and transcribed verbatim the interview procedure. Consent
was obtained from the participants and pseudonyms were used to ensure participant confidentiality.
Also, participants were given the option to stop the interview at any time. The elapsed time of each
interview ranged between 47 and 66 minutes. The semi-structured interview protocol began with two
initial questions to frame the interview: (a) Have you ever had to refer a potential client to another
counselor/therapist/agency because of not being able to accept their Medicare insurance coverage? and
(b) Have you ever established a working relationship with a client who later transitioned to Medicare
insurance coverage?
Based on participant responses to these initial questions, two grand tour questions followed:
(a) Tell me about what typically occurs when someone with Medicare insurance contacts your office
in search of counseling? and (b) Tell me about any times when you have had to alter a pre-existing
working relationship with a client because of their Medicare coverage? Follow-up questions focused
on the impact of current Medicare mental health policy on the interviewees, as well as their perceived
impact on clients, local communities, other therapists in the area, and their employment contexts.
Data Analysis
The IPA process outlined by Smith et al. (2009) was employed to analyze the transcribed interview
data. The following steps were employed throughout the analysis process: (a) reading and re-reading
of transcripts, (b) initial noting, (c) developing emergent themes, (d) searching for connections across
emergent themes, (e) moving to the next case, and (f) looking for patterns across cases. Codes and
themes developed at each stage of the first transcript analysis required consensus agreement among the
authors. After re-reading, initial noting, developing emergent themes, and clustering of superordinate
themes for each of the remaining interviews, the authors proceeded to engage in a group-level analysis
process of looking for patterns across all interviews. Patterns across all interviews were organized
into a concept map to synthesize connections and relationships between the interviews. Connections
and relationships identified through this cross-case analysis led to the identification of a group-level
clustering of superordinate themes that resulted in the identification of the primary themes.
Trustworthiness
The authors attended to the credibility and trustworthiness of this analysis using four strategies.
First, the authors have prolonged engagement in the fields of counseling and marriage and family
therapy as licensed professionals. This prolonged engagement has allowed the authors to be situated
to the contexts of the participants, account for abnormalities in the data, and transcend their own
observations (Lincoln & Guba, 1985). Second, the authors engaged in a team-based reflexive process
through the sharing of personal reflections and group discussions about emerging issues (Barry,
Britten, Barber, Bradley, & Stevenson, 1999). Third, negative case analysis was used in the analytical
process of this study to develop, broaden, and confirm themes that emerged from the data (Lincoln &
Guba, 1985; Patton, 1999). The fourth strategy was analyst triangulation (Denzin, 1978; Patton, 1999).
All three authors participated in the development of the study, data collection, and data analysis to
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reduce the potential bias that can emerge from a single researcher performing each of these tasks
(Patton, 1999). Each researcher independently analyzed the same data and compared their findings
throughout data analysis to check selective perception and interpretive bias.

Results
Three superordinate themes emerged from our interviews with nine mental health professionals who
have experience with the Medicare coverage gap: ineffectual policy, difficult transitions, and undue
burden. We will discuss one superordinate theme, ineffectual policy, with the emergent themes of
confounding regulations, programmatic inconsistencies, and impediment to care. By presenting a single
meta-theme, we hope to provide increased depth and the nuanced experiences that our participants
shared (see Levitt et al., 2018 for a discussion on dividing qualitative data into multiple manuscripts).
All nine participants expressed concerns about the ineffectiveness of current Medicare policy when it
comes to treating people with mental disorders who live in their communities. The disconnect between
Medicare’s intended aim—to provide sound health care to beneficiaries—and the present outcome for
clients seeking out counseling led us to describe the policy as ineffectual or not producing the intended
effect. Our participants perceived that the policy had severe shortcomings in terms of providing access
to mental health care, which they viewed as a serious problem with cascading consequences for their
clients, communities, and themselves.
Confounding Regulations
Several participants described the Medicare coverage gap as “confusing” and “frustrating” for
mental health providers and Medicare beneficiaries who are seeking mental health services. Brandon,
an LPC who serves as a director within a Federally Qualified Health Center, stated, “Most people
are pretty shocked to realize we are not part of Medicare.” He went on to explain that most medical
providers, including psychiatrists, were not aware of LPCs’ Medicare ineligibility when making
client referrals. Participants described how the confusion interferes with referrals between medical
providers and clients seeking mental health services.
Other participants described how frustrating the policy is, both for themselves and their clients.
Robert, an LPC who also is credentialed as an LMFT, stated that “as a provider, it’s frustrating to turn
people away,” and “it’s especially concerning for older people who can’t afford to pay out of pocket.”
Michelle, who works as an LPC in a rural community, described how the MMHCG influences clients’
views of the larger Medicare system, stating, “[Clients are] very angry—not directed towards me, just
the system . . . they’re on Medicare now [and] they have to leave. They paid into a system and then still
can’t see the clinician that they want to see.” According to interviewees like Michelle, current Medicare
provider regulations do not account for the preponderance of LPCs who provide care, particularly in
rural communities. Regulations are then perceived by clients as an additional barrier to getting help at
a time when they may be vulnerable.
In fact, in certain cases, current Medicare policy may result in all Medicare beneficiaries within a
particular community losing access to mental health care. Brandon described a 4-month period when
his Federally Qualified Health Center was unable to serve any Medicare beneficiaries because of job
turnover: “[It] took us four months to find an LCSW. . . . We specifically had to weed out some very
qualified licensed mental health professionals because they weren’t LCSWs.” Brandon went on to
explain that during this 4-month period, his clients were unable to access mental health care at the
community clinic. He concluded, “It was pretty disruptive to their care.”
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Brandon’s description elucidates the cascading impact of the current policy on clients, community
agencies that provide mental health services, and counselors seeking work. When specific providers
are excluded from servicing Medicare beneficiaries, older adults with mental health conditions are
vulnerable to gaps in coverage, such as the 4-month period that Brandon described.
Programmatic Inconsistencies
Several interviewees referenced confusion about how Medicare interfaces with other insurance
programs. Roger and Mary, a couple in joint practice, explained how confusion among clients
and health providers in their community is exacerbated by inconsistencies between Medicare and
Medicaid, including the fact that in their state LPCs are eligible for reimbursement from Medicaid,
but not Medicare. Roger explained, “[The] confusion is not just with clients who have low SES. It’s
agency people, it’s case managers in the community, doctors that would make referrals, there really
is a misunderstanding . . . and sometimes a disbelief.” They went on to describe their frustration
in having to explain to referral sources that Medicare ineligibility has nothing to do with a lack of
training. Roger concluded, “Yes, we are trained and . . . virtually every other insurance company
accepts licensed professional counselors.”
Mary’s and Roger’s statements are indicative of the confusion that current policy creates among
providers and clients. Several interviewees expressed annoyance that they had to explain to
prospective clients that they possessed the requisite license and training required by the state to
provide counseling and that they were recognized providers by non-Medicare insurance providers
(i.e., Medicaid, Tricare, private insurance providers).
Related to the inconsistency between Medicaid and Medicare, several interviewees alluded to the fact
that the very circumstances that qualify individuals for government-funded insurance (e.g., poverty,
disability) may inadvertently restrict the mental health care that is available to them. Michelle described
this phenomenon in the context of having to address clients who were referred to work with her by the
local community mental health agency. She alluded to a particularly challenging cycle in which clients
who were diagnosed with schizophrenia would be referred to her for counseling while they were also
applying for long-term medical disability. She described the challenges of working with these clients,
only to have to refer them elsewhere once they became eligible for disability benefits (which include
Medicare). Describing her clients, she stated, “[They] applied for disability, they received disability,
and now they have to, even though they have established the relationship with me . . . transition over
to a different therapist.” Michelle then highlighted what occurs after this transition is initiated: “[One]
individual . . . has continued to see me because with that particular diagnosis, he doesn’t trust anyone
else. . . . [Another] individual . . . just chooses not to see anyone . . . and then she ends up having to be
hospitalized every so often.”
Beyond being discouraged or exasperated, Michelle’s capacity to remain stoic in the face of such
a paradox was telling. As she described it, this sequence had happened on multiple occasions and
would likely happen again save for a federal policy change. Michelle also alluded to the potential
economic detriments of current policy. By foregoing outpatient counseling because of the barriers
described above, her patient with schizophrenia must be intermittently hospitalized, which is a much
more expensive form of treatment.
Policy-level inconsistencies were confusing to providers as well. April, an LPC who attained her
independent license within the past year, stated, “It feels like handcuffs. It’s like here you have this
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credential that the state says you have earned, but it’s only a half credential because you can’t [accept]
one of the main government sponsored programs.” Cecelia, an LPC working in a metropolitan area,
expressed similar sentiments as she explained how clients with Medicare and secondary insurance
plans are turned away: “I initially bill Anthem first and my claims continue to get denied.” She
explained, “Basically what they want me to do is submit the claims to Medicare, allow Medicare to
deny the claim, and then submit the claim to them with the denial from Medicare and then they’ll
provide reimbursement.” However, Cecelia stated that this process has been halted when Medicare
refuses to issue a denial letter because of her status as an LPC. She put it this way: “The struggle that I
found with Medicare is that because I’m an LPC, Medicare won’t even recognize me to even allow me
to submit a claim . . . so I cannot provide Anthem with the denial that they’re looking for.”
Cecelia’s description of the inconsistency between Medicare and private insurance reflects a
particularly problematic experience for her clients. Although they had paid for supplemental private
insurance plans to augment their Medicare coverage, they were unable to use these benefits without a
denial letter from Medicare. Ironically, according to Cecelia, the Medicare office could not provide the
denial to a Medicare-ineligible provider in the first place.
Brandon made a similar statement about the inconsistency in provider regulations between
Medicare and Tricare, specifically referencing his own training levels: “I’m shocked. . . . We’re some
of the most qualified licensed mental health professionals in the business to provide psychotherapy
and treatment for psychiatric diagnoses . . . and yet somehow that doesn’t count . . . somehow we’re
not included.” Citing the growing number of insurance providers that do recognize LPCs, including
Tricare, he concluded, “So, literally Medicare is the last holdout that I’m aware of.” By describing
Medicare as “the last holdout,” Brandon implies that Medicare is the only federal program that
has not updated its provider regulations to match the current mental health marketplace. Echoing
Brandon, the sentiment that Medicare provider regulations were not in line with the current state of
mental health practice was common among our interviewees.
Impediment to Care
The therapeutic working alliance has been shown to be one of the key factors that positively
impacts counseling treatment (Wampold, 2015). When existing clients become eligible for Medicare,
whether because of increasing age or qualifying for a long-term disability, current policy appears to
interfere with continuity of care. Aubrey, an LPC who practices in a rural locality, describes it this
way: “I will tell you where the problem arises . . . if I’m assigned a client, and I have the rapport with
them, and we’re working together and they become eligible for Medicare . . . then I have to transfer
them.” Because of the emphasis within counseling on the working relationship, Aubrey suggested
that after building a strong working relationship with a counselor, even referrals within an agency
can be disruptive to patient care.
Additionally, several interviewees described the challenges associated with referring Medicare
beneficiaries to alternative providers. Some alluded to clients who made an effort to continue working
with an LPC, despite not being able to use their Medicare coverage. Eventually, disparities in clients’
financial circumstances resulted in some clients having to forego receiving mental health care. Brandon
explained the difficulty that current Medicare policy brings to communities, particularly those in which
there are relatively few Medicare-eligible providers relative to LPCs. He described monthly meetings
with community private practice providers this way: “[They are] all booked up. There’s just not enough
. . . licensed mental health providers in town to see everybody. And . . . because only half of those people
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can accept Medicare, it has a very particular impact on Medicare recipients.” Citing the shortage of
providers, Brandon emphasized the additional burden faced by the Medicare-insured because of having
a smaller available provider pool.
The shortage of alternative mental health providers was a common theme among interviewees,
especially for those who practiced in rural communities. Michelle explained that there is a misperception
that Medicare-eligible providers are available when Medicare beneficiaries seek out help: “I hear . . .
there are so many licensed clinical social workers in this area, but there aren’t.” As a consequence,
“[individuals] that are trying to work themselves into the schedule of a licensed clinical social worker,
they often wait months before they’re actually able to be seen.”
Donna, an LPC who also works in a rural community, expressed a similar concern about the lack
of options facing beneficiaries who live in rural areas: “I see such a shortage in rural areas of
providers across the board. And then when you have to narrow it down even further to limit who
they can see, then that makes it even more difficult for them to get the care that they need.”
In fact, the expense of mental health care when insurance coverage is unavailable was a factor
that several interviewees described. Robert told the story of a client he had seen for several years
who tried to pay out of pocket but could no longer make that financially viable: “[It] was really
disappointing because she really wasn’t finished. . . . We had a great working relationship and it was
sad to have her stop just because of reimbursement reasons.”
Brandon made a similar comment about an individual who was deterred from seeking treatment
because of the cost of paying out of pocket when his Medicare insurance was unable to be used: “I let
him know . . . I can’t accept Medicare. And he asked how much it would be. [I said] anywhere from
$75 to $125, and . . . he was pretty disheartened by that.”
Mary noted how the MMHCG can result in Medicare beneficiaries not seeking out necessary services.
She emphasized that turning people away at the point when they have elected to ask for help can be
disconcerting: “Right at a time when they’re willing to reach out and ask for [help]. That’s the worst
part. Because I think . . . that discourages clients from seeking services—they have to work too hard . . .
finding a provider.” April added a similar sentiment: “It’s heartbreaking . . . [my] emphasis is on those
most vulnerable and those most in need of services . . . it is my worst nightmare for a client to walk away
. . . because I want them to know they are my priority.” In each of these examples, participants expressed
concerns that current policy acted as a deterrent to accessing necessary mental health services because of
the burdensome process of having to locate a Medicare-eligible provider.

Discussion
Our findings illuminate how current Medicare mental health policy impacts Medicare
beneficiaries’ access to counseling treatment for mental health conditions. Nine mental health
providers who are not Medicare-eligible were interviewed to learn about their experiences interacting
with Medicare beneficiaries who sought their services. The central phenomenon that all interviewees
responded to—their inability to work with Medicare beneficiaries in the same manner that they
work with clients who use other forms of insurance—has infrequently been referenced in the extant
literature. This phenomenon provides a unique contribution to discussions about the accessibility
and availability of mental health services to older adults (Stewart et al., 2015) and people with longterm disabilities. Particularly compelling about what was reported in these interviews is the fact
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that these individuals were actively seeking out or currently engaged in mental health treatment at
the time when they were turned away. In the past, explanations about barriers to mental health care
for Medicare-insured populations have focused on systemic factors such as rural geography (Kim
et al., 2013) or stigma about mental health (Chapin et al., 2013). While these are certainly relevant
factors that provide a broad explanation for why older people are less likely to receive mental
health services, the current study illuminates several proximate point-of-service barriers that result
in providers having to cease treatment with clients, deny care to clients who were actively seeking
it out, or refer clients to relatively long wait-lists in lieu of more prompt treatment by available
providers. Given the lack of scholarly attention focused on the MMHCG, the perspectives offered by
these participants contributes to a broader discussion about how to increase access to mental health
services for older adults, as well as for individuals with long-term disabilities.
Among our interviewees, there was a noticeable amount of concern for how the MMHCG
impacts individuals in the community in need of mental health care. Participants’ concerns about the
consequences of the MMHCG on their clients may be related to their awareness that mental illness
influences other key indicators of well-being. For example, depression reflects a relatively common
mental health condition that responds well to treatment but can be problematic for clients when
left untreated. Although depression was only one of several types of mental illness described by
participants, clinically relevant depressive symptoms affect 10% of males over 65 and 15% of females
over 65, and the presence of depressive symptoms is correlated with greater functional disability,
dementia, higher rates of physical illness, and higher health care resource utilization (Federal
Interagency Forum on Aging-Related Statistics, 2016). As the number of Medicare beneficiaries grows,
it is reasonable to assume that there will be corresponding growth in the number of people who meet
the criteria for mental health conditions, including depression. Echoing the concern voiced by our
participants, we state that the current Medicare policy extends the risk of mental health needs going
unmet among Medicare-insured populations.
Additionally, the economic consequences of untreated or undertreated mental illness are worth
considering. Each participant described instances of unmet client mental health needs because of a
combination of (a) practitioner inability to submit for Medicare reimbursement, (b) client’s inability to
pay a sliding scale rate, and (c) lack of follow-through on referrals to mental health providers eligible
for Medicare coverage. For example, some participants described this undertreatment as resulting
in potential inpatient psychiatric hospitalization because of clients’ inability to utilize their Medicare
benefits to seek care within their local communities. Undertreatment of mental health conditions
can lead to inefficient administration of health care, including an over-reliance on more expensive
mental health services when outpatient services could have been more appropriate. For example, the
reimbursement rate for 45 minutes of counseling is $84.74 for doctoral-level providers (see American
Psychological Association, 2015, for a critique of this rate), and the rate for master’s-level providers is
estimated at 75% of this amount ($63.56). This is in contrast to the cost of a single day in an inpatient
psychiatric facility, which is $782.78, or approximately 12 times higher than a single counseling session
(Centers for Medicare & Medicaid Services, 2019). Having adequate outpatient services available within
a community is traditionally a sound strategy for reducing high-cost treatment; yet this is not occurring
as regularly as is needed when Medicare beneficiaries are involved. Although not every person who
may be at risk for inpatient hospitalization will benefit solely from weekly outpatient services, several
cases referenced by our interviewees (e.g., Michelle’s work with clients with schizophrenia) fit this
category. Considering that a single day of inpatient treatment costs the same as a 12-session course of
counseling from a master’s-level provider, it stands to reason that there are economic benefits to reexamining current Medicare mental health policy.
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The inefficiency of current Medicare policy was highlighted when several participants alluded
to inconsistencies between insurance programs, including certain cases in which having Medicare
precluded clients from using other forms of insurance (e.g., Medicaid, Tricare, private supplemental
plans) that would otherwise cover mental health treatment by LPCs. This feature of the MMHCG has
important ramifications given that 81% of Medicare beneficiaries possess a supplemental health plan
(Kaiser Family Foundation, 2019), including more than 12 million Americans who are dually covered
by Medicare and Medicaid (Centers for Medicare & Medicaid Services, n.d.). For this latter group,
dual-eligible adults are more likely to have functional or cognitive impairments, chronic conditions,
or conditions that frequently coincide with mental health conditions. In fact, among dual-eligible
individuals, 59% of those with disabilities and 20% of those who are 65 years or older self-reported
diagnosis of a mental health disorder (Donohue, 2006). This means that some of the most vulnerable
Medicare beneficiaries are particularly burdened by current Medicare mental health policy.

Implications for Professional Advocacy
Regarding advocacy on behalf of clients, these findings suggest that Medicare reimbursement for
LPCs is urgently needed in order to provide Medicare-insured populations with access to mental health
services. Currently, efforts to change Medicare regulations through the legislative process have support
from a broad range of professional interest groups, many of which comprise the Medicare Mental Health
Workforce Coalition (Medicare Mental Health Workforce Coalition, 2019). Further, there is currently
legislation under consideration in both the U.S. Senate (S. 286; Mental Health Access Improvement Act,
2019) and U.S. House of Representatives (H.R. 945; Mental Health Access Improvement Act, 2019) that
would include LPCs and LMFTs as Medicare-eligible providers. As of November 2019, these bills had
29 and 96 cosponsors, respectively (U.S. Congress 2019a, 2019b). Despite these efforts, more than half
of counseling professionals recently surveyed had not participated in advocacy related to Medicare
reimbursement (Fullen, Lawson, & Sharma, in press-b). Therefore, additional work is needed to educate
members of the counseling profession about the consequences of current Medicare mental health policy
on clients from underserved populations. Fullen et al. (in press-a, in press-b) describe several strategies
that can be used to strengthen advocacy efforts among members of the counseling profession, including
counselor educators, master’s and doctoral students, and practicing counselors.

Limitations and Future Research
A primary limitation of this study relates to the generalizability of the results. This study reports on
a specific and localized account of how Medicare mental health policy impacts Medicare beneficiaries’
access to counseling treatment in a single state. We intentionally focused on a homogenous sample
purposefully selected to explore how LPCs are making sense of their inability to provide counseling
services to Medicare beneficiaries based on their professional status as Medicare-ineligible. The findings
present a narrative account of how these licensed mental health providers make sense of and respond to
the experience of not being able to serve Medicare clients because of professional limitations contained
within Medicare mental health policy. The utilization of IPA has allowed for the detection of nuance,
subtlety, and complexity within the data from the semi-structured interviews with our participants.
This specificity allows for an understanding that shows how the coverage gap created by the exclusion
of counselors impacts Medicare beneficiaries’ access to counseling services.
An additional limitation of our study is the use of prolonged engagement as a strategy to establish
credibility and trustworthiness. Prolonged engagement, traditionally employed in ethnography and
participant observation, requires that researchers spend sufficient time in the field to learn or
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understand the experiential phenomenon of the study (Lincoln & Guba, 1985). Though we did not
spend time with participants within their specific practice settings, we each have practice experience as
Medicare-ineligible providers within the field of professional counseling. In a more ethnographic study
on the MMHCG, we would be able to employ a more traditional application of prolonged engagement.
Future research should focus on additional qualitative and quantitative data sets that allow for
more generalizability of findings. By nature, Medicare policy is consistent across the United States,
which leads us to believe that there are likely similarities between the phenomena described by our
interviewees and what occurs in other states. Nonetheless, additional inquiry is needed to probe
the impact of MMHCG more comprehensively. An empirical investigation into the perspectives of
Medicare-insured individuals who have been unable to utilize their Medicare benefits because of the
MMHCG may lend an additional lens toward understanding the impact of Medicare mental health
policy on clients. Ultimately, this study and subsequent studies focusing on diminishing coverage
gaps for Medicare beneficiaries can support progress toward diminishing health inequities because of
health care policy restrictions.

Conclusion
This study highlights an existing gap in the administration of Medicare services for clients seeking
counseling treatment for mental health conditions. By attending to the theme of ineffectual policy,
we have attempted to illuminate how current policy impacts the Medicare-insured, as well as LPCs
who are involved in their mental health care. Based on our analysis of the MMHCG, future revisions
to Medicare policy allowing for the inclusion of LPCs to provide counseling treatment to Medicareinsured individuals may contribute to a more equitable health care system for Medicare beneficiaries.
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Alwin E. Wagener, Laura K. Jones, J. Scott Hinkle
The global burden of disease related to mental health is astronomical and growing, with underprivileged
countries being disproportionately affected. The Mental Health Facilitator (MHF) program was designed by
the National Board for Certified Counselors (NBCC) to address the need for greater mental health support
within international communities lacking adequate mental health practitioners to provide services. The
MHF program trains individuals within communities to provide support and necessary referrals for those
struggling with mental health challenges. This study assesses the effectiveness of MHF trainings conducted
in a diverse subset of countries and communities. Initial findings from the analyses found significant gains
in participants’ knowledge of mental health and mental health facilitation skills across training populations.
Keywords: Mental Health Facilitator, MHF, mental health, NBCC, global

Over 450 million individuals around the world struggle with mental health concerns with 300 million
people alone suffering from depression (World Health Organization [WHO], 2018). Mental health is
defined as “a state of well-being in which every individual realizes his or her own potential, can cope
with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution
to her or his community” (WHO, 2014a, para. 1). Mental disorders account for nearly 30% of the global
burden of disease (i.e., what kills, injures, and disables people around the world) in terms of years lived
with disability (Kessler et al., 2009; Vigo, Thornicroft, & Atun, 2016). In addition to the hardships that
mental disorders place on an individual’s social relationships, occupational opportunities, and physical
health, nearly 800,000 people a year die by suicide, with 75% of those individuals residing in developing
countries (WHO, 2014b). Such staggering statistics include the rank of suicide as the second most
common cause of death among young people globally (WHO, 2014b).
In addition to personal struggles, communities also face economic hardships related to mental
disorders. The global cost of mental health was estimated at $2.5 trillion in 2010, with estimates of
costs expected to reach as high as $6 trillion by 2030 (Bloom et al., 2011). Such costs can be devastating
for individuals and communities alike, especially where resources are limited.
Despite the exorbitant number of individuals around the world struggling with mental health
concerns and the associated individual, societal, and economic costs, only a small portion of people
receive the support they need (Hinkle, 2014; Kohn, Saxena, Levav, & Saraceno, 2004; Wang et al.,
2007). It is important to note that only one third to one half of individuals in high-income countries
receive mental health care. This gap is even more pervasive in low- to middle-income countries, with
a mere 15%–24% of individuals receiving any form of mental health support (Demyttenaere, 2004).
Furthermore, according to WHO (2015), most of the world’s population live in areas where there
is an average of less than one psychiatrist per 200,000 people and even fewer individuals trained in
psychosocial interventions.
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This gap in service provision and treatment stems from both attitudinal (e.g., misinformation
about mental health such as low perceived need, stigma, and discrimination) and structurallevel (e.g., availability of services, financial considerations, and transportation problems) barriers
(Andrade et al., 2014; Hinkle, 2014). Although attitudinal barriers appeared to be more pervasive,
overall individuals with more severe mental health conditions and those in low- or lower–middleincome countries cited financial and service availability barriers as being especially problematic. In
2011, WHO detailed the scarcity of resources available to treat and promote mental health across
the spectrum of high- to low-income countries, which leads to a gap in the provision of treatment
as well as the quality of treatment when it is available. For example, within high-income countries,
approximately $44.84 USD is spent per person on annual mental health expenditures, a value which
drops to $0.20 USD per person in low-income countries (WHO, 2011). Clearly, a strategy to lessen this
gap in global mental health service provision is needed.
A Call to Action
Given the pervasiveness and deleterious consequences of mental health disorders paired with the
dearth of individuals receiving treatment, there is a global imperative that countries begin prioritizing
mental health awareness, education, and treatment and combatting the noted barriers to individuals
seeking and receiving adequate care. Enhancing the awareness and education of not only individuals
struggling with mental health difficulties, but also members of the community, would be beneficial in
addressing attitudinal barriers, while providing additional resources through increasing the number
of both service providers and service centers can help to eliminate structural barriers to services. Such
solutions are reflected in the WHO’s (2013) Mental Health Action Plan, which outlines the following
four objectives:
(1) to strengthen effective leadership and governance for mental health; (2) to provide comprehensive,
integrated and responsive mental health and social care services in community-based settings;
(3) to implement strategies for promotion and prevention in mental health; and (4) to strengthen
information systems, evidence and research for mental health. (p. 10)
Several approaches exist to address these objectives, yet one program in particular is unique in
creatively addressing multiple objectives at once. Developed by the National Board for Certified
Counselors (NBCC) and initially endorsed by WHO, the Mental Health Facilitator (MHF) program
aims to reduce disparities in mental health care by facilitating access to support individuals and mental
health services in underserved populations (Hinkle, 2006, 2014; Hinkle & Saxena, 2006). Specifically, the
MHF program trains diverse community members (i.e., mental health laypersons) in the knowledge
and skills necessary to identify mental health needs, support those in need of care, work with existing
care resources, and make referrals to mental health professionals as needed (Hinkle & Henderson,
2007). The program focuses on creating a culturally appropriate curriculum adaptive to community
needs and contexts while also providing fundamental information concerning mental health and basic
psychosocial interventions. Also, unlike many other programs, the MHF program is only tailored and
implemented into specific communities at the community’s request. In this way, the MHF program
content aligns with WHO’s Mental Health Action Plan by working to strengthen culturally appropriate
information systems, implementing strategies for promoting mental health and decreasing the severity
and pervasiveness of disorders, and enhancing responsive and integrated service provision within
community-based settings tailored to the needs of that community (Hinkle, 2014).
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Content of the MHF Program
The mission of the MHF program is to provide skilled, responsible access to quality mental health
interventions. This is usually accomplished through basic first-contact help and referrals to mental health
professionals with respect for human dignity and meeting population needs by balancing globally
accepted mental health practices within local norms and conditions (Hinkle, 2014). Cross-disciplinary in
nature, the MHF program includes competencies from psychiatry, psychology, social work, psychiatric
nursing, and counseling, covering topics such as helping skills, diversity, violence and trauma, suicide
prevention, and referral and consultation skills. The design of the training emphasizes important
considerations and approaches in addressing mental health concerns while allowing for flexibility in
implementation. This flexibility is a key strength of the training program and is necessary given the
breadth of cultural and contextual factors affecting mental health and mental health care around the
globe. Such flexibility allows local stakeholders to identify and adapt the training to local needs and the
knowledge gained from the MHF training program to be implemented within existing care settings or to
provide a foundation for care in areas where no established system is present. The information contained
within the training and flexibility of implementation constitute a population-based mental health care
approach to addressing health care needs across a broad range of social, political, economic, and cultural
environments (Hinkle, 2014), and one that is growing in its evidence base.
History and Implementation of the MHF Program
The MHF program is a three-tiered, train-the-trainer implementation model that consists of MHF
master trainers, MHF trainers, and mental health facilitators. MHF master trainers are selected by
NBCC based on specific criteria, most notably the completion of considerable training and experience
in mental health and education. MHF trainers are often professionals or paraprofessionals with mental
health and teaching experience located in the community who can train community groups. MHF
trainees are typically laypersons with an interest in mental health who then become the first line of
support for community members with mental health needs. Following training at each of the levels,
individuals are registered in the international MHF registry. Currently there are over 4,774 registered
MHF master trainers, MHF trainers, and mental health facilitators located around the world.
The MHF program was first established in 2005, when NBCC worked in collaboration with WHO
to establish a panel of experts, including mental health professionals from the United States, Canada,
Malaysia, Trinidad, St. Lucia, Turkey, Romania, India, Mexico, Botswana, and Venezuela, who would
contribute to the development of the MHF training manual, curriculum, and implementation plans.
This approach led to content and delivery plans that represented diverse cultures and thus diverse
perspectives on mental health, mental health care, and the role of MHF master trainers, MHF trainers,
and mental health facilitators. The curriculum and master training guide were completed and piloted
in Mexico City in 2007 and 2008. Later in 2008, the first train-the-trainer program was delivered in
Lilongwe, Malawi. To date, NBCC has partnered with 26 countries, including eight countries in Africa,
five in Asia, four in the Middle East, and eight in Europe, as well as programs in Mexico and the
United States. Furthermore, the MHF curriculum has been translated into Arabic, Chinese, Dzongkha
(the language of Bhutan), Estonian, German, Greek, Japanese, Malay, Portuguese, Romanian, Russian,
Spanish, and Swahili (Hinkle, 2014).
The MHF Curriculum
When developing a partnership with NBCC, communities can choose one of five MHF curricula
to best suit their needs, namely the original MHF training, an abridged MHF training, a training
for educators (MHF-EE), an abridged MHF-EE, or a version for first responders (i.e., fire, rescue,
and police). The five MHF curricula share core content aimed at helping professionals and
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paraprofessionals improve communication and helping skills, identify local mental health resources,
understand important ethical considerations, and connect health providers with individuals within
their community who are in need of mental health services (Hinkle, 2014). In addition to the core
content, the curricula directed toward educators and emergency personnel contain tailored modules
to best support those populations. With trainings ranging from 6 to 30 hours, the curricula can
be delivered over consecutive days or divided into its modules and taught over several weeks,
depending on community needs (Hinkle & Henderson, 2007).
The foundation of the MHF curriculum underscores the shared experiences of stress, distress, and
disorder (Desjarlais, Eisenberg, Good, & Kleinman, 1995; Hinkle, 2014; Hinkle & Henderson, 2007).
Given these theoretical underpinnings, the core modules cover topics such as basic helping skills, coping
with stress, community mental health services, and community advocacy skills, and also introduce
trainees to considerations around ethical practice and specifics about interventions such as suicide
mitigation and trauma responses (Hinkle, 2014). Participants learn the benefits of investing in mental
health, barriers to mental health care, cost-effective interventions, how mental health disorders impact
families, confidentiality and privacy, and the broad mission of the MHF program (Hinkle, 2014).
In the basic helping skills section of the training, trainees cover development; diversity; verbal
and nonverbal communication; facilitative skills such as listening, asking questions, and providing
reflections; assessing for mental health concerns; empathy and understanding human feelings; and
how to make referrals and effectively terminate relationships (Hinkle, 2014; Hinkle & Henderson,
2007). This information is followed by a discussion of how to understand problems, coping styles,
and ways of effectively managing problems. The training then delves into recognizing stress, distress,
and various disorders, including risk factors and mental health in children. The core modules
conclude with discussions of suicide and trauma. Being the leading cause of death among young
people in low- and middle-income countries, suicide is a pressing concern within all communities
(WHO, 2006). Similarly, the pervasiveness of natural and human-born disasters and crises, such
as war, forced displacement, human trafficking, typhoons, and wildfires, affects individuals of all
demographics around the world and often goes untreated (Hinkle, 2014). A final topic covered in the
core MHF training is the importance of self-awareness and self-care for mental health facilitators.
Moreover, the content in any of the five MHF curricula can be adapted to best fit the social, cultural,
economic, and political realities and needs of any community, country, or region. For example,
countries have chosen to add additional modules on child maltreatment in the Syrian region.
Past and Ongoing MHF Research
Building a strong evidence base is imperative to the development of a sustainable program that
addresses the staggering gap that exists in mental health service provision. With limited resources
spent on mental health, countries and communities cannot afford to implement programs that lack
evidence supporting their projected outcomes and benefits. To this end, NBCC has and will continue to
emphasize building a solid evidence base for the MHF program. Qualitative studies published to date
(Luke, Hinkle, Schweiger, & Henderson, 2016; Van Leeuwen, Adkins, Mirassou-Wolf, Schweiger, &
Grundy, 2016) support the perceived value and effectiveness of the program. Luke et al. (2016) reported
that among the value and benefits, participants commented on how the program was culturally
congruent and beneficially adapted to the needs of their community as well as how the program filled
a need in terms of limited mental health resources. Participants further noted the considerable negative
implications if the MHF program were to be discontinued (Luke et al., 2016). Van Leeuwen et al. (2016)
also found notable positive perceptions of the MHF program. Participants reported that they gained
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skills in communication and referral. They also noted how they received important education on
mental health and causes of mental health problems, and an enhanced awareness of mental health in
communication. Finally, participants reported that there were both personal and community benefits to
the program, such as an ability to better understand their own mental health and the mental health of
family members as well as a reduction in community mental health stigma (Van Leeuwen et al., 2016).
However, to date no study has reported the quantitative outcomes of MHF trainings. Most trainings
include pre- and post-training assessments of participants using a true-false, pencil-and-paper–based
assessment. The assessment for the original MHF curriculum had three small adaptations involving
changing the wording on several questions in 2009, 2011, and 2013. The adaptations were minimal, so
all years were included in this study. This study fills the gap in the MHF literature by reporting on the
objective data gathered from the pre- and post-training assessments of the original MHF curriculum.

Methods
This study uses a quasi-experimental research design to evaluate whether participants in 88 MHF
original trainings demonstrated increased knowledge of mental health issues and approaches to
address community mental health concerns. The trainings spanned from 2009–2017 and included
all MHF trainings conducted outside of the European Union and the United States. For each MHF
training, pre- and post-training assessments were completed by all participants in an effort to
evaluate the effectiveness of training. The pre- and post-training assessments contained 50 true-false
questions with the pretest administered on the first day of training and the posttest administered at
the final training day, 5 days later. The present study analyzed the pretest and posttest evaluations
using paired t-tests and a one-way ANOVA.
Participants
Participants who completed all items on both the pretests and posttests were included in the study,
resulting in 1,392 participants from 15 countries. Of the 1,392 participants, only 735 provided descriptive
information. For those participants, 431 were female (59%) and 304 were male (41%). The age range of
participants was 17 to 75 years with a mean age of 36 years. The education of participants ranged from
elementary school to doctoral (PhD) and professional degrees (MD and JD). There were 14 participants
reporting only an elementary school level of education (2%), 150 with high school (20%), 151 with a 2-year
degree (21%), 310 with a 4-year degree (42%), 99 with a master’s degree (13%), and 11 with a PhD or
professional degree (1%). Given that trainings were conducted in countries within North America, Africa,
Asia, and the Middle East, the data included a diverse range of participants in terms of nationality.
Research Questions
There were two primary questions investigated in this study. The questions were prompted by a
desire to better understand the effectiveness of the MHF trainings: (1) Does the MHF program training
significantly increase overall knowledge of mental health facilitation from pretest to posttest evaluation
for participants? and (2) How does performance on the pretest, or initial mental health knowledge,
affect possible training gains made between pretest and posttest scores for the participants?
Data Preparation
Prior to formal data analyses, the authors examined the data to ensure it satisfied the assumptions of
the relevant statistical tests. Upon initial data examination, the authors determined that 77 participants
of an initial 1,392 were outliers. The outliers were those with scores 1.5 times the interquartile range,
either above the third quartile or below the first quartile. Based on this, the data analyses presented in
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the following sections were run with and without the outliers removed, and it was determined that the
outliers did not significantly affect the results (the only exception to the outliers affecting the results
is described in the results section). As such, the data analyses presented are using the remaining 1,315
participants after the removal of the outliers.
As the data set is too large for statistical normality tests to be accurate, skewness and kurtosis
values were examined. The data set without the outliers had skewness (.208) and kurtosis (-.018), both
values within the normal range. A visual inspection of the descriptive q-q line further supported the
conclusion that the data is normally distributed.

Results
Overall Mental Health Knowledge Gain
The first research question, asking whether the MHF program training significantly increased
overall knowledge of mental health and mental health facilitation, was assessed using a paired
sample t-test. The result of this analysis showed that there was a significant difference (t = -35.90,
p = 0.000) between pretest (M = 37.64, SD = 5.58) and posttest (M = 41.17, SD = 5.24) scores. This
analysis confirms the hypothesis that the MHF program training significantly increases the scores of
participants from pretest to posttest evaluation.
Initial Mental Health Knowledge and Training Gains
The second research question investigated whether the starting knowledge of participants, as
measured in the pretest, affected the training gains made between the pretest and posttest. To address
this research question, four categories based on pretest scores were generated. A descriptive analysis
was conducted to determine the quartiles of the pretest scores, and the quartiles were used to define
the categories. The authors determined that quartiles are an effective means of dividing the pretest
scores into four groups given that the relationships between the groups are clearly linked to the overall
distribution of pretest scores. The pretest scores ranged from 15–50 (the range of possible scores was
0–50), and quartiles were generated in order to better understand the effects of MHF training on
participants with low, medium-low, medium-high, and high MHF knowledge going into the training.
The quartile scores were as follows: low < 34 (N = 317, M = 5.34, SD = 4.23), medium-low = 34 to 38
(N = 369, M = 4.13, SD = 3.62), medium-high = 39 to 42 (N = 340, M = 3.06, SD = 2.69), and high > 42
(N = 289, M = 1.35, SD = 2.04).
To compare the four groups and answer the second research question, a one-way ANOVA
was used. The analysis showed that the differences between the scores of the four categories are
significant (F[3, 1311] = 81.05, p = 0.000). A post-hoc Tukey HSD test allowed for a more detailed
understanding of the difference between the four groups. The Tukey HSD test results indicated
significant differences between all four groups. The details of the differences between means in the
post-hoc test are as follows. The low score group showed a significant difference between pretest
and posttest scores compared to the medium-low test score group (mean difference = 1.21, p = 0.000),
the medium-high test score group (mean difference = 2.28, p = 0.000), and the high test score group
(mean difference = 3.99, p = 0.00). The medium-low test score group was significantly different from
the medium-high (mean difference = 1.07, p = 0.000) and high (mean difference = 2.78, p = 0.000) test score
groups, and the medium-high test score group was significantly different from the high test group
(mean difference = 1.71, p = 0.000). When running the one-way ANOVA with the outliers included,
the only difference in significance found in the results for any of the analyses occurred between
the medium-low and medium-high groups. With the outliers included in the analysis, there was
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no significant difference between those two groups, although all the other significant differences
remained, and the overall trend of pretest to posttest score differences decreasing as the pretest score
rose remained unchanged. The results of the analyses confirm that the lower the pretest scores, the
larger the gain in knowledge from the training.
Post-Hoc Data Analysis
After considering the significant pretest to posttest gains, the authors became curious about whether
the content of the pretest and posttest questions might be separated into subscales to better evaluate
MHF training effectiveness. The observation that the questions on the MHF pretests and posttests
naturally related to either knowledge or skills prompted the authors to separate the questions into the
two subscale categories, MHF knowledge and MHF skills.
To generate the two subscales, one author went through the questions independently and categorized
them for each of the three test iterations. Then, the second author went through the questions to confirm
they fit the subscales. A paired t-test was used to determine whether participants demonstrated
equivalent gains in both knowledge and skills.
The results of the analyses showed significant gains on both subscales. The mean gain on MHF
knowledge was 1.41 (N = 1315, t = -22.86, p = 0.000), and the mean gain on MHF skills was 2.12 (N =
1315, t = -29.67, p = 0.000). The results of this post-hoc analysis confirm the hypothesis that the MHF
program training leads to significant increases in both MHF knowledge and skills.

Discussion
The results of the present study provide further evidence of the effectiveness of the MHF program.
Previous studies have examined qualitative accounts of trainees’ experiences and impressions of the
program (Luke et al., 2016; Van Leeuwen et al., 2016). The present data, however, provide objective
evidence that the program is indeed enhancing trainee knowledge of mental health and MHF skills.
This finding suggests that individuals who complete the MHF program have the requisite knowledge
and skills to provide frontline interventions and needed referrals for community members struggling
with their mental health.
Interestingly, the results also demonstrate that the documented growth in knowledge and skills is
relative to the existing knowledge of the participant prior to training, whereby those with less initial
training (i.e., lower scores on the pretest) showed greater gains in knowledge and skill from participation
in the MHF training. Although somewhat intuitive, this provides evidence that the program is successful
at enhancing the knowledge and skills of participants despite previous training in mental health. It
brings all participants up to a similar, requisite baseline level of knowledge to perform mental health
facilitation. Participants with little to no information regarding mental health can gain the needed
knowledge and skills necessary to support the mental health of others in their community, while those
with considerable information and training can refine their skills and knowledge for their new role.
Post-hoc analyses assessed whether the MHF program is equally adept at enhancing knowledge
related to mental health and mental health struggles as well as the skills needed in mental health
facilitation. Findings revealed that participants demonstrated a significant growth in both knowledge
and skills. As such, the MHF program not only provides mental health literacy, but also the skills
needed to support those in need. This is notable given the significant disparity of mental health
literacy in both the developed and developing world (Ganasen et al., 2008; Jorm, 2000). Among
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professionals and laypersons alike, the lack of knowledge and understanding of mental health not
only contributes to the treatment gap, but also the considerable stigma faced by those who struggle
with mental health issues.
Taken together, the results suggest that the researchers and program developers can confidently
endorse this program as one that leads to an increase in mental health knowledge and skills associated
with mental health facilitation among both professionals and laypersons. In this way, the MHF program
furthers the WHO’s (2013) Mental Health Action Plan goals of strengthening information systems
surrounding mental health and clearly establishing a requisite foundation for the implementation of
strategies and services. In its proposed actions for member states, WHO emphasized the importance of
human resource development by “build[ing] the knowledge and skills of general and specialized health
workers to deliver evidence-based, culturally appropriate and human rights-oriented mental health and
social care services” (WHO, 2013, p. 15).
Our findings also complement the positive evaluation feedback of participants. In particular, Van
Leeuwen et al. (2016) found that participants appreciated the increased knowledge they gained,
noting that it was beneficial to themselves as well as their community. Participants noted that they
had an enhanced ability to better understand their personal and family members’ mental health and
that the MHF training helped reduce community stigma. Examined in conjunction with the present
data, this suggests that not only are participants objectively gaining knowledge about mental health,
they are aware of what they learned and actively and intentionally applying that knowledge to help
themselves, other individuals, and their overall community better understand mental health. Given
that the present study also demonstrated that participants are gaining an enhanced understanding
of MHF-related skills, the researchers are hopeful that with their knowledge of mental health,
participants are likewise intentionally putting their facilitation skills into action to support those in
need within their communities.
Limitations and Future Research
The present study provides a notable step in further documenting the effectiveness of the MHF
program, yet the limitations of this research must be taken into consideration and used for ongoing
program planning and research development. Using true-false repeated measures pre- and posttraining assessment could lend itself to bias. Within such situations, the trainee may recall, implicitly or
explicitly, the questions asked in the pre-training assessment and may be primed for remembering the
information needed to respond to those questions. Similarly, although the findings were statistically
significant, probability suggests that true-false questions are more accessible to educated guesses rather
than a depiction of accurate knowledge. In this way, having a multiple-choice format test with possible
case scenarios to assess application in greater depth might provide a richer depiction of the knowledge
gained. The present means of assessment also are vulnerable to a ceiling effect, whereby those with the
most knowledge around mental health would earn the maximum number of points on both the preand post-training assessment. Although the present testing level is the most adaptive to all knowledge
levels, perhaps a greater breadth of questioning to assess more nuanced components of the MHF skillset
might be more helpful in accurately assessing the knowledge and skills gained by those coming into the
MHF program with more extensive mental health training. An additional limitation of the assessments
specifically was the post-hoc distinction between the skills and knowledge components assessed in
the MHF training. In the future, greater attention to developing questions specifically geared toward
these two necessary areas will be more effective in discriminating such gains. One final limitation of the
present study and an area well positioned for future research is the lack of specific data regarding how
the knowledge and skills are being used following the training.
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Prior to this study, there was no formal quantitative data analysis to substantiate the reach of
the MHF program. In addition to this research assessing the knowledge and skills gained through
participation in the MHF program, there is the equally important next step of assessing how that
knowledge is being used to address the goals of the program. Research examining the extent to which
the MHF program aides in increasing mental health access for individuals in need of support and
thereby decreasing the treatment gap among individuals struggling with their mental health would
be especially important in addressing the over 70% of individuals in developing countries who do not
receive the mental health care they so desperately need (Demyttenaere, 2004).

Conclusion
The growing number of individuals around the world with mental health challenges, coupled
with the lack of knowledge, services, access, and fiscal resources to address the growing need, drives
mental health to the forefront of worldwide public health challenges. Countries and communities in
both developed and developing countries alike must embrace creative, economical, and culturally
appropriate population-based solutions. The MHF program developed by NBCC (Hinkle & Henderson,
2007), initially in coordination with WHO and mental health experts from around the world, provides
one such solution. Extant research on the MHF program validates the cultural appropriateness of the
tailored programs as well as the extent to which community members believe they have benefited from
the trainings (Luke et al., 2016; Van Leeuwen et al., 2016). The present findings further this research
by providing quantitative data speaking to the effectiveness of the program at enriching participants’
knowledge and skills in relation to mental health. This burgeoning evidence base moves the MHF
program one step closer to becoming a global best practice in addressing the notable and growing gap
in mental health care around the world.
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The purpose of this study was to gain an understanding of the relationship between vicarious trauma (VT)
symptoms and subthreshold post-traumatic stress disorder (PTSD) symptoms among practicing counselors.
The researchers determined the frequency of VT symptoms and subthreshold PTSD symptoms experienced
among practicing counselors and common contributing factors that participants felt contributed to the
development of VT symptoms. Implications are presented for counselor educators to determine how they
best can prepare students.
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Most counselors will likely work with clients addressing trauma (Sommer, 2008; Trippany, White
Kress, & Wilcoxon, 2004). Thus, it is important for professional counselors to have an understanding
of the dynamics of trauma and interventions to use with clients. Additionally, counselors should be
educated on the impact that working with clients can potentially have on them, both personally and
professionally. For instance, counselors who work with clients addressing trauma might themselves
experience emotional and psychological symptoms, or vicarious trauma (VT). VT has been defined
as a disruption in schemas and worldview because of chronic empathic engagement with clients. It
is often accompanied by symptoms similar to those of post-traumatic stress disorder (PTSD), which
occur as a result of secondary exposure to traumatic material that can result in a cognitive shift in the
way the therapist experiences self, others, and the world (Jordan, 2010; Michalopoulos & Aparicio,
2012). Although estimates differ, it has been reported that as many as 50% of counselors are at risk of
developing VT (National Child Traumatic Stress Network, 2011).
Counseling requires an immense amount of empathetic acceptance on the part of the counselor,
which increases the counselor’s vulnerability to taking on their clients’ traumatic experiences
(Finklestein, Stein, Greene, Bronstein, & Solomon, 2015). Empathic acceptance and increased
vulnerability on the part of the counselor may increase the counselor’s likelihood of developing VT
symptoms (Sommer, 2008). VT can have a detrimental effect on all aspects of the counseling process,
including both the counselor’s professional and personal life. Practicing counselors experiencing
VT have been found to leave the profession early and may also experience emotional and physical
disorders, suicidal ideation, strained relationships, increased or continuous burnout, anger, and
possible substance abuse (Bergman, Kline, Feeny, & Zoellner, 2015; Keim, Olguin, Marley, &
Thieman, 2008). VT is highly detrimental to the counseling process and the care provided to clients.
A counselor experiencing VT is more likely to make clinical errors, and VT can negatively impact
the counseling relationship (Trippany et al., 2004). The negative implications associated with VT
make it imperative that counselors and those who work with them (e.g., supervisors and counselor
educators) understand all the factors that lead to the development of VT. This can include recognizing
Bethany A. Lanier, NCC, is an assistant professor at the University of West Georgia. Jamie S. Carney is a professor at Auburn University.
Correspondence can be addressed to Bethany Lanier, 1601 Maple Street, Carrollton, GA 30116, blanier@westga.edu.
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factors that decrease vulnerability, assessing VT, and intervening (Sommer, 2008). One of the initial
components to this process is understanding how VT and related symptoms of subthreshold PTSD
develop and the variables or experiences that can contribute to higher levels of vulnerability to
VT symptoms. Subthreshold PTSD has been defined as the presence of clinically significant PTSD
symptoms that fall short of the full Diagnostic and Statistical Manual of Mental Disorders PTSD
diagnostic criteria (Bergman et al., 2015).

VT and Subthreshold PTSD
As noted, VT can have a detrimental impact on all aspects of the counseling process. A counselor
experiencing VT can report many of the symptoms associated with both VT and subthreshold PTSD.
VT and subthreshold PTSD have been identified as closely related phenomena. Many counselors who
experience VT also meet the criteria for subthreshold PTSD and share similar symptoms (Keim et al.,
2008). Counselors who experience VT are in essence experiencing post-traumatic stress symptoms
in response to hearing and processing the trauma experienced by their clients (Bercier & Maynard,
2015). Common similar symptoms of VT and subthreshold PTSD include experiencing recurring
intrusive thoughts about clients or work, numbing of feelings, hypervigilance or increased anxiety,
and a decrease in empathy (Howlett & Collins, 2014; Michalopoulos & Aparicio, 2012; Nelson, 2016).
Although there are limitations in the research on the variables that correspond to the development of
VT and subthreshold PTSD among counselors, as well as the factors that address these vulnerabilities,
the research has highlighted some areas of concern. Understanding these areas is a critical component of
addressing the development, assessment, and intervention for VT and subthreshold PTSD, especially for
supervisors and counselor educators who train and work with these counselors. One of these variables
is years of experience. Although all practicing counselors are at risk for VT and subthreshold PTSD,
novice counselors are at an especially elevated risk (Michalopoulos & Aparicio, 2012; Parker & Henfield,
2012). Novice counselors tend to have limited experience with trauma and often have limited training
relevant to working with trauma (Newell & MacNeil, 2010; Parker & Henfield, 2012). Further, novice
counselors might have trouble establishing boundaries during the early stages of professional identify
development, which can contribute to an increase in vulnerability for developing VT and subthreshold
PTSD (Howlett & Collins, 2014). Moreover, beginning counselors’ training and personal experiences may
not have adequately prepared them for working with individuals dealing with trauma, so in turn they
might not have received training on how to address trauma with their clients or identify the development
of VT in themselves (Jordan, 2010; Mailloux, 2014; Trippany et al., 2004). It has been recommended that
such training should include the key features of trauma, warning signs and symptoms, and strategies to
prevent the development of VT and subthreshold PTSD (Newell & MacNeil, 2010).
An essential element of training counselors on strategies to prevent or address the development
of VT and subthreshold PTSD includes increasing awareness of the workplace dynamics that may
increase vulnerability. Counselors spend a sizeable amount of their time ensuring that others take
care of themselves while potentially neglecting their own personal self-care (Whitfield & Kanter,
2014). Neglecting self-care has been found to correspond to an increased rate for developing the
negative effects of VT and subthreshold PTSD symptoms (Mailloux, 2014). In an effort to decrease
VT and subthreshold PTSD practicing counselors must ensure they are incorporating various types
of self-care on a regular basis. Counselors can incorporate self-care activities, such as adequate sleep,
social interaction, exercise, a healthy diet, reading, and journaling, into their routine, but all too often
practicing counselors let these activities slip (Jordan, 2010; Nelson, 2016).
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Related to self-care is helping counselors to understand the importance of seeking support from
peers and supervisors. Collaboration and consultation with peers and supervisors at the workplace are
vital to minimize the adverse effects of VT and subthreshold PTSD (Jordan, 2010). To address possible
VT and subthreshold PTSD, practicing counselors require support from colleagues in relation to case
conceptualization and identification of impairment (Newell & MacNeil, 2010; Parker & Henfield,
2012; Whitfield & Kanter, 2014). Additionally, counselors should seek supervision specific to trauma
to ensure they are not developing VT symptoms and subthreshold PTSD symptoms (Whitfield &
Kanter, 2014). One of the concerns, however, is that for many counselors working at counseling sites
with high caseloads related to trauma, there are often low levels of clinical supervision (O’Neill, 2010).
These sites also can link to another variable that corresponds to higher levels of VT: the caseload of
the counselor. For example, counselors with large caseloads are at increased risk of developing VT or
subthreshold PTSD because the counselor may not be able to spend adequate amounts of time on each
case and might overextend their time addressing case needs (Whitfield & Kanter, 2014). In addition,
counselors with caseloads that deal primarily with trauma are at an increased risk of developing VT
and subthreshold PTSD, especially if they have limited clinical experience (Bercier & Maynard, 2015;
Newell & MacNeil, 2010; Trippany et al., 2004). Recognizing and understanding the contributors to VT
and subthreshold PTSD are essential for counselor educators and supervisors to be aware of as they
prepare new counselors to enter the field.

Counselor Educator and Supervisor Implications
When looking at the risk factors associated with VT and subthreshold PTSD, it is clear that a critical
component to decrease risk is the training and support provided to counselors. Thus, it is imperative that
counselor educators and supervisors be aware of the symptoms and factors that impact the development
of VT and subthreshold PTSD. Keim et al. (2008) found that 12% of counselors-in-training (CITs)
qualified for a PTSD diagnosis, highlighting the fact that counselor educators and supervisors need
to be aware of and educate counselors to recognize the symptoms of VT and subthreshold PTSD. The
Council for Accreditation of Counseling and Related Educational Programs (CACREP; 2015) reinforces
the importance of this training by specifically requiring that programs educate CITs on trauma-related
counseling skills and also engage students in methods to assess and address VT and subthreshold
PTSD symptoms in themselves as practicing counselors. To meet this goal, counselor educators and
supervisors must more fully understand the causes of VT and subthreshold PTSD (Keim et al., 2008).
This study was developed to assess the frequency of VT and subthreshold symptoms among practicing
counselors. This included variables that correspond to the development of these symptoms. The data can
contribute to our understanding of VT and subthreshold PTSD symptoms among counselors and provide
a framework for working with counselors during supervision and in preparing CITs.

Method
Sample
Two hundred and twenty current practicing counselors completed the nationwide survey. Of the 220
participants, 219 participants reported gender; 23 (10.3%) respondents identified as male and 196 (87.9%)
respondents identified as female. Of the participants, 217 (98.6%) reported they were over 19 years of age
(range 23–65, M = 39). Two hundred and fifteen respondents indicated holding a master’s degree (97.8%).
Thus, exclusion criteria removed five respondents from the data set for not meeting degree requirements
—participants must have completed a master’s degree in counseling (i.e., school counseling, clinical
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mental health counseling, rehabilitation counseling, family and marriage counseling). Current work
setting was reported by 207 of the respondents; 137 (62.3%) identified as school counselors, 24 (10.9%)
reported working in a community mental health center, 17 (7.7%) reported working in a higher
education center, 16 (7.35%) reported working in a private practice, and 13 (5.9%) reported “other,”
which included settings such as employee assistance programs and crisis centers.
Six respondents (2.7%) reported less than one year of cumulative counseling experience, 50 (22.7%)
reported 1–3 years of cumulative counseling experience, 31 (14.1%) reported 4–5 years of cumulative
counseling experience, 47 (21.4%) reported 6–10 years of cumulative counseling experience, and 72
(32.7%) reported 10 years or more of cumulative counseling experience. Of the 220 respondents, 12 (5.5%)
did not report how many years they have been in their current position, 8 (3.6%) reported being in their
current position less than one year, 103 (10.9%) reported 1–3 years, 31 (14.1%) reported 4–5 years, 30
(13.6%) reported 6–10 years, and 36 (16.4%) reported being in their current position 10 or more years.
Instruments
Participants were asked to complete a brief demographic questionnaire and two surveys, the
PTSD Checklist for the DSM-5 (PCL-5), developed by Blevins, Weathers, Davis, Witte, and Domino
(2015), and the Secondary Trauma Stress Scale (STSS), developed by Bride, Robinson, Yegidis,
and Figley (2004). The demographic questionnaire sought to understand the impact that years of
experience, number of contributing factors, and preventive measures have on VT and subthreshold
PTSD symptoms. Participants in this study also completed a series of measures assessing the rate of
VT among practicing counselors, the number of participants who meet the criteria for subthreshold
PTSD, and the impact of the types and number of professional supports on practicing counselors.
Demographic measure. A basic demographic survey was developed and utilized to collect data
on each respondent’s age, gender, current position, years of counseling experience, primary type
of clientele served, and any licenses and credentials. Text entry was utilized to understand the type
and number of professional supports respondents identified: supervision, peer support, years of
experience, training specific to trauma, caseload size, and self-care implementation. The demographic
survey collected basic information related to the participants’ counseling experience and background
to gain an understanding of who chose to participate in the study. Further, the information gained
was used to assist in developing implications for counselor educators and supervisors in preparing
CITs to recognize VT symptoms and identify the types of professional supports needed.
PTSD Checklist for the DSM-5 (PCL-5). The PCL-5 is a revision of the PTSD Checklist (PCL) that
specifically assesses self-report measures of PTSD symptoms as outlined in the DSM-5 (Blevins et al.,
2015). The PCL is one of the most widely used measures of PTSD symptoms, and the revised PCL-5
is the only instrument that specifically measures criteria defined in the DSM-5 (Blevins et al., 2015).
The PCL-5 is a 20-item survey that corresponds to the 20 PTSD symptoms in the DSM-5 (Bovin et al.,
2016). Respondents are asked to rank, from 0–4, how much they have been bothered by the presented
symptom within the last month (Bovin et al., 2016). Sample topics include: having difficulty sleeping;
feeling jumpy or easily startled; and avoiding memories, thoughts, or feelings related to the stressful
event. In a validation study of the PCL-5, Blevins et al. (2015) found high internal consistency (.94),
and the measure fell within the recommended range of inter-item correlation of .15 to .50. Test-retest
reliability was r = .82 with a 95% confidence interval [.71, .89], and paired t-tests were significant
(p < .01) for the PCL-5 between two test validations (Blevins et al., 2015). Cronbach’s alpha for this
study indicated high internal consistency (.96) and test-retest reliability of r = .84.
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Secondary Trauma Stress Scale (STSS). The STSS, developed by Bride et al. (2004), was used to
understand the number of VT symptoms among practicing counselors as well as to determine the
relationship between VT symptoms and subthreshold PTSD symptoms among practicing counselors.
The STSS is a 17-item self-report measure designed to assess helping professionals who may have
experienced secondary traumatic stress and the frequency of intrusion, avoidance, and arousal
symptoms (Bride et al., 2004; Ting, Jacobson, Sanders, Bride, & Harrington, 2005).
The STSS asks that respondents endorse how frequently an item was true for them in the past 7 days
(Bride et al., 2004). Responses range from 1 to 5 in Likert form (1 = never and 5 = very often). Psychometric
data for the STSS indicates very good internal consistency reliability with coefficient alpha levels of .93 for
the total STSS scale, .80 for the Intrusion subscale, .87 for the Avoidance subscale, and .83 for the Arousal
subscale (Bride et al., 2004). Ting et al. (2005) determined in their validation study of the STSS that internal
consistency reliability for the 17 total STSS items was very high (.94) and was moderately high for the
Intrusion subscale (.79), the Avoidance subscale (.85), and the Arousal subscale (.87), and all three factors
were highly correlated with each other (intrusion–avoidance, r = .96; intrusion–arousal, r = .96; avoidance–
arousal, r = 1.0), as indicated by a confirmatory factor analysis. Cronbach’s alpha for this study confirmed
Ting et al.’s findings, as internal consistency reliability for the 17 total STSS items was very high (.94)
and was moderately high for the Intrusion subscale (.80), the Avoidance subscale (.86), and the Arousal
subscale (.89). Statements on the Intrusion subscale inquire about respondents’ intrusion symptomology
on a Likert scale with statements such as “My heart started pounding when I thought about my work
with clients” and “I had disturbing dreams about my work with clients.” The Avoidance subscale asks
respondents to respond on a Likert scale to statements such as “I felt emotionally numb” and “I had little
interest in being around others.” The final subscale, Arousal, asks respondents to respond on a Likert
scale to statements such as “I had trouble sleeping” and “I expected something bad to happen.”
Procedures
Upon Institutional Review Board approval, participants were recruited via email through listserv
solicitation that included the Alabama Counseling Association, the American School Counselor
Association, the American Counseling Association, and CESNET. Participants were provided a link to
an informed consent document and the research surveys in Qualtrics. Participation was restricted to
practicing mental health or school counselors who had a master’s degree in counseling and had been
a practicing counselor for at least 6 months at the time of the survey.
Design and Statistical Analyses
The purpose of this quantitative study was to investigate the frequency of VT symptoms and
subthreshold PTSD symptoms experienced by practicing counselors. This included the relationship
of VT symptoms and subthreshold PTSD symptoms with years of experience, work setting and type
of clientele, and the number and type of professional supports utilized by practicing counselors.
Descriptive analysis was used to determine what symptoms of VT and subthreshold PTSD practicing
counselors experience. A linear regression was used to determine the relationship between VT
symptoms and subthreshold PTSD symptoms. Linear regressions were utilized to determine the
relationship years of experience, work setting and type of clientele, and professional supports have
with VT symptoms and subthreshold PTSD symptoms among practicing counselors.

Results
Symptoms of VT and Subthreshold PTSD Experienced by Practicing Counselors
Descriptive statistics based on participants’ responses indicated symptoms of VT and subthreshold
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PTSD are being experienced by practicing counselors. On the STSS, all symptoms were experienced to
some degree by 49.5% of the participants. Symptoms were rated significant if they scored higher than
“never” on the STSS, meaning they had experienced the symptom to some degree within the past 7 days.
The most common symptom of VT experienced by participants was thinking about work with clients
when not intending to do so (85.5%), as measured by the STSS. Additional symptoms of VT experienced
commonly by participants included feeling emotionally numb (80.5%), becoming easily annoyed (79.1%),
having difficulty concentrating (75.5%), and feeling discouraged about their future (75.5%). Experiencing
disturbing dreams about their clients (49.5%) and feeling jumpy (56.4%) were the least common
symptoms experienced by participants, but 49.5% of the participants experienced these symptoms. Table
1 outlines the VT symptoms of participants as measured by the STSS in descending order.
Table 1
STSS Symptom Distribution
Items in Descending Order
I thought about my work with clients when I didn’t intend to.
I felt emotionally numb.
I was easily annoyed.
I felt discouraged about the future.
I had trouble concentrating.
I had trouble sleeping.
I wanted to avoid working with some clients.
I was less active than usual.
Reminders of my work with clients upset me.
My heart started pounding when I thought about my work with clients.
I had little interest in being around others.
It seemed as if I was reliving the trauma(s) experienced by my client(s).
I expected something bad to happen.
I avoided people, places, or things that reminded me of my work with clients.
I noticed gaps in my memory about client sessions.
I felt jumpy.
I had disturbing dreams about my work with clients.

n (%)
188 (85.5%)
177 (80.5%)
174 (79.1%)
166 (75.5%)
166 (75.5%)
165 (75.0%)
162 (73.6%)
156 (70.9%)
155 (70.5%)
155 (70.5%)
149 (67.6%)
133 (60.5%)
132 (60.0%)
126 (57.3%)
126 (57.3%)
124 (56.4%)
109 (49.5%)

Participant responses to the PCL-5, utilized to measure subthreshold PTSD symptoms, suggested
practicing counselors are experiencing subthreshold PTSD symptoms. Symptoms were rated as
significant if they scored higher than “not at all,” indicating they had experienced the symptom to
some degree within the past month. The most common symptom reported to have been experienced
by all participants (100%) was repeated, disturbing, or unwarranted memories of the stressful
experience. Other symptoms that were reported to have been experienced commonly by practicing
counselors included having trouble falling or staying asleep (71.4%), having difficulty concentrating
(70.9%), feeling distant or cut off from other people (68.2%), and feeling very upset when something
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reminded them of the stressful experience (66.8%). Taking too many risks or doing things that could
cause personal harm (36.8%); feeling or acting as if the stressful experience were actually happening
again (42.7%); and experiencing repeated, disturbing dreams of the stressful experience (49.1%) were
experienced least commonly by participants. Table 2 outlines the VT symptoms of participants as
measured by the PCL-5 in descending order.
Table 2
PCL-5 Symptom Distribution
Items in Descending Order

n (%)

Repeated, disturbing, and unwanted memories of the stressful experience?
Trouble falling or staying asleep?
Having difficulty concentrating?
Feeling distant or cut off from other people?
Feeling very upset when something reminded you of the stressful experience?
Irritable behavior, angry outbursts, or acting aggressively?
Avoiding memories, thoughts, or feelings related to the stressful experience?
Having strong negative feelings such as fear, horror, anger, guilt, or shame?
Having strong physical reactions when something reminded you of the stressful experience
(for example, heart pounding, trouble breathing, sweating)?
Avoiding external reminders of the stressful experience (for example, people, places,
conversations, activities, objects, or situations)?
Being “superalert” or watchful or on guard?
Having strong negative beliefs about yourself, other people, or the world (for example, having
thoughts such as: I am bad, there is something seriously wrong with me, no one can be trusted,
the world is completely dangerous)?
Loss of interest in activities that you used to enjoy?

220 (100%)
157 (71.4%)
156 (70.9%)
150 (68.2%)
147 (66.8%)
139 (63.2%)
139 (63.2%)
134 (60.9%)

Blaming yourself or someone else for the stressful experience or what happened after it?

121 (55.0%)

Trouble experiencing positive feelings (for example, being unable to feel happiness or have
loving feelings for people close to you)?
Feeling jumpy or easily startled?
Trouble remembering important parts of the stressful experience?
Repeated, disturbing dreams of the stressful experience?
Suddenly feeling or acting as if the stressful experience were actually happening again
(as if you were actually back there reliving it)?
Taking too many risks or doing things that could cause you harm?

130 (59.1%)
127 (57.7%)
125 (56.8%)

125 (56.8%)
123 (55.9%)

119 (54.1%)
116 (52.7%)
113 (51.4%)
108 (49.1%)
94 (42.7%)
81 (36.8%)

Relationship Between VT Symptoms and Subthreshold PTSD Symptoms
Linear regression models determined the relationship between VT symptoms and subthreshold
PTSD symptoms among practicing counselors. In a backward regression, the PCL-5, measuring
subthreshold PTSD symptoms, was entered as the dependent variable, and the subscales of the STSS,
measuring VT symptoms, were entered as the independent variables. Results indicated that the more
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VT symptoms were experienced by practicing counselors, the more subthreshold PTSD symptoms
were experienced. There was a significant relationship between results from the PCL-5 and all three
STSS subscales. The relationship between subthreshold PTSD symptoms and the Intrusion subscale
was significant (r = .676, p < .001). There also was a significant relationship between subthreshold PTSD
symptoms and avoidance symptoms (r = .759, p < .001), and between subthreshold PTSD symptoms
and arousal symptoms (r = .790, p < .001). Avoidance VT symptoms and arousal VT symptoms were the
most predictive variables associated with developing subthreshold PTSD symptoms as evidenced in the
restricted model regression summary. In the backward regression model, the Intrusion subscale of the
STSS was eliminated as the least significant variable, which indicates the more arousal and avoidance
symptoms were experienced as VT, the more subthreshold PTSD symptoms were experienced by the
practicing counselors. In the full regression model (R2 Full = .656, F = 103.4, p < .001), results suggested
a significant relationship, indicating that the more VT symptoms were experienced by practicing
counselors, the more subthreshold PTSD symptoms were experienced. Through the restricted
regression model (R2 Restricted = .655, F = 155.75, p < .001) and the F change test, results indicated that
the restricted model is not worse than the full model because the observed F (.00000892; p = .647) does
not exceed the critical F (df = 1,163), which is 3.94.
Relationship Among Demographics and Type of Professional Supports Among Practicing
Counselors on VT
A backward linear regression model was utilized to determine the relationship between VT symptoms
and years of experience, work setting and type of clientele, and type of professional supports among
practicing counselors. There were two significant relationships within this regression in the restricted
model of the regression. There was a significant negative correlation between VT symptoms and having
a manageable caseload, indicating the more manageable caseload the counselor has, the fewer VT
symptoms they have. In addition, there was a significant negative correlation between VT symptoms
and having adequate supervision, indicating the more supervision received, the fewer VT symptoms
experienced. Overall, the two variables (caseload and supervision) correlate with the dependent variable,
VT symptoms (r = .273, R2 = .074). This overall correlation is unlikely due to chance (F = 8.159, p < .001).
The F change test indicated the observed F (2.008; p = .158) does not exceed the critical F (df = 1, 202),
which is 3.89. The semi-partial correlation between caseload and VT symptoms was -.173, while the
semi-partial correlation between supervision and VT symptoms was -.150. The semi-partial correlation
indicates the uniqueness of the relationship. The squared semi-partial correlation for supervision was
(-.173)2 = .029, and the squared semi-partial correlation for caseload was (-.150)2 = .02., *p < .05.
Relationship Between Demographics and Type of Professional Supports Among Practicing
Counselors on Subthreshold PTSD Symptoms
A backward linear regression model was utilized to determine the relationship between
subthreshold PTSD symptoms and years of experience, work setting and type of clientele, and the
number and type of professional supports among practicing counselors. With subthreshold PTSD
symptoms as the dependent variable and years of experience, work setting and type of clientele, and
type of professional supports as the independent variables, a backward linear regression was run to
understand the relationship between the variables in the restricted model of the regression. Results
indicated a significant relationship between subthreshold PTSD symptoms and those counselors
who work primarily with adolescents or with sexual assault/domestic violence survivors. Overall,
the two variables (adolescents and sexual assault/domestic violence) correlate with our dependent
variable, subthreshold PTSD symptoms (r = .242, R2 = .059). This overall correlation is unlikely due
to chance (F = 5.080, p = .007). The F change test indicated the observed F (2.255; p = .135) does not
exceed the critical F (df = 1,162), which is 3.94. The semi-partial correlation between adolescents and
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subthreshold PTSD symptoms was .159, while the semi-partial correlation between sexual assault/
domestic violence and subthreshold PTSD symptoms was .187. The semi-partial correlation indicates
the uniqueness of the relationship. The squared semi-partial correlation for adolescents was (.159)2 =
.025, and the squared semi-partial correlation for sexual assault/domestic violence was (.187)2 = .03.
This data indicates that work setting and the type of clientele served by the counselor can influence
risk for developing subthreshold PTSD symptoms.
Limitations
One limitation for this study was the high percentage of participating school counselors (62.3%).
This could have possibly skewed results as the type of clientele that the practicing counselors primarily
worked with exhibited the most influence on symptoms of VT and subthreshold PTSD (i.e., adolescents).
Additionally, this large percentage of school counselors could make the implications suggested in this
study not as applicable for counselors in higher education settings.
An additional limitation of this study was the lack of demographics available to identify if counselors
were in a rural setting or urban setting. Although the implications suggested are applicable to all
counselors, demographic location could serve as an additional barrier to implementing the professional
supports suggested.

Discussion
The purpose of this study was to develop an understanding of the frequency and characteristics of
VT symptoms and subthreshold PTSD symptoms among practicing counselors, which was answered
by the first research question. The most common VT symptom experienced by participants (85.5%)
was thinking about their work with clients when they did not intend to outside of work. This finding
is significant for counselor educators and supervisors as it indicates that VT symptoms are being
experienced by the majority of the counselors in this study. All VT symptoms, as measured by the
STSS, were experienced by 49.5% of the participants, indicating all 17 VT symptoms measured had
been experienced to some degree by the counselors that participated in this study. This study adds
to the current literature reported by Bride (2007) that 50% of child welfare counselors experience
traumatic stress symptoms within the severe range. In addition, Cornille and Meyers (1999) reported
37% of their sample of child protection service workers reported clinical levels of emotional distress
associated with secondary trauma, and Conrad and Kellar-Guenther (2006) reported 50% of child
protection workers suffered “high” to “very high” levels of compassion fatigue.
In addition to measuring VT symptoms, the first research question was developed to acquire
an understanding of the frequency of subthreshold PTSD symptoms experienced by counselors.
Subthreshold PTSD symptoms were measured by the PCL-5 and results suggest practicing counselors
are experiencing subthreshold PTSD symptoms. Of the 20 items in the PCL-5, all but three were
experienced by at least 50% of the participants. All 220 (100%) of participants reported experiencing
repeated, disturbing, and unwanted memories of the stressful experience. This finding is similar to
that found by the STSS in that over 85% of participants had unwanted thoughts about experiences
with clients outside of work. Furthermore, over 70% of participants reported having trouble sleeping
and having difficulty concentrating in both the STSS and PCL-5 as symptoms of VT and subthreshold
PTSD. Understanding the symptoms of VT and subthreshold PTSD experienced by participants
was important, as previous studies have indicated that those who experience VT symptoms also
experience subthreshold PTSD symptoms (Jordan, 2010). Additionally, the literature has reported VT
symptoms and subthreshold PTSD symptoms as being one and the same (Finklestein et al., 2015).
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The second research question was developed to gain an understanding of the relationship between VT
symptoms and subthreshold PTSD symptoms. A linear backward regression with the PCL-5 measuring
subthreshold PTSD symptoms was entered as the dependent variable, and the subscales of the STSS,
measuring VT symptoms, were entered as the independent variables. Results from this regression model
indicated that the more VT symptoms were experienced by practicing counselors, the more subthreshold
PTSD symptoms were experienced. In the backward regression model, the Intrusion subscale of the STSS
was eliminated as the least significant variable, which indicated that the more arousal and avoidance
symptoms were experienced as VT, the more subthreshold PTSD symptoms were experienced by the
practicing counselors, with the Intrusion scale not being significant. This finding is consistent with the
extant literature that has reported VT symptoms being analogous to PTSD symptoms (Keim et al., 2008).
Furthermore, this finding also is consistent with prior literature that reported counselors who experience
VT symptoms also experience PTSD symptoms (Bercier & Maynard, 2015), as found in Bride’s (2007)
study in which 34% of child welfare workers met the PTSD diagnostic criteria because of VT.
In an effort to answer the second research question, which was interested in the relationship
between VT symptoms and subthreshold PTSD symptoms and years of experience, work setting and
type of clientele, and the number and type of professional supports, two backward linear regression
models were established. The first linear regression model was interested in the relationship between
VT symptoms and years of experience, work setting and type of clientele, and the number and type
of professional supports among practicing counselors. In this backward linear regression model, the
STSS served as the dependent variable with years of experience, work setting and type of clientele,
and the number and type of professional supports serving as the independent variables. Results
indicate a significant relationship between VT symptoms and having a manageable caseload as
well as between VT and utilizing supervision. A negative correlation between VT symptoms and
having a manageable caseload indicates that the more manageable a counselor’s caseload, the less
likely they were to experience VT symptoms. This finding is consistent with prior studies that
indicate a manageable caseload as being a protective factor for counselors that can decrease their
chance of developing both VT symptoms and subthreshold PTSD symptoms (Trippany et al., 2004).
Additionally, there was a negative correlation between supervision as a professional support and
the development of VT symptoms among counselors. Adequate supervision has been identified as a
protective factor against the development of VT (Harrison & Westwood, 2009). Both of these findings
are important implications for counselor educators and supervisors as they can be initiated in the
classroom while CITs are preparing for a career in the counseling profession.
The second linear regression model focused on the relationship between subthreshold PTSD
symptoms and years of experience, work setting and type of clientele, and the number and type of
professional supports among practicing counselors. In this backward linear regression model, the PCL5 served as the dependent variable with years of experience, work setting and type of clientele, and
the number and type of professional supports serving as the independent variables. Results indicated
a significant relationship between subthreshold PTSD symptoms and counselors who primarily work
with adolescents and sexual assault/domestic violence survivors. These findings are consistent with
prior literature that has indicated sexual assault counselors report more VT symptoms and subthreshold
PTSD symptoms. For instance, Bride (2007) reported 65% of domestic violence and sexual assault social
workers reported at least one symptom of VT, while Lobel (1997) reported over 20 years ago that 70%
of sexual assault counselors experienced VT. Additionally, Schauben and Frazier (1995) reported that
counselors who work with a higher percentage of sexual assault survivors report more disrupted beliefs
about themselves and others, more subthreshold PTSD symptoms, and more VT than counselors who
see fewer sexual assault survivors.
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Implications for Counselor Educators and Supervisors
The results of this study provide counselor educators and supervisors with information to prepare
CITs to have an increased awareness of VT and subthreshold PTSD symptoms. This study established
evidence that practicing counselors are experiencing numerous VT symptoms and subthreshold PTSD
symptoms. In fact, this study found that all VT symptoms measured were experienced by 49.5% of the
participants, and 17 of the 20 PTSD symptoms measured were experienced by all participants. Further, in
an open-ended question in the brief demographic survey, participants provided the researcher with ideas
they felt would increase awareness of VT and subthreshold PTSD and decrease VT and subthreshold
PTSD symptoms. Over 40% of responses indicated a desire for more education on VT symptoms and
subthreshold PTSD symptoms. With 49.5% of participants reporting VT symptoms and subthreshold
PTSD symptoms, it is evident that additional education is needed related to these symptoms among
practicing counselors. Keim et al. (2008) suggested educational trainings and workshops be provided to
CITs proactively to increase awareness of VT and subthreshold PTSD and to decrease VT symptoms and
subthreshold PTSD symptoms among practicing counselors. Counselor educators and supervisors can
provide trainings on the signs and symptoms of VT and subthreshold PTSD experienced by counselors
to raise awareness of these symptoms and ways to recognize and alleviate them before causing harm to
the counselor or client.
This study denoted that counselors who work primarily with adolescents and sexual assault/domestic
violence survivors are experiencing more subthreshold PTSD symptoms than counselors that do not
work specifically with these populations. As counselor educators prepare CITs for practicum, internship,
and employment as counselors, it is vital for counselor educators to acknowledge the unique challenges
that may stem from working with adolescents and survivors of sexual assault/domestic violence. It is
imperative that counselor educators and supervisors integrate specific educational material through
coursework related to these populations to best prepare CITs. Evidence-based practices that are effective
for counseling these populations should be implemented within counselor education programs,
supervision, workshops, and trainings outside of the degree program (e.g., at conferences; Alpert &
Paulson, 1990; Mailloux, 2014; Whitfield & Kanter, 2014).
Education on the significance of professional supports, such as adequate supervision and
manageable caseloads, is fundamental for CITs to be prepared to lessen the hazard of developing VT
symptoms and subthreshold PTSD symptoms. By providing sufficient supervision during practicum
and internship, counselor educators and supervisors can prepare CITs for coping with VT symptoms
and subthreshold PTSD symptoms should they develop. In addition, through modeling appropriate
supervision, CITs will comprehend the supervisory process and seek post-degree supervision.
Directions for Future Research
Future studies on VT symptoms and subthreshold PTSD symptoms need to focus solely on clinical
mental health counselors or school counselors to develop implications specific to counseling sites.
Further research devoted to the development of workshops and trainings to educate counselors on
VT and subthreshold PTSD is needed.
A future study that compares counselors in rural settings and urban settings will be important to
understand barriers to coping with and addressing VT symptoms and subthreshold PTSD symptoms.
For example, in a rural setting, the counselor may not have adequate supervision and may be overloaded
with cases, which can decrease the amount of self-care they are able to implement. It will be important
for future research to explore what barriers to professional supports counselors face in these different
demographic communities.
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Because of this study’s finding that working primarily with adolescents and individuals who have
experienced sexual assault or domestic violence increases counselors’ chances of experiencing VT
symptoms and subthreshold PTSD symptoms, a qualitative or mixed-methods study focused on VT
among counselors working with these populations is desirable. In an effort to best prepare students
who will work with these populations, an understanding of exactly which aspects of working with
these clients increase VT symptoms and subthreshold PTSD symptoms is essential.
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Based on archival data from an urban school district, this retrospective correlational study examined the
extent to which certain types of student–school counselor contacts, based on a student-report high school exit
survey, could predict high school students’ postsecondary enrollment in 2- and 4-year colleges within 5 years
of graduating from high school. In addition to these variables, information such as ethnicity, grade point
average, and free and reduced lunch status were used to identify other trends in the data. Multiple logistic
regression analysis showed that counselor contact regarding college planning and attendance and demographic
information regarding free and reduced lunch status were significant predictors of postsecondary enrollment.
Counselor contact regarding goal setting, concerns about grades, and needing more college information did
not significantly predict postsecondary college enrollment. Findings suggest some school counselor duties can
serve as sources of social capital, which can help increase student social capital.
Keywords: school counselor, postsecondary college enrollment, reduced lunch, free lunch, social capital

According to the American School Counselor Association (ASCA; 2012), the role of school counselors
is to remove barriers to academic success through establishing a comprehensive counseling program
and providing appropriate services. This includes, but is not limited to, developing and imparting
counseling curriculum based on school need, intentional guidance lessons, connecting with other
stakeholders, planning, and counseling students at all levels. Through these various functions,
school counselors interact with and impact students they serve. Statewide studies focusing on school
counseling programs have found that comprehensive school counseling programs assisted in increasing
test scores, improving student grades, lowering suspension rates, and increasing feelings of school
connectedness (Carey, Harrington, Martin, & Hoffman, 2012; Carey, Harrington, Martin, & Stevenson,
2012; Lapan, Gysbers, & Petroski, 2001; Lapan, Gysbers, & Sun, 1997).
According to the National Center for Education Statistics (NCES), only 66.2% of graduating high
school students enrolled in a 2-year or 4-year college in Fall 2012 (NCES, 2015a, row 52). Recently,
there have been increased efforts to matriculate students to higher education after high school as
national attention focuses on the United States’ post-industrial society and its effects on enrollment
(Clinedinst & Koranteng, 2017; Hill, 2012; NCES, 2015b). Former First Lady Michelle Obama launched
the Reach Higher Initiative (n.d.), which introduced the idea of a national signing day to encourage
and inspire all students, especially low-income and first-generation students, to attend college.
Some key individuals who are primed to support all students in the transition from high school to
postsecondary education, especially for lower socioeconomic status and minority populations, are high
school counselors (Holcomb-McCoy, 2010). Elementary and middle school counselors play a crucial
role in preparing students for high school, yet high school counselors are held the most responsible for
ensuring students’ successful transitions to life after high school (Carey & Dimmitt, 2012). Through the
present study, we sought to add to the literature by examining the extent to which school counseling
contacts predict high school students’ postsecondary enrollment. We believe that such focus will help
school counselors self-advocate for duties that support successful postsecondary enrollment.
Angela K. Tang, NCC, is an assistant professor at the University of San Francisco. Kok-Mun Ng is a professor at Oregon State University.
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Roles, Responsibilities, and Challenges of a High School Counselor
High school counselors, while meeting academic, career, personal, and social student needs, also
play a crucial role in ensuring their students are on track for high school graduation, assisting in college
applications, and filling out financial aid applications, especially for first-generation and marginalized
students who rely more heavily on school counselors to complete the process (Lapan, 2012; Martinez,
2013; McDonough, 2005). Though increasing college and career services is a current focus in K–12
education, frequently, the college and career services that school counselors wish to provide are at odds
with administration and school districts’ work expectations and emphasis for school counselors (Carey,
Harrington, Martin, & Hoffman, 2012; Paolini & Topdemir, 2013). Instead of being able to wholly focus
on providing personal, social, and college and career services, school counselors are oftentimes saddled
with administrative tasks such as entering transcripts, grade verifications, and test proctoring. This
has led to an internal push in the school counseling profession to provide data to support the positive
impact school counselors have on their students (Brigman & Campbell, 2003; Hurwitz & Howell, 2014).
Impact of School Counselor Interventions on Postsecondary Outcomes
Most studies related to high school counseling have focused specifically on how school counselor
caseload size influences school counseling duty outcomes. Whether it was assisting with college
applications (Bryan, Moore-Thomas, Day-Vines, & Holcomb-McCoy, 2011), spending more than half
their time on college-related topics (Engberg & Gilbert, 2014), increased opportunity for individual
planning (Woods & Domina, 2014), or higher rates of 4-year college enrollment (Hurwitz & Howell,
2014), smaller school counselor caseloads were demonstrated to positively influence students’
postsecondary plans. One study specifically examined first-generation and low-income students. Pham
and Keenan (2011) found that the lower the first-generation student–counselor ratio, the higher the
likelihood that a qualified first-generation student would enroll in a 4-year university. This finding
corroborates existing findings that show first-generation and low-income students tend to rely more
heavily on school-provided services, and the degree to which school counselor support can improve
student access to higher education. Belasco (2013) highlighted the association between school counselor
meetings with students and subsequent postsecondary enrollment; however, the study only examined
the first fall after high school graduation and excluded enrollment in 2-year institutions in the analysis.
The abovementioned studies support the argument that school counselors contribute to students
accessing postsecondary planning and support. Specifically, findings in the studies indicate that specific
contacts with school counselors contribute to students’ 4-year college postsecondary enrollment. With
that said, despite the literature that supports school counseling and highlights the extent to which
school counselors can positively impact students, there has been a lack of conversation regarding which
specific counselor contacts may contribute most to postsecondary enrollment, as well as enrollment in
both 2- and 4-year institutions (NCES, 2005). Thus, it is crucial to examine what exact contacts school
counselors have with students that potentially influence student postsecondary enrollment in order to
advocate for more time to do those activities.

Purpose of the Study
The focus of this study was to examine specific school counseling contacts and their influence on
students’ postsecondary enrollment. Specifically, we wanted to know whether students’ contacts with
school counselors influence students into matriculating to higher education. We hoped to fill a gap in
the research by examining specific counselor contacts that support student achievement, in addition to
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expanding the examined postsecondary institution enrollment window beyond the fall immediately
following graduation. The ultimate goal is that our findings will provide information to the profession
and its advocates, such as ASCA, to assist with their advocacy efforts and policy recommendations.
Based on the gaps in the existing research, the primary research question that guided our study
was: To what extent do the following student–school counselor contacts, as reported by graduating
high school students, predict postsecondary institution enrollment (2- and 4-year inclusive): (1) contact
related to attendance, (2) contact related to college planning/scholarship support, (3) contact related to
concerns about grades, and (4) contact related to goal setting?
The secondary research question was: To what extent do culminating GPA in high school, free and
reduced lunch (FRL) status, and a student’s ethnicity predict enrollment in a postsecondary institution
(2- or 4-year inclusive)? In addition to the above student–school counselor contact variables, we included
a predictor variable that assessed students’ perception of the college search and application process. This
data came from student responses to the survey question: Were there parts of the college search and/or
application process you felt you needed more assistance or information?

Method
Design
The present study was a retrospective study that used binary multiple logistic regression to
analyze an archival dataset. The central data was high school students’ reported contacts with their
school counselors as related to subsequent college enrollment.
Two types of data were collected for each student. The first type was data regarding students’
contacts with counselors while in high school. This data was drawn from a district database, which
was comprised of data from 17 high schools. The data came from a Senior Exit Survey (required of
all 12th-grade students) and general background information (GPA, FRL status, and ethnicity). The
second type was data regarding student enrollment in a postsecondary course of study. This data was
drawn from the National Student Clearinghouse (NSCH; n.d.) to ascertain if students enrolled in a
2- or 4-year college in any of the 5 years following graduation.
District Information
The school district studied is a large urban school district in a Western state in the United States.
As an urban district, it encompasses both suburban and urban areas and at the time of this study, the
total K–12 enrollment was 79,423. The district follows the ASCA National Model (ASCA, 2012) and
encourages comprehensive school counseling program implementation at each site.
Participants
The target population studied was the 2,276 12th-grade students who were slated to graduate. We
selected this cohort in order to include 5 years of postgraduate data regarding whether they enrolled or
did not enroll in 2- or 4-year postsecondary institutions. Of the 2,276 students, 67 were excluded because
of missing information necessary for the study. The final 2,209 in the study sample consisted of 0.04%
Hawaiian/Pacific Islander, 0.09% Native American, 0.09% two or more races, 3.9% Asian, 20% African
American/Black, 30% White, and 47.5% Hispanic/Latinx. This breakdown is representative of the district
at large. Of the sample used, 1,181 (53%) students qualified for FRL, while 1,028 (47%) did not qualify.
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Because of the small number (n = 19) of Native American, Hawaiian/Pacific Islander, and “two
or more race” students, we did not use these ethnicities in our regression model. Representing all
students is crucial in school counseling; however, with such small sample sizes, it might make the
students personally identifiable (NCES, 2017). The Every Student Succeeds Act (ESSA) also has
guidelines regarding minimum numbers of n-size requirements to make statistical inferences in state
accountability systems, and 19 did not make the minimum (Alliance for Excellent Education, 2018).
Measures
Senior Exit Survey. This school district administers its Senior Exit Survey to each senior every school
year between May 15 and June 15. The purpose of the survey is to assess the types of support services
students accessed during their high school careers. The survey includes questions that directly answered
the research questions posed for this study: whether students had met with their school counselor about
(a) attendance; (b) college planning, applications, essays, and scholarships; (c) concerns about grades;
and (d) goal setting (all responses coded as 0 for not met, and 1 for met). The survey also included a
question that asked students, “Were there parts of the college search and/or application process you felt
you needed more assistance or information?” We incorporated responses to this survey question into
the current study as an additional predictor variable because we wanted to examine if the perception of
needing more assistance resulted in students not enrolling in either a 2- or 4-year college (all responses
coded as 0 for not attended, and 1 for attended).
National Student Clearinghouse data. NSCH data is collected from over 3,600 colleges and
universities, both private and public. Membership in the Clearinghouse is open to any postsecondary
institution that participates in the Federal Title IV program. The data includes degrees obtained and
enrollment in postsecondary institutions (NSCH, n.d.). The specific information used as the outcome
variable in our study was if students enrolled in a 2- or 4-year postsecondary institution at least once
in the 5 years after graduating from high school (coded as 1 for yes, or 0 for no). We used the 5-year
time frame because not all students enroll immediately in college upon graduation, and we wished to
capture students who enrolled later (NCES, 2005; Rowan-Kenyon, 2007).
District data. Student data that has been known to reflect achievement and postsecondary
enrollment were provided by the district as well. District data included in the data analysis was:
(a) ethnicity, (b) GPA, and (c) FRL status.
Data Construction and Analysis
A de-identified dataset was obtained from the school district’s research department after receiving a
research proposal. As the dataset was de-identified and had already been collected, the university IRB
committee determined that an IRB application for human subjects was not required. A multiple logistic
regression was performed, with binary and scale variables, using SPSS Statistics 22.0 to examine whether
the set of school counseling duties (dependent variables) are statistically significant in predicting 2- or
4-year institution enrollment (independent variable). In addition to these, background supplemental
independent predictor variables were included to assess their relative contribution to the outcome
response. School counseling duties, FRL status, and ethnicity were coded as binary variables, and GPA
was coded as a scale (A = 4, B = 3, C = 2, D = 1, F = 0).
Some data was recoded in order to condense some of the information. One piece of the dataset
that was recoded was the NSCH data. As there were 5 years of postsecondary enrollment data, it was
condensed and recoded to create one variable that indicated if the individual had been enrolled (yes
or no) in a postsecondary institution, either 2- or 4-year, during those 5 years.
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In order to ascertain the number of participants required to make for a robust study, G*Power
(Heinrich, 2014) was used. According to the information, 89 individuals are the minimum number of
participants required to ensure the results had enough power, and our sample size far exceeded the
minimum requirement. In order to reduce the possibility of a Type II error, we used an alpha level of
.05 to determine statistical significance.

Results
School Counselor Contacts
Multiple logistic regression was conducted to determine which dependent variables of school
counselor contact (i.e., attendance, college planning, concerns about grades, goal setting) and
demographic variables (i.e., FRL status, GPA, ethnicity, and perception of needed additional assistance
with college topics) were statistically significant predictors of enrollment at least once in a 2- or
4-year postsecondary institution. Regression results indicated the overall model of eight predictors:
four dependent variables (meeting with school counselors about college planning, concerns about
grades, attendance, and goal setting) and four demographic variables (FRL status, GPA, ethnicity, and
perception of needing more assistance with college-related topics). The model of eight predictors was
statistically reliable in distinguishing between students who did not enroll in postsecondary institutions
and those who did. The Nagelkerke R2 = .262 (p < .0001) indicated that the predictor variables accounted
for about 26% of the variability in student outcomes. The Hosmer and Lemeshow test indicated the
goodness-of-fit (p = .381, X2 = 8.559). Significance levels and odds ratios are presented in Table 1.
Table 1
Logistic Regression Analysis Predicting Postsecondary Enrollment at Least Once (N = 2,209)
				
		
Weighted GPA				
FRL Status (1)				
College Planning (1)				
Concerns About Grades (1)		
Goal Setting (1)				
Attendance					
Needing More Assistance? (1)		
Ethnicity
White					
Black					
Asian					
Hispanic/Latinx			
Constant					

Sig.

Exp(B)

.000		
.021		
.000		
.659		
.687		
.000		
.772		

2.222
.771
1.436
1.049
.754
.577
1.029

.873		
.093		
.591		
.305		
.001		

.924
2.308
1.354
.605
.183

Note. FRL = Free and reduced lunch; Needing More Assistance? = Were there parts of the college search and/or application
process you felt you needed more assistance or information?; (1) = Student met with school counselor for indicated
contact type, qualified for FRL, and/or felt they needed more assistance/information.

Of the variables, four did not have significant group differences: ethnicity, concerns about grades,
goal setting, and perceptions of further need regarding postsecondary topics. But, FRL status, GPA,
college planning contact, and attendance contact with school counselors all had significant group
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differences as to whether a student enrolled at least once in a postsecondary institution or not within
5 years of high school graduation. Specifically, students who participated in FRL programs were
22.9% less likely than those who did not participate in those programs to attend either a 2- or 4-year
college. Students who met with their school counselor regarding attendance were 24.6% less likely
to attend a postsecondary institution during the same time frame. The odds for students with higher
GPAs (95% CIs [1.93, 2.55]) to enroll in a postsecondary institution at least once were 122% higher
than for those with lower GPAs. The likelihood for students to attend a 2- or 4-year postsecondary
institution at least once in the 5 years post-graduation was 43.6% higher for those who met with their
school counselor concerning college planning than for those who did not.
Based on the variables, the analysis also predicted if a student would enroll in a postsecondary
institution within 5 years of high school graduation. The model classified 69.8% of the cases correctly
regarding if a student enrolled at least once in a postsecondary institution based on the variables
introduced in our study.
Interesting information regarding postsecondary enrollment and GPA was uncovered during the
data analysis portion of this process (see Table 2). There were a significant number of students who did
not enroll in postsecondary institutions despite having above a 3.0 GPA. In addition to this, there were
significantly more students who had a GPA between 2.0 and 3.0 who did not enroll in a postsecondary
institution, even though their grades were more than sufficient to do so. It is possible that the students
who had qualifying GPAs but did not appear to attend a college may have attended one that did not
participate in National Clearinghouse data collection. It also is possible that students who participated
in special education non-college classes artificially inflated the number of students with high GPAs.

Table 2
Variables and Average GPA

										Weighted GPA Mean
Attendance
		
				

Did Not Meet About Attendance
Met About Attendance

		
			

3.07
2.34

College Planning		
				

Did Not Meet for College Planning			
Met for College Planning
			

2.63
3.06

FRL Status			
				

Not FRL
FRL

					
						

3.24
2.55

Enrolled at Least Once
				

Not Enrolled
Enrolled

					
					

2.45
3.15

Note. FRL = Free and reduced lunch.
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Discussion
It is not surprising that findings in this study support extant findings that suggest school counselor
interventions positively impact student-related outcomes and constitute a source of student social
capital (Bryan et al., 2011). Social capital can be defined as relationships and influencing connections
that individuals have with others and the system in which they live (Coleman, 1988). In this context,
our findings have important implications for school counselors, school administrators, and legislators.
Additionally, the results also contribute much needed data to the existing literature examining
strategic school counseling interventions and accountability in assisting students with matriculating to
higher education.
This study supported previous findings about the influence of socioeconomic status and schoolprovided support in assisting students to enroll in postsecondary institutions (Martinez, 2013; StantonSalazar & Dornbusch, 1995). Findings indicate that students in this school district who met with their
counselors for college planning were 1.4 times more likely to enroll in postsecondary institutions within
5 years of graduating high school compared to students who did not. It is reasonable to think that
students who consult with their counselors for college planning have already decided they will attend a
postsecondary institution; however, it is also reasonable to think that contact with counselors in relation
to college planning might have encouraged some students who were not as motivated or resourceful
to pursue postsecondary education. Regardless of students’ postsecondary institution intentions before
school counselor contact, the fact that there is opportunity to discuss college-related information is
beneficial. Either way, this finding can support the argument that school counselors need sufficient time
to provide college-related services for students, which can impact their postsecondary enrollment.
This study further highlights that students who met with their school counselors regarding
attendance were 24.6% less likely than their peers to attend a postsecondary institution within 5 years
of graduating high school. It is within reason to expect that students who meet with their counselor
regarding attendance are generally doing so because attendance is an issue that puts them in the “atrisk” category. This highlights the fact that students who miss school may be less engaged or have other
personal and social factors occurring in their lives that hinder school performance and consequently
derail them from pursuing a postsecondary college education. This information highlights the topics
of prevention and intervention, both of which school counselors can and are expected to provide.
However, with large caseloads and assigned duties outside of what ASCA specifies as appropriate
for school counselors, they are unlikely to be able to provide adequate attention and intervention for
students in need (McKillip, Rawls, & Barry, 2012). As such, this information can be useful in advocating
for more time dedicated to the intentional interventions needed.
The other variables examined were goal setting, GPA, concerns about grades, ethnicity, and
perceptions of needing more assistance with college-related items. None of these variables statistically
predicted postsecondary enrollment. It is possible that because there are many different areas of goal
setting, not just postsecondary goal setting, there was no correlation found. The same can be said for
contact with school counselors regarding concerns about grades. It was interesting that the perception
of needing more assistance with college-related items did not predict postsecondary enrollment. One
reason might be that because it is a confusing process, even if students needed more assistance, it is
possible they had already completed the correct steps for enrollment. Though ethnicity was not found
to be statistically significant during post-hoc analysis, interesting patterns were observed.
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Latinx students were much less likely to attend a postsecondary institution at least once, even though
they did not meet with their school counselor at different rates than their peers (Stanton-Salazar &
Dornbusch, 1995). This leads to discussion regarding specific school counselor interventions with Latinx
students and their families. School counselors can be sources of social capital and more information
is needed to identify school-based interventions that may successfully assist more Latinx students to
enroll in postsecondary institutions.
Curiously, the mean GPAs of students who did not meet with school counselors regarding
attendance and college planning, although they were lower than students who did meet, were still
high enough to apply to 4-year colleges, and students would thus also have the opportunity to enroll
in a 2-year institution. The same pattern was noticed between students who qualified for FRL and
those who did not, and those who enrolled and those who did not. Although those who did qualify
for FRL and those who did not enroll had an overall lower mean GPA, both groups still would have
qualified for a 4-year institution based on mean GPAs. This leads to a discussion regarding successful
school counseling interventions that can target students who qualify but do not enroll (Bozick &
DeLuca, 2005; Kim, 2012; NCE, 2005; Pham & Keenan, 2011).
Overall, the data and the analyses supported the desired goal of this research study. In examining the
variables, we were able to find supporting evidence that certain student–school counselor contacts had
a statistically significant relationship to the students’ subsequent enrollment in a 2- or 4-year institution
within 5 years of high school graduation. We also inadvertently discovered data that supports further
research into tiered intentional interventions for students who qualify for postsecondary options but
choose not to attend. Although this study highlights how school counselors are well-positioned to
provide postsecondary preparation services and how students can benefit, we also hope it informs
professional practice as an advocacy tool and in areas for subsequent research.
Limitations
It must be noted that our results are only representative of the individuals who took the Senior Exit
Survey in the study sample. The results from this study cannot be directly generalized to other districts,
as this district produces its own required core curriculum lessons in addition to its own exit survey.
Though the number of participants is much larger than required by G*Power, there are advantages
to this, as the study has the ability to detect smaller differences than if there were fewer participants.
Another factor that must be mentioned is the varying degrees to which the ASCA National Model
is implemented at each site. Though there were evaluations and a district push for comprehensive
counseling programs at each site, some programs in the district were more fully implemented than
others. It is uncertain how the level of comprehensive counseling program implementation confounds
the results. Further research examining this topic and caseload size would be beneficial.
Additionally, a limitation that must be mentioned is that even though there are 3,600 2- and 4-year
postsecondary institutions that participate in providing NSCH enrollment data, there are higher
education institutions that do not participate. If institutions choose not to participate or if they do not
receive federal financial aid, such as international institutions, students’ postsecondary enrollment
data will not appear if they enroll in these institutions. Also, trade schools that help postsecondary
students with skills are not included in this data. Hence, some of the students in this cohort who
did not show up as having enrolled in postsecondary colleges might have enrolled in these other
postsecondary institutions.
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Furthermore, because of the limitations of the data collected, it was difficult to ascertain the quality
of the contact that students had with their school counselor; for example, who initiated the meeting,
how frequently and for how long did they meet, and what was the quality of their encounter? Related
to data limitations, closer examination of small n-size student ethnicity groups should be conducted
as well, as there may be factors unique to them. Lastly, as this was a correlational study, findings
do not show causality. Future investigations should further explore the student–counselor dynamic
and what characteristics may lead to more successful student outcomes related to postsecondary
enrollment. Also, future studies should examine students’ experiences with counseling during high
school as it relates to their persistence in college enrollment, which our study did not address.
Implications for School Counseling
This study has some important implications regarding high school counselors and college counseling.
For many students, school counselors serve as bridges to social capital in the college attainment
process. Although there are a variety of factors that influence student postsecondary enrollment, two
specific contacts with school counselors in this district were significantly related to the likelihood of
attending a postsecondary institution. Specifically, contact with school counselors regarding attendance
was associated with a decreased likelihood of postsecondary enrollment, while contact with school
counselors about college planning was associated with a higher likelihood of postsecondary enrollment.
Though the study was exclusive to one particular school district, the demographic makeup is not unique.
The findings of this study point to the need for school counselors to meet with their students regarding
college-related topics, and a need to pay attention to students who have attendance issues because of
the likelihood of them being at risk for not succeeding academically. Also, our findings indicate that
attention needs to be given to Latinx students and students from lower socioeconomic backgrounds in
order to help improve their access to higher education.
The obstacles school counselors face with regard to caseload size and non-counseling administrative
duties severely hinder their ability to meet the needs of their students. The fact that these students who
had met with their school counselors for college planning showed a higher likelihood of attending a
postsecondary institution clearly supports the fact that school counselors can play a significant role as
sources of social capital for students in postsecondary enrollment.
Because this study only examined a limited number of college-related school counselor contacts, future
studies should investigate the quality, type, and frequency of school counselor contact that positively
influences students’ postsecondary success. Future studies should clearly operationalize each type of
contact that goes beyond a binary data type. Researchers also should consider investigating associations
among high school counselor–student contacts and college graduation rates and success, as the present
study only examined college enrollment and was not explicitly related to college success. Quantitative
research on tiered interventions, focused on the students with college-qualifying GPAs who chose not to
attend, and qualitative research to examine reasons why, would be practical next steps.
Findings in this study bear implications for school counselor training. We believe that it is important
to prepare school counselors-in-training to identify and become skillful in providing the types of school
counseling services that contribute to students’ college and career readiness. For example, counselorsin-training should be trained to identify and intervene with students who have attendance issues and
are at risk for not succeeding academically, and understand that the likelihood of attending college is
significantly lower for those students than their peers. In preparing school counselors to collect data
and create comprehensive programs that reach all students, counselor educators are training change
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agents who can provide evidence to administrators that school counselors positively influence students.
An implication for school counselors is that data on their interactions with their students at the school
site level are important sources of evidence, which they can use to advocate for themselves and their
services to students.
Overall, it seems that school counselors can positively influence their students despite negative
environmental factors outside of school. School counselors serve as sources of social capital for
students, which helps student outcomes. Lastly, it is imperative that school counselors self-advocate
and provide intentional interventions to at-risk populations who do not have as much social capital
in the educational system as compared to their more advantaged counterparts.
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The purpose of this paper is to explain how humanistic learning theory is applicable to current counselor
education practices. A review of humanistic learning theory and the rationale for the application of the
learning theory to counselor education provide a framework for application of these concepts to counselor
education classrooms. Specifically, a person-centered framework is applied to the seeming incompatibility
of external accreditation standards and humanistic learning theory. I propose suggestions for implementing
humanistic, person-centered learning theory within counselor education programs and courses, focusing
special attention on the attitudes and values of the counselor educator as these principles are applied.
Keywords: humanistic learning theory, person-centered theory, counselor education, accreditation, attitudes

With the philosophical shift in the mental health field from a meaning-making, holistic model of
mental health toward a reductionistic, medical model of mental health, counselor preparation programs
have adapted by increasing the emphasis on measuring outcomes, sometimes at the expense of focusing
on aspects of counseling that are less easy to quantitatively assess (Hansen, 2009). Furthermore, external
realities such as university policies and accreditation requirements have put pressure on programs
and faculty members to focus more on measurable outcomes. In many counselor education programs,
external requirements come in the form of the Council for Accreditation of Counseling and Related
Educational Programs (CACREP; 2015) standards. With the advent of the 2009 standards, the focus in
counselor education changed from program-level evaluation to directly assessing student outcomes
(Barrio Minton & Gibson, 2012), a trend consistent in higher education (Penn, 2011). Although the
admirable intention of accountability measures is to ensure quality programs and competent counselors,
these systems do not provide incentives for counselor educators employing pedagogy that emphasizes
process and critical thinking over product and knowledge retention.
Many counseling faculty ascribe to a humanistic way of viewing people, including students, and the
increasing focus on outcomes over process may create dissonance for these counselor educators. They can
feel internal as well as external pressure to adopt a more didactic or reductionistic form of teaching that
does not fit with their philosophy of education (Hansen, 2009). This paper is directed at person-centered
counselor educators who wish to teach in a more humanistic way but feel constrained by the current
system. This paper also may be helpful for other counselor educators who wish to explore humanistic
teaching. The purpose of this article is to demonstrate that counseling faculty can apply a personcentered learning philosophy to counselor preparation settings within the reality of external requirements
intended to ensure quality in counselor preparation programs. Because the person-centered teaching
literature is not sufficiently robust to accomplish this purpose, I will also draw from humanistic learning
theory. First, I provide an overview and rationale for humanistic learning theory and then discuss the
application of person-centered concepts, within the context of humanistic learning theory, to counselor
preparation settings. When a view is specifically person-centered, I will use that term. Otherwise, I will
refer to humanistic learning theory, which encompasses person-centered learning theory.
Katherine E. Purswell is an assistant professor at Texas State University. Correspondence can be addressed to Katherine Purswell, 601
University Dr., EDU 4019, San Marcos, TX 78666, kp1074@txstate.edu.
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Humanistic Learning Theory
Humanistic learning theory is grounded in the philosophy of humanistic theories of psychology,
including person-centered theory (Gould, 2012). Primary contributors to humanistic learning theory
include Arthur Combs, Carl Rogers, and Malcolm Knowles, all of whom believed the goal of education
is to facilitate students’ development and self-actualization (Combs, 1982; Gould, 2012; Rogers, 1951).
Therefore, humanist educators have an unwavering trust in the individual’s growth capacity and
view self-directed learning as most facilitative of growth (Combs, 1982; Knowles, 1975; Rogers, 1951).
Additionally, humanistic theorists hold a phenomenological view of humans in that they believe
each person’s view of the world is reality for that person and that learning is motivated by personal
need based on one’s internal frame of reference (Combs, 1986; Rogers, 1951). For example, a student
with low self-efficacy might not attempt difficult projects because of a belief that “I am not capable,”
whereas a student with a high level of self-trust can go beyond the direct instructions of an assignment
to tailor the assignment to fit their learning needs. Highly self-actualized individuals view themselves
as dynamic beings who are constantly growing and changing (Knowles, 1975; Tolan, 2017).
In general, humanistic learning theorists define learning as the holistic growth of the person,
including cognitive, emotional, and interpersonal domains (Combs, 1986; Dollarhide & Granello,
2012; Rogers, 1957, 1989). They tend to focus less on accumulation of knowledge and more on how
the learner’s way of being in the world impacts the integration of skills and knowledge (Combs, 1986;
Kleiman, 2007). This view of knowing requires a paradigm shift for the person who tends to describe
learning as the acquisition and application of knowledge. In particular, learners who have learned
to approach assignments or classes with a grade-based mentality (e.g., “What do I need to do to get
an ‘A’?”) may have difficulty changing, or even understanding the rationale for changing, their focus
to a learning-based mentality (e.g., “What do I need to learn to positively impact my personal and
professional development?”).
Humanistic learning theorists avoid teacher-directed learning, defined as transmission of knowledge,
because they believe the most important learning and growth cannot be transmitted directly from
person to person (Knowles, 1975; Rogers, 1957, 1989). Rather, they believe knowledge integration is
a natural process occurring in a facilitative environment (Rogers & Freiberg, 1994). Because learning
requires this environment, humanistic educators focus first on themselves and their ability to provide
that environment (Combs, 1982; Rogers & Freiberg, 1994). In this article, the term educator is used in
the broadest sense of the word to mean a facilitator of learning.
Rogers’s Conditions in Humanistic Learning Theory
Most humanistic learning theorists base their view of the educator–learner relationship on
Rogers’s (1957) three therapist-provided conditions for personality change: congruence, empathic
understanding, and unconditional positive regard (Combs, 1986; Mearns, 1997; Rogers & Freiberg,
1994). In an educational setting, empathic understanding, which Rogers (1951) considered a sensitive
understanding of a person’s internal frame of reference, involves focusing on the person rather than
only on course content (Mearns, 1997). For example, the educator also would value and empathize
with learners’ reactions to course content as well as other circumstances in learners’ lives that might
impact their experience in the class.
Unconditional positive regard is an experience of accepting and prizing another person regardless of
whether one agrees or disagrees with the person’s behaviors or ideology (Rogers, 1957). Rogers and
Freiberg (1994) described unconditional positive regard as “a basic trust—a belief that this other person
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is somehow fundamentally trustworthy” (p. 156). This trust differentiates unconditional positive regard
from the common use of the term acceptance. In a classroom setting, unconditional positive regard for
students can mean valuing and respecting students wherever they are in their growth processes and
trusting they are moving toward growth as they are ready or able (Kunze, 2013). For example, if a
student struggles to accept feedback in supervision, the counselor educator will accept the student in
that moment and trust that there are valid reasons for the student’s difficulty. This acceptance is an
attitude and does not mean educators abandon their professional gatekeeping roles.
Congruence, also called transparency in a classroom setting, involves openness to one’s experience
within a relationship, including an acceptance of one’s own feelings or desires at any moment, even
if one chooses not to act upon those feelings (Mearns, 1997; Rogers, 1951; Rogers & Freiberg, 1994).
Transparency is closely tied to a non-defensiveness that promotes openness rather than debate as
well as the formation of respectful, trusting relationships between educators and learners (Mearns,
1997). These trusting relationships form the basis for open dialogue.
The result of the interaction between these conditions can be transformational for students in the
classroom. When an educator makes a genuine effort to help a learner feel understood rather than
evaluated, the learner is more free to stop judging or evaluating oneself and to creatively explore the
learning environment with the security of knowing that any ideas, even those that conflict with the
educator’s views, will be respectfully acknowledged and discussed (Combs, 1982; Rogers & Freiberg,
1994). Meaningful learning can occur in an environment in which the contributions and ideas of
learners are valued just as much as those of the educator (Kleiman, 2007). Humanistic educators
strive to provide some level of Rogers’s (1957) three conditions to all learners.

Rationale for Use of Person-Centered Learning Theory
The goal of facilitating relationships in a learning environment characterized by the person-centered
conditions of congruence, unconditional positive regard, and empathy is to provide learners with the
opportunity for the growth and development of the whole person (Dollarhide & Granello, 2012; Rogers
& Freiberg, 1994). Some of the results of such a learning environment are a deeper understanding
and acceptance of oneself, a strong connection and openness to the experiences of others, and the
development of skills and knowledge to facilitate the growth of both the individual and society.
Because of these outcomes, a person-centered approach to learning is an appropriate match for
counseling faculty and supervisors who believe these growth processes are key purposes of training
counselors (Combs, 1986; Dollarhide & Granello, 2012).
One of the primary goals of counseling faculty is to develop the counselor-in-training’s (CIT’s) belief
system about counseling and about oneself as a counselor (Combs, 1986; Gibson, Dollarhide, & Moss,
2010). From a phenomenological perspective, beliefs influence behavior; therefore, person-centered
counseling faculty can focus on helping CITs develop their own beliefs about themselves in the context of
counseling relationships (Combs, 1986; Dollarhide & Granello, 2012). When counseling faculty facilitate
genuine, accepting, and empathic relationships between themselves and learners and among learners,
they create an environment in which CITs are free to examine those beliefs that are both more and less
accepted by society and then to modify those beliefs in ways that are more helpful (Mearns, 1997). For
example, if a CIT holds stereotypical beliefs about a certain population, the CIT will be better able to
express and challenge those beliefs in an open rather than judgmental environment.
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Additionally, in a person-centered learning environment, CITs develop confidence in their abilities
to find creative responses to difficult situations, such as client challenges and ethical dilemmas (Combs,
1986). Alternatively, when CITs feel they must act a certain way, they can learn to say the right words
but fail to internalize a belief system that is meaningful to them. Therefore, when they are challenged or
when the external evaluator is no longer present, they will quickly fall back into arguably less helpful
ways of being with clients, such as giving advice. By offering a person-centered learning environment,
counseling faculty help students meet CACREP standards related to facilitating a helping relationship
(CACREP, 2015, 2.F.5.).
Relatedly, person-centered counseling faculty can utilize the learning environment as a microcosm
of the helping relationship to allow CITs to experience the type of relationships counseling faculty hope
they will provide their clients (Combs, 1986). Rogers (1957, 1989) argued that educators may foster the
values and attitudes of a helping relationship by providing those same values and attitudes to learners.
Although the professor–student relationship differs from the counselor–client relationship, the basic
attitudes (care, warmth, prizing), values (worth of the person), and purpose of the relationship (growth)
remain the same (Mearns, 1997). Most students in counselor education programs are intelligent and
able to accomplish the academic work, but the relational skills necessary for an effective counselor
cannot be memorized or studied for (McAuliffe, 2011; Nelson & Neufeldt, 1998). Therefore, it is critical
that counseling faculty provide experiences that facilitate the development of relational abilities.
In addition to developing intrapersonally and interpersonally, CITs must develop good judgment
and the ability to critically reflect on their counseling practice, including their work with clients and
both current and future educational experiences (McAuliffe, 2011; Nelson & Neufeldt, 1998). Both the
ACA Code of Ethics (American Counseling Association [ACA], 2014) and many state laws require new
and experienced counselors to continue to seek professional development, and students need to be
able to evaluate the training they are receiving. Additionally, in their analysis of extensive interviews
with master therapists, Skovholt and Rønnestad (1992) found that those therapists considered continual
reflection on their experiences and their growth process to be a key aspect of their professional growth.
This finding supports King and Kitchner’s (2004) reflective judgment theory. They posited that as
individuals progress in their development, they move on a continuum from viewing knowledge as
truth that can readily be conferred by experts to seeing it as something that can be approximated
based on what is known but can never be fully obtained because of the fallibility of human knowing.
Counselors whose beliefs fall toward the reflective judgment end of this continuum will not assume
that something must be true just because a professor or trainer told them it is the best way to do it.
In addition, they will be more open to many views of the world and will also be able to critically yet
nonjudgmentally evaluate those perspectives. Counselors are frequently required to tolerate ambiguous
situations in which there is no clear right or wrong answer (McAuliffe, 2011; Skovholt, Jennings, &
Mullenbach, 2004). Person-centered educators aim to foster a tolerance of ambiguity by encouraging
learners and supervisees to examine the evidence themselves rather than implying that there is only
one answer or one response to a given counseling concern or question (Rogers, 1951). The facilitation of
open-mindedness in this way is relevant to CACREP standards related to diversity and advocacy.
CITs need to be able to address needs from clients with diverse backgrounds and expectations
(CACREP, 2015, 2.F.2.; McAuliffe, 2011). One key aspect of multicultural competency is for counselors
to be aware of their own attitudes, biases, and beliefs (Arredondo et al., 1996). Additionally, counselors
must be able to think critically about the impact of their personal values on others (CACREP, 2015).
A humanistic learning environment provides the opportunity for in-depth self-understanding and
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critical thinking (Combs, 1986; Dollarhide & Granello, 2012). Rogers (1951) described people moving
toward self-actualization as “necessarily more understanding of others and . . . more accepting of
others as separate individuals” (p. 520). This attitude embodies that of a multiculturally competent
counselor (Arredondo et al., 1996).
Objectives of a Humanistic Learning Environment
When educators provide the environment described above and students begin to take responsibility
for their own learning, certain results related to this self-actualization process can be expected. One key
outcome of the humanistic approach to learning is a deeper understanding of self (Dollarhide & Granello,
2012), an important characteristic of a counselor. Increased self-understanding can lead to deeper
learning. Learning can be enhanced when adult learners are able to accept themselves as they are while
continuing to work toward growth (Knowles, 1959; Kunze, 2013). Similarly, Combs (1982) indicated that
highly self-actualized individuals tend to view themselves in a positive way while honestly accepting
their areas for growth, an attitude that leads to freedom to take more risks in educational settings.
For example, learners who do not base their self-worth on grades might feel more free to focus on the
meaning class material has for their future careers rather than on retaining facts in order to make a high
grade in the class. In clinical classes, supervisees who have both a sense of self-worth and an openness to
growth are more likely to be authentic with their clients and supervisors as well as less concerned about
finding the “right” thing to say, and can focus more on what is most helpful in the context of that specific
counseling relationship rather than being self-focused on performing well. Further, when learners are
given substantial control over their own learning, they are better able to regulate their own processes of
thinking and learning, leading to greater integration of the material (McCombs, 2013).
A humanistic learning environment also promotes a sense of care, acceptance, and respect toward
individuals in society as well as a connection to the human condition (Combs, 1982; Knowles, 1959;
Rogers, 1951). Combs (1982) argued that when learners feel a sense of belonging with those around
them, they naturally become curious about their peers’ interests, and thus their learning opportunities
are expanded. Rogers (1951) believed that when a person can accept one’s own experience, the person
is free to be more open to and accepting of the experiences of others. Similarly, Combs (1982) wrote that
highly self-actualized people can “confront the world accurately, realistically, and with a minimum
distortion” (pp. 106–107). This openness to their experiences impacts their problem-solving abilities
because they have more perceptual information from which to make decisions. In a classroom setting,
this connection or sense of belonging can result in positive, in-depth group discussions that facilitate
the learning of all involved beyond what an individual instructor could accomplish by sharing only one
perspective. Further, an openness to the experience of others can lead to challenging one’s implicit or
explicit beliefs about groups of people who have previously been seen as “other.” In clinical settings,
supervisees will undoubtedly be exposed to individuals who hold differing beliefs, and an openness to
their own experiences can help supervisees work better with these clients.
Concrete knowledge and skills are an outcome in humanistic learning theory, though they are
generally considered more of a byproduct than the primary focus of learning. Rogers (1951) stated
that one of the goals of learning is to develop knowledge relevant to the specific problem of focus,
as well as to develop strategies for acquiring knowledge for new problems. Knowles (1959) noted
the importance of acquiring skills that will aid a person in reaching their full potential and allow
that person to positively influence society. Furthermore, Combs (1986) emphasized that knowledge
leading toward self-actualization does not have to be academic. These humanists believed that
learners who experience a facilitative learning environment will better retain knowledge and skills
because they will have critically examined, applied, and connected it to their lives (McCombs, 2013).
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Other Considerations in a Humanistic Learning Environment
Because application of humanistic learning theory requires a paradigm shift for both educators and
learners, some learners may struggle to feel comfortable with the idea that the educator’s responsibility
is to facilitate a learning environment and the learner’s responsibility is to pursue growth (Mearns, 1997).
Many learners have grown up in educational environments where acquisition of knowledge was almost
exclusively the goal of learning, and an educator who presents them with a different way of learning
may induce stress. However, person-centered and humanistic learning theorists have emphasized
that empathically helping students in the process of gaining self-responsibility helps the whole person
develop (Knowles, 1975; Rogers & Freiberg, 1994; Smith, 2002).
Providing a warm, transparent, empathic environment does not preclude counselor educators
from giving students feedback that may challenge them. When students struggle, person-centered
and humanistic educators try to develop an empathic understanding of the struggling student’s view
of oneself, to be accepting of that view, and to be transparently honest with the learner about his or
her standing in the program. This conversation can involve counseling the student out of the program
by communicating understanding that counseling may not be a good fit with the student’s current
development. The educator attempts to make such discussions a collaborative effort in promoting the
learner’s growth rather than a communication that the learner is failing (Dollarhide & Granello, 2012).

Application of Person-Centered Learning Theory in Counselor Education
Counseling faculty today are not only tasked with helping students develop their growth potential
and learn the process of becoming effective counselors, but are also required to engage in assessment
activities in addition to many other roles (CACREP, 2015). The purpose of the following section is to
describe some specific ways in which a humanistic theory of learning can be applied to teaching and
accountability measures.
Teaching
Given that the educator–student relationship is a model for the counselor–client relationship,
and that students must feel accepted and understood in order to learn, the person of the educator
is crucial in a humanistic classroom (Combs, 1982; Rogers, 1951). Of utmost importance is the
counseling faculty member’s belief in the growth tendency of the human being. The attitudes of
congruence, unconditional positive regard, and empathic understanding for the learner’s perceptual
world are predicated upon this foundation, and any practical intervention in the classroom must
be firmly based in those attitudes rather than adherence to a specific technique. However, there are
specific classroom practices that are more facilitative of a humanistic way of learning than others.
Lecturing and other forms of direct knowledge transmission are generally considered among the
least person-centered methods for learning because they are typically based on a power differential in
which the teacher is considered the expert (Rogers & Freiberg, 1994). Freire (2011) described this type
of teaching as a banking system of education because it involves teachers “depositing” information
in their students’ heads, and he compared it to a system of education in which the students are active
participants in deciding what is most important to learn and how. He believed students who were
more active and took more responsibility for their own learning were better able to critically question
their own and others’ beliefs and thus promote growth. This assertion does not mean lecture is
never used or valuable in a person-centered classroom (e.g., Cornelius-White, 2005), but the personcentered educator works to have an attitude of humility and collaborative exploration (Combs, 1982;
Dollarhide & Granello, 2012; Freire, 2011; Nelson & Neufeldt, 1998). A person-centered theory of
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learning requires the counseling faculty to give up much of their power and trust the learners’ ability
to contribute equally to the learning environment.
Person-centered counseling faculty might also relinquish power regarding learning objectives for
individual learners (Knowles, 1975; Rogers & Freiberg, 1994). The educator can have broad goals
for the course, but counseling faculty can engage CITs in developing their own specific learning
objectives and in deciding how those objectives will be met. Although it is clearly not possible to meet
the needs of every individual in a course, counseling faculty can address the most common learning
needs within the structure of the course and provide resources for individuals with unique learning
interests (Cornelius-White, 2005; Knowles, 1975; Mearns, 1997). Projects proposed by students
exemplify a humanistic-oriented way of helping students meet their learning objectives because selfchosen projects tend to be based on problems that are of relevance to the students (Rogers & Freiberg,
1994). Humanistic counseling faculty give students responsibility for the creation and implementation
of projects and act as a resource when assistance or experience is needed. Projects that provide a
resource or service to the community can help students reach learning objectives in an experiential
way (Burnett, Long, & Horne, 2005; Svinicki & McKeachie, 2011) and meet CACREP standards
related to advocacy and diversity. In one classroom, student journal entries indicated that service
learning increased the students’ “awareness, knowledge, responsibility, and skills related to cultural,
social . . . and civic concerns of diverse communities” (Burnett et al., 2005, p. 166). Educators also may
encourage the self-direction of students by engaging students in posing a large-scale problem and
giving the students the responsibility to investigate and propose possible reasons for the problem and
ways to address the problem (Rogers & Freiberg, 1994).
One way that person-centered counseling faculty help CITs develop critical thinking is to place
responsibility for learning upon the learners (Combs, 1986; Mearns, 1997). Knowles (1975) described
self-directed learning as students taking “the initiative, with or without the help of others, in diagnosing
their learning needs, formulating learning goals, identifying human and material resources for learning,
choosing and implementing appropriate learning strategies, and evaluating learning outcomes” (p. 18).
However, he realized that the typical student was not socialized to learn this way; therefore, he
emphasized the importance of using small steps to facilitate self-direction. Although person-centered
counseling faculty do not take responsibility for CITs’ learning, they do feel much responsibility to
students to provide a facilitative environment by developing meaningful relationships with CITs,
serving as resources, providing needed supervision, and making necessary changes to the environment
as learners pursue their growth process (Dollarhide & Granello, 2012; Mearns, 1997). Teaching CITs to
think for themselves and helping them develop the basic attitudes toward people that are facilitative of
change will give beginning counselors the tools to respond to difficult or unique counseling situations
and to know how to find the type of supervision or support they need.
Ethical and legal issues are another important dimension for CITs (ACA, 2014, F.7.e., F.5.a.; CACREP,
2015, 2.F.1.), and one for which a humanistic approach to learning is particularly appropriate because
of the focus on helping learners develop the ability to critically think through problems (Knowles,
1975). One way that person-centered counseling faculty can model ethical principles is by giving
their students a full disclosure of what to expect from a humanistic-oriented learning environment.
CITs need to be informed of expectations regarding their responsibility for learning, expectations for
self-disclosure, and how grades will be assigned (ACA, 2014, F.9.a.; CACREP, 2015, 2.D.; Morrisett &
Gadbois, 2006). Although these disclosures are necessary in any classroom, special clarification of the
differences between a humanistic learning environment and a typical classroom may be necessary to
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help decrease learners’ anxiety about an unfamiliar learning environment (Knowles, 1975). Counseling
faculty can emphasize that grades will not be reflective of learners’ self-disclosure, but they also note
the role of honesty about one’s experience in facilitating growth (ACA, 2014, F.8.d.). Finally, counseling
faculty can clarify appropriate faculty–student roles (ACA, 2014, F.10.; Morrisett & Gadbois, 2006). This
may be particularly important in a humanistic classroom where the power differential between faculty
member and student is decreased.
Teaching from a person-centered perspective is not an all-or-nothing endeavor. Just as each of the
attitudes of a person-centered educator lie on a continuum, so do activities that may be utilized in the
classroom (Rogers & Freiberg, 1994). For example, self-assessment and student-directed inquiry are
on the more purely humanistic side of the spectrum while lecture and questioning are on the teacherfocused extreme. Projects, portfolios, and role-plays fall somewhere in the middle. Additionally,
person-centered counseling faculty may choose to assign one self-directed project and several
teacher-directed assignments for practical reasons or because of their personal comfort level.
Accountability. One purpose of accountability measures, such as licensure and accreditation
standards, is to confirm that individuals are qualified to provide the services they are offering, and
institutions that make some statement to the public about the qualifications of an individual also have a
responsibility to that public to graduate only those who meet such qualifications (Mearns, 1997). From a
purely theoretical person-centered perspective, such external requirements as CACREP standards and
the grades required by universities represent an external locus of control and could impede the process
of learning by causing the learner to conform to external methods of evaluation (Gould, 2012; Rogers &
Freiberg, 1994). Ideally, individuals would pursue learning solely out of an intrinsic desire for growth,
and facilitators of learning would not have to worry with grades or formal assessments. Rogers disliked
summative assessment because it implied that a person had reached an endpoint (Mearns, 1997), and
person-centered educators believe growth is a dynamic process (Knowles, 1959; Rogers, 1957). However,
from a practical perspective, accountability is necessary, both at the course level and the program level,
to ensure CITs are adequately prepared and to protect students from programs that purport to train
counselors but do not have sufficiently rigorous standards to adequately prepare their students for the
work of effective counseling.
CACREP standards are aimed at ensuring that counseling programs produce competent counselors.
Although many practices required to meet accreditation standards, such as the use of program-wide
rubrics for specific classes, are not consistent with a person-centered and humanistic approach to
learning (Hansen, 2009), person-centered educators can find ways to work within this context to
maintain a facilitative learning environment. One possibility is for counseling faculty to give students
the learning objectives for a certain course or rubric for a key assessment and allow students to create
individual projects or products that will show their competency in the learning outcomes the standard
or assessment is intended to address. Another option is the use of portfolios to measure some of the
learning outcomes (Barrio Minton & Gibson, 2012). These alternate assignments are not intended to be
viewed as ways of circumventing the CACREP standards, but as ways of meeting them via practices
that are most meaningful for students and that best facilitate their learning.
Although person-centered counseling faculty have to operate in a learning environment that
emphasizes external accountability requirements, they do not have to give up their approach to
learning (Hansen, 2009; Mearns, 1997). Even if program policies require some specific assessments,
counseling faculty have flexibility with other measures of learning outcomes. Furthermore, they can
frame what they are already doing in terms that appeal to accreditation reviewers. Mearns (1997)
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argued that person-centered teachers use a great deal of diagnostic and formative assessment as they
help CITs develop learning objectives and assess whether those are being met. The type of assessment
must fit the outcome desired (Cobia, Carney, & Shannon, 2011). If counseling faculty value process
over the product, then they will focus on both formative and summative assessment throughout the
process, such as the use of embedded assessments (Svinicki & McKeachie, 2011). Contracts are one
form of assessment that encompasses aspects of diagnostic, formative, and summative assessment
and also rely on the self-direction of the individual (Knowles, 1975; Rogers & Freiberg, 1994). With
the use of contracts, each learner creates individual learning objectives and a plan for accomplishing
the objectives. Once the educator and the learner agree on the terms of the contract, it is used to guide
the learner throughout the course. At the end of the course, the learner completes a self-assessment on
whether the contract has been completed sufficiently. The counseling faculty member typically has
final authority over the grade the student assigns themself (Mearns, 1997). Although contracts can be
helpful in bridging the gap between student-directed learning and the need for accountability, their
use evolves into a completely behavioral method without the attitudes that embody a humanistic
learning environment (Rogers & Freiberg, 1994). For example, if a faculty member engages students in
creating learning contracts but does not simultaneously demonstrate respect and trust that the learners
are capable of directing their own learning, the assignment is no longer humanistic. By including the
students in all aspects of the assessment process, the counseling faculty member indicates a respect for
the students’ input and facilitates an internalized locus of control. By involving students in their own
assessment, counseling faculty model ethical assessment procedures (CACREP, 2015, 2.F.7.) in that
counselors also should seek client input before evaluating client functioning (ACA, 2014, A.1.c.).
Challenges. Regardless of how much an educator trusts the self-actualizing tendency in others,
there are instances in which the timeline of the learning institution does not allow students sufficient
time for their growth process (O’Leary, 1989). Person-centered counseling faculty do not see students
as failing, but continuing their development in an environment that is more conducive to their current
growth process. When a student needs to be counseled out of the program, counseling faculty are
honest and empathic (Mearns, 1997). Maintaining an attitude of unconditional positive regard does
not mean thinking everything a student does is fine. However, when dismissing a student from a
program, counseling faculty work to maintain an empathic, caring relationship throughout the process
in hopes that the student might continue to feel valued as a person by the counseling faculty.
Limitations. This approach may not be a good fit for all counselor educators, particularly those
who do not identify with more humanistic modes of learning. In addition, this approach to learning
is not always appreciated by all students. Some students prefer the teacher tell them what they need
to know and how to demonstrate their knowledge. The idea of taking responsibility for their learning
can be stressful for some students. Counselor educators utilizing this theory of learning need to
assess whether such stress levels are facilitative or debilitating for learners.

Conclusion
Humanistic learning theory is a way of approaching counselor education that emphasizes
the humanistic underpinnings of the profession rather than the current reductionist approach of
diagnosis and skills development (Hansen, 2009). Person-centered counseling faculty can utilize
humanistic learning theory to facilitate an open, accepting, and understanding environment in which
they engage CITs in directing their own learning. Counseling faculty can focus on CITs’ attitudes and
beliefs about people in relation to knowledge and skills. Person-centered counseling faculty hope to
foster CITs’ self-understanding, caring and accepting attitudes toward people, and the acquisition
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of concrete knowledge and skills needed in the counseling profession. Counseling faculty using
humanistic learning theory engage learners in assessment of their learning as much as feasible, while
honoring the realities of external evaluation through accreditation.
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Deborah L. Duenyas, Chad Luke
In recent decades, professional counselors have increasingly focused on neuroscience to inform their case
conceptualization and treatment planning with clients. With the additional lens of neuroscience, both the
counselor and client can gain new understandings of the client’s issues and improve the quality of the
therapeutic relationship. The benefits of integrating neuroscience into the profession of counseling (i.e.,
neuroscience-informed counseling) are being documented in the scholarly literature; however, information
on integrating neuroscience-informed counseling into the counselor education curriculum is sparse. This
article describes one teaching approach for a neuroscience-informed counseling course. The structure of the
course, methods for effective instruction, and ethical and cultural considerations are discussed.
Keywords: neuroscience, counselor education, teaching, neuroscience-informed, instruction

Neuroscience-informed counseling is a growing force in the counseling profession (Beeson & Field,
2017). The integration of neuroscience into the profession of counseling has been evident over the past
two decades. Examples include the development of neuroscience interest networks by the American
Counseling Association (ACA), the American Mental Health Counselors Association (AMHCA), and
the Association for Counselor Education and Supervision (ACES). There have been numerous books
published that focus on neuroscience for counselors (Field, Jones, & Russell-Chapin, 2017; Luke, 2019)
and an increased amount of scholarly literature focused on integrating neuroscience into counseling
practice (Beeson & Field, 2017; Lorelle & Michel, 2017; Luke, Redekop, & Jones, 2018; Makinson &
Young, 2012; Miller, 2016; Myers & Young, 2012).
Neuroscience is the study of the brain and nervous system (Kalat, 2019). Neuroscience-informed
counseling involves integrating principles from the structure and function of the brain and nervous
system to counseling practice (Russell-Chapin, 2016). This integrative work in counseling is being
used to treat behavioral and mental health challenges (Field et al., 2017). According to Beeson and
Field (2017), neurocounseling is a
specialty within the counseling field, defined as the art and science of integrating neuroscience
principles related to the nervous system and physiological processes underlying all human
functioning into the practice of counseling for the purpose of enhancing clinical effectiveness in the
screening and diagnosis of physiological functioning and mental disorders, treatment planning
and delivery, evaluation of outcomes, and wellness promotion. (p. 74)
Three methods for integrating neuroscience into the counseling profession have been identified in
the scholarly literature, including neuroeducation (Fishbane, 2013), neurofeedback (Myers & Young,
2012), and the use of a metaphor-based approach (Luke, 2016).
Deborah L. Duenyas is an assistant professor at Kutztown University of Pennsylvania. Chad Luke is an associate professor at Tennessee
Technical Institute. Correspondence can be addressed to Deborah Duenyas, OMA Wing - Room 412, P.O. Box 730, Kutztown, PA 19530,
duenyas@kutztown.edu.
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The first method, neuroeducation, is defined by Miller (2016) as “a didactic or experiential-based
intervention that aims to reduce client distress and improve client outcome by helping clients understand
the neurological processes underlying mental functioning” (p. 105). Neuroeducation is essentially
psychoeducation about the brain and nervous system. Neuroeducation can be used as an intervention
to help clients understand the neurological processes that underlie their symptoms and development
(Miller, 2016). Miller described various methods for integrating neuroeducation into counseling practice
through the use of information on neuroplasticity, brain structures and functions, and memories.
Plasticity is an object’s or organism’s ability to stretch and to be resilient. As applied to the brain and
central nervous system, this is called neuroplasticity or neural plasticity, and involves “changes in the
activity and connectivity of the various circuits within the nervous system [that] enable learning, encode
memory, and drive behavior” (Li, Park, Zhong, & Chen, 2019, p. 44). Information on neuroplasticity and
self-defeating patterns of thought and behavior may help demystify change processes.
Informing clients about the various brain structures and functions (e.g., brain stem, limbic, and
cortical regions) can help with understanding the brain from a developmental perspective—that the
brain is built to change and to be resilient (Luke, 2019). Educating clients about how their memories are
encoded, stored, and accessed, drawn from the groundbreaking work of Eric Kandel (1976), can help
clients gain a better understanding of their own brain and behavior (Miller, 2016). This knowledge can
instill hope that although events of the past cannot be changed, the meaning of the memories associated
with those events can be changed (Sweatt, 2016). Furthermore, the relational context in which change
takes place can help clients’ brains overwrite rigid rules and threats about relationships learned from
earlier dysfunctional relationships (Kandel, Dudai, & Mayford, 2014; Schore, 2010; Siegel, 2015).
A second method, neurofeedback, has been recognized as an effective treatment for reducing
symptoms of various mental health concerns (Russell-Chapin, 2016). A specialized form of
biofeedback, neurofeedback changes brain wave patterns to aid in the treatment of conditions such
as attention-deficit/hyperactivity disorder, anxiety, depression, addiction, trauma, autism spectrum
disorders, and personality disorders (Russell-Chapin, 2016). Neurofeedback is just one method that
counselors can use with clients to help them understand and change the function of their brains.
Additional examples include basic biofeedback tools and methods like those found on many “smart”
watches and fitness trackers.
The third method for integrating neuroscience-informed counseling is described by Michael and
Luke (2016) as using a metaphor-based approach to teaching the neuroscience of play therapy. This
approach is an extension and application of that described in Luke (2016), wherein neuroscience
concepts are used both as metaphors for the human experience, as well as understanding brain
function. Tay (2017a) has identified the therapeutic value of metaphor and its utility in understanding
language and the body. Relatedly, the practices of mindfulness and meditation often use imagery, a
form of metaphor, to engage practitioners in engaging more fully in the experience (Tang, Hölzel, &
Posner, 2015). As neuroscience-informed counseling continues to become integrated into the work of
professional counselors, counselor educators must adapt in order to keep their coursework relevant.

Counselor Education and Neuroscience-Informed Counseling
Beeson and Field (2017), along with others (Field et al., 2017; Luke, 2017; Miller, 2016) have called
for more training for counselors who seek to integrate neuroscience into their practice. They also have
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identified the challenges associated with infusing neuroscience into counseling courses. The Council for
Accreditation of Counseling and Related Educational Programs (CACREP; 2015) standards now require
competency in “the biological, neurological, and physiological factors that affect human development,
functioning, and behavior” (p. 10). CACREP standards, along with growing momentum in the field,
support the development of a course designed specifically for integrating neuroscience for counselors.
The AMHCA clinical training standards include recommendations for competence in understanding
and applying the biological bases of behavior. The AMHCA standards outline basic knowledge and
skills, which include integrating research into practice, as well as clinical interventions.
Field et al. (2017) laid a foundation for incorporating neuroscience-informed counseling across
the CACREP curriculum. This approach addresses neuroscience in pre-existent courses, yet there is
limited availability of literature on how to teach a graduate content course in neuroscience-informed
counseling. In the absence of established models for teaching a course in neuroscience-informed
counseling, counselor educators and others can feel at a loss for how to proceed. The purpose of this
article is to provide recommendations for developing a neuroscience-informed counseling course
designed for graduate students. This includes the course structure (e.g., content and resources),
methods for effective instruction (e.g., teaching approach and assignments), and ethical considerations.

Course Structure: Content and Resources
The Neuroscience for Counselors course builds on prior core counseling courses, including counseling
theories and the fundamentals of counseling. As such, it represents an extension of counseling theory
and fundamentals and is not intended to be a substitute or replacement. Neuroscience-informed
counseling explores how different counseling theories and interventions influence and change
neurobiology and help facilitate client wellness.
The Neuroscience for Counselors course was offered to master’s students enrolled in a CACREPaccredited counseling program at a mid-size university in the northeast region of the United States.
The course was offered as an elective that fulfilled three graduate credits toward degree completion.
The course was designed as an introduction to neuroscience research and clinical interventions for
counselors. Specific attention was given to reviewing the structures, systems, and functions of the
brain. Psychodynamic, behavioral, humanistic, and constructivist counseling theories were explored
in relation to neuroscience research. The neuroscience of mental health disorders, such as anxiety,
depression, stress, and addictions and substance use, were explored.
Course assignments included developing a neuroscience-informed guided metaphor; completing
a brain resource book on structures, systems, and functions; dyads to practice using neuroscienceinformed counseling interventions; reflection in a neuroscience process analysis log (N-PAL); and
activities exploring neuroscience-informed technology. A final paper included a case conceptualization
based on the 8-factor meta-model (Luke, 2017, 2019) of case conceptualization to explore their client’s
presenting concerns.
The assigned textbook for this course was Luke’s (2016) Neuroscience for Counselors and Therapists:
Integrating the Sciences of Mind and Brain, which focuses on client conceptualization, brain anatomy,
various theoretical approaches, and an array of commonly diagnosed mental health concerns. The text
also provides case vignettes highlighting how a student might use neuroscience-informed counseling
interventions with a diverse population of clients. The first chapter of the text discusses ethical and
philosophical issues related to integration. Chapter 2 presents an overview of the basic brain structures,
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systems, and functions, including neurons and synapses. Chapters 3 through 6 cover the major categories
of counseling theories: psychodynamic, cognitive-behavioral, humanistic-existential, and postmodern
and constructivist. Chapters 7 through 10 describe conceptualizing and treating anxiety, depression,
stress-related disorders, and substance use disorders. The text is written for counselors and counselorsin-training who have little or no background in the physiological bases of behavioral and mental health
concerns.
The course instructor provided supplemental material, including magazine articles, peer-reviewed
journal publications, apps, videos, websites, and links to neuroscience interest networks. For example,
students were provided a link to the Neuroscience News website, which is an independent science
news website that offers free cognitive science research papers, neuroscience resources, and a science
social network. Also included were links to the Dana Foundation, an organization that supports brain
research via grants, publications, and education, and the ACA’s Neurocounseling Interest Network.
The supplemental material was selected as a method to broaden student understanding and support
knowledge acquisition in neuroscience.

Methods: Teaching Approach and Assignments
Experiential education is not a new approach in higher education. Educational psychologists in the
past, such as John Dewey (1938), Carl Rogers (1969), and David Kolb (1984), have laid the groundwork
for the development of contemporary experiential education. Kolb (1984) defined learning as “the process
whereby knowledge is created through the transformation of experience. Knowledge results from the
combination of grasping and transforming experience” (p. 41). The Association for Experiential Education
(AEE; 2019a) defined experiential education as a teaching philosophy “in which educators purposefully
engage with learners in direct experience and focused reflection in order to increase knowledge, develop
skills, clarify values, and develop people’s capacity to contribute to their communities” (para. 1). In
essence, experiential education is the process of learning through experience and reflection.
Methods of instruction in the Neuroscience for Counselors course were consistent with the 12
principles of practice outlined by the AEE (2019b). For example, class assignments provided students
with the opportunity for reflection, critical thinking, and personal application. The instructor’s teaching
roles included “setting suitable experiences, posing problems, setting boundaries, supporting learners,
insuring physical and emotional safety, and facilitating the learning process” (AEE, 2019b, para. 9). Sakofs
(2001) cautioned that experiential activities can be misused by educators as a form of entertainment with
no real educational value. The following six assignments were designed with the intention to deepen
students’ understanding of neuroscience concepts as they relate to the profession of counseling.
Six Neuroscience Course Assignments
Developing a neuroscience-informed guided metaphor. Historically, neuroscience has been
considered the realm of the medical professional or psychiatrist who has studied the complex inner
workings of the brain. Developing a neuroscience-informed guided metaphor provides counseling
students the experiential opportunity of taking an unfamiliar concept or idea (i.e., using neuroscienceinformed counseling) and making it more accessible by relating it to ideas they are already familiar
with (Jamrozik, McQuire, Cardillo, & Chatterjee, 2016; Lawson, 2005). For this assignment, students
were assigned to read the article “The Birth of the Neuro-counselor?” (Montes, 2013), in which the
term neurocounselor was first used. The article introduces and encourages students to begin thinking
about what it means to use neuroscience-informed counseling in practice and how it influences their
professional identity as a counselor.
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After reading the article, students illustrated a guided metaphor that could be used to inform
their model of neuroscience-informed counseling practice. Students were provided with the prompt,
“Neuroscience-informed counseling is _________” and then asked to fill in the blank with a noun.
Students included a paragraph explaining their choice in metaphor and how they came to make that
decision. Students were asked to share their metaphors with their peers in class. A student’s illustration
could be a visual representation, in writing, or a combination of both. Metaphor is, simply put, the
practice of describing one thing in terms of another (Tay, 2017b). More specifically, the use of metaphor
increases understanding of a less well-understood concept or idea by describing it in terms of something
that is better understood. In the assignment described above, students generated metaphors such as
“neuroscience-informed counseling is the first mission to the moon,” “neuroscience-informed counseling
is a penlight in a dark maze,” and “neuroscience-informed counseling is a puzzle” to be solved. Lawson
(2005) extolled the virtues of metaphors in counseling, noting that they “can help the counselor connect
to the client’s world” (p. 135). The use of neuroscience metaphors, whether generated by the client or
the counselor, can aid in promoting empathy and therefore trust (Luke, 2017) and can aid in learning
neuroscience concepts (Michael & Luke, 2016). For example, in the wildly popular “I Had a Black Dog,
His Name Was Depression” World Health Organization video on YouTube (over 9 million views as of
this writing), depression is compared to a black dog that affects every facet of an individual’s life (World
Health Organization, 2012). The metaphor works by comparing an abstract concept like depression with
something concrete like a black dog. It enables the client to experience their depression as something
happening to them, not emerging from their core self. When incorporated with relevant neuroscience
information, the metaphor takes on increased significance. This black dog hijacks a person’s will, leaving
them with diminished options for meaningful action.
Developing metaphors for the counselor’s roles when using neuroscience-informed counseling can
clarify and strengthen counselor identity. When introducing this assignment, it is important to note
that neuroscience-informed counseling is not its own therapeutic orientation. Whereas many graduate
counseling programs have courses focused on advanced therapeutic orientations, such as solutionfocused therapy or motivational interviewing, a course in neuroscience for counselors can strengthen
a counselor’s current theoretical framework (Luke, 2017). For example, counselors practicing cognitive
behavior therapy who learn about Hebb’s rule (1949), which states that “neurons that fire together wire
together,” along with the concept of neuroplasticity, have another avenue of support for clients working
to make positive behavioral changes. In this example, neuroscience can help the client gain awareness
of the neurological structures that reinforce their behavior and also provide hard evidence that change
is possible (Li et al., 2019). Neuroscience-informed counseling is one of many tools in the counselor
toolbox. In addition to conceptualizing neuroscience-informed counseling as part of their professional
identity, students also learn content knowledge of the brain’s structures, systems, and functions.
Brain structures, systems, and functions book. This assignment required students to research
the basic structures, systems, and functions of the human brain and design their own book. The
instructor provided students black and white images of various structures of the brain discussed in
the class textbook. Images included lateral and dorsal views of the brain, the two hemispheres of the
brain, the three divisions of the brain (i.e., forebrain, midbrain, and hindbrain), the four lobes of the
brain (i.e., frontal, temporal, occipital, and parietal), the anatomy of a neuron, and a stem chart of the
nervous system tasks, including the sympathetic and parasympathetic nervous system functions. This
approach is supported by works such as the Wammes, Meade, and Fernandes (2016) investigation of
the neural processes of storing and retrieving memory. The authors found that drawing important
words and phrases improves one’s ability to remember important concepts. Students were asked to
use various mediums, including colored pencils, crayons, and markers, to label and highlight the
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different neuroanatomy. Students also were asked to use their class textbook to write descriptions of
the functions of these parts of the brain within their assignment.
Mental health diagnoses can be intimidating for clients, as can the symptoms of a disorder. Anchoring
a client’s experience in their neurobiology can increase their understanding of what is happening. Basic
neuroscience information can empower them to learn more about, and in some ways objectify, their
experience. In other words, knowledge of the underlying brain function can encourage clients to reflect
on mind and body and how they interact. For example, depression is a result of brain function, but the
choices an individual makes in response can be a function of the mind. In practice, clients can be led
through the process of identifying brain function and mind function.
The brain structures, systems, and functions book assignment helps to empower students by
providing them with the language and imagery surrounding neuroanatomy. Once counselors feel
confident in their knowledge of basic brain regions and systems they can use it to empower clients by
providing them a physiological explanation of their experiences. For example, knowledge about the
autonomic nervous system can help a client struggling with generalized anxiety disorder. According
to the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric
Association, 2013), generalized anxiety disorder is characterized by excessive anxiety and worry that
is difficult to control, with symptoms that might include restlessness, feeling on edge, being easily
fatigued, difficulty with concentration, muscle tension, and sleep disruptions. Clients struggling with
generalized anxiety disorder can feel as if they are in a constant state of emergency. Understanding how
the sympathetic nervous system prepares the body for emergencies can help a client understand what
they are experiencing at a physiological level. This can make them more receptive to interventions that
activate their parasympathetic nervous system functions and move them from “fight or flight” to “rest
and digest.” Once students in the course obtained content knowledge regarding the brain’s structures,
systems, and functions, they applied that knowledge in dyads.
Dyads. Experiential learning takes careful planning, structuring of lessons, and intentionality
in teaching practices (AEE, 2019). Experiential activities such as dyads can help students learn the
material through the act of “doing.” Tollerud and Vernon (2011) described the benefits of experiential
learning as “promoting interest in a topic, supporting student retention of the material, and involving
students in their education” (p. 285).
Luke (2017) outlined neuroscience concepts that can be used as interventions with clients
(e.g., memory systems, Hebb’s rule, left and right brain processing, mirror neurons, attention, and
mindfulness). In the neuroscience course, students practiced discussing neuroscience concepts in
dyads where they took turns acting as counselor and client. The neuroscience concepts coincided with
Chapters 3–10 in the textbook. This provided practice for students using the neuroscience concepts
with specific theoretical approaches (e.g., contemporary psychodynamic, behavioral approaches,
humanistic approaches, and constructivist approaches), but also could align with a particular mental
health diagnosis (e.g., anxiety, depression, stress disorders, and substance use disorders). For example,
discussion about Hebb’s rule may apply to counselors working from a behavioral approach or
counselors working with clients struggling with specific issues such as substance use.
The instructor provided a dyad prompt for students relating to the chapter material for that
class session. For instance, the prompt for Chapter 3, Contemporary Psychodynamic Approaches
and Neuroscience, was, “Tell me more about your early memories pertaining to key relationships
(i.e., parents, siblings, guardians)” and “How do you feel these early memories influence your key
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relationships today?” The discussion prompt provided the student counselor an avenue to discuss
the neuroscience concepts identified in the chapter (i.e., relationships in the brain/interpersonal
neurobiology, consciousness, and memory systems) with their mock client. Students were graded
on their ability to use the neuro-concepts and attend to their fundamental counseling skills (e.g.,
unconditional positive regard and empathy).
The dyad activities also highlight the positive benefits of right hemisphere to right hemisphere
connections validated through neuroscience. According to Badenoch (2008), right hemisphere to
right hemisphere connections are at the root of change, as interpersonal connections are rooted in
the neural processes of the right hemisphere. Practicing mock counseling sessions provides students
the opportunity to develop healthy relationships with their peers in class. This experience can later
become a parallel process by which they use the positive experience in class with their future clients.
In counseling, two approaches parallel the class experience. In the first, counselors can apply the
same material described above with their clients, using process-based psychoeducation. For example,
the counselor can present information on the neurobiology and role of early memories, relationships
(past and present), and consciousness/unconsciousness in the client’s depression. They can then ask
the questions described above directly to the client. The second approach involves a Gestalt technique
wherein the client’s depression, their brain, and the client themselves all sit together in the room. The
client is guided through a discussion with these constituent parts in order to better understand the
role that each plays in the living of the client’s life. As students completed each dyad, a system was
created for them to reflect on their experience as described below.
The N-PAL (Neuroscience-Personal Analysis Log). According to Faiver, Brennan, and Britton
(2012), the purpose of a personal analysis log (PAL) “is to help students track their progress over the
semester in terms of self-awareness and comfort level with the counseling process” (pp. 292–293).
Students completed nine neuroscience personal analysis logs (N-PALS) throughout the course. Entries
were made in class after each dyad. Students were given the opportunity to analyze and express
their feelings in relation to the dyad activities and course material. The purpose of the N-PAL was to
help students reflect on their counseling work while integrating neuroscience concepts into the mock
counseling sessions with their classmates.
N-PALs consisted of five questions: (a) On a scale from 1–10, how confident do you feel applying
the assigned theoretical approach for this dyad? (b) On a scale from 1–10, how confident did you feel
using neuroscience concepts in this dyad? (c) What were some new areas of growth and development
during this dyad? (d) Assess your own performance during this dyad and provide specific examples,
and (e) What is your reaction to the course material (i.e., assigned reading, class lecture, videos,
discussion)? The N-PAL’s structure is consistent with the experiential education principle, which
states that experiences are structured to require the learner to take initiative and make decisions and
be accountable for results (AEE, 2019). The questions were developed to encourage students to reflect
on their dyadic experiences and think critically about their neuroscience-informed interventions
while being held accountable for areas of growth and development.
Exploring neuroscience-informed technology. With the increased focus on neuroscience in popular
culture and media, there has been an influx of new neuroscience-informed technology. Students were
asked to find three technological tools that could inform their neuroscience-informed clinical work. The
tools were to fall into three distinct categories: one app (e.g., mindfulness, anxiety, or brain information
app), one video (e.g., YouTube, TedTalk), and one technological application (e.g., pulse oximeter,
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biofeedback equipment, EEG reader). After identifying the neuroscience-informed technology tools,
students posted on an online discussion board describing how they would use their identified tools in a
counseling session.
There is an abundance of neuroscience-informed technology on the market today. Counselors
recommending meditation apps or assorted TedTalks to their clients may be using this technology
without awareness of their neuroscientific implications. Counselors do not have to work from memory
alone but can take advantage of the growing number of resources available today (e.g., journal articles,
books, apps, videos). Counselors who take advantage of resources also must be savvy consumers. For
example, prior to recommending apps or videos to clients with neuroscience-related material, counselors
should check the source to confirm it is reputable and use the material themselves. Whereas the
neuroscience-informed technology discussion post helped to build awareness of technological tools, the
final case conceptualization paper served to showcase the content students gained throughout the course.
Case conceptualization. As a summative assignment, students completed a three-part case writeup that demonstrated their ability to conceptualize client issues and apply neuroscience-informed
interventions. The instructor provided students with a fictional client case vignette, including
biopsychosocial information. The first part of the assignment required students to use an 8-factor
meta-model (Luke, 2017, 2019) to conceptualize their client’s case. This 8-factor model is a holistic
model identifying eight components that every counselor must consider when working with clients:
thoughts, feelings, behaviors, environments, experiences, biology and genetics, relationships, and the
socio-cultural context in which the client lives.
Students were asked to include neuro-concepts in their discussion of each of the factors. For
example, if the student identified that the client was experiencing anxious thoughts, they would
include a description of how the amygdala modulates the client’s reactions to events perceived as
dangerous or scary. This part of the assignment demonstrated the counseling student’s mastery of
case conceptualization in conjunction with their understanding of how neuroscience concepts can
influence the client’s symptoms.
The second part required students to review their conceptualization and write a phenomenological
description of the client across the eight factors of the model. A phenomenological description provides
an opportunity for students to consider, beyond the prescribed clinical note, what it might be like to
“walk in this client’s shoes.” Writing a phenomenological description uses right-brain processing skills
of creativity and intuitiveness. Although the description is the student’s interpretation of the client’s
experience, the exercise can strengthen skills in empathic awareness and creative thinking. Thinking
about the phenomenology of a client (i.e., what would it be like to walk in the client’s shoes?) can
deepen therapeutic rapport, strengthen conceptualization skills, and help build empathy.
The third part of the assignment was for students to select a theoretical approach, along with a
rationale for their choice, and create a transcript of a session with the client. The transcript had to
include a brain-based counseling intervention (e.g., discussion about Hebb’s rule, neuroplasticity, or
memory storage). Neuroscience is an essential tool for helping clients understand what is happening to
them. For example, a client who has suffered a trauma and is struggling to understand why they cannot
remember events clearly may find respite in knowledge regarding how traumatic memories are stored
in their brain. Knowledge about neuroscience can help normalize and validate clients’ experiences.
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In summary, six assignments were described above: neuroscience-informed guided metaphor; brain
systems, structures, and functions book; dyads; the N-PAL; exploring neuroscience-informed technology;
and a case conceptualization paper. The assignments were developed to build students’ understanding
of the material and improve their ability to integrate neuroscience into their case conceptualization,
treatment planning, and counseling skills. With the growth of neuroscience integration into the
counseling profession, best practice dictates that ethical and cultural considerations are addressed.

Ethical Considerations
With nascent developments in the counseling profession, such as neuroscience-informed counseling,
come potential risks to clients’ well-being. The ACA Code of Ethics (2014) states that “Counselors
practice only within the boundaries of their competence, based on their education, training, supervised
experience, state and national professional credentials, and appropriate professional experience”
(Standard C.2.a). Scholarly literature has recognized the need for professional counselors to work
within their scope of practice (Luke, 2019). As the counseling profession continues to integrate
neuroscience into practice, the boundaries of that practice are not always clear. For instance, at what
level of integration must counselors be educated in neuroscience explicitly? Who governs the practice
of integration and ensures that counselors are following best practice, especially when best practice has
not been established?
Each of the three areas described above—neuroeducation, neurofeedback, and metaphor—present
distinct ethical challenges. Neuroeducation, like psychoeducation, can become too didactic and place
counselors in the role of content expert, as opposed to process expert. It may be easy for counselors
to share brain information with their clients, becoming dependent on sharing facts instead of sharing
a process. Studies have demonstrated the potential for harm in the helping relationship when
clients view helpers as aloof related to neuro-speak, as clients may feel powerless to change their
neurobiology (Kim, Ahn, Johnson, & Knobe, 2016; Lebowitz & Ahn, 2014).
Neurofeedback can require advanced knowledge in technological interventions. For example,
neurofeedback often requires the use of technological equipment to read and equalize brainwave
activity. The Biofeedback Certification International Alliance (n.d.) offers a training program
specifically for neurofeedback certification. With certification comes a level of oversight and guidance
that promotes proper training of practitioners. However, certification is not a legal requirement to
use neurofeedback in counseling practice. Therefore, what is a counselor’s ethical responsibility
to acquire education in the use of neurofeedback equipment with clients? How much education
is enough to be considered competent? Also, in terms of counselor identity, can neurofeedback be
considered counseling or is it an adjunct to counseling?
Given these concerns, the use of metaphor may be a reasonable middle ground wherein
counselors are still integrating neuroscience into counseling, but not to the extent that it becomes
something different. The use of metaphor is less about teaching clients and more about coming to
a mutual understanding of the client’s experience using terms that make sense and matter to the
client (Tay, 2012). However, this approach requires the counselor to understand brain function
and to stay current in the literature to ensure that the metaphor is accurate and apropos to the
client situation. For example, memory has been likened to a video recording of events, yet the
function of memory has been demonstrated as far more constructed than a recording of facts. In
this case, memory is more like a movie wherein the recordings have been edited to tell the story
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based on the movie-maker’s experience and desire. It is imperative for professional counselors
to consider standards of ethical practice in order to meet the ethical principles of beneficence
and nonmaleficence. Similarly, counselors also have a responsibility to be aware of cultural
considerations when integrating neuroscience into their counseling practice.

Cultural Considerations
There is a power differential in the therapeutic relationship, in part because of the needs and
vulnerabilities that can accompany clients when seeking counseling. Clients might feel disempowered
in the counseling relationship because of intersections of race, gender, age, spirituality, and social
and economic status (Ratts, Singh, Nassar-McMillan, Butler, & McCullough, 2016). In addition, if
counselors use language about the brain that may be perceived as intimidating or unsafe by clients,
it could harm the therapeutic relationship. Integrating neuroscience into the counseling profession
requires counselors to develop self-awareness surrounding neuroscience terminology and power
inequalities in the counseling relationship. It is vital for counselor educators to consider the ethical and
cultural implications of teaching a neuroscience-informed counseling course in order to help students
learn how to facilitate a therapeutic environment where clients feel safe to process their experiences.

Conclusion
Given the benefits of neuroscience-informed counseling to treat behavioral and mental health
concerns, counselor educators must begin to integrate neuroscience-informed counseling into
the curriculum. Developing a neuroscience for counselors course using the aforementioned
recommendations for course structure and methods for instruction is one approach to meeting this need.
Assignments included a neuroscience-informed guided metaphor; development of a brain structures,
systems, and functions book; dyads to practice using neuroscience-informed counseling interventions;
N-PALs for reflection; a neuroscience-informed technology discussion post; and a summative case
conceptualization paper. Integrating neuroscience-informed counseling into the counseling curriculum,
while simultaneously addressing ethical and cultural considerations, has the potential to improve
graduate students’ case conceptualizations, treatment planning, and counseling skills.
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The following study assessed the utility of the U. S. Department of Health and Human Services’ definition of
mental health among participants in the rural Southeastern United States. Using deductive coding, qualitative
results revealed that participants do not conceptualize mental health in comprehensive terms. Rather, they tend
to describe mental health with a focus on cognition. The sample articulated “well-being” to describe mental
health; however, they most often connected it to cognition. The findings suggest that rural communities could
benefit from mental health education with a holistic approach and that the use of the term well-being provides
a pathway for clinical connections. Future research should consider interviewing rural participants to gather
more detail on their definitions and understanding of mental health.
Keywords: mental health, education, cognition, rural, well-being

Mental illness is a pervasive health care concern in the United States. Even though approximately
one fifth of adults experience mental health concerns in any year, only 70% of those in need of mental
health services seek care (National Alliance on Mental Illness, 2015). Because of how common and
widespread mental health conditions are in the United States, mental health professionals have become
increasingly aware that educating the public about mental illness is of utmost importance. Mental health
literacy (MHL; Jorm, 2012), or the knowledge and beliefs about disorders that assist in the recognition,
prevention, or management of a mental health concern, is one way those who are struggling with
mental health concerns can manage mental illnesses more effectively. Improving MHL can have the
capacity to positively impact negative attitudes, biases, or assumptions that are associated with having
a mental illness as well as assist with help-seeking so those who have a mental illness will receive
necessary treatment (Crowe, Mullen, & Littlewood, 2018; Jorm, 2012; Kutcher, Wei, & Coniglio, 2016).
Researchers have consistently demonstrated that a stigma still exists toward seeking help for mental
health concerns and that reducing that stigma is of utmost importance (Kalkbrenner & Neukrug, 2018).
Increasing help-seeking behaviors might best be done through first exploring attitudes and
perceptions, as cognitions are closely tied to emotions and behaviors. Therefore, the current study is
framed through the theoretical lens of cognitive behavioral therapy (CBT; A. T. Beck, 1970). CBT is
based on the notion that how one thinks, feels, and acts are all intertwined. Specifically, one’s thoughts
impact how one feels and behaves. Because of this, negative or unrealistic thoughts may contribute
to psychological distress. When a person feels distressed, the way that they interpret situations may
become skewed or distorted, which then impacts their behavior. From the lens of CBT, one’s decision
to not seek treatment for a mental health concern may be closely tied to the thoughts and feelings they
hold about negative associations about mental illness. Counselors who practice from a CBT perspective
work with clients to identify and eliminate cognitive distortions in order to minimize painful emotions
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and promote more adaptive behaviors. CBT has been applied to diverse populations and found to be
effective with various presenting concerns (A. T. Beck, 1970; J. S. Beck, 2011; Crumb & Haskins, 2017).
Cognitive distortions exist as they relate to having a mental health concern, and researchers have
shown that rural residents with mental health concerns fear being negatively labeled, stereotyped, and
discriminated against and thus are apprehensive to seek mental health care services (Crumb, Mingo,
& Crowe, 2019). Therefore, it is vital that counselors and other mental health providers consider how
clients’ thoughts, beliefs, experiences, and other contextual factors contribute to their understanding of
mental illness. Intentional acknowledgment of the factors that influence clients’ perceptions, attitudes,
and behavior may enhance treatment efficacy for rural residents (Crumb & Haskins, 2017). Along with
exploring negative thoughts related to mental health, researchers also have considered MHL, or one’s
understanding of mental health, as it impacts behaviors.

Mental Health Literacy (MHL)
Health literacy researchers suggest low health literacy is related to a number of negative health
outcomes, including higher instances of chronic illness, lower usage of health care programs, higher
costs of health care, and premature death (Baker et al., 2007; Berkman, Sheridan, Donahue, Halpern,
& Crotty, 2011). The World Health Organization (WHO; 2013) posits that health literacy is more
important than demographic factors (e.g., income, employment, status, education, race, ethnicity)
as they relate to health status. Perhaps because of this, the importance of health literacy is well
established in the health professions.
In a 2011 literature review on health literacy outcomes, Berkman and colleagues found that lower
levels of health literacy were related to more hospitalizations, increased emergency center use, misuse
of medications, confusion with medication instructions, higher death rates, and poorer overall health
among the elderly. Baker and colleagues (2007) had similar findings related to the impact of poor
health literacy on health outcomes. In Baker et al.’s cohort study (N = 3,260), inadequate health literacy
independently predicted mortality and death because of cardiovascular disease in elderly populations.
They concluded that health literacy is an influential component of overall health.
Compared to general health literacy, the same cannot be said specifically for MHL in the field of
mental health. In fact, knowledge of mental health concerns is greatly lacking and largely ignored (Jorm,
2012). The most current study related to MHL found that MHL had a negative relationship to self-stigma
of mental health concerns and help-seeking, signifying that when a person knows more information
about mental health, they have less stigma about mental health concerns and engage in more helpseeking behaviors (Crowe et al., 2018). In this same study, health outcomes (i.e., blood pressure and body
mass index) were assessed to test whether MHL was related to improved physical health. Results were
nonsignificant, suggesting that there was not a relationship between MHL and physical health outcomes.
Regional disparities and sociodemographic variations in treatment utilization and efficacy reflect a
crucial need for increasing MHL in rural areas in particular (Smalley, Warren, & Rainer, 2012; Snell-Rood
et al., 2017). Although prevalence rates of mental health concerns are similar to urban and suburban
regions, the amount of and access to mental health services differ vastly in rural regions. Rural residents
have fewer options for services, and in fact many rural areas have no health care services at all (Rural
Health Information Hub, 2017). Residents in rural regions must travel greater distances for mental health
services, are less likely to have health insurance, and have lower MHL (Rural Health Information Hub,
2017). Therefore, professional literature and research studies that assist with raising knowledge about
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MHL are warranted, as the current literature based on this topic is lacking, especially as it relates to types
of settings and samples of the population. Thus, the current study was an attempt to address this gap
in the literature. The following section focuses on what is known about mental health in rural areas and
highlights the salient issues that are of importance to clinicians and researchers alike.
Mental Health in Rural Areas
The mental health of rural residents is of importance, as 16% of the U.S. population lives in rural areas
(Rainer, 2012). Of those living in the rural United States, 90 million residents live in areas that have been
designated as Mental Health Professional Shortage Areas and are lacking mental health professionals and
resources (Health Resources & Services Administration, 2011). Researchers, practitioners, and recipients
of mental health services purport the underutilization of mental health services and inadequacies in
the quality of mental health care among rural populations (Smalley et al., 2012; Snell-Rood et al., 2017).
Specifically, factors related to acceptability, accessibility, and availability intensify rural mental health
disparities across the United States (Office of Rural Health Policy, 2005; Smalley et al., 2012).
A study completed in Australia sought to explore perceptions about mental health in a rural sample
(Fuller, Edwards, Procter, & Moss, 2000). Themes revealed a reluctance to acknowledge mental health
concerns and seek help from a professional. Results also demonstrated there is a mental health stigma
that is particular to rural communities. Although the study provided an initial look at how mental health
can be understood in rural areas, the sample consisted of mental health professionals and others who
were knowledgeable about mental health issues rather than those from the general client population.
Mental health stigma is one of the most common reasons for unmet mental health needs in rural
areas (Alang, 2015; Stewart, Jameson, & Curtin, 2015). For example, residents in rural communities
report fear of taking psychotropic medications and that seeking treatment for mental health might
adversely impact their employment (Snell-Rood et al., 2017; Stewart et al., 2015). Resultantly, rural
clients who experience mental illness enter mental health care later, present with more serious
symptoms, and often require more intensive treatment (Smalley et al., 2012). Insufficient MHL, such
as misinformation related to common mental health disorders and treatment, can lead to lower rates
of recognizing symptoms of depression, anxiety, and an array of other mental health concerns among
rural residents in various ethnic and age groups (Kim, Saw, & Zane, 2015).
A quantitative study conducted by Alang (2015) investigating the sociodemographic disparities of
unmet health care needs revealed men in rural areas were more likely to forgo mental health care because
of gender stereotypes about mental health problems that encourage men to ignore mental health concerns
and avoid help-seeking behaviors. Similarly, Snell-Rood et al. (2017) found that rural women face issues
with mental health treatment quality and stigma related to specific disorders such as depression as well
as a cultural expectancy of self-reliance, which impacts treatment efficacy. Study participants shared that
the quality of counseling in their rural settings was unsatisfactory because of counselors recommending
coping strategies that were “inconsistent” with their daily routines and beliefs, not offering adequate
“direction” on how to approach treatment for their concerns, and having a lack of therapeutic interaction
(Snell-Rood et al., 2017). Because of negative perceptions of the quality of mental health treatment, many
women in the study were ambivalent in regard to seeking professional help. Rather, they relied on their
personal approaches to symptom management (e.g., avoidance, reflection, and prayer).
Accessibility of mental health services is a significant concern in rural areas. Rural residents face
challenges in finding transportation to facilities for professional care. Consequently, rural residents
often forgo attaining adequate and timely mental health treatment (Alang, 2015; Hastings & Cohn,
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2013). Rural residents often depend on alternative sources such as faith-based organizations to address
mental health concerns (Bryant, Moore, Willis, & Hadden, 2015) or ignore the prevalence of mental
health symptomology altogether (Snell-Rood et al., 2017). Unfortunately, researchers indicated that
rural residents seek treatment for mental health disorders after they have become progressively worse,
resulting in more extensive treatment, which is often unavailable or costly for rural clients (Gore,
Sheppard, Waters, Jackson, & Brubaker, 2016; Hastings & Cohn, 2013; Snell-Rood et al., 2017). Deen and
Bridges (2011) suggested these delays in seeking mental health treatment are associated with low MHL.
Treatment availability for mental health care in rural areas is fragmented because of critical
shortages in mental health care providers in these communities (El-Amin, Anderson, Leider, Satorius,
& Knudson, 2018; Snell-Rood et al., 2017). Practitioner shortage is attributed to difficulty in recruiting
and retaining professionals for rural practice as well as practitioners’ limited understanding of cultural
norms and effective interventions to address mental health needs in rural communities (Fifield &
Oliver, 2016; Hastings & Cohn, 2013). Among practitioners who provide clinical services in rural areas,
many report feeling incompetent to work with the population because of receiving fewer training
opportunities to learn how to work with rural populations, less access to consultation resources, and
professional isolation (Hastings & Cohn, 2013; Jameson & Blank, 2007). Fifield and Oliver (2016) found
the most common need of rural-area mental health professionals was training opportunities specific
to rural mental health counseling. Pointedly, rural mental health service providers are encouraged
to tailor interventions and informational material to meet the needs of the specific communities in
which they practice (Crumb, Haskins, & Brown, 2019; El-Amin et al., 2018). For example, a qualitative
study examining the experience of rural mental health counselors found it was necessary for rural
counselors to modify their interventions to include community-based interventions and expand their
roles to include consulting, advocacy, and case management to effectively meet the needs of rural
clientele (Crumb, Mingo, & Crowe, 2019). In 2012, rural-specific supplemental materials and curricula
were integrated into the standard Mental Health First Aid program, a training course disseminated
by the National Council for Behavioral Health to address gaps in MHL by teaching skills to help
individuals identify, understand, and respond to mental illness (El-Amin et al., 2018; National Council
for Behavioral Health, 2019). Based upon extant research evidence, cultural distinctions in rural living
impact MHL and, subsequently, the quality of mental health care in rural regions of the United States.
Despite the above-mentioned disparities, there are opportunities for improving the mental health
care of those in underserved rural areas. By becoming familiar with how rural residents in the United
States define mental health and investigating the sociodemographic idiosyncrasies in the meaning of
mental health for rural residents in specific regions of the United States, mental health practitioners
can understand how to better address needs, counter structural barriers to treatment, and improve
overall mental health care in rural areas. As far as we are aware, there are no studies that have
examined how those in rural communities define and conceptualize mental health. Thus, the current
study was designed to fill this gap in the literature.
This study sought to understand how individuals in the rural Southeast define and conceptualize
mental health in order to explore MHL and serve as a guidepost to providing culturally relevant services
to residents in these regions. Areas in the Southern United States have a high concentration of rural
residents who potentially have less access to mental health services, which may influence their overall
MHL (El-Amin et al., 2018). Furthermore, we know little about how rural populations define mental
health and the knowledge and beliefs that undergird their understanding of mental health. Rather, we
have definitions of mental health that are taken from large national and international entities (e.g., U.S.
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Department of Health and Human Services, Centers for Disease Control and Prevention [CDC], WHO)
that offer broad ways of understanding the term. These definitions, although useful, may not capture
distinctions associated with region, socioeconomic status, or cultural group differences. Understanding
how groups of people view mental health has many benefits to enhancing MHL. A more specific
understanding of mental health concepts can serve as a foundation to increase the utilization of mental
health services, improve the quality of care, and enhance clients’ ability to communicate concerns. If
there are to be greater gains in prevention, intervention, and management of mental health in rural,
southern regions of the United States, we need a comprehensive understanding of aspects that are
included in perceptions of mental health—using their own words.

Methods
Procedures
Prior to data collection, the Institutional Review Board at a Southeastern U.S. university granted
approval to complete the study to explore MHL. Data were collected via a paper-and-pencil survey.
Research team members approached patients waiting for a regularly scheduled medical appointment
with their primary care physician to complete the survey. Paper copies were stored in a locked filing
cabinet within a locked office. The family medical center was located in a rural area of a state in the
Southeastern United States. The family medical center where the research took place also housed a
mental health provider who received referrals from the medical doctors at the same site. The research
team asked permission to collect data on-site, and the lead physician at the center agreed. The mental
health provider provides services to many of the same patients who receive medical care at the office.
This study was part of a larger, quantitative research investigation on mental health, mental health
stigma, and MHL (Crowe et al., 2018). Because of the expansive nature of the dataset, however, this
article only focuses on the qualitative components of the survey.
Participants
Using published guidelines for in-person recruitment, the research team approached patients as
they waited in the waiting room and asked if they would be interested in joining the research study
(Felsen, Shaw, Ferrante, Lacroix, & Crabtree, 2010). When participants elected to participate in the
study, they completed an informed consent and survey in the waiting area or in an exam room while
waiting for the medical professional. All data were collected over the course of approximately six
months. Incentives were not offered to participants and all participants could choose to opt out of
participation at any time.
Participants included 102 individuals, including 65 females (63.7%) and 37 males (36.3%). A total
of 70 participants identified as White (68.6%), 25 identified as Black/African American (24.5%), four
identified as multiracial (3.9%), two did not know or endorsed the “other” category (2%), and one
identified as Asian (1%). Regarding age, 30 (29%) participants were age 60 and above, 21 (21%) were
between the ages of 50–59, another 21 (21%) were between the ages of 40–49, 14 (14%) were between
the ages of 30–39, 14 (14%) were between the ages of 19–29, and two (2%) were 18 or younger. Fiftysix participants (55%) were married, while 27 (26%) were single. A total of 15 (15%) were separated/
divorced, and four (4%) were widowed. One hundred and twelve participants were asked to
complete the survey, and102 individuals completed the materials, yielding a 91% useable response
rate. Demographic information is summarized in Table 1.
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Table 1
Demographic Information
Characteristic
Gender
Male
Female
Ethnicity
African American/Black
Caucasian/White
Multicultural
Other
Asian
Age
18 or younger
19–29
30–39
40–49
50–59
60+
Marital status
Married
Single
Separated/Divorced
Widowed
Seeking treatment for
Physical health concerns
Mental health concerns
Both
Treatment status
Never sought treatment
Sought treatment in the past
Length of treatment
1 year or less
1–4 years
5–10 years
11–25 years
Description of treatment
Not at all helpful
Somewhat helpful
Generally helpful
Very/Extremely helpful

n

%

37
65

36.3
63.7

25
70
4
2
1

24.5
68.6
3.9
1.9
0.9

2
14
14
21
21
30

1.9
13.7
13.7
20.6
20.6
29.4

56
27
15
4

54.9
26.5
14.7
3.9

88
3
2

86.3
2.9
2

54
48

52.9
47.1

18
11
9
5

17.6
10.8
8.8
4.9

1
9
10
28

1
8.8
9.8
23.3
(continued)
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(continued)
Characteristic
Family mental health
No immediate family member with
a mental illness
Immediate family member with a
mental illness
Not sure
Would you seek treatment for mental
health concerns in the future?
Yes
No
Not sure

n

%

66

64.7

26

25.4

10

9.8

78
3
21

76.5
2.9
20.5

Measures
For purposes of the current analysis, an open-ended question prompted participants: “In your own
words, please describe what you believe the term mental health refers to.” Analysis was completed
by comparing and contrasting the participant responses to this prompt with the U.S. Department of
Health and Human Services (HHS; 2019) definition of mental health. This definition states that:
Mental health includes emotional, psychological, and social well-being. It affects how we think,
feel, and act. Mental health helps determine how we handle stress, relate to others, and make
choices. It is important at every stage of life, from childhood and adolescence through adulthood.
. . . Many factors contribute to mental health problems, including: biological factors, such as
genes or brain chemistry; life experiences, such as trauma or abuse; [and] family history of mental
health problems. (para. 1–2)
We elected to use this definition as opposed to similar definitions of mental health offered by WHO
or the CDC because each member of the research team chose it as the most comprehensive of the
three. Although there were many overlaps in the three definitions (i.e., all three descriptions mention
well-being and handling or adjusting to stressors, and included some dimension of biological,
psychological, and social aspects), the HHS definition also included the notion of life stages, past life
experiences, and how these factors impact mental health.
Data Analysis
The deductive qualitative analysis method (Gilgun, 2011) was used to analyze participant responses
to the open-ended prompt. In deductive coding, the researchers begin with existing codes, as deductive
coding is utilized to test existing theories or frameworks. Because the current research was attempting
to test the HHS definition, deductive analysis was considered the most fitting analysis method by the
research team.
Deductive analysis attempts to understand how a particular theory or framework is useful or not
(Gilgun, 2011). In deductive coding, data is sorted as it fits with existing concepts, or codes, within a
framework. Deductive coding includes levels of analysis, including open coding, axial coding, and
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selective coding (Strauss & Corbin, 1990). According to Gilgun (2011), during open coding, the data is
read line by line, sentence by sentence, and is placed as it is understood within the existing concept(s)
with which it best aligns. Axial coding then occurs to refine the existing theory or framework via further
analysis of data that is already placed within concepts. This data is then reconsidered to attend to
groupings or subthemes within the concept to see if further details of a theory/framework are possible.
Selective coding within deductive analysis is when the data is further examined to see if there is possible
reduction to a single category or core concept. Selective coding is also an attempt to refine and further
consider the existing framework to determine its utility and add to its use. As well, lines or sentences that
do not fit existing concepts are noted. This is referred to as negative case analysis.
In the current research, the open coding analysis process was conducted repeatedly to consider
and reconsider the data and its fit to the concepts within the HHS (2019) definition of “think, feel, and
act.” These three concepts in the HHS definition were evident as the most salient. To aid in coding,
these three HHS concepts were further understood by utilizing several online dictionaries (e.g.,
Google dictionary, Merriam-Webster, dictionary.com, and Cambridge English Dictionary) to define
each concept. For example, the think code included all participant responses that are associated with
this term via dictionaries, including intellectual, cerebral, brain, cognitive, and rational. The research
team continually used several dictionaries to understand participant responses that were not exact or
clear upon first reading. For example, state of mind was coded as think because of it being defined as
a cognitive process and the condition of a person’s thoughts. Axial coding then occurred through the
research team reconsidering the fit of the responses to the existing codes and if further codes could
be developed via negative case analysis. As demonstrated below, axial coding produced a negative
case analysis, that of overall well-being. Selective coding occurred through the team considering all
codes and the utility of the original framework or, in this case, the HHS definition. This utility or lack
thereof is further considered in the discussion below.
The entire analysis process was completed by two members of the research team independently.
Independent coding enhances credibility in the analysis process, a technique promoted among
qualitative researchers (Lincoln & Guba, 1985). The two researchers met on two occasions to discuss
their findings and found consistency in their coding in both meetings. This consistency is often found
when pre-existing codes with set definitions are utilized, as was the case in this analysis.

Results
The following section presents the results of the deductive coding of the data in comparison to
the HHS definition of mental health, specifically the concepts of how we “think, feel, and act.” The
existing concepts used as codes for analysis included the psychological, emotional, and social wellbeing—how we think, feel, and act. Sample quotes from participants (Ps) are provided. The research
team also presents further points of possible refinement of the definition and sense of a core concept.
Concepts Used to Describe Mental Health
Think, feel, and act. Only 15 participant responses provided support for a definition of mental health
that encompassed all three aspects found in the HHS (2019) definition of “think, feel, and act.” One
participant stated, “mental health to me personally is the state of one’s condition of emotional, mental,
social and physical well-being” (P2), and another shared that mental health is the “ability to succeed,
fully participate in social, emotional and occupational and recreational leisure” (P3). Thus, there was only
a small subset of participants who viewed mental health as comprehensively as federally defined.
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Well-being. It should be noted that although most participants did not provide comprehensive
definitions that specifically mentioned all three concepts of think, feel, and act, as used by HHS, there
were 23 participants in the sample who used the term well-being. As indicated in the following, wellbeing was not seen as specific to one area but rather an overall experience. One participant stated,
“More than a sense of psychiatric disease—overall well-being” (P4), and another shared, “Overall
health of a person—their well-being” (P5). Thus, for many of our participants, a comprehensive
definition of mental health they demonstrated was the general term well-being.
Think. The most salient concept found among our participants was related to cognition, thinking, the
mind or brain, or the term mental. Thirty-four responses focused solely on mental health as being how
we think, including statements such as “state of mind” (P6), “mental health refers to your thoughts”
(P7), and “brain imbalance” (P8). These responses suggest that the cognitive aspect of mental health is
a primary way these rural participants conceptualize mental health. We also saw this demonstrated in
other definitions provided by the participants that had think in combination with either feel or act.
Think and feel. The next most salient conceptualization provided by participants included elements
of both cognition and emotion—how we think and feel. Eighteen participants provided responses in this
code, including “mental health is my ability to cope, how I think, rational thinking, and my emotional
stability” (P9) and “state of mind and feeling of well-being” (P10). It is noteworthy that again when
discussing cognition and emotion, there was frequent use of the phrase well-being, even when limited to
just think and feel, thus further supporting the term well-being.
Think and act. Cognition or thinking was further salient and used in connection with behavior,
or how we think and act. Conceptualizations from these 10 participants included statements such as
“condition of one’s mind and if any affect [sic] on behavior” (P11) and “well-being in thought and
action” (P12). Again, also noted is the use of the term well-being, even when specifying think and act.
Non-salient concepts within the HHS definition. There were other conceptualizations of the term
mental health that supported aspects of the HHS definition. There were seven participants who focused
solely on feelings—how you feel. Although there were five participants who only focused on mental
health as behavior or how one acts, neither of the singular concepts were considered salient in participant
responses because of infrequent responses.
Other non-salient concepts. Also provided by participants were concepts focused specifically on
a mental health diagnosis such as “depression” (P16, P17) and “depression, bipolar” (P18). Also, it
is interesting to note that although not salient, a few participants saw mental health as a function of
physical health. This was demonstrated in definitions such as “condition of health” (P19) and “special
help for the sick or assist those that have some type of disease” (P20). It is important to note that a few
responses were unclear or too vague and could not be categorized, such as “Don’t know” (P21, P22).
Summary
Overall, participants’ responses suggest a strong tendency toward cognitive aspects of mental
health rather than a comprehensive definition that can be found when looking in formal sources, such
as the HHS definition (2019). However, a negative case that emerged was that these rural participants
did provide the term well-being as an overall comprehensive definition for mental health. Frequency
counts for each concept can be found in Table 2. In the following section, we discuss these findings.
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Table 2
Frequencies According to HHS Definition Code
HHS Definition Codes		
Think					
Think and Feel			
Think, Feel, and Act			
Think and Act				
Well-Being				

Participant Response Count
34
18
15
10
23

Discussion
In the current study, we explored MHL, specifically focusing on the efficacy of the HHS mental
health definition in a rural, Southeastern U.S. sample. We sought to understand how this population
conceptualized the term mental health. The current research literature provides very little information
about this topic, so the following study offered initial findings to offer professional counselors and
researchers implications and areas for further investigation.
It is important to reflect on the ways results from this sample of rural residents compare to the existing
knowledge about the larger public’s MHL levels and ideas about mental health. Jorm (2000, 2012) noted
that lack of MHL among individuals inhibits their ability to recognize mental health concerns when
they arise. Although MHL may be an area for more intensive focus across all populations and settings
(Jorm, 2000, 2012), results from this study suggest that there are a number of unique considerations in
rural areas. Moreover, it is important to situate the current findings in the context of the challenges faced
by rural residents. Knowing how those in rural communities define mental health, in their own words,
will lend mental health practitioners information about how to communicate and connect effectively to
increase the utilization of mental health services, improve the quality of care, and enhance clients’ ability
to communicate concerns. If there are to be greater gains in prevention, intervention, and management of
mental health in rural regions of the United States, a nuanced understanding of perceptions about mental
health may offer a starting point.
Well-Being
In terms of the HHS definition, the current sample supported the concept of well-being. Although
well-being was not necessarily connected concretely to the specific terms of think, feel, and act, it was
often associated with one or two other concepts as well as used singularly as a holistic definition.
Research on well-being has been of increasing interest in the past two decades (Dodge, Daly, Huyton,
& Sanders, 2012), and many of the current national and international definitions of mental health refer
to well-being (LaPlaca, McNaught, & Knight, 2013). Recent attempts have been made in the literature
to more clearly articulate the definition of well-being (Dodge et al., 2012; LaPlaca et al., 2013), as this
concept is being used to determine policy and practice on many national stages.
Current definitions of well-being combine elements of the psychological, social, and physical.
However, these descriptions also focus on the ratio of resources to challenges that individuals and
communities experience, and some have described well-being as the equilibrium between the two
(Dodge et al., 2012). Thus, well-being should be considered within the context of social issues,
economics, and service provision. This definition of well-being can be particularly useful for rural
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communities and populations, as resources and service provision are often lacking in rural communities
(Health Resources & Services Administration, 2011). Our finding that participants connected with and
utilized the concept of well-being suggests that both counseling practitioners and researchers should
utilize the term and seek to better understand it, especially those working with rural communities and
clients. However, participants in the current study did not provide an expansive level of detail in their
conceptualization of well-being; rather, they focused on the cognitive or physical aspect of well-being.
Cognitive and Biological Focus
When comparing the current sample’s definitions to the HHS definition of mental health, the
think/cognitive aspect of mental health was most supported and relevant to these rural participants.
Most participants believed that mental health describes how individuals think, followed by those
who described it as a combination of thoughts and feelings. As noted in the literature review, HHS
(2019) considers mental health as impacting the way individuals think, feel, and act. In the current
sample, however, only a small fraction of participants defined mental health as a combination of
thoughts, feelings, and behaviors. Instead, participants considered mental health from a cognitive
and biological perspective, focusing on the brain and chemical imbalances. Thus, results of this study
suggest that individuals in rural communities might lack a holistic understanding of mental health.
Our findings add to the literature by providing context for rural individuals’ perceptions and possible
explanations for treatment and help-seeking patterns. Rural residents may be especially vulnerable to
misinformation about mental health disorders because of mental illness stigma, a cultural expectancy
of self-reliance to resolve mental health concerns, and ascertaining mental health–related information
from nonprofessionals (e.g., family members, religious leaders; Smalley et al., 2012; Snell-Rood et al.,
2017), thus further underscoring the importance of improving MHL in rural communities. In the current
study, for example, many participants listed only one component of mental health (e.g., brain imbalance,
thoughts), suggesting that their understanding of the concept of mental health is lacking. The focus on
the biological composition of the brain in mental health is consistent with definitions of mental illness
promoted by organizations such as the National Institute of Mental Health. Thus, although participants’
definitions of mental health are not incorrect, in many ways the focus is narrow and not comprehensive.
Study participants excluded emotions and when speaking about biology focused on the brain, which
potentially discounts somatic manifestations of mental illness (e.g., stomach pains).
A more comprehensive understanding of mental health, with a specific focus on the connection
between emotions, behaviors, and somatic symptoms, could potentially assist rural residents
with becoming more conscious of signs and symptoms related to common mental health concerns
such as anxiety and depression (Kim et al., 2015). It seems important for mental health educators,
organizations, and counseling practitioners in rural communities to provide education that broadens
the beliefs about the nature of mental health. Educational campaigns and direct work that are more
inclusive and broadly focused could be of benefit.
Implications for Professional Counselors
Professional counselors and related mental health practitioners in rural areas noted they need training
opportunities focused on clinical issues that are important in rural settings (Fifield & Oliver, 2016).
Thus, the results from this study may offer mental health professionals guidance for reaching residents
in rural communities and providing efficacious mental health services. Foremost, counselor training
programs could consider developing courses with a specific focus on rural populations, which can assist
counseling students in increasing their understanding of the culture of rural settings, how rural residents
comprehend mental illness, and effective counseling practices in rural communities (Crumb, Mingo,
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& Crowe, 2019; Rollins, 2010). For example, counselors in training would be privy to facts such as how
many people living in rural areas across the United States face additional life stressors, including poverty
and housing and food insecurities, that impact their mental health and well-being.
The results of this study also illustrate the importance of building partnerships and collaborative
relationships in rural communities, as rural residents may present varied concerns (e.g., concerns about
physical health, family members, finances, spirituality) to counselors when seeking help. Thus, building
both informal and formal professional support networks in rural communities is vital. Counselors in
rural communities may consider building resources with physicians, faith-based organizations, and
other mental health providers for consultation purposes (Avent, Cashwell, & Brown-Jeffy, 2015; Crumb,
Mingo, & Crowe, 2019).
El-Amin et al. (2018) suggested programs such as rural-focused Mental Health First Aid to help
increase MHL in rural communities. Because access to mental health services is often limited and/or
non-existent in rural communities, counselors and related mental health professionals should be more
intentional in implementing these forms of programming because of the large number of residents
who reside in rural communities who have not yet been helped (El-Amin et al., 2018). Trainings such
as this may assist with MHL, as well as mental health stigma, which has been associated with MHL in
rural areas (Crowe et al., 2018).
Last, the focus on cognition in participants’ definitions of mental health may indicate a positive
response to more cognitive-based theories such as CBT (A. T. Beck, 1970) and rational emotive
behavioral therapy (Ellis, 1962). As this study was framed through the lens of CBT and the notion that
cognition impacts emotions and behaviors, this theory and related interventions may fit well when
working with clients in the rural United States. This type of “matching” related to how clients in the
rural parts of the United States understand mental health (with a more cognitive focus) might lead to
increased participation in counseling and therapy in rural areas. This might be a way for practitioners
to join with the client initially, at the beginning of the therapeutic relationship, in order to “speak the
same language.” However, given the findings of the current study, although individuals may have
a natural inclination toward more cognitively focused theories, it is incumbent upon mental health
professionals to challenge individuals to consider the ways emotions and behaviors are connected
to their mental health as well. CBT fits this model well; however, scholars have also found ways to
integrate other theories to provide an even more comprehensive and culturally responsive theoretical
framework for clients. For example, one of the suggested interventions in Crumb and Haskins’ (2017)
integration of CBT and relational cultural theory is to “apply cognitive restructuring through relational
resilience” (p. 268). This technique could be especially beneficial to rural communities, as it honors
the focus of cognitions while also considering how these thoughts and messages may be related to a
broader systemic and environmental influence (Crumb & Haskins, 2017).
In sum, counselors should be aware that many of their clients may present with low MHL. Thus,
education and awareness about mental health, diagnoses, and symptomatology may be an integral
part of the treatment process. Counselors should consider this intentionality in education as a part of
their role as advocates for their clients (Crumb, Haskins, & Brown, 2019).
Limitations and Future Directions
As with all research, the current study is not without limitations. First, the qualitative responses
received from participants were often brief. The study team was able to analyze responses, but future
qualitative research on the topic of MHL in rural samples might include a focus group design or
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individual interviews rather than paper-and-pencil surveys to get an in-depth look at how those in rural
areas define mental health. Also, future research could seek to further understand the concept of wellbeing as used by rural participants, looking more in depth at all components (cognition, emotion, and
behavior). Future research studies could also investigate the reasons for a focus on cognitive aspects of
mental health. As it is impossible to separate cognition from emotion and behavior, this study found
that many participants seemed to focus on cognition rather than a more comprehensive understanding
of cognition as it related to choices in behaviors and affect. The current study took place in a medical
center, and participants who were approached to participate may have felt pressure to complete the
survey or answer in a way that was socially desirable. The sample was a convenience sample and may
not be representative of others in the rural Southeast.
Large scale quantitative studies might offer scholars interested in MHL the opportunity to use
validated instruments to measure literacy and perceptions about mental health in rural samples.
Assessments such as the Mental Health Knowledge Schedule (Evans-Lacko et al., 2010) have been used
in recent research (Crowe et al., 2018) to measure mental health knowledge. The Revised Fit, Stigma,
& Value Scale (Kalkbrenner & Neukrug, 2018) is another scale measuring barriers to counseling such
as stigma, values, and personal fit. These types of assessments can measure levels of recognition,
familiarity, and attitudes toward mental health conditions in order to measure MHL and perceptions
of mental health stigma.

Conclusion
This qualitative study investigated the HHS definition of mental health to determine if it was
representative of rural Southeastern participants’ definitions. This assisted with answering the call for
more research on the mental health of rural residents (Simmons, Yang, Wu, Bush, & Crofford, 2015) in
order to provide better services to this population. Most participants demonstrated a conceptualization
that included cognition, as well as well-being, and were more concrete in their conceptualization of
mental health when compared to the more comprehensive HHS definition. A promising result from
this study was that many participants seemed willing to seek mental health treatment in the future.
Rural communities could benefit from mental health education with a holistic approach. Future
research should consider interviewing rural populations to gather more detail on their definitions and
understanding of mental health. The results provided interventions for professional counselors and
related mental health clinicians, particularly those in rural settings, to integrate into their present work,
pointed to the need for educational campaigns on mental health in rural areas, and highlighted areas
for future research exploration.
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Stacey Diane Aranez Litam
This study examined whether attitudes based on labels and counselor demographics predicted empathy and
rape myth acceptance in counselors. A difference in attitudes based on the labels of either “prostitute” or
“sex trafficking” was found. Attitudes based on labels and counselor demographics additionally predicted
scores of empathy and rape myth acceptance. The importance of obtaining training on human sex trafficking
was identified. The implications of these findings are discussed within the areas of counseling, counselor
education, and counselor supervision, including challenging stigmatizing beliefs about individuals who
have experienced commercial sexual exploitation, incorporating discussions about human sex trafficking into
counselor education courses, and learning about resources and trauma-informed techniques that empower
trafficked clients and support counseling supervisees.
Keywords: sex trafficking, human trafficking, prostitutes, rape myth, labels

Exploitation of humans through the use of force, fraud, and coercion is not a new phenomenon.
Despite increased awareness to the social injustice of human trafficking and modern-day slavery,
trading in human beings represents a current business enterprise well established prior to the
colonization of North America (Johnson, 1997). Although the prevalence of human trafficking remains
unknown (Andretta, Woodland, Watkins, & Barnes, 2016; Fedina, 2015), it occurs within the United
States and across the globe, affecting all regions of the world (Davy, 2016; United Nations Office on
Drugs and Crime, 2014). With an estimated 32 billion dollars accrued annually through the sexual
exploitation of women, children, and men (Thompson & Haley, 2018), the United Nations identified
human trafficking as the third largest criminal enterprise globally, just behind those involving drugs
and weapons (Thompson & Haley, 2018).
Human trafficking encompasses both labor trafficking and sex trafficking. The Trafficking Victim
Protection Act was passed by the U.S. Congress in 2000 to address the needs of trafficked survivors.
This act, which applies to instances of sex and labor trafficking, defines human trafficking as the
recruiting, harboring, transporting, supplying, or obtaining of a person for labor or services through
the use of force, fraud, or coercion for the purpose of involuntary servitude or slavery (U.S. Department
of State, 2016). Sex trafficking is a specific type of human trafficking characterized by scenarios in which
commercial sex acts are induced by force, fraud, or coercion, and/or in which the person induced to
perform sex acts is under 18 years of age (U.S. Department of State, 2016). The International Labour
Organization (2012) reported 4.5 million people were victims of sex trafficking worldwide. In 2008, the
National Human Trafficking Resource Center established a hotline service that provides information
related to labor and sex trafficking cases reported in the United States (Gerassi, 2015). Since 2008, reports
of trafficking through the hotline have increased at the rate of 259% per year, resulting in a total of
20,400 cases involving elements of trafficking and exploitation (Gerassi, 2015). Given these estimates, it
is likely that counselors will work with sex trafficking survivors at some point during their career.
Stacey Diane Aranez Litam is an assistant professor at Cleveland State University. Correspondence can be addressed to Stacey Litam,
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Whereas sex trafficking is characterized by commercial sex acts induced by force, fraud, and
coercion (U.S. Department of State, 2016), sex work refers to the voluntary exchange of sexual services,
performances, or products, provided without coercion, control, or force (Gerassi, 2015). Individuals
who self-identify as sex workers consent to provide sex acts (Bettio, Della Giusta, & Di Tommaso, 2017;
Gerassi, 2015). Conversely, sexual assault occurs when unwanted sexual behaviors are attempted or
completed against a person’s will (National Institute of Justice, 2017). Yet, individuals participating in
sex work are at increased risk for becoming victims of human sex trafficking and experiencing other
types of abuse (Cole & Sprang, 2014). One study that examined the types of abuse experienced by sex
trafficking victims found trafficked individuals experienced physical violence (88.9%), sexual violence
(83.3%), and psychological violence (100%; Muftic & Finn, 2013). Although overlap exists, not all sex
workers are trafficked, although all sex trafficked individuals are forced to perform sex work. Research
suggests that the majority of sex trafficked individuals also experience some form of sexual assault.
Most narratives about sex workers and prostitutes do not adequately examine the influence of
structural factors, such as poor economic and social conditions, which may perpetuate the choice to
become sex workers (Schwarz, Kennedy, & Britton, 2017). Instead, existing studies focus on aspects
of morality attributed to sex workers (Alvarez & Alessi, 2012). For example, a Nepalese-based study
found prostitutes were viewed as immoral and were ostracized because of fear of HIV contagion
(Alvarez & Alessi, 2012). Continuing to focus on labels based on the perception of individuals’
consent, agency, and choice perpetuates the presence of stigma (Bettio et al., 2017).
The presence of stigma is well-documented in sexual commerce research. The terms sex worker
and prostitute are often used interchangeably in reference to individuals exchanging sex acts for
compensation, and stigma exists based on which term is used (Alvarez & Alessi, 2012; Bettio et al.,
2017; Gerassi, 2015; Schwarz et al., 2017). Specifically, rates of stigma are highest when applied to
street prostitution compared to commercial stripping, pornography, and other sex acts (Schwarz et
al., 2017; Weitzer, 2018). The effects of stigma based on labels negatively influence overall wellness.
Sex workers who had been labeled prostitute reported lower levels of well-being (Bradley, 2007) and
struggled with feelings of anger, confusion, frustration, and being misunderstood (Tomura, 2009).
Regardless of how people, including counselors, characterize the construct of human sex trafficking,
the stigma associated with labeling clients as prostitutes negatively impacts sex trafficked survivors’
overall wellness. Misconceptions and stigma related to sex work negatively influence therapists’ abilities
to successfully provide mental health services (Wolf, 2019). Many trafficked survivors feel shame and
therefore avoid seeking help (Baldwin, Fehrenbacher, & Eisenman, 2015).

Barriers to Counseling Sex Trafficking Survivors
Counselors and mental health professionals often lack adequate knowledge and skills for counseling
sex trafficking survivors (Domoney, Howard, Abas, Broadbent, & Oram, 2015). To provide successful
mental health services, counselors should maintain appropriate attitudes and levels of empathy and
have an understanding of rape myths.
Attitudes Based on Labels
Within the counseling setting, it is essential that counselors demonstrate empathy and unconditional
positive regard and develop a strong therapeutic relationship with sex trafficking survivors. The language
and labels used to describe clients can impact these necessary elements (Litam, 2017). According to the
principle of linguistic relativity, language shapes perceptions of our world and significantly influences
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cognitive processes (Wolff & Holmes, 2011). Attitudes and perceptions toward groups of people vary
depending on the labels ascribed to them (Szeto, Luong, & Dobson, 2013). For example, negative attitudes
and perceptions exist when describing groups of people as “homeless” (Phelan, Link, Moore, & Stueve,
1997) and “fat” (Brochu & Esses, 2011) compared to “poor person” and “overweight,” respectively.
Attitudes based on labels also influence rates of stigma for individuals receiving mental health services.
Terms like “psycho,” “nuts,” and “crazy” may evoke feelings of danger and unpredictability about
individuals with mental illness, ultimately contributing to increased rates of stigma (Szeto et al., 2013).
The use of labels to define people has been found to increase attitudes and stigma in the medical,
legal, counseling, and social professions (McCoy & DeCecco, 2011; McLindon & Harms, 2011; Russell,
Mammen, & Russell, 2005). To avoid marginalizing clients by referring to them by their diagnoses (e.g.,
schizophrenics, borderlines, autistics), person-first language was developed to separate an individual’s
identity from their clinical diagnosis, disability, or chronic condition (Granello & Gibbs, 2016). Personfirst language asserts that a person diagnosed with autism should be identified as a “person with autism”
rather than “an autistic.” Thus, counselors must avoid labels to minimize the stigmatization of clients,
especially when those labels are perceived as pejorative (American Psychological Association, 2010).
A study conducted by Granello and Gibbs (2016) sought to examine the influence of person-first
language on attitudes of tolerance for people with mental illness. Undergraduate students (n = 221),
adults from a community sample (n = 211), and professional counselors and counselors-in-training
(n = 269) were each given a measurement of tolerance. Tolerance was measured using the Community
Attitudes Toward the Mentally Ill scale (Dear & Taylor, 1979), which measured four subscales of
tolerance: Authoritarianism, Benevolence, Social Restrictiveness, and Community Mental Health
Ideology (Dear & Taylor, 1979). These subscales respectively referred to participants’ views that people
with mental illnesses need to be hospitalized; the belief that society should be sympathetic and kind to
people with mental illnesses; the belief that people with mental illness are dangerous; and the belief that
community-based mental health care is more beneficial than treatment in residential mental health care
facilities (Dear & Taylor, 1979). Within each group, half of the participants received a tolerance measure
that used the phrase “the mentally ill,” while the other half completed the same tolerance measure with
the person-first language “people with mental illness.” The results of this study indicated that across all
three groups, the measurement using “the mentally ill” yielded lower levels of the attitude of tolerance
(Granello & Gibbs, 2016). These results indicate how attitudes are related to labels.
Empathy Within the Counseling Setting
In a meta-analysis of 224 studies examining empathy and outcomes in 3,599 clients, empathy was
found to account for more outcome variance than specific treatment methods (Elliott, Bohart, Watson,
& Greenberg, 2011). The results further indicated empathy was a medium-sized predictor of
psychotherapy outcome across therapists’ theoretical orientation, treatment format, and severity of
clients’ presenting concerns (Elliot et al., 2011). The results of these studies identified client-perceived
therapist empathy as the strongest predictor of therapeutic outcomes.
Clients, including sex trafficking survivors, who experience a therapeutic environment characterized
by counselor empathy feel more deeply understood (Clark, 2010), which promotes treatment satisfaction,
likelihood of compliance, and involvement in the treatment process (Bohart, Elliott, Greenberg, &
Watson, 2002). These findings provide evidence for the significant role of empathy as a catalyst for client
change regardless of a counselor’s theoretical orientation, treatment format, or severity of client issues
(Bohart et al., 2002; Elliot et al., 2011; Imel, Wampold, Miller, & Fleming, 2008; Moyers & Miller, 2013;
Watson, Steckley, & McMullen, 2014). Based on the complex, multi-systemic, and unique needs of sex
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trafficking survivors, it is imperative that counselors working with this population demonstrate empathy
to promote client compliance and treatment involvement (Litam, 2017). Counselors who work with
sex trafficking survivors must obtain a deeper understanding of how the presence of rape myths may
negatively impact their abilities to demonstrate empathy within the therapeutic setting.
Rape Myth Acceptance
The ways in which counselors conceptualize sexual violence may be a result of the acceptance of
rape myths. Rape myths are complex sets of cultural beliefs, stereotypes, or prejudices about rape,
victims of rape, or perpetrators of rape that support and perpetuate male violence against women
(Burt, 1980). Common rape myths toward women include the prejudiced beliefs that victims are
lying, a rape did not occur, the perpetrator was provoked by the victim, and that the victim deserved
the rape in some way based on appearance, behavior, or style of dress (Edwards, Turchik, Dardis,
Reynolds, & Gidycz, 2011; Wilson, Newins, & White, 2017). Additionally, the presence of benevolent
sexism, or the set of beliefs that women should be protected by men, possess domestic qualities,
and fulfill men’s romantic needs (Barreto & Ellemers, 2005), has been associated with rape myth
acceptance (Chapleau, Oswald, & Russell, 2007). The concept of benevolent sexism explains why
women who violate this stereotype by using drugs or alcohol, dressing “provocatively,” or trusting
strangers are perceived as partially responsible for their rape because they are expected to be aware
of risks and avoid precarious situations (Chapleau et al., 2007; Smette, Stefansen, & Mossige, 2009).
The extent to which rape victims are blamed for their own victimization has been associated with
various factors, including the presence of traditional gender roles (Burt, 1980; Schechory & Idisis,
2006), sexual conservatism, and a tolerance for interpersonal violence (Burt, 1980). Additionally,
society continues to hold prejudiced attitudes about “real” rape victims (Hockett, Smith, Klausing, &
Saucier, 2016). According to Maier (2008) and Williams (1984), a “real” rape victim is characterized by
a non-intoxicated woman who was unexpectedly and violently raped by a stranger in a deserted place,
sustained obvious physical injuries, struggled with apparent emotional distress, and quickly reported
the crime to law enforcement. In reality, few reported cases meet these criteria for the “real” rape
victim stereotype (Hockett et al., 2016). Survivors of rape who do not meet the real victim stereotype
are more likely to be blamed or perceived as responsible in some way for their attack (Lonsway &
Fitzgerald, 1994). Survivors of human sex trafficking are raped by traffickers during their initiation into
sex work and are continually raped by buyers during their captivity (Cianciarulo, 2008). Sex trafficking
survivors are often misidentified as “prostitutes” and “sex workers” and are therefore not perceived to
be “real” rape victims because of the presence of rape myths (Cianciarulo, 2008; Hockett et al., 2016).
Rape myth acceptance negatively influences the treatment modalities used by counselors and
other mental health professionals. In a study conducted by Dye and Roth (1990), psychologists, social
workers, and psychiatrists who held more prejudiced beliefs toward sexual assault victims were
significantly more likely to use victim blaming interventions. A study conducted by McLindon and
Harms (2011) indicated counselors who used biased or judgmental speech when conceptualizing
clients who had been raped were more likely to adhere to rape myths. Counselors must understand
the relationship between language/labels, empathy, and rape myth acceptance when supporting
survivors of sexual trauma, including sex trafficking survivors.
When counselors accepted rape myths, sexual assault survivors were more likely to experience
poor post-trauma outcomes (Wilson et al., 2017). Counselors who adhere to rape and human
trafficking myths, or who engage in behaviors that reduce the amount of empathy afforded to clients,
may lead to client re-traumatization, intensified feelings of client shame, and increased rates of
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early termination. Counselors must therefore understand how barriers to counseling sex trafficking
survivors may negatively influence the success of client treatment (Wilson et al., 2017).
Human Trafficking Myths
Human trafficking myths are false beliefs about human trafficking and trafficking survivors
that blame the victim, excuse the perpetrator, and deny or justify the sale or trade of human beings
(Cunningham & Cromer, 2016). For example, human trafficking victims in the media are portrayed
as young, innocent, and vulnerable children, when in reality, victims of all ages are trafficked (U.S.
Department of State, 2001). Another misconception is the belief that victims are kidnapped and then
trafficked, when more often than not they are exploited by a loved one such as a family member or an
intimate partner (Gerassi, 2015). A study conducted by Cunningham and Cromer (2016) was the first
to identify the presence of human trafficking myths in an undergraduate sample. The results of the
study found human trafficking myths in 36.5% of the participants with 31% attributing blame to the
victim. Men who perceived the vignette as an instance of sex trafficking were more likely to engage in
victim blaming and were more accepting of human trafficking myths than their female counterparts
(Cunningham & Cromer, 2016).

Purpose of the Study and Research Hypothesis
The present study sought to examine whether counselors’ attitudes differed based on labels
(i.e., prostitute and prostitution vs. sex trafficked women and sex trafficking). Additionally, the study
explored whether attitudes based on labels and counselor demographics predicted levels of empathy
and rape myth acceptance in counselors. Three research questions were identified: (1) Does a
significant difference exist between Attitudes Toward Prostitutes and Prostitution Scale (APPS) and
Attitudes Toward Trafficked Women and Sex Trafficking Scale (ATTS) scores? (2) Do APPS and ATTS
scores and counselor attributes predict empathy scores on the Empathy Assessment Index (EAI)? and
(3) Do APPS and ATTS scores and counselor attributes predict rape myth acceptance scores on the
Illinois Rape Myth Acceptance Short Form (IRMA-SF)?

Method
Participants
Participants were licensed professional counselors and clinical counselors (N = 396) in Ohio. The mean
age was 42.1 years (SD = 13.51). Participants self-identified as Caucasian/White (n = 364, 91.9%), African
American/Black (n = 22, 5.6%), Hispanic/Latino(a) (n = 6, 1.5%), American Indian/Alaskan Native (n = 3,
0.8%), Asian American/Asian (n = 3, 0.8%), Arab American (n = 1, 0.3%), and Other (n = 1, 0.3%). The
participant who selected Other self-identified as European American; some participants selected multiple
items. Of the total 396 participants, there were more females (n = 341, 86.1%) than males (n = 53, 13.4%).
Two participants (0.5%) identified as transgender. Years of counseling experience spanned from less
than 1 year to 46 years with a mean of 11.1 years (SD = 10.43). The majority of participants had earned a
master’s degree in counseling (n = 354, 89.4%). A smaller percentage of individuals sampled had earned a
doctoral degree (n = 42, 10.6%). One participant indicated she or he had earned a master’s degree and an
EdS degree (n = 1, 0.3%).
Instruments
Demographics/background form. A demographics/background form was used to collect respondents’
age, race, ethnicity, gender, work experience, and level of education. The form also collected whether
participants had previously received training on human trafficking and prostitution. Following the
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demographics document, participants completed either the APPS or the ATTS. Once the appropriate
scale was completed, all participants completed the IRMAS-SF, the EAI, and the Marlowe-Crowne Social
Desirability Scale (MC-SDS) - Form A.
Attitudes Toward Prostitutes and Prostitution Scale (APPS). The APPS (Levin & Peled, 2011) is a
29-item instrument that uses a 5-point Likert scale ranging from 1 (fully disagree) to 5 (fully agree) and
measures the degree to which participants agree with statements about prostitutes and prostitution.
Specifically, the APPS measures Sexual Domination Discourse (SDD; Outshoorn, 2005) attitude, which
views prostitution as a form of oppression (Barry, 1979). Individuals with high SDD attitudes believe
women do not choose to engage in prostitution and are instead forced to participate in the sex industry
as the result of early traumatic experiences (Hunt, 2013; Outshoorn, 2005). The theoretical background
for the APPS emerged after an analysis of the existing literature found that views about prostitutes and
prostitution could be roughly divided into normative and problem-oriented attitudes (Levin & Peled,
2011). According to Levin and Peled (2011), the normative attitude refers to the belief that prostitutes and
prostitution are inherent and functional aspects of a normative society in which commercial sex work
is an independent choice. Conversely, the problem-oriented attitude refers to the belief that prostitutes
and prostitution are socially deviant in nature (Levin & Peled, 2011). Responses about prostitutes and
prostitution are measured on two axes (“normative/deviant” and “choosing/victimized”) that can be
further categorized into four subscales (Levin & Peled, 2011).
Two subscales assess the participants’ perception of prostitutes as people. Scores on the Prostitutes as
Choosing/Victimized (PSCV) subscale measure whether respondents believe prostitutes choose to engage
in prostitution (“Prostitutes enjoy the controlling of men”) or are victimized into the act of prostitution
(“Prostitutes are unable to get out of the situation they are in”). The PSCV subscale has seven items. The
Prostitutes as Normative/Deviant (PSND) subscale measures the extent to which respondents believe
prostitutes, as people, are either normative (“Women become prostitutes because they were not properly
educated”) or deviant (“Most prostitutes are drug addicts”). The PSND subscale has eight items.
Two additional subscales measure the act of prostitution itself. The Prostitution as Normative/ Deviant
(PNND) subscale measures whether respondents perceive the act of prostitution to represent either social
normativeness (“Prostitution provides men with stress relief”) or social deviance (“Prostitution harms
the institution of marriage”). The PNND subscale has seven items. Finally, the Prostitution as Choosing/
Victimized (PNCV) subscale measures whether respondents perceive prostitution represents either
women’s choice (“Prostitution is a way for some women to gain power and control”) or the victimization
of women (“Prostitution is a form of rape in which the victim gets paid”). The PNCV has seven items
(Levin & Peled, 2011). Higher scores on the APPS reflect stronger adherence to the SDD attitude, which
asserts that women engaged in sex work do not choose prostitution out of their own free will and
prostitution is a deviant act that victimizes women (Farley et al., 2003; Hunt, 2013).
The APPS demonstrates sound psychometric properties for the measurement as a whole, across
measures both about prostitutes and prostitution, and across all four subscales. The instrument was
developed over two pilot studies using 392 male and female undergraduate and graduate students.
As reported by Levin and Peled (2011), Cronbach’s alpha rendered an internal consistency for the
entire scale (α = .81), on both subscales (α = .73; α = .73), and across all four subscales (α = .88; α = .81;
α = .86; α = .83). The results of these analyses suggest satisfactory construct validity for a two- and
four-dimensional model of the APPS (Levin & Peled, 2011). The APPS provides an overall score
of attitudes about prostitutes and prostitution, scores related to attitudes about prostitutes and
prostitution, and scores within each of the four subscales.
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Attitudes Toward Trafficked Women and Sex Trafficking Scale (ATTS). The first author collaborated
with the developers of the APPS (Levin & Peled, 2011) to alter the APPS wording to better reflect personfirst language (e.g., “human trafficking survivor” and “sex trafficking”). The updated form was named
the Attitudes Toward Trafficked Women and Sex Trafficking Scale (ATTS). Suggestions provided by
the instrument’s original developers were followed to minimize the possibility that updating the APPS
would interfere with its sound psychometric properties. The four subscales measured by the ATTS are
the same as for the APPS. The reliability and validity information pertaining to the ATTS is unknown as
this study was the first to use it, and we are in the process of measuring its psychometrics.
Illinois Rape Myth Acceptance Scale - Short Form (IRMA-SF). The 22-item Illinois Rape Myth
Acceptance Scale - Short Form (IRMA-SF) was developed to allow brief assessment for the general
factor of rape myth acceptance (Payne, Lonsway, & Fitzgerald, 1999). To examine the construct
validity of the IRMA-SF, t-tests were conducted that compared participants’ gender on the IRMASF in relation to other variables with theoretical and/or empirically demonstrated relationships to
rape myth acceptance; the other variables included sex-role stereotyping, adversarial sexual beliefs,
hostility toward women, and attitudes toward violence. The results indicated men had higher means
on these scales than women—IRMA: t (1174) = 6.23, p < .001 and IRMA-SF: t (174) = 6.09, p < .001
(Payne et al., 1999). Additionally, the previously mentioned variables (e.g., sex-role stereotyping)
ranged from r (174) = .47, p < .001, to r (174) = .74, p < .001 (Payne et al., 1999). These results confirmed
the construct validity of the IRMA-SF (Payne et al., 1999). The IRMA-SF possesses adequate construct
validity, internal consistency, and reliability and allows for a quicker assessment for the general factor
of rape myth acceptance (Payne et al., 1999). The 22-item IRMA-SF was selected for the study to limit
the cognitive fatigue associated with lengthy questionnaire forms and to minimize the rate of nonresponse error for long surveys with many items (Groves, 1989). The IRMA-SF is a publicly available
instrument, so no permission was needed to use it in the study. The IRMA-SF is scored by totaling the
cumulative score, with higher scores indicating greater rejection of rape myths.
Empathy Assessment Index (EAI). The EAI was developed by Gerdes, Geiger, Lietz, Wagaman,
and Segal (2012). The EAI incorporates both emotional and cognitive components of empathy and was
developed over a 4-year period with eight different administrations to more than 3,500 participants
(Gerdes & Segal, 2011; Gerdes, Segal, & Lietz, 2012). The EAI is a 22-item instrument that measures five
subscales of neurologically identified components of empathy: (a) Affective Response (e.g., “When I
see someone receive a gift that makes them happy, I feel happy”), (b) Self–Other Awareness (e.g., “I can
tell the difference between someone else’s feelings and my own”), (c) Perspective Taking (e.g., “I can
imagine what the character is feeling in a good movie”), (d) Emotion Regulation (e.g., “When I am upset
or unhappy, I get over it quickly”), and (e) Affective Mentalizing (e.g., “When I see a person experiencing
a strong emotion, I can describe what the person is feeling to someone else”). To control for social
desirability and hide the link to empathy, the EAI is titled the “Human Relations Survey.” The typical
time to complete the EAI is 5–10 minutes. The EAI is a publicly available instrument, so no permission
was needed to include it in the study.
Marlowe-Crowne Social Desirability Scale (MC-SDS) - Form A. The Marlowe-Crowne Social
Desirability Scale (MC-SDS) - Form A consists of 11 items and uses a true/false format to measure
whether participants respond to survey items in a socially desirable way. The items on the MC-SDS Form A describe culturally approved behaviors with minimal implication of psychopathology
(Crowne & Marlowe, 1960). The MC-SDS - Form A is used in conjunction with other self-report
measures to assess the impact of social desirability on participants’ responses (Reynolds, 1982). The
MC-SDS - Form A yielded .74 using the Kuder-Richardson Formula 20 for reliability with a significant
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correlation coefficient (r = .91; p < .001) and coefficient of determination (r2 = .83). Thus, the MC-SDS Form A represents a reliable and valid form to assess social desirability (Reynolds, 1982).
Procedures
After receiving IRB approval, the Ohio Counselor, Social Worker, and Marriage and Family Therapist
Board provided the email addresses of all licensed counselors in Ohio. As an incentive to participate
in the study, three participants were randomly selected to receive one of three $75 Amazon gift cards.
Email addresses were alphabetized and were sorted into two equal groups. The people in the first half
(17,814), those whose names were toward the start of the alphabet, received a recruitment email with a
link to the APPS. Those in the second half (17,814) received a recruitment email with a link to the ATTS.
Participants who received the APPS were presented with “prostitute” labels in the recruitment email
and in the consent form. The APPS group was not exposed to “sex trafficking” labels. Conversely, the
ATTS group was presented with “sex trafficking” labels in the recruitment email and in the consent form.
The ATTS group was not exposed to “prostitute” language. After completing the demographics form,
both groups completed either the APPS or ATTS surveys before moving on to the EAI, IRMA-SF, and
MC-SDS - Form A. Statistical analysis indicated there were no significant differences between groups in
their demographics.
Statistical Analysis
An alpha level of .05 and a medium effect size of .15 were maintained for all statistical procedures
(Cohen, 1988). The .05 alpha level was maintained to mitigate the potential of a Type I error (Cowles
& Davis, 1982). With a power of .80, a set beta of .20 was obtained, which was an acceptable mitigation
of Type II errors (Lenth, 2001). A power analysis using G*Power was conducted for an independent
samples t-test, which yielded a sample of 128. The study sample size was 396 participants. A total of
193 participants completed the APPS and 203 participants completed the ATTS.
Descriptive statistics of the criterion variables for the APPS and ATTS with the IRMA-SF, EAI, and
MC-SDS - Form A were obtained and can be found in Tables 1 and 2. A series of t-tests were used to
assess whether a significant difference existed between APPS and ATTS scores. To test for normality,
univariate outliers were assessed and a Kolmogorov-Smirnov test was conducted. The assumption
of independence was met from the random assignment of respondents and their lack of interaction
within the study. The result of Levene’s test was not significant; thus, the assumption of homogeneity
of variance was not violated.
To test the second research question, two hierarchical regressions were conducted to examine
whether APPS and ATTS scores and counselor demographics predicted empathy scores on the EAI.
To test the third research question, two hierarchical regressions were conducted to examine whether
APPS and ATTS scores and counselor demographics predicted scores of rape myth acceptance on
the IRMA-SF. For each of the two hierarchical regressions, counselor attributes were added in order
of anticipated strength. After consulting research that examined the effects of variables on rape myth
acceptance, the predictor variables were added in the following order: gender (Aosved & Long, 2006;
Jimenez & Abreu, 2003; Suarez & Gadalla, 2010), race/ethnicity (Giacopassi & Dull, 1986; Lefley, Scott,
Llabre, & Hicks, 1993; Suarez & Gadalla, 2010), level of education, years of experience, and age (Suarez
& Gadalla, 2010). Each hierarchical regression analysis was conducted with an alpha level of .05 and
power of .80. The assumption of independence was met from the random sorting of respondents and
their lack of interaction within the study. The assumption for normality was tested by examining the
distribution of the EAI and IRMA-SF scores. Observations more than two standard errors from the
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mean were removed. An analysis of EAI and IRMA-SF scores was plotted and demonstrated a normal
shape. Residual plots from SPSS were examined to test for linearity. The variance inflation factor (VIF)
was referenced within the multiple regressions with a heuristic value of four set as the upper bound for
acceptable multicollinearity. The residuals appeared scattered around the zero horizontal line which
indicated the assumption of homoscedasticity was not violated. Thus, none of the assumptions for
conducting a multiple regression were violated.
Table 1
Descriptive Statistics of the Criterion Variables for the APPS
Variable

Mean

SD

Minimum

EAI		
AM
AR
ER
PT
SOA
IRMA-SF
MC-SDS

4.73
4.77
4.82
4.41
4.83
4.80
1.47
5.17

0.428
0.555
0.639
0.594
0.529
0.576
0.462
2.490

3.59
3.00
3.20
2.30
3.20
2.75
1.00
0

Maximum
5.68
6.00
6.00
6.00
6.00
6.00
2.73
11.00

Range
2.09
3.00
2.80
3.75
2.80
3.25
1.73
11.00

Note. EAI = Empathy Assessment Index, AM = Affective Mentalizing, AR = Affective Response,
ER = Emotion Regulation, PT = Perspective Taking, SOA = Self-Other Awareness,
IRMA-SF = Illinois Rape Myth Acceptance Short Form, MC-SDS = Marlowe-Crowne Social Desirability Scale.

Table 2
Descriptive Statistics of the Criterion Variables for the ATTS
Variable

Mean

EAI		
AM		
AR 		
ER		
PT		
SOA		
IRMA-SF
MC-SDS

4.76
4.80
4.75
4.46
4.88
4.87
1.38
5.24

SD

Minimum

0.426
0.610
0.632
0.483
0.540
0.540
0.380
2.480

3.86
3.20		
3.20		
3.00		
3.20		
2.75
1.00		
0		

Maximum
5.86
6.00
6.00
5.50
6.00
6.00
2.50
11.00

Range
2.00
2.75
2.80
2.50
2.80
3.25
1.50
11.00

Note. EAI = Empathy Assessment Index, AM = Affective Mentalizing, AR = Affective Response,
ER = Emotion Regulation, PT = Perspective Taking, SOA = Self-Other Awareness,
IRMA-SF = Illinois Rape Myth Acceptance Short Form, MC-SDS = Marlowe-Crowne Social Desirability Scale.
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Results
Analysis of the Marlowe-Crowne Social Desirability Scale - Form A
Prior to analyzing the data, results from the MC-SDS - Form A were examined. The means for both
groups were similar although the ATTS group (M = 5.24, SD = 2.48) scored slightly higher than the
APPS group (M = 5.17, SD = 2.49). Based on these results, the responses provided by the study sample
likely were trustworthy, indicated acceptable rates of social desirability, and likely reflect participants’
true attitudes based on labels.
Bivariate Results
Correlations were used to examine the strength of relationships between variables. The following
section outlines significant correlations between counselor demographics and scales, subscales, and
survey items on the APPS or ATTS, EAI, and IRMA-SF.
Significant correlations between age and survey items. Bivariate correlational analyses were
conducted to examine whether significant relationships existed between counselor age and the APPS/
ATTS, EAI, and IRMA-SF. Age and PSCV were significantly correlated (r = .128, p < .05). Thus, as
participants’ age increases, the belief that prostitutes are victimized also increases. Age was significantly
correlated with the IRMA-SF (r = .101, p < .05) in addition to 11 items on the IRMA-SF. The results from
the correlation analysis indicated as participant age increases, so too does acceptance of most rape
myths. Thus, younger participants were less likely to accept rape myths than older participants. Age
was significantly correlated with the Emotion Regulation (r = .200, p < .01) and Affective Mentalizing
(r = -.137, p < .01) subscales on the EAI. The results from the bivariate correlational analysis indicated
older participants were reportedly better able to regulate their emotions, whereas younger participants
reported greater success in cognitively evaluating another person’s emotional state compared to their
older counterparts.
Significant correlations with gender. Bivariate correlational analyses were conducted to examine
whether significant relationships existed between counselor gender and the APPS/ATTS, EAI, and
IRMA-SF. Gender and previous training on prostitution and/or human trafficking were significantly
correlated (r = -.112, p < .05). Based on the results of the correlation coefficient, males in the study were
less likely to have received training on prostitution and human trafficking compared to females. Gender
and years of counseling experience were significantly correlated (r = -.110, p < .05). Based on the results
of the correlation coefficient, males reported more counseling experience than females.
Regarding the APPS/ATTS surveys, gender was significantly correlated to the PSCV subscale
(r = .102, p < .05), and the PNCV subscale (r = .102, p < .05). Thus, female counselors were more likely
than their male counterparts to perceive prostitutes as victims and were more likely to hold the
attitude that prostitution occurred as the result of victimization. Gender and the IRMA-SF were
significantly correlated (r = -.269, p < 01), with counselor gender significantly correlating with 19 out
of 22 items (86%) on the IRMA-SF. Based on these results, male counselors were more likely to accept
rape myths compared to female counselors.
On the EAI, gender was significantly correlated to the Perspective Taking (r = .161, p = < .01) and
Affective Response (r = .142, p < .01) subscales, in addition to the overall EAI measure (r = .112, p < .05).
Thus, female counselors reported greater success with imagining the experiences of others and were
more likely to experience automatic reactions when observing the emotions of others. Compared to
their male counterparts, females reported higher scores of empathy overall.
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Significant correlations with years of counseling experience. Bivariate correlational analyses were
conducted to examine whether significant relationships existed between years of counselor experience
and the APPS/ATTS, EAI, and IRMA-SF. Years of counseling experience and previous training on
prostitution and/or human trafficking were significantly correlated (r = -.142, p < .01). The longer
counselors had practiced, the less likely they were to have received training on prostitution and human
trafficking. Years of counseling experience was also significantly correlated with the APPS/ATTS item,
“Prostitutes/trafficked women earn a lot of money” (r = .153, p < .01). Thus, the longer counselors had
practiced, the more they believed engaging in prostitution or being trafficked was a lucrative endeavor.
Years of counseling experience were not significantly correlated with overall APPS/ATTS scores (r = .030,
p > .05), overall IRMA-SF scores (r = .055, p > .05), or overall EAI scores (r = .025, p > .05).
Significant correlations with training on prostitution and/or human trafficking. Bivariate
correlational analyses were conducted to examine whether significant relationships existed between
previous training on prostitution/human sex trafficking and the APPS/ATTS, EAI, and IRMA-SF. An
examination between training and survey items revealed a significant relationship between previous
training and the APPS/ATTS items “Most prostitutes/trafficked women are morally corrupt” (r = .157,
p < .01), “Most prostitutes/trafficked women are ugly” (r = .150, p < .01), “Prostitutes/trafficked women
spread AIDS” (r = .122, p < .05), “Prostitutes/trafficked women enjoy the controlling of men” (r = -.125,
p < .05), “Prostitution/sex trafficking is a way for some women to gain power and control” (r = -.113,
p < .01), and “Prostitution/sex trafficking harms the institution of marriage” (r = .108, p < .05). Based on
the bivariate correlations, participants who had not received training on prostitution/sex trafficking
were more likely to believe prostitutes/trafficked women were morally corrupt, ugly, spread AIDS,
and harmed the institution of marriage. Counselors who had not received training on prostitution/
sex trafficking were less likely to believe that prostitutes/trafficked women engaged in sex acts to gain
power and control and enjoyed the controlling of men.
Previous training was significantly correlated with the overall IRMA-SF scale (r = .127, p < .05)
and the Self–Other Awareness subscale. Thus, counselors with no previous training on prostitution/
sex trafficking were more likely to accept rape myths and less likely to successfully engage in the
empathy construct of perspective taking.
Significant correlations between survey items. Bivariate correlational analyses were conducted to
examine whether significant relationships existed between items on the APPS/ATTS, EAI, and IRMA-SF.
The APPS/ATTS survey item “Most prostitutes/trafficked women are ugly” was significantly correlated
with 22 items (76%). The results revealed counselors’ perception that the “uglier” prostitutes/trafficked
women were, the more likely they were to harm the institution of marriage, increase the rate of sexually
transmitted diseases, spread AIDS, damage society’s morals, be morally corrupt, and have drug
addictions. This APPS/ATTS item was of interest because of the presence of the label “ugly.”
The overall IRMA-SF scale was significantly correlated to 23 items on the APPS/ATTS (79%) and
the overall mean score for SDD attitudes (r = -.132, p < .01). Thus, a relationship existed between
higher scores of items indicating agreement with SDD and lower levels of rape myth acceptance.
The more counselors in this study perceived prostitutes to be victims and prostitution as the result
of victimization, the less likely they were to accept rape myths. The IRMA-SF scale was significantly
correlated with the EAI subscales of Affective Response (r = -.169, p < .01) and Perspective Taking
(r = -.181, p < .01). Counselors with lower levels of rape myth acceptance were better able to imagine
and react to the emotions of others. Counselors who believed they were better able to imagine and
subsequently experience themselves in other people’s shoes were less likely to accept rape myths.
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Finally, a significant correlation was found between the APPS/ATTS item “Prostitutes/trafficked
women are unable to get out of the situation they are in” and the overall mean score for SDD (r = .494,
p < .01). Therefore, counselors who perceived that women who engaged in sex acts were victimized
were more likely to believe that women in sex work did not choose it.
Research Question 1
A series of t-tests were conducted to examine whether differences existed between APPS and ATTS
groups. The overall mean scores between APPS (M = 3.56, SD = .427) and ATTS groups (M = 3.80,
SD = .255), t (394) = -6.952, p < .01, were significantly different. The results of the t-test indicated
participants who received “trafficking” labels were significantly more likely to perceive trafficked
women as victims and sex trafficking as a form of victimization. Four additional t-tests determined
significant differences existed between each of the APPS and ATTS subscales. The results of these
t-tests can be found in Table 3 and are presented below.
Table 3
Independent t-Test Between APPS, ATTS, and Subscales
M
Overall
PNCV
PNND
PSCV
PSND

3.56
3.80
3.76
3.80
2.95

APPS
SD
0.427
0.707
0.553
0.575
0.410

n
193
193
193
193
193

M

ATTS
SD

3.80 0.255
4.13 0.405
4.12 0.468
4.33 0.390
2.79 0.276

n

t

203
203
203
203
203

-6.950
-5.830
-6.905
-10.697
4.500

Sig (p < .01)
.000
.000
.009
.000
.000

Note. PNCV = Prostitution as Choosing/Victimized, PNND = Prostitution as Normative/Deviant,
PSCV = Prostitutes as Choosing/Victimized, PSND = Prostitutes as Normative/Deviant.

PNCV. An independent samples t-test was conducted between groups to examine if a significant
difference existed on the PNCV subscale. The mean scores between APPS (M = 3.80 SD = .707) and
ATTS groups (M = 4.13, SD = .405), t (394) = -5.830, p < .01, were significantly different. Based on the
results, participants who received surveys with “trafficking” labels indicated significantly stronger
beliefs that sex trafficking was an act of victimization.
PNND. An independent samples t-test was conducted between groups to examine if a significant
difference existed on the PNND subscale. The mean scores between APPS (M = 3.76, SD = .553) and
ATTS group, (M = 4.12, SD = .468), t (394) = -6.905, p < .01, were significantly different. Based on these
results, participants who received the survey with “trafficking” labels indicated significantly stronger
beliefs that sex trafficking represented a deviant rather than normative act.
PSCV. An independent samples t-test was conducted between groups to examine if a significant
difference existed on the PSCV subscale. The mean scores between APPS (M = 3.80 SD = .575) and
ATTS groups (M = 4.33 SD = .390), t (394) = -10.697, p < .01, were significantly different. Based on these
results, participants who received the survey with “trafficking” labels indicated significantly stronger
beliefs that trafficked women were victimized and did not choose to engage in sex acts.
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PSND. An independent samples t-test was conducted between groups to examine if a significant
difference existed on the PSND subscale. The mean scores between APPS (M = 2.95, SD = .410) and ATTS
groups (M = 2.79, SD = .276), t (394) = 4.50 p < .01, were significantly different. Based on these results,
participants who received the survey with “trafficking” labels indicated significantly stronger beliefs that
trafficked women who engaged in sex acts were engaging in deviant rather than normative acts.
Research Question 2
A regression analysis for the APPS and ATTS was conducted to examine whether the linear
combination of APPS or ATTS scores and counselor age, race/ethnicity, gender, work experience, and
education significantly predicted participants’ overall scores of empathy on the EAI. Table A1 (see
Appendix) outlines the regression analyses for the EAI overall and for each of the five subscales. The
results of the regression overall indicated that race was a significant predictor of empathy (R2 = .07,
F(6,186) = 2.357, p < .01) and explained 7% of the variance for empathy within the APPS group. The
results of the regression were not significant (R2 = .05, F(6,194) = 1.829, p > .05) for the ATTS group.
APPS scores and counselor demographics did not predict scores of Affective Mentalizing on
the EAI (R2 = .05, F(6,186)=1.952, p > .05). Within the ATTS group, age and attitude were significant
predictors of Affective Mentalizing (R2 = .071) and explained 7% of the variance. APPS scores and
counselor demographics did not predict scores of Affective Response on the EAI (R2 = .05, F(6,186)
= 1.802, p > .05). Within the ATTS group, gender and attitude were significant predictors of Affective
Response (R2 = .089) and explained 9% of the variance. When examining the linear combination of
APPS scores and counselor demographics, the results of the regression were significant (R2 = .086)
although there were no individually significant predictors for Emotion Regulation on the EAI. ATTS
scores and counselor demographics did not predict scores on the Emotion Regulation subscale of the
EAI (R2 = .089, F(6,194) = 3.14, p > .05). Within the APPS group, race and gender significantly predicted
the empathy construct of Perspective Taking (R2 = .105) and explained 10% of the variance. ATTS scores
and counselor demographics did not predict scores on the Perspective Taking subscale of empathy
(R2 = .044, F(6,195) = 1.494, p > .05). Neither linear combinations of APPS scores and counselor
demographics (R2 = .043, F(6,186)=1.401, p > .05) nor ATTS scores and counselor demographics
(R2 = .045, F(6,194) = 1.532, p > .05) predicted scores of Self–Other Awareness on the EAI.
Research Question 3
Two hierarchical regressions were conducted to test whether the linear combination of APPS or ATTS
scores and counselor age, race/ethnicity, gender, work experience, and education significantly predicted
participants’ overall scores of rape myth acceptance on the IRMA-SF. Table 4 outlines the regression
analyses for the IRMA-SF. The results of the regression were significant within the APPS group (R2 = 156,
F(6,186) = 5.717, p < .05). Gender significantly predicted rape myth acceptance (β = .272, p < .05), as did age
(β = .236, p < .05) and attitude (β = -.175, p < .05). Based on these results, male counselors and participants
exposed to prostitute labels were more likely to accept rape myths. The results also indicated that the
older counselors were, the more likely they were to accept rape myths. Gender, age, and SDD attitudes
explained 16% of the variance within the APPS group. The results of the regression were significant
within the ATTS group (R2 = .065, F(6,194) = 2.231, p < .05). Gender significantly predicted rape myth
acceptance (β = .178, p < .05) and explained 7% of the variance within the ATTS group. Within both
groups, male counselors were more likely to accept rape myths compared to female counselors.
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Table 4
Multiple Regression Analysis for APPS (N = 193) and ATTS (N = 203) With IRMA-SF
APPS
Variable

IRMA-SF
Constant
Gender
Race
Education
Age
Experience
Attitudes

B

SE B

1.807
.347
-.026
.013
.008
-.003
-.190

.290
.087
.104
.115
.003
.004
.074

ATTS

β

t

Sig. (p)

B

SE B

.272
-.017
.008
.236
-.063
-.175

6.236
3.975
-.250
.116
2.358
-.630
-2.561

.000
.000**
.803
.908
.019*
.530
.011*

1.146
.212
-.184
.055
-.001
-.001
.119

.402
.087
.106
.085
.003
.004
.106

β

t

Sig.(p)

.178
-.128
.049
-.050
-.033
.080

2.850
2.444
-1.745
.645
-.435
-.291
1.119

.005
.015*
.083
.520
.664
.771
.265

Note. *p < .05. **p < .01.

Discussion
Based on the results from this study, exposure to “prostitute” and “sex trafficking” labels influenced
a significant difference between attitudes in counselors. The combination of attitudes and counselor
demographics additionally predicted scores of empathy and rape myth acceptance. Lack of training on
sex trafficking was also linked to higher acceptance of rape myth acceptance. The results from this study
are consistent with research that identified the stigmatizing effects of the prostitute label (Bradley, 2007;
Tomura, 2009), but represent new findings as this study was the first to identify how sex trafficking labels
influence empathy and rape myth acceptance in counselors. This study also is the first to illuminate how
a lack of training on sex trafficking influences greater rates of rape myth acceptance.
Female counselors who completed surveys with sex trafficking labels scored higher on empathy
compared to male counselors. This finding is consistent with a study conducted by Mestre, Samper,
Frias, and Tur (2009), who confirmed women have a greater proclivity for empathic responses
compared to men. According to the present study, male counselors in both groups were more likely to
accept rape myths compared to female counselors. This finding is consistent with existing studies that
identified greater rates of rape myth acceptance in males compared to females (Aosved & Long, 2006;
Cunningham & Cromer, 2016; Suarez & Gadalla, 2010). Counselors exposed to prostitute labels scored
significantly higher on Emotion Regulation compared to counselors who received sex trafficking labels.
This may be explained by counselors’ need to mitigate the emotional responses required to understand
the experiences of sexual violence and physical abuse that characterize prostitution. When counselors
completed surveys with prostitute labels, race and gender predicted perspective taking. According to
Seward (2014), people of color may demonstrate higher rates of empathy and racial acuity compared
to their White counterparts. The effect of membership in a non-majority racial/ethnic group may have
increased participant empathy for other marginalized groups. Compared to their male counterparts,
women are also members of a disempowered group. Thus, a female gender identity may have
influenced participants’ abilities to take perspective when imagining the experiences of others.
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Implications for the Counseling Profession
The present study illuminates the importance for counselors to recognize that language matters; using
“sex trafficked survivor” instead of “prostitute” in client conceptualization and within the therapeutic
setting influences attitudes and several independent constructs of empathy and the presence of rape
myth acceptance. Using a more strength-based term, such as sex trafficking survivor, may be more
appropriate. Avoiding other stigmatizing labels, such as “ugly,” is also important within the counseling
setting. As evidenced within this study, counselors perceived “uglier” prostitutes/trafficked women as
more likely to harm the institution of marriage, increase the rate of sexually transmitted diseases, spread
AIDS, damage society’s morals, be morally corrupt, and have drug addictions.
In a study conducted by Kushmider, Beebe, and Black (2015), counselors-in-training described feelings
of professional helplessness and a desire for specialized coursework to learn how to better support
clients who have survived all types of sexual assault. Obtaining training on sex trafficking represents an
essential component of best practices when counseling sex trafficking survivors. As evidenced within
this study, counselor educators may better support students by incorporating discussions about human
sex trafficking as part of the Council for Accreditation of Counseling and Related Educational Programs
(2015) required trauma curriculum. For example, social and cultural foundations courses can include a
conversation about sex trafficking as part of a discussion on gender, gender equity, and working with
refugee populations.
Counselors, counseling supervisors, and counseling students may benefit from receiving training on
topics related to human trafficking and sex trafficking. Within this study, counselors in Ohio who had not
received training on prostitution/sex trafficking were more likely to believe prostitutes/trafficked women
were morally corrupt, were ugly, spread AIDS, and harmed the institution of marriage. Counselors with
no previous training on prostitution/sex trafficking were also more likely to accept rape myths and were
less likely to successfully engage in the empathy construct of perspective taking. Based on the results of
this study, male counselors were less likely to have received previous training compared to females.
Counseling supervisors must become knowledgeable about resources, promote awareness, and
recognize trauma-informed techniques that support their supervisee and empower the trafficked
client. Counseling supervisors may normalize the stress, anxiety, and feelings of helplessness that
many counselors experience when working with sex trafficked survivors. Engaging in healthy selfcare practices is essential for counselors, counselor educators, and counseling supervisors who work
with this challenging population.
Limitations and Future Research
Future studies may benefit from using a qualitative or mixed methods approach to explore the
relationship between counselor beliefs and human trafficking myths. A detailed analysis of the influence
of labels on attitudes across more diverse counselor demographics were not obtained because of an
overrepresentation of White females in the study. Future areas of study may benefit from using a
stratified sample. Obtaining a deeper understanding of the most common human trafficking myths that
exist within the fields of counseling, counselor education, and counselor supervision may be helpful.
Researchers could facilitate focus groups at various locations—including university settings, community
mental health centers, agencies, and schools—to identify common human trafficking myths. A deeper
understanding of trafficking myths is needed to develop effective training programs.
The development of competencies for human trafficking is needed. Presently, competencies for
working with sex trafficking survivors have not yet been established. Experts on the topic of human
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trafficking may collaborate and document ways to identify trafficked survivors across school, clinical,
and community settings. Evidence-based treatment for counseling sex trafficking survivors and
trauma-informed techniques for supervising counselors working with sex trafficking survivors could
be identified.

Conclusion
The results of this study illuminate the effect of labels on attitudes and how those attitudes predict
empathy and rape myth acceptance in counselors. The presence of prostitute and sex trafficking labels
influenced attitudes and predicted levels of empathy and rape myth acceptance in counselors. The
importance of obtaining training on the topic of sex trafficking was also identified. The implications
of this study related to the counseling profession were outlined and the study limitations were
presented. Counselors must reflect on whether they hold stigmatizing beliefs about individuals who
have engaged in commercial sex work or who have survived forced sexual exploitation. Additionally,
counselors working with sex trafficking survivors may avoid using the prostitute label as this was
linked to greater rates of rape myth acceptance and decreased rates of empathy. Future research areas
may identify prevalent human trafficking myths and develop human trafficking competencies. The
motivating factors and barriers to receiving training on human sex trafficking may also be explored.
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Appendix

Table A1

Multiple Regression Analysis for APPS (N = 193) and ATTS (N = 203) With EAI

			

Variable

B

APPS						 ATTS
SE B

β

t

Sig. (p)

B

SE B

β

t

Sig. (p)

EAI
Constant
Gender
Race
Education
Age
Experience
Attitudes

4.169
-.150
.268
.060
.001
9.389
.085

.282
.085
.101
.112
.003
.004
.072

-.127
.039
.039
.033
.002
.085

14.801
-1.763
.2651
.533
.313
.022
1.186

.000
.080
.009**
.594
.594
.983
.237

4.169
-.193
-.098
-.069
-.005
.007
.227

.450
.097
.118
.096
.004
.005
.119

-.146
-.061
-.055
-.168
.175
.137

9.257
-1.993
-.830
-.718
-1.462
1.526
1.906

.000
.048
.408
.474
.145
.129
.058

EAI (AM)
Constant
Gender
Race
Education
Age
Experience
Attitudes

4.629
-.132
.269
.271
-.005
.000
.032

.367
.111
.132
.146
.004
.006
.094

-.086
.148
.135
-.125
-.007
.024

12.611
-1.191
2.041
1.850
-1.184
-.066
.338

.000
.235
.043
.066
.238
.948
.736

3.849
-.209
.019
.081
-.013
.008
.371

.639
.138
.168
.136
.005
.007
.169

-.110
.008
.045
-.283
.135
.156

6.025
-1.519
.110
.600
-2.483
1.189
2.197

.000
.130
.912
.549
.014*
.236
.129*

EAI (AR)
Constant
Gender
Race
Education
Age
Experience
Attitudes

4.082
-.252
.231
-.091
.000
.002
.163

.424
.128
.152
.169
.005
.006
.108

-.144
.111
-.039
-.007
.025
.109

9.630
-1.976
1.520
-.536
-.069
.235
1.509

.000
.050
.130
.593
.945
.815
.133

3.864
-.335
-.232
-.233
-.008
.006
.378

.663
.143
.174
.141
.005
.007
.175

-.169
-.097
-.124
-.166
.102
.152

5.832
-2.350
-1.336
-1.656
-1.475
.904
2.162

.000
.020*
.183
.099
.142
.367
.032*

EAI (ER)
Constant
Gender
Race
Education
Age
Experience
Attitudes

3.353
.119
.202
-.068
.008
.003
.139

.387
.117
.139
.154
.004
.006
.099

.073
.104
-.032
.191
.049
.100

8.658
1.017
1.454
-.443
1.831
.469
1.403

.000
.311
.148
.148
.069
.639
.162

4.623
.078
-.173
-.179
.003
.005
-.045

.512
.110
.134
.109
.004
.005
.135

.052
-.095
-.125
.086
.112
-.024

9.031
.710
-1.285
-1.643
.744
.975
-.332

.000
.478
.200
.102
.458
.331
.740

EAI (PT)
Constant
Gender
Race
Education
Age
Experience
Attitudes

4.442
-.273
.412
.012
-.002
-.001
.038

.341
.103
.123
.136
.004
.005
.087

-.188
.238
.007
-.040
-.102
.031

12.024
-2.654
3.361
.091
-.389
-.117
.435

.000
.009*
.001*
.927
.698
.907
.664

4.012
-.239
-.093
.016
-.005
.005
.302

.575
.124
.151
.122
.005
.006
.152

-.142
-.046
.010
-.130
.096
.143

6.980
-1.935
-.619
.132
-1.128
.834
1.990

.000
.054
.537
.895
.261
.406
.048

EAI (SOA)
Constant
4.292
.385
11.159
.000
4.610
.570
8.082
.000
Gender
-.153
.116
-.097
-1.323
.188*
-.214
.123
-.128 -1.741
.083
Race
.200
.138
.106
1.448
.149
.022
.150
.011
.147
.883
Education
.225
.153
.108
1.465
.145
-.009
.121
-.006
-.075
.940
Age
.005
.004
.114
1.074
.284
-.003
.005
-.078
-.672
.503
Experience
-.003
.006
-.055
-.516
.607
.012
.006
.237
2.057
.041
Attitudes
.047
.098
.035
.480
.632
.070
.151
.034
.466
.642
Note. AM = Affective Mentalizing, AR = Affective Response, ER = Emotion Regulation, PT = Perspective Taking,
SOA = Self–Other Awareness, Attitudes = Mean Score on APPS or ATTS.
*p < .05. **p < .01.
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